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Summary

Background

Women with overweight experience stigma in clinical interactions. Emerging evidence
suggests that one near-term approach to offset the negative consequences of
weight stigma could be to capitalize on benefits of patient–physician weight concor-
dance. However, it is likely that patient attitudes towards physicians with overweight
are complicated and multifaceted and may include stigmatization of providers with
overweight.

Methods

Two-hundred ninety-eight women with overweight completed an online questionnaire
and indicated preference for a physician who is ‘overweight’, ‘not overweight’, or
indicated no preference. Participants provided reasons for their choice and answered
questions about their weight-related beliefs and experiences.

Results

The majority of women indicated no weight preference (63%), and a portion (36%) of the
sample explicitly preferred physicians who are not overweight. Reasons provided for
these preferences were primarily based on stereotyped notions of physician aptitude
based on weight. Compared with having no preference, those who preferred physicians
who are not overweight had fewer previous negative weight-related physician interac-
tions and had increased beliefs about the controllability of weight.

Conclusions

These findings elucidate patient attitudes towards physicians with overweight in a
sample at increased risk for weight stigmatization. Findings underscore the need for
stigma-reducing interventions so that clinical experiences for both women and physi-
cians with overweight can be improved.

Keywords: Patient preferences, patient–physician interaction, weight stigma.

The negative consequences of physicians’ stigmatizing
attitudes towards people with overweight are well
documented (1–3). These pernicious effects are espe-
cially negative for women. For example, physicians report
reluctance to conduct preventive health procedures on
women with overweight (4), and women with overweight
sometimes delay or forego medical treatment due to
perceiving such biases (5,6). To address this crucial issue,
researchers are designing and evaluating interventions to
reduce weight bias among healthcare providers (7–9).

These efforts show promise, but will take time to produce
change due to the pervasive nature of stereotyping in
clinical interactions (2). Additional approaches to improve
healthcare experiences for women with overweight are
needed.

Emerging research evidence suggests that one
potential approach could be to capitalize on benefits of
patient–physician weight concordance. With increasing
numbers of physicians with overweight in medical
contexts (10,11), matching patients with overweight with
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physicians of overweight status might not only become
more feasible but may also occur naturally with increasing
frequency. Providers with overweight generally hold fewer
negative attitudes towards patients with overweight (12,13)
and may therefore provide a less stigmatizing clinical at-
mosphere. Additionally, patient–provider concordance
on other characteristics such as race and gender is linked
to positive outcomes, such as greater odds of receiving
weight counselling and increased satisfaction with physi-
cian care (14,15). Finally, a recent study demonstrated
that patients with overweight feel uncomfortable with
and devalued by physicians who emphasize their own fit-
ness (16). Taken together, these studies suggest that the
coupling women with physicians of a similar weight status
could be a unique, near-term approach to reduce per-
ceived stigma, increase perceived empathy, and subse-
quently improve clinical encounters for these patients.

Despite the potential benefits of patient–physician
weight concordance, little is known about the attitudes
and preferences of women with overweight towards
physicians with overweight. Indeed, previous findings
are difficult to interpret. While one study found that pa-
tients with overweight are more likely to trust the diet ad-
vice of physicians with overweight (17), other studies
showed that lean providers are preferred: Patients have
greater confidence in, are more likely to follow health ad-
vice from, and indicate greater desire to switch to lean,
vs. overweight, providers regardless of their own BMI
(18,19). While it is possible that patients accurately per-
ceive that physicians with overweight feel less comfort-
able providing dietary advice and are less likely to do so
(20), it is also possible that weight management would
be improved with overweight providers as patients might
also feel more comfortable discussing weight with them.
Patient attitudes towards physicians with overweight are
thus complicated and multifaceted, with competing ac-
knowledgement of the potential benefits of a shared
weight identity (15,21), alongside weight bias directed at
others with overweight (22). The inconclusiveness of ex-
tant findings merits further research in this area. More-
over, the complicated nature of these attitudes
emphasizes the need for a deeper look, including
patient-generated qualitative reports.

Although weight stigma is experienced by both men and
women, women comprise a critical group in terms ofweight
stigma in healthcare (23) and could have attitudes that re-
flect their unique socio-cultural relationship with excess
weight (24). Previous studies have shown the importance
of distinguishing weight attitudes based on gender, be-
cause women are more likely to experience weight dis-
crimination (25). As such, it is important to identify the
unique attitudes of women with overweight given their in-
creased risk for weight stigma in healthcare (25).

The current study aims to (1) examine the extent to
which women with overweight prefer physicians of vari-
ous weight categories, (2) explore participant-identified
reasons for preferring physicians of a certain weight,
and (3) identify individual-level differences that explain
variability in these preferences. Due to the exploratory
nature of the current study, no a priori hypotheses were
made about the direction or magnitude of these attitudes
and preferences.

Materials and methods

Participants

Participants were recruited from the Washington, DC
metropolitan area in the USA in 2012–2013 through flyer
and internet postings and word of mouth. Advertisements
described the study as being for women with BMI of 25 or
higher. Designation as ‘overweight’ based on CDC
criteria for BMI calculated from self-reported height
and weight was required for study eligibility, as was
self-identification of being overweight. Three hundred
forty-seven adult females with overweight were deemed
eligible for a larger experimental study investigating
factors influencing clinical weight management (26) from
which data were analysed for the current report.
Participants were recruited regardless of whether they
were treatment seeking. Two hundred ninety-eight adult
women ultimately completed the online survey (comple-
tion rate = 86%). Participants were compensated $75 by
check at the conclusion of the study. This study was ap-
proved by the Institutional Review Board of the National
Human Genome Research Institute.

Measures

Participant characteristics

Demographic variables were collected and included as
covariates in subsequent analyses. These included self-
reported age in years, race (categorized as Black
people/White people/other) and education status (dichot-
omized as college graduate/not). BMI was calculated as a
continuous variable from self-reported height and weight.
We included these demographic variables as covariates
because of their relationship with participant attitudes
and beliefs.

Previous negative weight-related experiences

A battery of 10 Likert-type scales about the frequency of
previous negative weight-related experiences with physi-
cians was used from a previous study (27). These items
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were developed to measure how often patients experi-
enced negative interactions with physicians based on
weight, and include questions like “I feel I have been treated
disrespectfully by the medical profession because of my
weight”. Participantswere asked to respond to all questions
on a scale from 1 = always to 5 = never. We excluded one
item present in the original publication that was conceptu-
ally different (“doctors have told me that I need to lose
weight without asking them”), and the remaining nine were
averaged into a single measure that converged onto one
factor that showed good reliability (α = 0.88).

Weight controllability

Participants were given a three-item subscale of the
CONNECT instrument (28) pertaining to beliefs about
weight controllability (α = 0.84). The CONNECT instru-
ment was created to measure patients’ explanatory
models of disease and includes six subscales. The
average score on the controllability subscale (e.g. “I have
the power to improve my weight problem”, 1 = strongly
disagree to 6 = strongly agree) was included here.

Weight advice seeking

Participants answered one question about the extent to
which they look to their doctor for weight advice on a scale
ranging from 1 = ‘not at all’ to 5 = ‘great amount’ (24).

Preferences for physician weight

Participants were asked “Do you prefer to see a doctor
who is: not overweight, overweight, no preference?” After
responding to this item, participants provided an
open-ended response explaining why they indicated this
choice, regardless of which answer they gave.

Data coding and analysis

Two trained coders categorized each open-ended
response. Coders were bachelor’s and master’s level
research fellows, trained by the principal investigator of
the study. The coders were trained on categories identi-
fied through qualitative generation of themes within the
data and were blind to participants’ stated weight prefer-
ence on the closed-ended item when coding open-ended
explanations. Responses were coded in terms of the
weight category they favoured, or in terms of discounting
the weight category they did not favour. For example, a
response that listed a perceived negative characteristic
of a provider with overweight (e.g. that they must not
be knowledgeable about weight management as they
are unable to control their own weight) was coded as

a reason to prefer a physician who is not overweight
(due, in this case, to their superior competence). Refer to
Table 1 for examples.

Coders individually coded the data in successive
chunks of 20% until a kappa value of 0.6 was reached,
at which point one coder finished the remainder of the
dataset. Discrepancies were resolved through discus-
sion between coders. If participants listed multiple
reasons for their explicit weight preference, the
response was coded into multiple categories.
Frequency statistics for these codes and examples
responses can be found in Table 1.

All scale distributions and demographic variables were
examined for skewness, outliers and multicollinearity. No
data were excluded for missingness nor outlier status.
Lowess regression showed that the relationship between
previous negative weight-related experiences and
expressed preference was non-linear. Because the asso-
ciation was positive before a breakpoint at the 50th per-
centile and negative after the breakpoint of the scale,
the experience scale was represented as a spline that
was continuous everywhere, and linear except for one
break at the 50th percentile of the scale (29). This
breakpoint conceptually separates participants whose
previous negative experiences were negligible from those
who reported negative experiences.

A binomial logistic regression was run, with explicit
preference for physician weight regressed on the
negative experience scale, weight controllability, weight
advice seeking and BMI (Table 2). Participants infre-
quently preferred an ‘overweight physician’ (1%, n = 4),
so these participants were excluded from logistic regres-
sion analyses. As such, the dependent variable used was
‘not overweight’ preference vs. no preference. Educa-
tional status, race and age were included as covariates
in the model.

Results

Descriptive characteristics

Participants had a mean BMI of 33 kg/m2 (SD = 7.47)
and mean age of 34.61 years (SD = 9.57). The racial
breakdown of the sample was 56% Black people, 28%
White people and 16% other. The sample was 8%
Hispanic people.

Open-ended responses

Of the 298 participants, 36% (n = 106) explicitly preferred
a not overweight physician, 1% (n = 4) explicitly preferred
an overweight physician, and 63% (n = 188) explicitly in-
dicated ‘no preference’. Thirty-seven percent (n = 110)
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of the participants provided an explanation for their
choice. Open-ended explanations in support of a not
overweight physician included answers such as “I think
doctors should be role models for their patients, and live
by example, and show their patients that what they preach
is possible”. Explanations in support of overweight physi-
cians were of the following nature: “If a doctor is over-
weight, he/she knows firsthand what it may be like to
struggle with weight”. More example responses can be
found in Table 1. Eighty percent of the explanations came
from those with an explicit preference for not overweight
(n = 88), 17% from those with no preference (n = 19),
and 3% from those with an overweight preference
(n = 3). Given that answers were free response, partici-
pants could provide multiple reasons for their preference;
the average number of reasons per participant was 1.42.
From here on, stated ns refer to number of reasons rather
than number of participants. Two percent (n = 3) of the
provided reasons came from those who stated an
overweight preference, 17% (n = 26) from those with no
preference and 81% (n = 121) from those with a not
overweight preference. It is notable that 53% (n = 14) of
the reasons provided by participants with no preference
were in support of an overweight physician.

Coding of these open-ended explanations can be
found in Table 1, which reveals that most reasons sup-
ported preference for a physician who is not overweight
(88%, n = 121). Nineteen percent of the participants with
no preference (n = 5) provided qualitative explanations
supporting both not overweight physicians and those
with overweight. The most frequently cited reasons for
preferring a physician who is not overweight were (1)
competence (31%, n = 41), or the belief that physicians
who are not overweight are more knowledgeable and

capable, and (2) the belief that not overweight physicians
are healthier (29%, n = 38). Also notable was the frequent
mention of role modelling (17%, n = 23) or the belief that
not overweight physicians can be role models with
respect to weight. Coding also revealed that empathy
(78%, n = 14), or the belief that physicians with over-
weight can better relate to weight issues, was the most
frequently cited reason for preferring a physician with
overweight.

Logistic regression outcomes

Table 2 shows full results of the logistic regression, which
compared the log odds of preferring a not overweight
physician compared with no preference on the closed-
ended item. Substantial previous negative weight-related
experience with a physician (those with a mean score
above the breakpoint) was associated with having no
preference with respect to physician weight (OR = 0.12,
p < .001). Additionally, there was a significant BMI effect,
indicating that increased BMI was associated with
decreased preference for a not overweight physician
(OR = 0.93, p < .01). In other words, if patients were
heavier or had experienced stigma from a healthcare
provider in the past, they were less likely to state a prefer-
ence for a not overweight physician and more likely to re-
port no preference. Furthermore, increases in the
controllability scale (higher control beliefs) were associ-
ated with increased odds of preferring a not overweight
physician (OR = 1.59, p < .001). Desire to address weight
management with one’s physician was not significantly
related to preference for a not overweight physician
(OR = 1.07, p > .05).

Table 2 Means, standard deviations and results of logistic regression: not overweight vs. no weight preference (referent group)

Independent variables Mean (SD) Range Logistic regression results

Weight preference OR 95% CI

(Intercept) 0.01** 0.01–1.57
Negative experience, negligible 1.38 (.32) 1–2 3.65** 1.60–8.50
Negative experience, >negligible 2.87 (.67) 3–5 0.13** 0.04–0.44
Negative experience, all participants 2.16 (.94) 1–5 — —
Beliefs about weight controllability 5.22 (.86) 1–6 1.59** 1.14–2.26
Seek weight advice from physician 2.42 (1.29) 1–5 1.07 0.88–1.32
BMI 34.38 (7.51) 25.05–69.50 0.93* 0.89–0.98
Race (referent = White people)

Black people 2.22* 1.15–4.41
Other 1.75 0.77–3.96

Graduated college (referent = yes) 1.58 0.89–2.82
Age 34.58 (9.54) 20–50 1.03* 1.00–1.06

*Significant at .01.
**Significant at .001.
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Discussion

Substantial research has shown that patient overweight
negatively influences the quality of healthcare (30) and
that women are treated differently because of weight in
clinical settings (31–35). However, much less is known
about women’s attitudes towards healthcare when the
physician is of overweight status. Given the possibility
that patient–physician weight concordance could be
one avenue to reduce patients’ perceived weight stigma,
it is important to understand preferences for physician
weight categories among women with overweight. Such
research is especially relevant in diverse samples, as indi-
viduals of intersecting, stigmatized identities are at
heightened risk of the negative healthcare consequences
associated with overweight (36,37). The current study ad-
dresses both issues by examining preferences among a
diverse sample that includes both Black and White
women with overweight. Furthermore, identifying the
reasons for these preferences sheds light on underlying
attitudes that may influence the clinical interaction, and
can be used in efforts to reduce stigmatization of
healthcare providers with overweight.

The majority of women in the sample (63%) stated that
they had no preference with respect to physician weight
status. Previous studies found that patients with over-
weight are, similar to their lean counterparts, less likely
to follow health advice from physicians with overweight
(18) and that patients with overweight report mistrusting
physicians with overweight (19). However, our results
suggest that these attitudes do not generally extend to
explicit preferences for physician weight. Even so, only
four participants in our sample (1%) explicitly preferred
physicians with overweight. Given the potential benefits
of patient–physician weight concordance, this lack of
desire for a shared weight identity with one’s physician
was surprising. Either barriers prevent women with over-
weight from endorsing a preference for physicians with
overweight, or such a preference is truly rare.

It is therefore notable that over half of the reasons pro-
vided by those with no preference supported a physician
with overweight. Some of those participants (19% of this
group) provided qualitative explanations supporting both
not overweight physicians and those with overweight.
The remaining (majority) of this group provided only an
explanation in support of a physician with overweight. In
fact, a higher proportion of this sample endorsed notions
of competence in support of a physician with overweight
(41%) compared with those with an explicit preference
(30%). That these participants were unwilling to explicitly
endorse a physician with overweight on the closed-ended
item may be related to the fact that individuals often
maintain a higher evaluation and selection standard for

people from stigmatized groups (38). In other words,
although these participants were aware of the potential
benefits of having a physician with overweight, these
reasons were less likely to be judged as sufficient to
explicitly endorse a preference for one. Future research
is needed to explore physician choice. However, the
pattern seen here could translate into a reluctance to
choose to receive care from a physician with overweight
despite perceiving benefits of doing so.

We also found a small effect such that increased
participant BMI was associated with decreased likelihood
of preferring a not overweight physician, as compared
with having no preference. These results are surprising
given findings from a previous study that showed that
anti-fat attitudes towards physicians do not change as a
function of patient BMI (19). Given our unique sample of
only women with overweight, the current study has
increased sensitivity among higher BMIs and may provide
a reason for future work to investigate whether women
with greater BMI’s, (particularly extremely high BMI’s),
have lower anti-fat attitudes towards physicians with
overweight.

Approximately one-third (36%) of our sample explicitly
endorsed a preference to receive care from a not over-
weight physician. Although not the majority of the sample,
these responses deserve attention due to the potentially
negative ramifications of explicit stigma against physi-
cians with overweight. Moreover, prior research suggests
that Black women stigmatize weight less than White
women (39). This makes the results presented herein
somewhat unexpected given the high representation of
Black women in the current study. The most frequently
cited reason for preferring a not overweight physician
was related to competence: i.e. that being of not over-
weight status is associated with increased ability to prac-
tice medicine. These results are consistent with the
broader literature documenting bias against people with
overweight among those who are themselves overweight
(40). Furthermore, participants were more likely to prefer
not overweight physicians, rather than having no prefer-
ence, to the extent that they believe weight is controllable.
This finding underscores associations between explana-
tory models of weight and bias, which suggest that
people who believe weight is controllable have higher
stigmatizing weight attitudes (41). The blame-oriented
nature of the reasons stated for preferring a
non-overweight physician in the current study thus pro-
vide further support for the supposition that those who
believe weight is controllable have increased stigmatizing
attitudes. In all, participants who explicitly preferred not
overweight physicians frequently used established ste-
reotypes, both in favour of not overweight and against
overweight, to justify their preference. The fact that even
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a third of the sample had such explicit preferences is
noteworthy given potential social desirability against stat-
ing a weight-based preference for healthcare profes-
sionals. That the current study did not examine implicit
preferences is in line with previous research in this area
(21) and lends support for future research on implicit
preferences as well.

Along these lines, relative to having no preference,
many participants indicated that not overweight
physicians are preferable because they are positive
weight-related role models who prioritize weight in
healthcare. This contrasts with our finding that partici-
pants were actually no more likely to express a preference
for a not overweight physician when they reported looking
to their physician for weight care. Indeed, participants
frequently cited weight management-related reasons for
preferring a not overweight physician, but at the same
time indicated very low levels of interest in engaging in
weight management with that physician.

Despite the insight garnered from the current study,
limitations persist. The sample size was insufficient to in-
vestigate factors associated with explicitly preferring a
physician with overweight, because endorsing such a
preference was rare. Furthermore, we only explored ex-
plicit preferences, and future research should investigate
implicit attitudes as well. Additionally, the fact that only
40% of the sample answered the open-ended question
is likely due to the overwhelming indication of no prefer-
ence on the closed-ended item. In addition, participants
may have been more likely to generate weight
management-based reasons for their preferences as the
larger trial was related to weight and weight management
in the medical setting. Prior research has shown that indi-
viduals underutilize weight management in healthcare
(42), and thus may be unlikely to generally consider
weight management-related factors when choosing a
physician. However, weight management is likely to be
the domain in which physician weight is considered most
relevant. As such, the current results may be reflective of
patient attitudes in situations in a number of relevant situ-
ations, such as when a patient encounters a provider with
overweight, when the patient is particularly concerned
with weight, or when a patient desires weight care.
Another limitation is that the current study is based on
stated preferences rather than actual choice. Future
research should explore processes that govern real-world
choices. Finally, given that physicians are also targets of
weight stigma, future research should investigate how
these negative patient attitudes influence communication
and outcomes in the clinical encounter.

To build successful stigma-reducing interventions, we
must first identify the nature of associated biased atti-
tudes (43). The findings from the current study can

therefore be applied to develop interventions to improve
the experience of healthcare providers with overweight
and to avoid the potential negative influences of stigma
on clinical interactions (31). For example, the negative at-
titudes elucidated here that are held by many participants
(e.g. that physicians who are not overweight are more
competent) could be directly addressed in interventions.
Similarly, patient or public health information campaigns
could address unfounded stereotypes of physicians with
overweight or could emphasize that physicians with over-
weight are likely more empathetic to patient’s weight
struggles. Furthermore, the information reported may
help physicians with overweight understand and poten-
tially circumvent some of the biases that may be operat-
ing in clinical interactions. From the patient perspective,
these results explain variability in weight preferences
among women, and may therefore be used to identify
certain women who might benefit from patient–physician
weight concordance, and those who may need stigma-
reducing interventions. Through these routes, we may
improve patient–physician interactions for both patients
and physicians with overweight.

Conflict of Interest Statement

No conflict of interest was declared.

Author contributions

Susan Persky conceived and carried out all data collec-
tion. Susan Persky and Megan Goldring analysed data.
Megan Goldring generated all figures and conducted the
literature search for the manuscript. Megan Goldring
wrote the first draft of the paper and Susan Persky
contributed heavily to the writing process.

Acknowledgements

The authors thank Rick Street for advice and feedback
during study development and Miriam Eisenberg and
Rachel Cohen for editorial comments on a previous
version of this manuscript. We also acknowledge Peter
Hanna, Stephanie Browning and Maie Lee for assistance
with data collection and Allison Sypher for assistance
with data coding.

Funding

This research was supported by the Intramural Research
Program of the National Human Genome Research
Institute, National Institutes of Health. This work is based
on data collected in the Immersive Virtual Environment
Testing Area of the Social and Behavioral Research
Branch, NHGRI, NIH.

256 Preferences for physician weight status M. R. Goldring & S. Persky Obesity Science & Practice

© 2018 The Authors
Obesity Science & Practice published by John Wiley & Sons Ltd, World Obesity and The Obesity Society. Obesity Science & Practice



References

1. Drury A, Aramburu C, Louis M. Exploring the association between

body weight, stigma of obesity, and health care avoidance. J Am

Acad Nurse Pract 2002; 14: 554–561.
2. Puhl R, Brownell KD. Bias, discrimination, and obesity. Obesity

2001; 9: 788–805.
3. Puhl RM, Heuer CA. The stigma of obesity: a review and update.

Obesity 2009; 17: 941–964.
4. Adams CH, Smith NJ, Wilbur DC, Grady KE. The relationship of

obesity to the frequency of pelvic examinations: do physician and

patient attitudes make a difference? Women Health 1993; 20:
45–57.

5. Amy NK, Aalborg A, Lyons P, Keranen L. Barriers to routine gyne-

cological cancer screening for White and African-American obese

women. Int J Obes (Lond) 2006; 30: 147–155.
6. Olson CL, Schumaker HD, Yawn BP. Overweight women delay

medical care. Arch Fam Med 1994; 3: 888–892.
7. Kushner RF, Zeiss DM, Feinglass JM, Yelen M. An obesity educa-

tional intervention for medical students addressing weight bias and

communication skills using standardized patients. BMC Med Educ

2014; 14: 53.
8. Poustchi Y, Saks NS, Piasecki AK, Hahn KA, Ferrante JM. Brief in-

tervention effective in reducing weight bias in medical students.

Fam Med 2013; 45: 345.
9. Swift JA, Tischler V, Markham S, et al. Are anti-stigma films a useful

strategy for reducing weight bias among trainee healthcare profes-

sionals? Results of a pilot randomized control trial. Obes Facts

2013; 6: 91–102.
10. Fung B. 2012. Is your doctor healthier than you? The Atlantic.

https://www.theatlantic.com/health/archive/2012/08/is-your-doc-

tor-healthier-than-you/260706/ (accessed March 15, 2017)

11. Luckhaupt SE, Cohen MA, Li J, Calvert GM. Prevalence of obesity

among US workers and associations with occupational factors. Am

J Prev Med 2014; 46: 237–248.
12. Schwartz MB, Chambliss HON, Brownell KD, Blair SN, Billington C.

Weight bias among health professionals specializing in obesity.

Obes Res 2003; 11: 1033–1039.
13. Zhu D, Norman IJ, While AE. The relationship between health pro-

fessionals’ weight status and attitudes towards weight manage-

ment: a systematic review. Obes Rev 2011: 12–21.

14. Pickett-Blakely O, Bleich SN, Cooper LA. Patient–physician gender

concordance and weight-related counseling of obese patients. Am

J Prev Med 2011; 40: 616–619.
15. Street RL, O’Malley KJ, Cooper LA, Haidet P. Understanding

concordance in patient-physician relationships: personal and

ethnic dimensions of shared identity. Ann Fam Med 2008; 6:
198–205.

16. Howe L, Monin B. Healthier than thou? “Practicing what you

preach” backfires by increasing anticipated devaluation. J Pers Soc

Psychol 2017; 112: 718–735.
17. Bleich SN, Gudzune KA, Bennett WL, Jarlenski MP, Cooper LA.

How does physician BMI impact patient trust and perceived

stigma? Prev Med 2013; 57: 120–124.
18. Hash RB, Munna RK, Vogel RL, Bason JJ. Does physician weight

affect perception of health advice? Prev Med 2003; 36: 41–44.
19. Puhl RM, Gold JA, Luedicke J, DePierre JA. The effect of physi-

cians’ body weight on patient attitudes: implications for physician

selection, trust and adherence to medical advice. Int J Obes (Lond)

2013; 37: 1415–1421.

20. Bleich SN, Bennett WL, Gudzune KA, Cooper LA. Impact of

physician BMI on obesity care and beliefs. Obesity 2012; 20:
999–1005.

21. Bissell P, May CR, Noyce PR. From compliance to concordance:

barriers to accomplishing a re-framed model of health care inter-

actions. Soc Sci Med 2004; 58: 851–862.

22. Schwartz MB, Vartanian LR, Nosek BA, Brownell KD. The influence

of one’s own body weight on implicit and explicit anti-fat bias.

Obesity 2006; 14: 440–447.

23. Fontaine KR, Faith MS, Allison DB, Cheskin LJ. Body weight and

health care among women in the general population. Arch FamMed

1998; 7: 381–384.

24. Kerpner KA, Sargent RG, Drane JW, Valois RE, Hussey JR. Black

and white females’ perceptions of ideal body size and social norms.

Obesity 1994; 2: 118–126.

25. Puhl RM, Andreyeva T, Brownell KD. Perceptions of weight

discrimination: prevalence and comparison to race and gender

discrimination in America. Int J Obes (Lond) 2008; 32: 992–1000.

26. Persky S, Street RL. Evaluating Approaches for Communicating

about Genomic Influences on Body Weight. Ann Behav Med 2015;

49: 675–684.

27. Wadden TA, Anderson DA, Foster GD, Bennett A, Steinberg C,

Sarwer DB. Obese women’s perceptions of their physicians’ weight

management attitudes and practices. Arch Fam Med 2000; 9:
854–860.

28. Haidet P, O’Malley KJ, Sharf BF, Gladney AP, Greisinger AJ, Street

RL. Characterizing explanatory models of illness in healthcare: de-

velopment and validation of the CONNECT instrument. Patient

Educ Couns 2008; 73: 232–239.
29. Marsh LC, Cormier DR. Spline regression models. Sage, 2011, p.

137.

30. Cole KO, Gudzune KA, Bleich SN, et al. Providing prenatal care

to pregnant women with overweight or obesity: differences in

provider communication and ratings of the patient-provider

relationship by patient body weight. Patient Educ Couns 2017; 100:
1103–1110.

31. Gudzune KA, Beach MC, Roter DL, Cooper LA. Physicians

build less rapport with obese patients. Obesity 2013; 2:
2146–2152.

32. Phelan SM, Burgess DJ, Yeazel MW, Hellerstedt WL, Griffin JM,

Ryn M. Impact of weight bias and stigma on quality of care

and outcomes for patients with obesity. Obes Rev 2015; 16:
319–326.

33. Wong MS, Gudzune KA, Bleich SN. Provider communication qual-

ity: influence of patients’ weight and race. Patient Educ Couns

2015; 98: 492–498.

34. Anderson C, Peterson CB, Fletcher L, Mitchell JE, Thuras P, Crow

SJ. Weight loss and gender: an examination of physician attitudes.

Obes Res 2001; 9: 257–263.

35. Wray S, Deery R. The medicalization of body size and women’s

healthcare. Health Care Women Int 2008; 29: 227–243.

36. Burns RB, McCarthy EP, Freund KM, et al. Black women receive

less mammography even with similar use of primary care. Ann In-

tern Med 1996; 125: 173–182.

37. Flynn KJ, Fitzgibbon M. Body images and obesity risk among

black females: a review of the literature. Ann Behav Med 1998; 20:
13–24.

38. Reskin BF, McBrier DB, Kmec JA. The determinants and conse-

quences of workplace sex and race composition. Annu Rev Sociol

1999; 25: 335–361.

Obesity Science & Practice Preferences for physician weight status M. R. Goldring & S. Persky 257

© 2018 The Authors
Obesity Science & Practice published by John Wiley & Sons Ltd, World Obesity and The Obesity Society. Obesity Science & Practice

https://www.theatlantic.com/health/archive/2012/08/is-your-doctor-healthier-than-you/260706/
https://www.theatlantic.com/health/archive/2012/08/is-your-doctor-healthier-than-you/260706/


39. Hebl MR, Heatherton TF. The stigma of obesity in women: the dif-

ference is black and white. Pers Soc Psychol Bull 1998; 24:
417–426.

40. Latner JD, O’Brien KS, Durso LE, Brinkman LA, MacDonald T.

Weighing obesity stigma: the relative strength of different forms of

bias. Int J Obes (Lond) 2008; 32: 1145–1152.
41. Pearl RL, Lebowitz MS. Beyond personal responsibility: effects of

causal attributions for overweight and obesity on weight-related

beliefs, stigma, and policy support. Psychol Health 2014; 29:
1176–1191.

42. Heijnders M, Van Der Meij S. The fight against stigma: an overview

of stigma-reduction strategies and interventions. Psychol Health

Med 2006; 11: 353–363.

43. Kraschnewski JL, Sciamanna CN, Stuckey HL, et al. A silent re-

sponse to the obesity epidemic: decline in US physician weight

counseling. Med Care 2013; 51: 186–192.

258 Preferences for physician weight status M. R. Goldring & S. Persky Obesity Science & Practice

© 2018 The Authors
Obesity Science & Practice published by John Wiley & Sons Ltd, World Obesity and The Obesity Society. Obesity Science & Practice


