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ABSTRACT 

 
The opportunity to educate obese patients on healthy lifestyle practices and 

address habits related to chronic disease development is present among many physician 
office visits, though this opportunity is often overlooked (Flocke, Stange, & Goodwin, 
1998). Understanding ways to improve the medical education and enhance the counseling 
skills of future physicians are of practical and personal relevance to current research. By 
improving the ways in which physicians counsel obese patients on weight management 
practices, the healthcare paradigm is poised to create an indelible mark on the wellbeing 
of our nation. 

Based on the need to address patient education and counseling, the purpose of this 
study was to investigate the relationship between physician attitudes and health behaviors 
on their overall communication and communication skills. The study surveyed 38 
second-year medical residents at the New York University Bellevue School of Medicine 
using the Weight Management Survey developed by NYU researchers. Communication 
and counseling skills were measured using scores from Objective Structured Clinical 
Exams (OSCEs) administered on the same day as the Weight Management Counseling 
survey. Results of the survey and the OSCEs were analyzed to investigate relationships 
between each survey item of three categories of questions (attitudes toward weight 
management counseling, attitudes toward obese patients, physician health habits) and 
each of two sets of OSCE scores (obesity-related communication skills and overall 
counseling skills). 

Results of the data analysis suggest significant relationships between physicians’ 
personal health habits—specifically dietary habits—and obesity counseling–related 
communication skills. Results also suggest a significant relationship between physicians’ 
attitudes toward obesity counseling–related communication skills and overall 
communication skills.  Although an extensive body of evidence corroborates these 
relationships, future investigations should administer the surveys and methods used in 
this study in rural as well as other urban locations in order to improve variability among 
medical residents surveyed and assessed. These results also highlight the need to 
investigate more information about the learning environment of medical residents and 
also the working environment of physicians, in a variety of settings, in order to provide 
more depth to the body of literature suggesting providers’ health habits improves patient 
health outcomes.  
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Chapter 1 

Introduction 

 

 

Self-reported data from a survey of physicians in Canada reflects a worldview of the 

United States that emphasizes the severity of our nation’s poor health: “The North American 

culture is more dangerous to the health of people than any other culture” (Lovell, Lee, & Frank, 

2009, p. 9). Obesity rates in the United States reinforce this view. The most current data 

collected by the Centers for Disease Control and Prevention (CDC, 2009) reports an average 

obesity rate of 20-29% of adults considered obese with only one state falling below 20% 

(Colorado) and several states exceeding 30% or more (Missouri, Oklahoma, Arkansas, 

Kentucky, West Virginia, Tennessee, Louisiana, Mississippi, and Alabama).  

Reinforcing the severity of the obesity epidemic, diabetes rates increase “in parallel with 

the obesity epidemic” (Horowitz et al., 2008, p. 13). These co-morbidities are also associated 

with conditions such as sleep apnea, hypertension, and high total cholesterol, as well as diseases 

such as coronary heart disease, liver and gallbladder disease, and several types of cancer (CDC, 

2010).  Vazquez et al. (2007) revealed in their longitudinal population investigation that the 

incidence of obesity and Type II diabetes were almost mirror images of each other based on the 

statistical strength of the meta-analysis conducted. These results reveal disturbing trends that 

align with studies by Olshansky, Passaro, and Hershow (2005) and Fontaine, Redden, Wang, 

Westfall, and Allison (2003) outlining the new trend of decreasing life expectancy for the first 

time in nearly 200 years as a result of the rise in chronic and preventable diseases.  
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The current rate of growth and detrimental health implications of obesity in the United 

States (Centers for Disease Control and Prevention [CDC], 2009; Fontaine, Redden, Wang, 

Westfall, & Allison, 2003) illuminates the need for health professionals to address this public 

health crisis with utmost care and priority. Melanie Jay, a New York University (NYU) medical 

school faculty member, along with Sheira Schlair of the Montefiore Medical Center in the 

Bronx, New York, share the similar research interest of investigating obesity counseling and 

preventive medicine in medical school and physician settings as well as medical residents’ and 

physicians’ own health behaviors and attitudes towards obesity counseling. Specifically, Jay 

oversees the evaluation and implementation of the Obesity Counseling and Prevention arm of the 

Research on Medical Education Outcomes (ROMEO) project and is charged with research and 

development of current practices as well as future opportunities for improvements upon obesity 

knowledge, counseling skills and abilities to assist patients in achieving a healthy lifestyle (New 

York University [NYU], 2011). To that end, Jay and colleagues have conducted several recent 

studies evaluating current attitudes and practices among physicians as well as medical residents, 

and the results of these studies have served as the springboard from which future efforts are 

directed (Jay et al., 2009; Jay et al., 2010). 

 One of their recent collaborations was a 2009 cross-sectional study of physician obesity 

attitudes and how those attitudes may affect patient care (Jay et al., 2009). Though relationships 

were found between physician attitudes and patient care competencies, researchers found several 

limitations of interest and were noted as directions for future investigation, specifically the use of 

physicians’ own health habits and behavior. Extensive evidence suggests that physicians who 

engage in healthy lifestyle habits and behaviors are more likely to share knowledge of these 

habits with their patients and provide preventive counseling (Abramson, Stein, Schaufele, Frates, 
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& Rogan, 2000; Cornuz, Ghali, Di Carlantonio, Pecoud, & Paccaud, 2000; Frank, Galuska, Elon, 

& Wright, 2004; Frank, Wright, Serdula, Elon, & Baldwin, 2002).  

 A second and more recent collaboration in 2010 implemented a theory-based obesity 

counseling curriculum with half of a group of internal medicine residents in order to “assess the 

impact of an obesity counseling curriculum for residents” (Jay et al., 2010, p. 415). Patients of 

the residents participating in the study, both the experimental group receiving the curriculum and 

the control group receiving no curriculum, were interviewed to assess quantity and quality of 

obesity-related counseling that occurred during their office visit. Jay et al. (2010) found that 

physicians in the experimental group provided significantly greater quality of counseling 

(standard b= 0.18, R2 change = 2.9%, p< 0.05) when controlling for “patient, physician and visit 

characteristics” (Jay et al., 2010, p. 415).  

Thus, in order to better address the relationship between physicians’ own health 

behaviors and attitudes and how these factors relate to preventive medicine counseling efficacy, 

this study includes measurements of overall communication and communication skills as 

demonstrated by scores on observed structured clinical exams (OSCEs).  

Purpose of the Study 

 

 

There is no dispute among health professionals that the American obesity epidemic is 

costly to physical wellbeing as well as the financial health and management of resources within 

our country (CDC, 2009; Flegal, Carroll, Ogden, & Johnson, 2002; Fontaine et al., 2003; 

Olshansky, Passaro, & Hershow, 2005). There is dispute, however, as to how the obesity 

epidemic continues to grow, whether it is physical inactivity (Heini & Weinsier, 1997; Philipson, 
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2001; Prentice & Jebb, 1995; Weinsier, Hunter, Heini, Goran, & Sell, 1998;) or consuming too 

many (or poor nutrient-quality) calories (Cutler, Glaeser, & Shapiro, 2003; McCrory, Suen, & 

Roberts, 2002; Nielsen & Popkin, 2003; Stunkard, Berkowitz, Stallings, & Schoeller, 1999).  

Physicians are uniquely able to make significant contributions to the health and wellbeing 

of our country’s citizens by “seizing the opportunity to deliver preventive care during illness 

visits” (Cohen et al., 2004, p. 565). Researchers suggest that medical school and residency 

training are the ideal settings for improving empathy for and treatment of patients who are obese 

(Block, DeSalvo, & Fisher, 2003, p. 673) as well as encourage or maintain healthy lifestyle 

habits, later serving as a role model for patients as well as other medical staff  (Frank, 

Hedgecock, & Elon, 2004). This unique opportunity gives rise to the importance of 

understanding medical residents’ attitudes and behaviors toward and among obese patients in 

order to best address disparities that may exist which could detract from the quality of patient 

care necessary to facilitate these significant contributions (Block et al., 2003; Foster et al., 2003; 

Goff, Holmboe, & Curry, 2006; Harris, Hamaday, & Mochan, 1999; Kurtz, Nolan, & Rittinger, 

2003; Teachman & Brownell, 2001).  

The original purpose of the study by Schlair et al. (2008) was to assess the relationship 

between medical resident stage of change and weight management self-efficacy, as well as 

residents own counseling self-efficacy and performance. These previous investigations also 

examined relative impact of the “5 As” obesity counseling curriculum in relationship to quality 

of counseling received by patients (Jay et al., 2010). In addition, Sheira Schlair was investigating 

physician attitudes, personal health habits and obesity counseling and management for her 

fellowship and was guided by her fellowship mentor, Adina Kalet, to collaborate with Melanie 

Jay based on their similar research interests. Subsequently, the merged efforts and resources 
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identified the need to compare attitudes and behaviors to performance, rather than simply self-

reported competency, in order to determine if a significant relationship existed. 

Thus, the exploration of physicians’ own health behaviors, attitudes regarding obesity 

and weight management counseling, and overall communication abilities as they related to 

clinical exam scores investigated the natural tendencies of medical residents, without an 

intervention such as the obesity counseling curriculum. This investigation was a crucial step in 

(1) understanding trends or patterns in how medical residents develop these attitudes and 

behaviors, (2) understanding how the medical residents are influenced during medical school 

training, and (3) guiding future research in improving physicians’ knowledge of and appreciation 

for obesity and weight management counseling.  

The purpose of this study was to investigate the relationship between physicians’ 

attitudes regarding weight management counseling, physicians’ attitudes toward obese patients, 

personal health behaviors and obesity counseling–related communication skills measured by 

objective structured clinical examinations (OSCEs).  This study will also investigate the 

relationship between physicians’ attitudes regarding weight management counseling, personal 

health behaviors, and overall communication skills, also measured by OSCEs.  

 

 

Research Questions 

1. What is the relationship between physicians’ attitudes toward weight management 

counseling and obesity counseling–related communication skills on an OSCE? 

2. What is the relationship between physicians’ attitudes toward obese patients and obesity 

counseling–related communication skills on an OSCE? 
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3. What is the relationship between physicians’ personal health habits and obesity 

counseling–related communication skills on an OSCE? 

4. What is the relationship between physicians’ attitudes toward weight management 

counseling and overall communication skills measured by an OSCE?  

5. What is the relationship between physicians’ personal health habits and overall 

communication skills measured by an OSCE? 

 

 

Significance of the Study 

This novel study is significant because it introduces a new variable in a previously 

researched equation. Specifically, this study investigates the relationship between physicians’ 

attitudes toward obesity, weight management counseling, own health behaviors, and 

performance as measured by observed structured clinical examinations (OSCEs).   The study 

from which this investigation was initiated examined the variables associated with influencing 

physicians’ attitudes towards obesity counseling, but used self-reported survey data of perceived 

counseling efficacy as the counseling variable in their examination of these relationships; in this 

study, efficacy was an actual performance score as represented by scores on the OSCE exam, a 

novel approach to a rather popular topic in preventive medicine research (Jay et al., 2009).   

The significance of this study and similar work is reinforced by recent changes in 

healthcare reimbursement policy. Effective November 29, 2011, Medicare began to cover 

obesity counseling provided by primary care physicians (Medicare, 2011). Previously, lack of 

reimbursement for obesity counseling has been a significant barrier to counseling provided by 

physicians (Bowerman et al., 2001), but because of these changes, research efforts similar to and 
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included in this study will play an increasingly important role as providers seek information 

regarding best practices for weight management counseling as the frequency of counseling 

increases.  

 

 

Limitations 

First, the small sample size and location of where the survey was conducted (urban New 

York hospital setting) does not allow for generalization of results to other settings in more rural 

areas or to a much larger population. In addition, residents’ bodyweight could not be collected or 

assessed because the program directors felt that because there were so few obese medical 

residents, such information could be stigmatizing and increase the likelihood that these residents 

would be identifiable.  

Also, the use of self-reporting of counseling practices and behaviors detracts from the 

reliability of the data. Research suggests assessment of counseling behavior be analyzed through 

objective measures such as training raters for direct observation of counseling practices and 

patient reports of these encounters (Podl, Goodwin, Kikano, & Stange, 1999; Stange, Zyzanski, 

& Smith, 1998; Urbani et al., 2002). In addition, rating provided by the standardized patients on 

the OSCEs may not accurately reflect the counseling habits practiced by the physicians based on 

the personal perspective of the standardized patient. Characteristics unique to the standardized 

patient on the day each physician completed the OSCE may have influenced the rating provided 

by the standardized patient.  

In relationship to the OSCE exams, efficacy of counseling was not measured but may 

have been meaningful in research studies such as this investigation. The OSCEs only measured 
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frequency of counseling and to what extent the OSCE-related skills were done, however efficacy 

of those counseling skills were not measured and therefore may be considered for future 

research. 

Finally, although there is a fairly extensive amount of current literature on weight-related 

bias and stigmatization in physician office settings, the literature regarding this specific topic is 

somewhat limited to a few key researchers who have spearheaded the movement to reform 

physician training and medical school curricula to reflect an emphasis on preventive medicine. In 

addition, many of the evidence-based reviews of literature on topics related to obesity 

counseling, such as physical activity intervention, were conducted ten years ago or more (Eden, 

Orleans, Mulrow, Pender, & Teutsch, 2002), so much of the evidence-based practice in use today 

is technically based on information that by research standards would be considered outdated.  

 

 

Definition of Terms 

Behavior change – operable term for the complex process associated with making 

deliberate, consistent choices to alter or modify unhealthy habits and form new, healthier habits 

(Zimmerman, Olsen, and Bosworth, 2000) 

Built environment – refers to “urban design, land use, and the transportation system, 

and encompasses patterns or human activity within the physical environment” (Handy, Boarnet, 

Ewing, and Killingsworth, 2002, p. 65) 

Comorbidity – refers to “the association of two distinct diseases in the same individual 

at a higher rate than expected by chance” (Bonavita and De Simone, 2008, p. 99)  
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Obesity – refers to body mass index greater than or equal to 30 kg/m2 (Finkelstein, 

Trogden, Cohen, and Dietz, 2009) 

OSCE – refers to observed structured clinical examinations used by medical schools for 

the purpose of evaluating clinical skills by using standardized patients (Casey et al., 2009) 

Medical residents – operable term referencing students who have completed four years 

of undergraduate coursework, plus another four years of undergraduate medical education and 

are then enrolled in another three to seven years of training called residency (American Medical 

Association [AMA], 2011) 

Medical school – operable term referencing four years of medically-based coursework, 

following a four-year baccalaureate degree, which covers topics ranging from basic and applied 

sciences to medical professionalism and clerkships in practical settings working with real 

patients in a supervised environment (Association of American Medical Colleges [AAMC], 

2011)  

Patient-centered health – refers to “being responsive to a patients’ needs, beliefs, 

values, and preferences” (Jay et al., 2010) 

Preventive medicine – refers to “an approach to health that looks at systemic and 

population-based interventions to improve the health of individuals” (American College of 

Preventive Medicine [ACPM], 2011, n.d.) 

Self-efficacy – refers to “beliefs in one’s capabilities to organize and execute the courses 

of action required to produce given attainments” (Bandura, 1997, p. 3) 

Standardized patient – refers to “real or simulated patients who have been coached to 

present a clinical problem” (Vu & Barrows, 1994) 
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Weight management – refers to the ability to keep your body weight within a healthy 

range; for women, 100 pounds for every five feet plus five pounds per each additional inch of 

height, and for men, 106 pounds for every five feet of height plus five pounds per each additional 

inch of height (American Dietetic Association [ADA], 2009) 
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Chapter 2 

Review of Literature 

Theoretical foundations. When considering health and health habits, such as eating 

more vegetables or losing body fat, setting goals and measuring outcomes are commonly 

associated measures by which progress may be assessed in a formative manner in order to 

achieve some form of a summative goal. Setting a goal, however, does not in turn mean that goal 

is achieved, and there are many reasons for which set goals may never be attained.  A powerful 

predictor of one’s ability to reach those goals and evaluate behaviors associated with 

achievement of goals is the theoretical concept known as self-efficacy, a foundational tenet of 

the trans-theoretical model (TTM; Bandura, 1977; Prochaska, DiClemente, & Norcross, 1992).  

A body of evidence comprised of recent research, as well as more “mature” evidence 

suggests a strong relationship exists between elements of the trans-theoretical model and health 

behaviors such as regular and sustained engagement of physical activity (Baruth et al., 2010; 

Marcus & Simkin, 1994).  First, the traditional trans-theoretical model is comprised of several 

stages of change, beginning with pre-contemplation and concluding with action and 

maintenance, as an ideal representation of how an individual may, in the case of physical activity 

adherence, shift from thinking about starting an exercise plan to adopting that plan and 

continuing it over time (Marcus & Simkin, 1993). This process may also be “cyclical as many 

individuals must make several attempts at behavior change before their goals are realized” 

(Marcus & Simkin, 1994, p. 1400).  

Maintenance of behavior change is an important factor to consider when counseling 

patients on weight loss and setting goals associated with improved health behaviors that can be 

continued over time (Fjeldsoe, Neuhaus, Winkler, & Eakin, 2011). Despite a relatively low 



 

 12 

number of studies that have reported investigation specifically of behavior change maintenance 

as an outcome to health behavior interventions (Fjeldsoe et al., 2011), research suggests behavior 

change is more likely to be achieved when there is follow-up with study participants after the 

primary intervention has concluded (Ryan et al., 2003). Among studies with multiple goals for 

behavior change (i.e. physical activity, dietary habits, smoking cessation), maintenance was 

achieved more frequently observed in dietary habits as compared with other behavior change 

goals (Eakin, Lawler, Vandelanotte, & Owen, 2007). This is attributed in part to evidence that 

dietary habits are less challenging to change than other habits such as starting or continuing a 

physical activity program (Eakin, Reeves et al., 2009).  

Limited research suggests there are differences among the variables that influence the 

contemplation and maintenance phases of behavior change, especially for starting and 

maintaining a physical activity regimen, and that these differences should be considered when 

counseling patients on such goals (Williams et al., 2008). For instance, physical activity 

maintenance is attributed to intrinsic factors like self efficacy (to be discussed in more detail), 

whereas starting a physical activity routine was attributed to extrinsic factors like convenient 

access to exercise equipment (Williams et al., 2008). However, extensive research suggests there 

are differences between starting and maintaining changes in dietary habits as compared to 

physical activity habits, therefore providing the same type of counseling or behavioral 

intervention may not be effective when setting multiple health-related goals at the same time 

(Fjeldsoe et al., 2011) and should be considered separate but equally important facets of 

improved patient health.  

Albeit not without flaws (Adams & White, 2005; Riemsma, Pattenden, & Bridle, 2002), 

research has shown the trans-theoretical model and, to a greater extent, constructs associated 
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with said model, have provided insight into the behavior change process not previously provided 

by other psychological theories (Prochaska et al., 1992). These constructs, formulated by 

physical activity behavior researchers Marshall and Biddle (2001), consist of self-efficacy, 

cognitive processes of change, behavioral processes of change, and decisional balance. In the 

context of weight management and weight loss, healthy and sustainable weight can best be 

maintained through the daily choices we make, but in order for overweight and obese individuals 

to achieve a healthy weight, behavioral and lifestyle modification is essential (Chobanian et al., 

2003). Many behavior modification intervention programs employ critical components of self-

efficacy, such as goal-setting and regular feedback of progress, in order to help motivate and 

track participants presenting risk factors for or living with obesity-related conditions (Burke et 

al., 2007). High levels of self-efficacy were also mentioned by Elfhag and Rosser (2005) as a 

predictor of sustained weight loss as well as a variable that could be enhanced during an 

experimental intervention.  

Historically, a strong body of literature suggests just as intrinsic self-efficacy may 

improve health and weight loss through improved adherence to physical activity programs, the 

reverse relationship holds true as well. For example, McCauley (1992) discovered that both short 

and long-term experience with physical activity programs increased self efficacy among both 

male and female study participants. Two years later, McCauley, Lox, and Duncan (1993) 

confirmed their acute exercise results by demonstrating that the one-time exposure to use of a 

cycle ergometer “significantly enhanced efficacy cognitions to the point where they were no 

longer significantly different from the end of program levels” (p. 222).  

McCauley et al. (1993) revealed an intriguing distinction between program compliance 

and program adherence. The former, asserted by McCauley (1992), is more closely aligned with 
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an individual’s agreement or willingness to follow directions and guidance provided by another, 

whereas the latter implies a deliberate choice by the individual to follow a plan. Research 

suggests program adherence, as opposed to compliance, is the preferred method for structuring 

programs for which goal is to simply remain physically active and not necessarily follow a 

specific plan determined by sources extrinsic to the individual (Garcia & King, 1991; McCauley 

et al., 1993; Meichenbaum & Turk, 1987; McCauley, Lox and Duncan, 1992).  

Much of what defines our ability or inability to follow goal-setting strategies is thought to 

be explained by an individual’s attitudes toward a given behavior or behaviors. Social cognitive 

theory (Bandura, 1977) as well as the theory of planned behavior (Ajzen & Fishbein, 1980) 

emphasize the importance of attitude toward behavior as a powerful motivator for or detractor 

from one’s ability to reach goals based upon previous experience with the behavior or already 

possessing skill related to the behavior that may be positively associated with achieving the goal 

(Ajzen & Fishbein, 1980; Bandura, 1977; Jay et al., 2009).  

Results from a study conducted by Cheng, DeWitt, Savageau, and O’Connor (1999) 

reinforced the application of self-efficacy in a physician office visit; they found that higher self-

reported levels of preventive medicine counseling abilities were associated with the overall 

communication habits of those physicians during office visits. Jay et al. (2009) suggest this linear 

relationship is due in part to physicians’ perceptions that providing counseling will produce 

desired results and is therefore worth the time and effort. However, not all medical students, 

residents and physicians espouse these attitudes, and behavioral theories suggest looking to 

ecological factors such as work environment (Jay et al., 2009) and individual characteristics like 

gender and age (Kurtz et al., 2003; Schwartz, Chambliss, Brownell, Blair, & Billington, 2003; 

Teachman & Brownell, 2001;) for deeper understanding of how such attitudes are formed. 
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Factors associated with physician health. Self-efficacy is an important component of 

the obesity counseling paradigm, a “proximal and direct predictor of intention and of behavior” 

(Schwarzer & Luszczynska, 2008); both intention and behavior are important factors in 

considering both the physician-patient relationship and how the patient and physician view each 

other in the context of weight counseling. Research has demonstrated that physicians who share 

their personal health habits or intended health habits with their patients are viewed as more 

credible and trustworthy by those patients (Frank, Breyon, & Elon, 2000). 

However, medical students’ and physicians’ good intentions are often trumped by 

stressors such as negative work environments or extremely large patient panels and 

accompanying workloads (Firth-Cozens, 2001). Limited research suggests that physician 

contentment is the deciding factor in a positive or negative patient-physician relationship 

(Lammers & Duggan, 2002). In addition, frustrations experienced by both the physician as well 

as the patient (uncertain diagnoses, long waiting periods, general poor health) create the potential 

for a very hostile interaction at the point of the office visit (Dube, Teng, Hawkins, & Kaplow, 

2002; Lammers & Duggan, 2002). In fact, a study conducted by Kristiansen et al. (2001) 

revealed that of an array of physician specializations surveyed, family practice physicians 

reported having experienced the most negative interactions with patients and their families out of 

all the disciplines.  

Medical students are not immune to these and other variables that may influence behavior 

and overall level of contentment. For instance, in addition to excessive school-related demands 

on their physical time and energy, medical students often endure the emotional stress of 

witnessing death and dying for the first time (Lovell et al., 2009). International students endure 

the unique challenge of acclimating to a potentially foreign environment in addition to the 
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stressors typically associated with medical school (Hall, Keely, Jojeiji, Byszewski, & Marks, 

2004). Tyssen et al. (2009) conducted a national survey of medical residents in Norway and 

found that at the beginning of and during medical school, life satisfaction significantly declined.  

Heller, Watson, and Ilies (2004) suggest variables that contribute to life satisfaction are different 

from those that contribute to job satisfaction, and unfortunately a growing body of evidence 

reveals that medical students and physicians often have low levels of both as compared to people 

in the general population with similar years of education and income (Arnetz, 2001; Mechanic, 

2003; Tyssen et al., 2009).  

The common denominator in the cases of both physicians and medical students is that 

job-related demands create a significant source of stress to the degree that health and health 

behaviors may decline as a result of these demands (Cohen & Patten, 2005; Campbell & Delva, 

2003). Naturally, good health and happiness are facets of life that many people strive to achieve 

and maintain, but in order for medical students and physicians to effectively manage others’ 

health, treat disease, and practice preventive medicine, it is important that the health and 

wellbeing of those providing care receive equal emphasis (Firth-Cozens, 2001; Shanafelt, Sloan, 

& Habermann, 2003; Williams & Skinner, 2003).  

Research has demonstrated the negative impact of poor physician health on patient health 

outcomes. Accumulation of stressors as previously mentioned have been demonstrated to lead to 

burnout both at the level of practicing physician as well as residency in medical school (Grunfeld 

et al., 2000; Shanafelt, Bradley, Wipf, & Back, 2002; Spickard, Gabbe, & Christensen, 2002). 

For example, 22% of medical residents surveyed by Cohen and Patten (2005) reported feelings 

of regret toward their choice of studying medicine instead of an alternate career path, although a 

more recent report suggests this value is closer to 16% as of a 2010 national survey of medical 
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school graduates; thus, more research is necessary to conclude current perceptions of ex-post-

facto career choices (Association of American Medical Colleges [AAMC], 2010). In 

concurrence with the former perspective on this matter, Leiter et al. (2009) suggest recent 

medical school graduates are less likely to enjoy their jobs than career veterans, as well as 

physicians who report less independence than physicians who “always had control of their work” 

(Leiter, Frank, & Matheson, 2009, p. 1225).  

On an individual level, poor physician health or feelings of frustration and burnout have 

been associated with “reduced standards of patient care, irritability and anger, and serious 

mistakes leading to patient death” (Wallace, Lemaire, & Ghali, 2009, p. 1717) as well as patient 

noncompliance, medical prescription errors, reduced patient counseling care and time, failure to 

recommend preventive screening, and dissatisfied patients (Shanafelt, Bradley, Wipf, & Back, 

2002; Williams & Skinner, 2003). According to research, feelings of frustration and burnout 

among medical residents are even higher than that of physicians, however it is reported that 

patient care standards do not appear to suffer as a result (Leiter et al., 2009). In fact, Bakker, 

Schaufeli, Sixma, and Bosveld (2001) reported a known association between burnout and poor 

patient care or detriment to personal health among less than 10% of residents presenting with 

symptoms of burnout. Based on these results, it could be surmised that such factors have more 

detrimental effects on practicing physicians in comparison to medical students and residents due 

to the ubiquitous stressors and time demands associated with the nature of the job; in other 

words, the stressors introduced in medical school are the same if not multiplied later in life, with 

additional life events that may increase demands on personal time and subsequent struggles to 

maintain balance between work and family or social time (Gautum, 2001; Potee, Gerber, & 

Ickovics, 1999).  
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On a broader scale, poor physician health can negatively affect the medical office and 

even the medical organization at which the physician serves. Acutely, poor health and stress may 

contribute to an increase in absenteeism, but research has demonstrated these behaviors to lead to 

increased job turnover, early retirement, and increased spending at the organizational level for 

the rehiring process (Firth-Cozens & King, 2006; Linzer et al., 2001; Shi, 2006). Therefore, 

researchers strongly recommend the “increased awareness of the importance of physician 

wellbeing” for “increased job satisfaction and overall wellbeing, and reduced likelihood 

of…stress and burnout” (Wallace et al., 2009, p. 1719).  

This study attempted to locate similar and related research with emphasis on the positive 

relationships between healthy lifestyle behaviors of physicians or residents and abilities to 

counsel patients on weight loss (self-efficacy scores). Research suggests other factors may 

influence weight loss counseling self-efficacy scores, such as personal dietary habits and weight-

management self-efficacy. Therefore, it is beneficial to both current research as well as guiding 

future efforts to investigate these associations as well.  

Physician behaviors, attributes, and attitudes. Research suggests residents and 

physicians are more likely to discuss weight management practices if they are familiar with those 

practices as a result of their own lifestyle behaviors (Frank, 2004; Frank, Elon, Carrera, & 

Hertzberg, 2007; Frank et al., 2004; Frank, Rothenberg, Lewis, & Fielding, 2000). Erica Frank, 

the Canada Research Chair and faculty member at the University of British Columbia, has 

conducted extensive investigation of this “practice what you preach” concept (Frank, Segura, 

Shen, & Oberg, 2010, p. 390), and not only has been able to repeatedly demonstrate this 

relationship (Frank, Breyan, & Elon, 2000; Frank, Carerra, Elon, and Hertzberg, 2007; Frank et 

al., 2010), but has also demonstrated significant relationships between “intention to become a 
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primary care physician” (Frank, Carerra, Elon, & Hertzberg, 2007, p. 79) and counseling 

behaviors, as well as gender and counseling behaviors (p<0.0001), where an increasing body of 

evidence reflects female physicians’ increased time in counseling and preventive measures 

compared to their male counterparts (Bertakis, 2009; Frank, Elon, Carrera, & Hertzberg, 2007; 

Roter, Hall, & Aoki, 2002).  

The work by Frank (2007) applies to physician practices and medical students not only in 

the United States but also in Canada and South America (Duperly et al., 2009; Frank, Breyan, & 

Elon, 2000; Frank, Elon, Carrera, and Hertzberg, 2007) where similar surveys revealed a direct 

link between physicians’ personal health behaviors and counseling behaviors in the clinical 

setting. Despite the focus of this study residing within the United States, obesity is a worldwide 

public health problem, and thus such research-based evidence is beneficial on a global scale.  

More recent research reinforces the importance of ecological factors such as built 

environment as underlying factors in physical activity adherence and behavior modification. For 

instance, individuals who live in safe neighborhoods or areas with connected streets are more 

likely to more frequently engage in physical activity (Heath, Brownson, & Kruger, 2006; King et 

al., 2006; Sallis, King, Sirard, & Albright, 2007; Transportation Research Board- Institute of 

Medicine [TRB-IRB], 2005). Conversely, lack of convenient and safe opportunities for physical 

activity as well as a poor aesthetic environment (dull scenery, vandalism, littering) is directly 

correlated with obesity (Boehmer et al., 2007; Poortinga, 2006).  

Sara Bleich, Assistant Professor of Health Policy and Management at Johns Hopkins 

University, summarized the aforementioned evidence by saying “the environment is increasingly 

recognized as a critical piece of the puzzle…our environment contributes to obesity by 

increasing opportunities for consumption and reducing opportunities for exercise” (Bleich, 
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2009). In fact, a growing body of evidence suggests there are linear relationships between 

obesity and food-related environmental factors such as proximity to fast-food restaurants (Giles-

Corti, Macintyre, Clarkson, Pikora, & Donovan, 2003; Maddock, 2004; Morland, Diez, & Wing, 

2004; Sturn & Datar, 2005), and an inverse relationship between obesity and physical fitness 

levels, such as proximity to networked community walking paths or public recreation facilities 

(Burdette & Whitaker, 2004; Frank, Anderson, & Schmid, 2004; Rutt & Coleman, 2005; Bleich, 

2009). 

“Access” to healthy food options as well as safe physical activity venues is, as previously 

illustrated, important to determining lifestyle behaviors (Bleich, 2009). The most recent National 

Healthcare Quality and Disparities Report lists access to care for all Americans as a priority area 

for healthcare quality improvements in the future (Agency for Healthcare Research and Quality 

[AHRQ], 2010); therefore, it is a recognized disparity among Americans today that access to 

care, whether it be for medical attention or fresh seasonal produce, be placed in a position of 

priority. As demonstrated by McCauley et al. (1993), a single exposure to an activity or an 

experience can significantly improve self-efficacy of that activity or adherence to that behavior 

however that single exposure is a crucial step in the path toward behavior change. To that end, 

policy changes must be presented in order to incentivize Americans across the socioeconomic 

spectrum to make healthy choices and provide education where a wider range of choices may not 

be available (Bleich, 2009). 

Several studies support the importance of social support, another ecological variable, not 

only to healthy lifestyle behaviors but health in general. Results from the national survey of 

Norwegian physicians conducted by Tyssen et al. (2009) revealed a significant relationship 

between social support and life satisfaction, both in actual support through a spouse or friend and 
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perceived support. These findings align with a growing body of evidence suggesting the critical 

nature of social support for medical students and physicians and should therefore be accentuated 

in medical school and physicians’ places of work (Kjeldstadli et al., 2006; Shanafelt et al., 2003; 

Wallace & Lemaire, 2007).  

In keeping with the consideration of environmental factors as influences in personal 

health behaviors, a compelling survey of medical school deans and medical students conducted 

by Frank, Hedgecock, and Elon (2004) revealed a common opinion among the deans surveyed 

that promoting healthy lifestyle behaviors among students is important and should be 

emphasized by the respective institutions.  As commonly understood that knowledge does not 

automatically translate into actions, the deans also reported acknowledgement that emphasis on 

these factors could and should be improved upon in order to facilitate role modeling by medical 

students (Frank, Hedgecock, & Elon, 2004).  

Extensive research exists to demonstrate the prevalence of bias toward overweight and 

obese individuals in various public settings including the realm of healthcare (Puhl & Heuer, 

2009). Studies using self-reported measures often reveal a combination of bias and perceptions 

of patient behavioral concerns. For example, physicians who viewed patients as noncompliant 

and/or lazy often accompanied reports that those patients also exhibited behavioral problems 

contributing to obesity, such as lack of physical activity or poor eating habits (Bocquier et al., 

2005; Campbell, Engell, Timperio, Cooper, & Crawford, 2000; Fogelman et al., 2002; Thuan & 

Avignon, 2005). In an experimental research design, Hebl and Xu (2001) found a direct 

relationship between patient body mass index (BMI) and attitudes toward the patient; 

specifically, researchers found as patient BMI increased, the physicians’ attitudes toward the 

patient, his or her job as a physician, motivation to help the patient and feeling the patient would 
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benefit from counseling became increasingly more negative or pessimistic, respectively (Hebl & 

Xu, 2001).  

Research suggests future physicians exhibit similar attitudes toward obese patients. Self-

reported data from medical student surveys also reveal attitudes that obese patients are lazy and 

noncompliant (Wear, Aultman, Varley, & Zarconi, 2006; Wigton & McGaghie, 2001). In 

addition, the prevalence of defamatory humor toward obese patients is not unique to medical 

residents, however this cohort of respondents did reveal a new level of bias in that not only was 

humor employed but it was considered acceptable because obese patients often required more 

care than regular weight patients (Wigton & McGaghie, 2001). Medical as well as dental 

students acknowledged difficulty in empathizing with obese patients in part because their poor 

health is a result of their own behaviors (Magliocca, Jabero, Alto, & Magliocca, 2005; Wear, 

Aultman, Varley, & Zarconi, 2006).   

Finally, counseling behaviors among physicians treating obese patients are diverse and 

somewhat inconsistent. For instance, some research suggests physicians are counseling obese 

patients on weight management counseling but wish they provided such counseling with less 

frequency or, ironically, provide counseling less to obese patients as compared with healthy 

weight patients (Befort et al., 2006; Bertakis & Azari, 2005; Hebl & Xu, 2001; Hebl, Xu, & 

Mason, 2003).  Historically, obese patients have not received counseling on weight loss (Galuska 

et al., 1999; Wadden et al., 2000; Foster et al., 2003; Stafford et al., 2000) and a 2005 national 

survey reported a downward trend in obesity counseling of obese patients in primary care 

settings (Abid et al., 2005). In a study by Ko et al. (2008), 39% of obese patients received weight 

loss counseling or advice from the physician, and slightly more than half the patients who 

received weight loss counseling were advised to both exercise as well as reduce caloric intake, 
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the combination of which has been shown throughout the literature to be most efficacious in 

weight loss success (Blue & Black, 2005; Curioni & Lourenco, 2005; Knauper et al., 2005; 

Miller et al., 1997).  

Ko et al. (2008) highlighted several other notable findings regarding physician counseling 

behaviors. First, researchers reported greater frequency of counseling among women versus men 

(Ko et al., 2008). Research suggests several explanations for this phenomenon, which has been 

demonstrated in other studies (Sciammana et al., 2000; Friedman et al., 2004), but the general 

agreement is that women espouse greater body-awareness than men (Wardle & Johnson, 2002) 

and therefore may visit their physician with greater frequency (Woodwell, 1997) or inquire about 

weight loss strategies more openly than males and more readily commit to health-related 

behavior changes such as physical activity (Galuska et al., 1999). Also, confirming results from a 

study by Jackson et al. (2005), elderly obese patients were not advised to lose weight or exercise 

as much as younger obese patients, which is “disconcerting as elderly individuals are at high risk 

for chronic diseases” (Ko et al., 2008, p. 590).  

Training and resources. To the extent that obesity among adults and children remains a 

public health concern, research suggests medical school curricula and continuing education do 

not provide adequate training to address this concern (Wolff, Rhodes, & Ludwig, 2010). 

Fogelman et al. (2002) discovered 72% of family care physicians surveyed (N = 510) reported 

low efficacy in weight management counseling in response to poor medical training relevant to 

treating obesity. In a survey of 315 medical school faculty and residents, almost 50% of 

respondents reported an inability to counsel patients on weight loss strategies and nearly 20% 

reported inadequate competency in knowledge and skills of obesity management (Jay et al., 

2008).  
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Similar findings were exhibited in a survey administered to 620 primary care physicians 

by Foster et al. (2000) in which 57% of respondents felt their attempts to help obese patients lose 

weight were ineffective if not futile. Of physician members surveyed from the American 

Academy of Family Physicians, 25% reported “not at all” or “only slightly” competent in their 

ability to counsel obese patients on weight loss (Jelalian, Boergers, Alday, & Frank, 2003). 

Block et al. (2003) reported a shocking one-third of internal medical residents surveyed 

perceived efforts as futile when counseling obese patients on weight management. More 

recently, a report by the American Association of Medical Colleges revealed almost a quarter of 

the medical students graduating between 2003-2005 felt unprepared to assess risks and provide 

appropriate counseling based on their medical training (American Association of Family 

Practitioners [AAFP], 2008). 

One mediating factor suggested by research to help facilitate conversations about weight 

management within clinical practice is to emphasize the importance of physicians’ own attitudes 

and behaviors toward healthy lifestyle choices during the formative years of medical school 

training as well as throughout residency (Delnevo, Abetemarco, & Gotsch, 1996; Collier, 

McCue, Markus, & Smith, 2002; Frank, Galuska, Elon, & Wright, 2003; Levey, 2001). 

However, in order to follow these guidelines medical schools must be able to afford the 

resources necessary to develop and maintain such an environment. The medical students as well 

as medical school deans surveyed in the study by Frank, Hedgecock et al. (2004) reported 

observation of a disconnection between theoretical emphasis on student health and actual 

resources allocated for said purpose.  

In addition, the students surveyed asserted the importance of preventive medicine and 

counseling role modeling by faculty in order to learn first-hand the skills and intricacies of 
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weight management and lifestyle counseling; faculty concurred that curricular changes to reflect 

an emphasis on preventive medicine are necessary steps that should be taken in order to achieve 

the aforementioned goals (Frank, Hedgecock, & Elon, 2004). In fact, a more recent study by 

Frank, Elon, Carrera and Hertzberg (2007) confirms the need for an emphasis on health at the 

environmental level by having demonstrated a linear relationship between more frequent and 

better quality patient counseling habits and a medical school environment reported as healthy.  

Despite these viewpoints, the evidence regarding decline or increase of resources 

allocated to personal health and lifestyle habits of future physicians is mixed. For example, Cox 

et al. (2001) reported a decline in funding and personnel support of health-related programs and 

services for medical students and faculty based on the myriad other demands, financial as well as 

physical, required of medical school resources. An experimental study by Frank, Elon and 

Hertzberg (2007) suggests the status quo among medical schools does not sufficiently 

compensate for the aforementioned decline, as evidenced by a 14% drop in exercise behavior of 

a control group of medical students from the beginning of their freshman year to their senior 

year. By comparison, the experimental group that had received the intervention of health 

behavior-based coursework as well as extracurricular activities of the same nature exhibited little 

change within the same time frame (Frank et al., 2007). The experimental group also provided 

counseling on exercise and dietary habits half again as much as students in the control group 

during their objective structured clinical exams (OSCE) (Frank et al., 2007).  

In contrast, a recent report from the Association of American Medical Colleges (2010) 

suggests opportunities for students to engage in hands-on learning with weight management 

counseling while enrolled in medical school are on the rise. For example, “providing health 

education” is listed as a voluntary learning experience available to medical students and was 
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comprised of opportunities such as “HIV/AIDS education, breast cancer awareness, and smoking 

cessation” until 2010 when “obesity” was added to the list (AAMC, 2010).  

Physicians’ feelings of frustration and futility are reinforced by a growing body of 

evidence that statistically, obese patients will remain obese (Puhl & Heuer, 2010). Combining 

the results of over 120 similar randomized controlled trials on weight loss interventions (and up 

to a 1-year follow up), results showed that an average of 10% loss in body weight was the 

maximal sustained weight loss across all groups (Franz, Van Wormer, Crain, et al., 2007; 

Dansinger, Tatsioni, Wong, Chung, & Balk, 2007; Wadden, Butryn, & Wilson, 2007; Powell, 

Calvin, & Calvin, 2007; Mann, Tomiyama, Westling, Samuels, & Chatman, 2007; Tsai & 

Wadden, 2005). Therefore, researchers conclude that goals for obese patients should be based on 

health-related outcomes as opposed to aesthetic goals or total weight loss (Puhl & Heuer, 2010). 

Should a specific weight loss “goal” be of interest, in addition to the health-related outcomes, a 

total body weight reduction of 10% has been associated with improved cardiovascular and 

metabolic health (Wadden, Butryn, & Byrne, 2004; Svetkey, Stevens, Brantley, et al., 2008; 

Wing & Phelan, 2005).  

Research suggests that when counseling training is provided for health behaviors such as 

exercise or smoking cessation, not only is physician confidence in counseling enhanced, but 

those behaviors become more frequent and are of greater quality (Cornuz, Zellweger et al., 1997; 

Hudmon, Kroon, & Corelli, 2004; Pinto, Goldstein, PePue, & Milan, 1998). Even in the absence 

of formal obesity counseling training and education in medical school, physicians (and 

healthcare providers in general) are privileged to have access to current medical research through 

medical journals and publications from all over the world, thus providing opportunities for 

professional growth and continuing medical education through reading and study of this 
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information. However, of the studies assessing attitudes and bias toward obese patients, several 

found significant relationships between obesity attitudes and medical reading behavior; 

specifically, physicians reporting little or no regular review of medical literature also reported 

negative attitudes toward obese patients including feelings that obese patients were lazy, 

noncompliant or unmotivated (Bocquier et al., 2005; Campbell, Engell, Timperio, Cooper, & 

Crawford, 2000;  Fogelman et al., 2002; Thuan & Avignon, 2005). Bocquier et al. (2005) 

suggest the absence of or infrequency of medical reading behavior facilitates a negative bias 

toward obese patients because these physicians may not fully comprehend the complexities 

associated with obesity as reflected in current medical research.  

Counseling efficacy. Training and resources may help equip physicians to provide 

informed and appropriate care for obese patients, but research suggests the psychological and 

sociological variables associated with the patient-physician relationship are more influential in 

patient compliance (Woodley, Kane, Huges, & Wright, 1978). For example, in an ability to 

facilitate open communication with the patient, research suggests that the degree and length of 

self-disclosure of health habits is directly proportional to the degree and length of self-disclosure 

subsequently shared by the patient (Jaffe, 1970). Communication is also a critical pathway 

through which viewpoints on treating obesity may be shared, both by the physician and the 

patient, because in the case where these viewpoints on the causes of and contributing factors to 

obesity may differ frustrations and subsequent barriers to counseling may arise (Ruelaz, 

Diefenbach, Simon, Lanto, Arterburn, & Shekelle, 2006).  

A qualitative study of patient encounters with primary care physicians was conducted by 

Cohen et al. (2004) and suggested two ways of note in which preventive counseling may be 

provided along with caring for an acute health concern. First, the provision of referrals to 
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preventive-care experts such as dieticians or smoking cessation counselors was labeled as 

“integrating preventive care into medical encounter closings” (Cohen et al., 2004). The second 

approach to providing preventive counseling at an acute-care visit was to utilize a technique 

called the “stepwise transition” which is described by the study researchers as “a shift from the 

patient’s presenting problem into the delivery of health habit advice” (Cohen et al., 2004, p. 

567). However, either of these techniques was only used by 17.2% of physicians during the 

acute-care visit, reinforcing the large body of literature that suggests occasions for preventive 

care counseling that may occur at the same time as an acute-care visit are largely missed (Flocke, 

Stange, & Goodwin, 1998; Stange, Flocke, & Goodwin, 1998) and counseling techniques are 

“underutilized” (Cohen et al., 2004, p. 571). The barrier to providing either method of 

counseling, according to the study’s researchers and backed by previous research, is a lack of 

appropriate training in preventive care delivery (Wolff, Rhodes, & Ludwig, 2010; Jay, Gillespie, 

Ark, Richter, et al., 2008). 

A growing body of evidence suggests obese individuals are at a significantly greater risk 

for depression than healthy-weight individuals (Puhl & Heuer, 2009; Hwang, Childs, Goodrick, 

Aboughali, Thomas, Johnson, Yu, & Bernstam, 2009; Friedman, Ashmore, & Applegate, 2008; 

Rosenberger, Henderson, Bell, & Grilo, 2007). There are also numerous studies that reinforce the 

seemingly profound impact of weight stigmatization on psychosocial elements of wellbeing such 

as mood, self esteem, and relative satisfaction with body image (Carr & Friedman, 2005; Carr, 

Friedman, & Jaffe, 2007; Chen, 2007; Friedman, Reichmann, Costanzo, Zelli, Ashmore, & 

Musante, 2005; Wadden, Sarwer, Fabricatore, Jones, Stack, & Williams, 2007). In fact, studies 

by Carr and Friedman (2005) and Grilo and Masheb (2005) illustrate the negative long-term 

impact of weight-based derogatory comments on self-esteem and body image where such 
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comments during childhood negatively correlated with self-esteem and body image in adulthood, 

especially among women. Therefore, in order to facilitate open communication and rapport in 

the patient-physician relationship, it is critical that providers practice compassion and empathy 

for obese patients in order to help improve their wellbeing and “that this opportunity is not lost 

due to weight bias” (Puhl & Heuer, 2009, p. 949).  

Barriers to counseling. Just as there are many potentially positive influences on patient 

weight management outcomes in the patient-physician encounter, there are equal if not more 

barriers to providing such care. Studies that have investigated barriers to weight management 

counseling in an office visit have cited physician-reported barriers generally categorized by lack 

of time, lack of appropriate reimbursement, patient noncompliance and self-reported inadequacy 

of counseling skills (Cabana, Rand, & Powe, 1999; Ma, Urizar, Alehegn, & Stafford, 2004; 

McIlvain, Backer, Crabtree, & Lacy, 2002; Stafford, Farhatt, Misra, & Schoenfeld, 2000; 

Vickers, Kircher, Smith, Petersen, & Rasmussen, 2007; Wee, McCarthy, Davis, & Phillips, 

1999).  

According to the July 2008 review of Family Practice facts, a physician in the United 

States spends an average of 50.96 hours a week on patient-related services, such as face-to-face 

contact, authorization of administration related to patient care, etc. (AAFP, 2008). Similarly, 

Canadian physicians average 49 hours per week on patient care and patient-related activities 

(Frank & Segura, 2009). This is a more than eight-hour increase in patient service contact hours 

from the reported number in the study done by Kimberly et al. (2003) who studied the average 

time demands of family practice physicians in the United States based on a standard criteria of at 

least 25 services required per office visit by the US Preventive Services Task Force. Even at the 

time of their data collection and results, with reduced average patient contact hours compared to 
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the 2008 data, researchers concluded “it is not feasible for physicians to deliver all of the 

services recommended by the USPSTF” and that the “large number of screening 

recommendations for each patient, coupled with the large numbers of patients in a practice is 

likely a major reason for a failure to provide these services” (Kimberly, Yarnall, Pollak, Ostbye, 

Krause, & Michener, 2003, p. 637).  

For their study, Kimberly et al. (2003) categorized preventive services into “A” and “B” 

prioritized lists, with “A” list examples being services such as smoking cessation counseling, 

mammograms, and cancer screens; the “B” list was comprised mostly of various types of 

screening tests, such as cholesterol, sexually-transmitted disease and dietary screen. This form of 

categorization in and of itself is evidence of an underlying concern reflected in the way we are 

able to deliver patient care, and the researchers in this study addressed the concern as well, 

stating in the discussion of their results that because physicians are responsible for management 

of both acute and chronic medical care, it is often the preventive services associated with chronic 

care that must suffer at the expense of providing care to immediate health risks (Kimberly et al., 

2003, p. 638).  

The patient-physician relationship illustrates a microcosm of the society in which we live, 

for just as time may be a crucial element for some, money is for others. As evidenced by the 

literature, in many cases where time may be addressed as a barrier to counseling, money is often 

mentioned in the same breath as a solution to the problem. For instance, Foster et al. (2003) 

found that more than 50% of physicians surveyed would increase time spent counseling patients, 

provided they were appropriately compensated for that time. As previously mentioned, recent 

changes in reimbursement policy stands to pay for weight management counseling of obese 

patients provided by a primary care physician. This change reflects acknowledgement at the 
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federal level that the obesity epidemic is a genuine risk to public health and primary care 

physicians are now equipped with additional support to provide much-needed information and 

support to obese patients who are ready to make positive lifestyle changes.  

However, these changes are not yet able to address the financial burden caused by the 

obesity epidemic in the United States. According to the CDC (2010), the cost of care for obese 

persons in 2006 was an average of $1400 more than a person of healthy weight, and the total 

healthcare costs associated with obesity in 2008 weigh in around $147 billion. In fact, the 

National Bureau of Economic Research reports a disparity of $10,000 between obese and healthy 

weight individuals that suffer from diseases associated with obesity, such as diabetes and stroke 

(Bhattacharya & Sakthivel, 2005). A study by Ricci and Chee (2005) assessed a cross-sectional 

group of workers in the United States and found that obese workers cost employers an average of 

$42.29 billion in net work-related losses as compared with $30.59 billion in lost work-related 

product in healthy weight individuals. Wang and Beydoun (2007) estimated the combined direct 

and indirect costs associated with obesity accrued to over $110 billion, while a dated study by 

Must et al. (1999) provided the foundation for a now substantial body of evidence that the 

financial costs of obesity encumber the strength of both household incomes as well as that of the 

federal healthcare programs. Therefore, in light of the recent changes in healthcare 

reimbursement policy, again the significance of this research is emphasized and will be more 

heavily sought in the coming years as primary care physicians seek out best practices and 

evidence for obesity counseling and weight management strategies.  

Patient non-compliance is frequently reported by physicians as barrier to weight 

management counseling (Andreyeva, Puhl, & Brownell, 2008; Puhl, Andreyeva, & Brownell, 

2008; Teachman, Gapinski, Brownell, Rawlins, & Jeyaram, 2003; Foster, Wadden, Makris, 
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Davidson, Sanderson, Allison, & Kessler, 2003). However, non-compliance is not necessarily an 

objective measure of patients’ abilities to follow physician recommendations. For example, 

many studies investigating weight counseling as experienced by the physician also investigated 

experiences of the overweight and obese patients, of which many of the respondents reported 

feeling disrespected or a lack of empathy in relationship to their physicians’ comments about 

their weight (Anderson & Wadden, 2004; Brown, Thompson, Tod, & Jones, 2006; Puhl & 

Brownell, 2006). In some cases, overweight and obese patients have even postponed or 

altogether avoided seeking preventive care in order to evade weight stigmatization or humiliation 

(Puhl & Heuer, 2009; Amy, Aalborg, Lyons, & Keranen, 2006; Drury & Louis, 2002).  

Research suggests patient compliance may also be heavily influenced by individual 

perspectives on weight and weight loss, such as differences between genders and among 

different racial and cultural groups. For instances, in a study by Hwang et al. (2009) surveying 

candidates for bariatric surgery, psychosocial variables like willpower and motivation were 

reported more frequently by women than men when asked why they felt they were unable to lose 

weight on their own. On the other hand, men reported influences on their physical activity levels 

(or lack thereof) such as medications or medical conditions as reasons why they were 

unsuccessful in weight loss attempts.  

Cultural norms and social acceptance may influence patient motivation for compliance as 

well. In focus group discussions, for example, African American women often report the 

influence of family and cultural background on food choices and lifestyle behaviors (Blixen, 

Singh, & Thacker, 2006; Lynch, Chang, Ford, & Ibrahim, 2007).  

Social circles and cultural norms fit into the larger framework of variables found in a 

person’s environment that may and do determine how health behaviors are created or managed 
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throughout the lifespan (Puhl & Heuer, 2010). Cohen (2008) asserts that “a more accurate 

conceptualization of the obesity epidemic is that people are responding to the forces in their 

environment, rather than lacking in willpower and self-control” (p. S141).  The impact of 

environment on health is supported by Zhang and Wang (2004), where social and economic 

disparities were inversely proportional to the rates of obesity in those areas: lower income and 

poorer living conditions were associated with higher rates of obesity. Some public health and 

health researchers feel so strongly about the role that environment plays in health behaviors that 

they prescribe a reallocation of resources from focusing on the individual to that of the 

community wherein lies the greater “issue of social justice” (Puhl & Heuer, 2010, p. 1025).  

Based on the review of literature on barriers to counseling, it is evident that there are 

common concerns among physicians and their abilities to provide effective weight management 

counseling, but what about other practitioners in the healthcare setting? Douglas, Torrance, 

Teijlingen, Meloni and Kerr (2006) conducted a survey of nearly 800 primary care staff to find a 

discrepancy in counseling self-efficacy among types of providers; sadly, general practitioners 

reported lower self efficacy scores in patient counseling than nurses or “health visitors.” Results 

from Douglas et al. (2006) corroborated common themes mentioned in this review, such as lack 

of reimbursement and lack of time, therefore highlighting perceived barriers to counseling as 

uniquely experienced by physicians. By comparison, nurses and health visitors were significantly 

less inclined to report lack of time and reimbursement as a barrier to counseling.  

Objective structured clinical examinations (OSCEs). Since 1975, the objective 

structured clinical exam (OSCE) has been utilized in medical school settings to evaluate and 

assess the application of facts typically tested only by written examinations and teacher-student 

observations (Carraccio & Englander, 2000; Casey et al., 2009; Harden, Stevenson, Downie, & 
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Wilson, 1975). The benefits of incorporating OSCEs into assessment methods of medical 

residents are numerous, not the least of which include the ability to observe learners in a life-like 

setting by employment of standardized patients, thus reducing risks associated with patient 

interaction in an actual office visit (Casey et al., 2009). OSCEs also allow teachers and 

evaluators to assess skills that are difficult to quantify and measure on other traditional forms of 

examination, such as communication skills with patients or counseling abilities (Adamo, 2003), 

both of which are assessed in this investigation. Behavioral skills associated with effective 

communication, such as establishing rapport or body language, are measurable with OSCEs as 

well, both of which are important elements of “bedside manner” that, again, are difficult to 

measure on other customary forms of assessment (Mavis & Henry, 2002; Mazor et al., 2007).  

OSCEs are also beneficial for assessment of skill improvement in addition to a 

cumulative assessment of skills, allowing for “formative and summative evaluation” (Walsh, 

Bailey, & Koren, 2009) processes. For this reason, many researchers and medical education 

faculty consider OSCEs the preferred method of assessing clinical skills, knowledge and 

application abilities among healthcare providers (Carraccio & Englander, 2000; Redfern, 

Norman, Calman, Watson, & Murrels, 2002; Roberts & Brown, 1990; Sloan, Donnelly, 

Schwartz, Felts, Blue, & Strodel,  1996; Walsh, Bailey, & Koren, 2009). Sloan et al. (1996) 

suggested that this depth of assessment also enables outside observers such as board members or 

accreditation committee members to identify areas for curricular improvement. Therefore, the 

benefits of OSCEs are not limited to medical students but serve to benefit to the community at 

large by educating more thoroughly-trained medical professionals (Walsh, Bailey, & Koren, 

2009).  
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Although there are many benefits associated with use of OSCEs, one of the primary 

drawbacks is cost and resources often necessary to facilitate OSCE utilization (Tervo, 

Dimitrievich, Trujillo, Whittle, Redinius, & Wellman, 1997). Casey et al. (2009) report ways in 

which these costs may be mitigated, such as pooling of resources across departments to offer a 

“centralized OSCE” (Casey et al., 2009) or by a coordinated effort among medical school faculty 

and associated personnel to collaborate as a team to develop OSCEs.  

Principle allocation of funds is directed toward the many staffing roles required to 

implement an OSCE, such as case writers, case examiners and standardized patients (Casey et 

al., 2009). Often, case-writers and case-examiners are already members of medical school faculty 

and are selected to write clinical cases by OSCE directors based on their knowledge and 

experience with the medical topic in question (Casey et al., 2009). Standardized patients may 

come from a variety of backgrounds and training levels, but they have a unique form of training 

in the ability to act in a consistent and believable manner while simultaneously observing the 

physician for interpersonal skills as well as clinical skills in response to their acting abilities 

(Adamo, 2003). These actors often require additional personnel formally trained in acting or 

drama to serve as a standardized patient coordinator and help teach standardized patients how to 

evaluate learners in a consistent and consequential manner (Casey et al., 2009). 

 Despite the additional resources often require to operate and manage OSCEs, a 2003 

survey of accredited medical institutions in the United States found that almost 100 school use at 

least one OSCE at some point in their curriculum and of those, almost all use a comprehensive 

OSCE final at the end of medical school training (Barzansky & Etzel, 2003). Research suggests 

use of OSCEs is predictive of both board examination or licensing performance (Mavis & Henry, 

2002) as well as clinical skills with patients after completion of medical school (Probert Probert, 
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Cahill, McCann, & Ben-Shlomo, 2003), thus the aforementioned time, personnel, and resources 

commonly associated with OSCEs appears to be worthwhile (Casey et al., 2009).  

Summary 

 

 

Given the prevalence of obesity rates within the United States (Ogden et al., 2006), 

coupled with the increased health risks and healthcare costs associated with obesity (Sturm, 

2002), it is imperative that more efforts be taken in clinical practice through obesity screening 

and counseling, public health education through community outreach, ecological improvements 

and education, and systematic review of practice patterns and programmatic interventions 

designed to help mitigate the public health crisis associated with obesity (Ma, Xiao & Stafford, 

2009; Kerr et al., 2010). The physical as well as financial costs are quickly overcoming our 

healthcare and infrastructure’s ability to sustain such imbalances and steps must be taken at 

critical encounters such as physician visits to address matters related to obesity (Yaskin, Toner, 

and Goldfarb, 2008).  

 Despite the prevalence of obesity among adults in the United States, research suggests 

“obesity is underappreciated in office-based physician practices” (Ma et al., 2009, p. 1084) and 

there may be a significant relationship between physicians’ own health behaviors, confidence in 

their abilities to counsel patients on weight loss, and their counseling behavior (Vickers, Kircher, 

Smith, Petersen, & Rasmussen, 2007).  Provided obese patients are considering or desire to make 

positive lifestyle changes, physicians have the unique opportunity to initiate change in an office 

visit. Changes in reimbursement may help provide incentive or motivation for physicians and 

physician offices whom may previously been reluctant to provide such counseling. Physicians 
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should also consider their own health, relate to personal experience, and share the pursuit of 

improved health and healthy lifestyle practice with their patients in order to foster rapport and a 

sense of empathy which may reduce other barriers to counseling as perceived by the patient or 

the physician. The patient is ultimately responsible for his or her wellbeing but as physicians 

seek additional knowledge and strive to improve their own health, these barriers may be further 

reduced and counseling efficacy may be increased. 
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Chapter 3 

Methods 

Statement of the problem. The purpose of this study was to investigate the relationship 

between physicians’ attitudes regarding weight management counseling, personal health 

behaviors, attitudes toward obese patients and obesity-related communication skills measured by 

objective structured clinical examinations (OSCEs).  This study also investigated the relationship 

between physicians’ attitudes regarding weight management counseling, personal health 

behaviors and clinical counseling skills, also measured by OSCEs.  

Sample. The sample for this study included 38 second-year residents enrolled at the 

Bellevue New York University (NYU) internal residency program. All 38 residents completed 

an OSCE exam as part of their residency requirements. Residents followed a pre-determined 

clinical rotation in ambulatory blocks, scheduled between January and May of 2009. Surveys 

were distributed to all 38 second-year residents in this sample and completed on the day of their 

OSCE exams. Participant consent was waived as part of the NYU-IRB approval that subjects’ 

identities remain protected.  This cohort of physicians had not completed the obesity counseling 

curriculum.  

Instruments. Survey. The instrument used to acquire this survey data was the Weight 

Management Counseling Survey administered to medical residents at the Bellevue-NYU internal 

medical residency program during the spring semester of 2009.    

The Weight Management Counseling survey is comprised of two sets of questions 

including assessment of physicians’ attitudes and self-reported competency based on Jay et al.’ 

(2010) study of physicians’ knowledge and competency in obesity care. Their survey, which 

included demographic information such as “training year and previous obesity training” (Jay et 
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al., 2010, p. 1067) was created based on a review of obesity prevention and treatment-related 

literature and arranged survey questions based on guidelines from the 5As model (National 

Heart, Lung, and Blood Institute [NHLBI], 1998; Sadovsky, 2003; Serdula, Khan, & Dietz, 

2003; Whitlock, Orleans, Pender, & Allan, 2002). The latter sets of questions were derived from 

an initial study of the theory of reasoned action and planned behavior (Ajzen & Fishbein, 1980), 

exploring the relationship between physician attitudes, perceived competence in obesity 

counseling, weight management stage of change and personal health behaviors, and how any or 

all of these variables related to performance, measured by the OSCEs. Additional review of 

relevant literature aided in the creation of the rest of the survey questions. Survey items were 

organized and written as follows: 

Survey Item #1, # 2 and #4. Item 1: Attitudes (24 questions: “Please indicate to what 

extent you agree or disagree with the following statements”) and Item 2: 5As (18 questions: 

“Current ability to perform each of the following tasks”), and Item 4: Efficacy (12 questions: 

“Indicate how much you agree or disagree with each of the following statements about your 

clinical practice over the next few months”)  were created for the original purpose of the 

aforementioned study by Jay et al. (2010) and were included this survey based on the similar but 

still unique investigation goals. Responses to items 1 and 4 were scaled by “strongly disagree,” 

“disagree somewhat,” “agree somewhat” or “strongly agree.” Item 2 responses were scaled by 

“not at all able to perform,” “somewhat able to perform,” “able to perform adequately” or “able 

to perform well.” 

Survey Item #3. Item 3: Knowledge about counseling (9 questions: “Knowledge about 

counseling patients”) was derived from Laschinger and Tresolini’s (1999) investigation of 

counseling self-efficacy among nursing and medical students. Responses to Item 3 were scaled 
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by “don’t know anything,” “I know a little bit,” “I know something about” or “I know a lot 

about.” 

Survey Item #5. Item 5: Effect of own lifestyle practices on establishing and maintaining 

credibility as an obesity counselor  (3 questions: “What you think about the effect of your own 

lifestyle practices on establishing and maintaining your credibility as an obesity counselor”) was 

based on two separate studies conducted by Dr. Frank and accompanying researchers: the first, a 

qualitative investigation of medical student health through implementation of a four-year health 

improvement intervention (Frank, Smith, & Fitzmaurice, 2005), and the second a quantitative , 

cross-sectional survey of medical students’ dietary habits and nutrition counseling habits 

(Spencer, Frank, Elon, Hertzberg, Serdula, & Galuska, 2006). Responses to item 5 mirror the 

response scale for items 1 and 4: “strongly disagree,” “disagree somewhat,” “agree somewhat” 

or “strongly agree.” 

Survey Items #6 and #8. Item 6: “Please tell us where you currently are on the continuum 

of weight management: Choose the ONE response that best describes you” was created on a 

continuum of responses ranging from “I don’t need to lose weight because my weight is 

desirable” (Response #1) to “I’ve lost weight in the past and am consciously working to keep it 

off” (Response #10). This continuum of weight management descriptions was based on an 

application of the stages of change model (Norcross, Krebs, & Prochaska, 2011) to a dietary 

counseling study of obese patients in an outpatient setting in an attempt to predict which patients 

would lose weight or attend counseling appointments (Macqueen, Brynes, & Frost, 1999). 

Again, only one answer on the continuum was to be chosen. Item #8: “Please tell us… 

continuum of exercise practice” was created based on the same study by Macqueen et al. (1999). 
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Survey Items #7, #9, and #10. Survey items 7 and 9: “Please indicate how much you 

agree or disagree with each of the following statements” were derived from the same theoretical 

construct as survey item #10: “Please tell us how confident you are in your ability to do each of 

the following in the next four weeks”: weight management self-efficacy. Items 7, 9 and 10 were 

based on the study by Dutton, Martin, Rhode and Brantley (2004) examining the validity of the 

weight efficacy lifestyle questionnaire (WEL) on overweight and obese patients undergoing 

obesity treatment. Item 7 (2 questions: “If I wanted to, it would be difficult for me to lose weight 

in the next month” and “I intend to lose weight in the next month”) and item 9 (2 questions: “If I 

wanted to, it would be difficult for me to exercise regularly in the next month” and “I intend to 

exercise regularly in the next month”) responses were measured by the four-item scale seen in 

previous items: “strongly agree,” “disagree somewhat,” “agree somewhat” or “strongly agree.” 

Item 10, however, asked five questions regarding confidence in ability to do various tasks within 

the next four weeks and responses were listed on a scale based on confidence assessment: “not 

confident at all,” “only a little bit confident,” “somewhat confident” and “very confident.”  

All additional survey items. Other survey items, such as items 17- 21, were included at 

the request of stakeholders such Dr. Neil Shapiro, Associate Program Director of Internal 

Medicine, whose research interests include medical- reading habits of residents and physicians.   

Objective structured clinical examination (OSCE). The instrument used to collect data 

on obesity counseling–related communication skills and overall communication skills was the 

Medicine Residency OSCE (Zabar et al., 2004). The OSCEs used for the purposes of this 

research were created in partnership with the Macy Initiative in Health Communication (Kalet et 

al., 2004). This collaboration helped develop checklist scales, focused on medical student 

communication skills, which were then proven to be reliable (Cronbach’s alphas .70-.95) as well 
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as predictive of future performance scores on medical exams outside the OSCEs (Lee et al., 

2008). The OSCE checklist, comprised of three core areas of assessment (communication, 

gathering patient history, and physical examination of the patient) is awarded a score in each 

core area based on a percent of the items scored as “well done.” Mean overall scores among 

classes between 2004 and 2010 demonstrate consistency by measuring from 53.0% to 61.5% 

with a standard deviation no greater than 14.4%. 

Data Analysis 

 

 

 In the Weight Management Counseling survey, medical residents (N=38) selected the 

extent to which they agreed or disagreed with statements related to weight management 

counseling with obese patients. Self-reporting survey results utilized a four-point Likert scale 

ranging from “strongly disagree” to “strongly agree” or, in one instance measuring physicians’ 

personal health habits, relative confidence in their abilities to practice healthy lifestyle habits 

ranging from “Not confident at all” to “Very confident.” Descriptive statistics for each set of 

questions as compared with OSCE exam results (physicians’ attitudes toward weight 

management counseling, physicians’ attitudes toward obese patients, physicians’ personal health 

behaviors) are reported in Appendix D.  

 Pearson Product-Moment Correlation Coefficient analyses were used to examine the 

relationship between each attitude item on the weight management counseling survey and the 

obesity-related communication skills measured by the OSCE. A statistically significant Pearson 

correlation value was measured as a probability of less than .05 (p <0.05). However, because the 

OSCE scores were not normally distributed and therefore would not meet the required 
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assumptions for Pearson correlation coefficients, Spearman’s rho was used for all correlation 

analyses. Statistical tests were conducted using the Statistical Program for Social Sciences 

(SPSS), Version 20.0.  

In order to generate OSCE scores of skills done well or not done well, the original 

responses from the OSCE data (0= not done, 1- partly done, 2= done well) were reformatted into 

a yes-no configuration (0=not done well or partly done, 1= done well) in SPSS. Then, these 

items in each category of the OSCE data (obesity counseling communication skills or overall 

communication skills) were summed to form a score from 0 to 11 or 0 to 10, respectively.  

Data Retrieval 

 

 

New York University School of Medicine (NYUSOM) Internal Review Board (IRB) 

granted permission (approval #07-923) to pursue the proposed investigation. Approval was 

granted on December 26, 2008 and has been reapproved annually since the original approval 

date. Surveys were completed prior to the OSCE but administered on the same day as the exam. 

Survey data were retrieved online from survey monkey by a representative of the NYU research 

analysis team. OSCE scores were recorded by the standardized patient(s) acting in the OSCE 

cases and results were collected by NYU research analysis team members. Survey results as well 

as all OSCE scores were filed confidentially for later analysis on a protected computer by 

Colleen Gillespie, one of the NYU research team members.  
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Chapter 4 

Findings and Discussion 

Introduction to the data. The purpose of this study was to investigate the relationship 

between physicians’ attitudes regarding weight management counseling and communication 

skills, as well as personal health behaviors and obesity-related communication skills, as 

measured by objective structured clinical examinations (OSCEs).  This chapter describes and 

explains the quantitative data and information gathered from the Weight Management 

Counseling Survey as well as qualitative data recorded from the OSCE exams. 

In order to address the aforementioned relationships, the following research questions 

were established: 

1. What is the relationship between physicians’ attitudes toward weight management 

counseling and obesity counseling–related communication skills on an OSCE? 

2. What is the relationship between physicians’ attitudes toward obese patients and obesity 

counseling–related communication skills on an OSCE? 

3. What is the relationship between physicians’ personal health habits and obesity 

counseling–related communication skills on an OSCE? 

4.   What is the relationship between physicians’ attitudes toward weight management 

counseling and overall communication skills measured by an OSCE?  

5. What is the relationship between physicians’ personal health habits and overall 

communication skills measured by an OSCE? 

The purpose of this chapter is to report the findings of the study as well as provide a detailed 

discussion of related information as divided into these categories: (a) Introduction to the Data; 

(b) Findings (Relationship Between Physicians’ Attitudes toward Weight Management 
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Counseling and Obesity Counseling-Related Communication Skills on an OSCE; Relationship 

Between Physicians’ Attitudes toward Obese Patients and Obesity Counseling-Related 

Communication Skills on an OSCE; Relationship Between Physicians’ Personal Health Habits 

and Obesity Counseling-Related Communication Skills on an OSCE; Relationship Between 

Physicians’ Attitudes toward Weight Management Counseling and Overall Communication 

Skills Measured by an OSCE;  Relationship Between Physicians’ Personal Health Habits and 

Overall Communication Skills Measured by an OSCE; and (c) Discussion. 

The sample for this study included 38 second-year residents enrolled at the Bellevue New 

York University (NYU) internal residency program. All 38 residents completed an OSCE exam 

as part of their residency requirements. Residents followed a pre-determined clinical rotation in 

ambulatory blocks, scheduled between January and May of 2009. Surveys were distributed to all 

38 second-year residents in this sample and completed on the day of their OSCE exams. 

Participant consent was waived as part of the NYU-IRB approval that subjects’ identities remain 

protected. Demographic information on the medical residents such as gender, age, and ethnicity 

was not collected due to the small sample size and the researchers’ intention to protect 

respondent anonymity. 

Survey items were separated into categories that the researchers felt best represented each 

research question as follows: physicians’ attitudes toward weight management counseling; 

physicians’ attitudes toward obese patients; and physicians’ own health habits. A summary of 

frequencies, including the mean and standard deviation for each response, is reported in 

Appendix D. Most of the survey responses were identified on a scale ranging from 1 (strongly 

disagree) to 4 (strongly agree). One section of physicians’ own health habits (five items) range 

from 1 (not at all confident) to 4 (very confident) regarding confidence in his or her ability to 
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execute various health-related tasks within the next four weeks at the time the survey was 

administered. Frequencies were run for the survey items that related to the research questions as 

previously mentioned and are listed in Appendix D. 

Findings 

Frequency tables for the two sets of OSCE scores, obesity counseling–related communication 

skills and overall communication skills, are summarized in Table 1 and Table 2, respectively. 

Overall communication skill scores are concentrated closer to a “done well” score of 2 and 

further away from the “not done” score of 0, reflecting a negative skew of the data. In contrast, 

results from obesity counseling–related communication skill scores are mixed. Several scores 

reflect a negative skew similar to that of overall communication skills OSCE scores, while other 

scores reflect a positive skew or even distribution of responses between the three scores of 0, 1, 

or 2.  
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Table 1 

Obesity Counseling-Related Communication Skills* 

Survey Item Mean Std. Deviation N 
Assessed current diet using 24 hour recall or 

typical daily diet  1.75 .44 36 

Assessed motivation or confidence .69 .75 36 
Assessed level of exercise 1.58 .73 36 
Counsels me about my weight loss goal .97 1.00 36 
Discusses specific diet, exercise and/or self 

monitoring goals 1.86 .42 36 

Works with you to set specific diet, exercise 
and/or self monitoring goals 1.28 .74 36 

Elicits and addresses barriers to exercise and 
diet change 1.03 .85 36 

Made you want to change your eating, exercise, 
and or self monitoring behavior 1.25 .60 36 

Made you feel like you would be able to change 
your eating, exercise, and self monitoring 
habits 

1.11 .75 36 

Encourage frequent (within 1 month) follow up to 
monitor progress/goals 1.25 .94 36 

*3 point scale: 0= not done, 1= partially done, 2= well done 

Table 2 

Overall Communication Skills* 

Survey Item Mean Std. Deviation N 
Elicited your responses using appropriate 

questions 1.72 .62 36 

Clarified information 1.58 .77 36 
Allowed you to talk without interrupting 1.83 .38 36 
Communicated concern or intention to help 1.61 .65 36 
Non-Verbal behavior enriched communication 1.72 .57 36 
Acknowledged emotions/feelings appropriately 1.28 .85 36 
Was accepting/ non-judgmental 1.89 .40 36 
Used words you understood and/or explained 

jargon 1.83 .38 36 

Asked questions to see what you understood 1.53 .60 36 

Provided clear explanations/information 1.64 .54 36 
Collaborated with you .56 .50 36 
*3 point scale: 0= not done, 1= partially done, 2= well done 
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Research Question #1: What is the relationship between physicians’ attitudes 

toward weight management counseling and obesity counseling–related communication 

skills on an OSCE? 

 There were no significant relationships between physicians’ attitudes toward weight 

management counseling and obesity counseling–related communication skills. A summary of 

results for this relationship is presented in Table 3. 

 

Table 3 

Relationship Between Physicians’ Attitudes Toward Weight Management Counseling and Obesity 

Counseling-Related Communication Skills on an OSCE 

Survey Item Spearman’s rho (rs) p-value 
The best role for a physician in weight management is 
referral not treatment 

.14 .41 

My patients’ acute health problems take precedence 
over weight loss counseling 

-.03 .86 

In most cases, obese patients’ health improves when 
physicians counsel them about weight management 

.16 .33 

Most obese patients will reduce their weight to a 
healthy range when physicians counsel them about 
weight management 

.05 .76 

Patients are more likely to lose weight when their 
physician speaks to them about obesity and weight 
management 

-.08 .66 

It’s easier to screen for obesity than perform weight 
management counseling 

-.19 .26 

 
 *4-point scale: 1= strongly disagree, 2= disagree somewhat, 3= agree somewhat, 4= strongly agree 

  

Research Question #2: What is the relationship between physicians’ attitudes 

toward obese patients and obesity counseling-related communication skills on an OSCE? 

 All of the respondents’ attitudes toward obese patients were not related to their obesity 

counseling–related communication skills on the OSCE exam (Table 4).  
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Table 4 

Relationship Between Physicians’ Attitudes Toward Obese Patients and Obesity Counseling-Related 

Communication Skills on an OSCE 

Survey Item Spearman’s rho (rs) p-value 
Most obese patients will not lose a significant amount 

of weight 
.04 .80 

I have been successful in treating patients for obesity .10 .55 
Most obese patients could reach a normal weight if 

motivated to do so 
-.02 .92 

Obesity is primarily caused by behavioral factors like 
overeating and physical inactivity 

-.17 .30 

Obesity is caused primarily by genetic factors .03 .84 
Obesity is caused primarily by lack of willpower -.15 .38 
Treating obese patients is very frustrating .03 .88 
I feel qualified to treat obese patients -.16 .33 
I have negative reactions towards the appearance of 

obese patients 
-.24 .15 

I am uncomfortable with counseling my obese patients 
about losing weight 

.08 .62 

Obesity is a treatable condition -.17 .31 
Most obese patients are well aware of the health risks 

of obesity 
-.21 .20 

I feel competent in prescribing weight loss programs for 
obese patients 

-.13 .43 

I feel uncomfortable when examining an obese patient .01 .98 
It’s difficult for me to feel empathy for an obese patient .11 .53 
 
*4-point scale: 1= strongly disagree, 2= disagree somewhat, 3= agree somewhat, 4= strongly agree 

 

Research Question #3: What is the relationship between physicians’ personal health 

habits and obesity counseling-related communication skills on an OSCE? 

Most of the respondents’ personal health habits were not related to their obesity 

counseling–related communication skills on the OSCE exam (Tables 5 and 6). The exception 

was the personal health habit survey item “my diet was much better before I started residency,” 

which was significantly related to obesity counseling–related communication skills on the OSCE 



 

 50 

[rs (34) = .39, p<.05]. The positive correlation suggested that physicians who performed better on 

the obesity counseling–related OSCE exam also tended to agree that their diets were better 

before they began their residency program. This significant relationship is presented in Table 5. 

Two tables were created for the same survey item category (physicians’ personal health habits) 

because Table 6 reflects a four-point scale using different responses for each item assessing self-

reported confidence levels in his or her abilities to perform certain health habits (1= not at all 

confident, 2= only a little bit confident, 3= somewhat confident, 4= very confident).  

Similar to the results presented in preceding tables, Tables 5 and 6 illustrate results that, 

although lacking relationships of statistical significance, warrant further discussion and 

investigation into the nature of these meaningful results. For example, the negative response to 

“Physicians should be role models by maintaining a normal weight” is surprising when 

considering the result trends toward a significant relationship [rs (34) = -.26, p = .13]. 

Considering the moderate strength of this association, further investigation in future research 

may inquire as to the role physicians feel they should play when modeling behaviors for their 

patients.  
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Table 5  

Relationship Between Physicians’ Personal Health Habits and Obesity Counseling-Related 

Communication Skills on an OSCE 

Survey Item Spearman’s rho (rs) p-value 
Physicians should be role models by maintaining a 

normal weight 
-.26 .13 

My patients will find me to be  more credible and 
effective obesity counselor if they know that I eat a 
healthy diet 

.08 .67 

My patients will find me to be a more credible and 
effective obesity counselor if they know that I 
exercise and stay fit 

.02 .92 

My patients will find me to be a more credible and 
effective obesity counselor if they know that I 
maintain a healthy weight 

-.06 .74 

Food is one of my main coping mechanisms -.15 .38 
My diet was much better before I started residency .39** .02 
I consume an adequate amount of protein .10 .55 
I  meet recommended daily allowances of vitamins and 

minerals 
-.25 .15 

I’ve had problems with eating in the past .05 .80 
Food is an important part of my life -.14 .42 
I vigorously exercise at least 3x/week consistently .16 .35 
I’ve been obese (>30% above ideal body weight)in the 

past 
-.23 .19 

 
*4-point scale: 1= strongly disagree, 2= disagree somewhat, 3= agree somewhat, 4= strongly agree 

**Correlation is significant at the 0.05 level (2-tailed). 
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Table 6 

Relationship Between Physicians’ Personal Health Habits and Obesity Counseling-Related 

Communication Skills on an OSCE 

Survey Item Spearman’s rho (rs) p-value 
   
I can avoid overeating in situations where I sometimes 

eat too much (e.g. at night, when I’m down, at 
holidays) 

.29 .08 

I can vigorously exercise (+ 30 mins) regularly (at least 
3x/week) 

.18 .30 

I can read food labels and make healthy choices  -.26 .13 
I can eat several small, healthy meals a day -.07 .70 
I can control my eating .26 .13 
   
*4-point scale: 1= not at all confident, 2= only a little bit confident, 3- somewhat confident, 4= very confident 

 

Research Question #4: What is the relationship between physicians’ attitudes 

toward weight management counseling and overall communication skills on an OSCE? 

Overall counseling skills were significantly correlated with the survey item “it’s easier to 

screen for obesity than perform weight management counseling” (rs (36) = -.35, p<.05). The 

negative correlation between the overall communication skills and the survey item indicated that 

the better physicians performed on the counseling OSCE exam, the less they agreed with weight 

management counseling as more difficult than screening for obesity. However, the other survey 

items categorized as physicians’ attitudes toward weight management counseling were not 

significantly correlated with their overall communication skills as measured by the OSCE exam 

(Table 7).  
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Table 7 

Relationship Between Physicians’ Attitudes Toward Weight Management Counseling and Overall 

Communication Skills on an OSCE 

Attitude Item Spearman’s rho (rs) p-value 
The best role for a physician in weight management is 

referral not treatment 
.10 .57 

My patients’ acute health problems take precedence 
over weight loss counseling 

-.13 .46 

In most cases, obese patients’ health improves when 
physicians counsel them about weight management 

.10 .55 

Most obese patients will reduce their weight to a 
healthy range when physicians counsel them about 
weight management 

.20 .24 

Patients are more likely to lose weight when their 
physician speaks to them about obesity and weight 
management 

-.01 .94 

It’s easier to screen for obesity than perform weight 
management counseling 

-.35** .03 

*4-point scale: 1= strongly disagree, 2= disagree somewhat, 3= agree somewhat, 4= strongly agree 

**Correlation is significant at the 0.05 level (2-tailed). 

 

Research Question #5: What is the relationship between physicians’ personal health 

habits and overall communication skills on an OSCE? 

All of the respondents’ personal health habits were not significantly related to overall 

communication skills as measured on the OSCE exam (Tables 8 and 9). Personal health habits 

were divided into two tables to reflect the differences in scoring. 
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Table 8 

Relationship Between Physicians’ Personal Health Habits and Overall Communication Skills on an OSCE 

(Agreement Scale) 

Survey Item Spearman’s rho (rs) p-value 
Physicians should be role models by maintaining a 

normal weight 
-.25 .16 

My patients will find me to be  more credible and 
effective obesity counselor if they know that I eat a 
healthy diet 

-.03 .84 

My patients will find me to be a more credible and 
effective obesity counselor if they know that I 
exercise and stay fit 

-.05 .76 

My patients will find me to be a more credible and 
effective obesity counselor if they know that I 
maintain a healthy weight 

-.07 .68 

I consistently avoid eating high fat foods .24 .17 
Food is one of my main coping mechanisms -.25 .14 
I eat 5 or more daily servings of fruits and vegetables .08 .63 
My diet was much better before I started residency .23 .17 
I consume an adequate amount of protein -.13 .45 
I  meet recommended daily allowances of vitamins and 

minerals 
-.03 .84 

I’ve had problems with eating in the past -.06 .74 
Food is an important part of my life .02 .93 
I vigorously exercise at least 3x/week consistently -.18 .30 
I’ve been obese (>30% above ideal body weight)in the 

past 
.29 .09 

 
*4-point scale: 1= strongly disagree, 2= disagree somewhat, 3= agree somewhat, 4= strongly agree 
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Table 9 

Relationship Between Physicians’ Personal Health Habits and Overall Communication Skills on an OSCE 

(Confidence Scale) 

Survey Item Spearman’s rho (rs) p-value 
   
I can avoid overeating in situations where I sometimes 

eat too much (e.g. at night, when I’m down, at 
holidays) 

.17 .50 

I can vigorously exercise (+ 30 mins) regularly (at least 
3x/week) 

.27 .11 

I can read food labels and make healthy choices  -.02 .89 
I can eat several small, healthy meals a day .25 .15 
I can control my eating .18 .28 

 
 
*4-point scale: 1= not at all confident, 2= only a little bit confident, 3= somewhat confident, 4= very confident 

 

Discussion 

 Given the prevalence of obesity in the United States, it is imperative that health 

professionals seek to preventively address the many factors that may contribute to unhealthy 

weight gain. Recent efforts by Melanie Jay and Sheira Schlair of the New York University 

School of Medicine (NYUSOM) to improve the attitudes and personal health habits of medical 

residents focused on measuring overall communication skills of medical residents as they related 

to these attitudes and behaviors. The theory of self efficacy (Bandura, 1977) would suggest that 

physicians will be more likely to counsel obese patients on weight loss and have more empathy 

for obese patients if they, for example, practice healthy habits or feel confident in their abilities 

to provide weight management counseling through increased knowledge and understanding of 

the complexities associated with obesity.  

 In this study, the Weight Management Counseling survey was administered by NYU 

researchers to a convenience sample of 38 second-year medical residents at the Bellevue School 
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of Medicine at NYU. Researchers hoped to learn more about the relationship, if any, between 

attitudes and habits of medical residents and their respective communication and counseling 

scores on an actual OSCE. Previous research demonstrated a potential connection between 

improved counseling skills of physicians who practice healthy habits themselves or have 

confidence in their abilities to provide weight management counseling to obese patients, but this 

is the first study to use overall communication scores as opposed to self-reported confidence and 

self-efficacy scores of counseling abilities. 

Significant results. This study was conducted to determine the relationship between two 

different sets of OSCE scores in comparison to three categories of survey questions: physicians’ 

attitudes toward weight management counseling, physicians’ attitudes toward obese patients, and 

physicians’ own health habits. OSCE scores were reformatted to report skills as either “done 

well” or “not done well.” Although many items on the survey were not significantly correlated 

with either overall communication skills or obesity-related communication skills, a few 

significant relationships were found. First, the positive correlation between obesity counseling–

related communication skills and the personal health habits survey item “my diet was much 

better before I started residency” suggested medical residents who scored higher on the obesity 

counseling OSCE were also more aware of how to eat healthfully and how those eating habits 

may have changed as a result of time demands during medical residency training.  

 Although other items were not significantly correlated with the obesity counseling–

related communication skills, it is possible that respondents did not answer truthfully on 

questions regarding attitudes toward obese patients or attitudes toward weight management 

counseling because of fear that their responses may negatively influence their residency training. 

The surveys were administered on the same day as the OSCE exams from which the scores for 
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this study were gathered, therefore it could be suggested that respondents answered questions 

with a more positive attitude toward obesity and weight management because they had recently 

undergone testing for counseling abilities with obese patients. 

 Overall communication skills were not found to be significantly related to most of the 

survey items. However, the attitude toward weight management counseling survey item that read 

“it’s easier to screen for obesity than perform weight management counseling” was negatively 

correlated with overall communication skills on the OSCE. This result suggested that medical 

residents who performed overall communication skills well felt that screening for obesity was 

not easier than performing weight management counseling. Physicians who performed well on 

the counseling OSCE may have felt that both obesity screening and providing weight 

management counseling were of the same level of difficulty, or those physicians may not have 

been familiar with obesity screening techniques and therefore produced a survey response that 

was not an accurate representation of their knowledge and abilities. Screening for obesity, 

whether by means of calculating body mass index (BMI) or use of body fat analysis methods, is 

arguably simpler and therefore easier than the complex nature of counseling, which would 

involve more than just one test or one office visit. Effective and patient-centered obesity 

counseling would more than likely involve multiple office visits and multiple means by which 

information is disseminated, so these results contradict an expected response that physicians who 

were rated well on overall communication skills would also acknowledge that screening for 

obesity is inherently easier than providing weight loss counseling.  

 Although a few significant relationships were found, range-restriction in reference to the 

convenience sample used in this study (N= 38) may be responsible for the overall lack of 

correlation within the data (Howell, 2007). The small sample size and the population from which 
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the sample was taken (second year medical residents at the NYU Bellevue School of Medicine), 

a lack of variability may also be responsible for a lack of correlation among the data. For 

example, half of the residents in the sample scored either a “4” or a “7” on the overall 

communication skills OSCE, while half of the residents scored at the top two values for the 

obesity counseling–related OSCE. This lack of variability in OSCE scores may have restricted 

the range in which correlations could be found.  

Mean OSCE scores. In comparing the two sets of mean OSCE scores, it is disappointing 

that many of the obesity-counseling related communication skills were reported as “partly done” 

as opposed to “well done.” In fact, all but three obesity counseling–related communication items 

could be categorized as closer to “partly done.” These three highest values, “assessed current diet 

using 24-hour recall or typical daily diet” (M= 1.75), “assessed level of exercise” (M= 1.58), and 

“discusses specific diet, exercise and/or self-monitoring goals” (M= 1.86) are skills related to the 

5As counseling framework used in previous research conducted by NYU researchers (Jay et al., 

2010), and such skills may be rated closer to “well done” because they can be carried out as if 

giving instructions, similar to that of writing a prescription or referring to a medical specialist. 

The other items reflect an emphasis on skills that relate to “patient-centeredness,” another 

benchmark of quality obesity counseling by physicians that involves collaborating with the 

patient to best determine ways to meet his or her goals on an individual level (Epstein et al., 

2005; Jay et al., 2010).  

The highest mean value responses could also be perceived as objective responses from 

the patient perspective, in so much as “yes,” my physician assessed my diet using a 24-hour 

recall, or “no,” my physician did not assess my diet using a 24-hour recall. In contrast, other 

obesity-counseling related skills such as “Made you want to change your eating, exercise, and/or 
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self-monitoring behavior,” reflected a lower mean score (M= 1.25) but could arguably be 

considered a highly subjective survey item in regard to patient perception and response. Given 

the relative strength of overall communication skills, it is likely that patient perspective of 

counseling efficacy in conjunction with lack of familiarity with the nuances of patient-centered 

obesity counseling are responsible for the lower mean obesity counseling–related communication 

scores.  

Discussion of meaningful results. Research Question #1: What is the relationship 

between physicians’ attitudes toward weight management counseling and obesity counseling–

related communication skills on an OSCE? 

 Though many of the results from this study were not statistically significant, other results 

suggest further investigation due to the intriguing or, in some cases, contradictory nature of these 

results. For example, results from investigating the relationship between physicians’ attitudes 

toward weight management and obesity-related communication skills suggest that physicians 

who feel their role in weight management should be referral as opposed to treatment may receive 

higher scores on obesity counseling–related communication skills than physicians who did not 

agree with this statement. Research suggests integration of preventive measures such as referral 

to other health professionals specialized in certain areas health-related treatment may be an 

effective method of improving patient health outcomes (Cohen et al., 2004). In contrast, because 

research has demonstrated that many physicians are not confident in their abilities to provide 

weight management counseling for overweight and obese patients (Fogelman et al., 2002; Jay et 

al., 2008), higher obesity counseling–related communication scores may illustrate patients’ 

perception that physicians who take the time to  make health-related referrals acknowledges on 
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the part of the physician an interest in  providing patient-centered care (Epstein et al., 2005; Jay, 

Gillespie, Schlair, Sherman, & Kalet, 2010).  

 Although no significant relationship was found, physicians who felt that patients will 

improve their health when their physician counsels them on weight management may be rated 

higher on obesity counseling–related communication skills than those who would disagree with 

this statement. If a significant relationship existed, it may be suggested that the relationship 

would be attributed to physicians’ confidence in their abilities to provide weight loss counseling. 

Better obesity counseling–related communication skills may be attributable to higher self 

efficacy among physicians who agree that patients’ health improves as a result of discussing 

weight management with them (Jay et al., 2009).  

 There were no significant relationships between obesity counseling–related 

communication skills and the following weight management attitude survey items: “My patients’ 

acute health problems take precedence over weight loss counseling,” “Most obese patients will 

reduce their weight to a healthy range when physicians counsel them about weight 

management,” and “Patients are more likely to lose weight when their physician speaks to them 

about obesity and weight management.” Range restriction prevented any determination of a 

relationship. For example, 84% of the respondents disagreed with the item about reducing weight 

to a healthy range; there just was not enough variability for a relationship to exist.  

 Finally, physicians who did not feel that obesity screening was easier than weight 

management counseling were associated, but not significantly, with higher scores on obesity 

counseling–related communication OSCE skills. Physicians who would disagree that obesity 

screening is easier than weight management counseling may perform better on obesity 

counseling–related communication skills because they are comfortable with the psychological 
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dynamics of weight management counseling in that the conversation about patient weight loss 

has already begun. The extent that these physicians may perform better on obesity counseling–

related communication skills suggests the process by which broaching the subject of weight loss 

elicits feelings of discomfort and awkwardness.  Therefore simply screening for obesity is not 

inherently easier than weight management counseling. However, lower obesity counseling–

related  scores may be associated, but not significantly, with agreement that obesity screening is 

easier than weight management counseling may suggest physicians do not feel confident in their 

abilities to provide weight loss counseling for obese patients (Fogelman et al., 2002; Jay et al., 

2008) and poor performance on obesity counseling–related communication skills may be 

attributed to lack of confidence in counseling abilities (Cheng, DeWitt, Savageau, & O’Connor, 

1999). 

Research Question #2: What is the relationship between physicians’ attitudes toward 

obese patients and obesity counseling–related communication skills on an OSCE? 

To address the second research question, “What is the relationship between physicians’ 

attitudes toward obese patients and obesity counseling–related communication skills on an 

OSCE,” none of the results were statistically significant. Several of the results from the 

correlation between obesity counseling–related communication exams and physicians’ attitudes 

toward obese patients were not significant as a result of range restriction: “Most obese patients 

will not lose a significant amount of weight,” “I have been successful in treating obese patients 

for obesity,” “Treating obese patients is very frustrating,” “I am uncomfortable with counseling 

my obese patients about losing weight,” “I feel uncomfortable when examining an obese 

patient,” and  “It’s difficult for me to feel empathy for an obese patient.”  
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Although lacking a relationship but approaching significance, results from the survey 

item “I have negative reactions toward the appearance of obese patients” compared with obesity 

counseling–related communication skills suggest physicians who disagreed with this statement  

may be more likely to perform better on obesity counseling–related communication OSCE skills 

if the relationship were statistically significant [rs (34) = -.24, p = .15].  Previous research 

suggests as a patient’s body mass index increases, attitudes toward the patient become more 

negative as do physicians’ attitudes that patients will not benefit from counseling (Hebl & Xu, 

2001; Wigton & WcGaghie, 2001). Therefore, it would be expected that obesity counseling–

related communication skills may not be rated as well among physicians who have negative 

reactions toward the appearance of obese patients as physicians who do not have negative 

reaction toward the appearance of obese patients. 

The remainder of results reflects no relationship between physicians’ attitudes toward 

obese patients and obesity counseling–related communication skills. However, in several 

instances where relationships do not exist, further research may be necessary in order to justify 

why no relationships are present. For instance, the survey item “most obese patients could reach 

a normal weight if motivated to do so” is not significantly related to obesity counseling–related 

communication skills. Therefore, whether physicians agree or disagree with this statement has no 

bearing on their obesity counseling–related communication skills. This lack of influence on 

counseling skills is interesting in that research suggests many physicians exhibit bias toward 

obese patients (Puhl & Heuer, 2009) and choose not to or avoid weight management counseling 

with obese patients because they feel that they are lazy or unmotivated to comply with physician 

advice (Bocquier et al., 2005; Campbell, Engell, Timperio, Cooper, & Crawford, 2000; 

Fogelman et al., 2005), which may contribute to an overall decline in counseling frequency 
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(Befort et al., 2006P; Bertakis, & Azari, 2005; Hebl & Xu, 2001; Hebl, Xu, & Mason, 2003). 

That there is no relationship between these two variables would suggest such bias and attitudes 

of physicians does not influence obesity counseling–related communication skills and warrants 

further investigation.  

The same question may be applied to the lack of relationships between responses to 

survey items “Obesity is primarily caused by behavioral factors like overeating and physical 

inactivity,” “Obesity is a treatable condition,” and “Obesity is caused primarily by a lack of 

willpower” and obesity counseling–related communication skills. The fact that physicians who 

agree with these statements would have no better or worse obesity counseling–related 

communication skills than physicians who disagree with these statements contradicts what 

outcomes may be expected based on previous research. Again, it has been demonstrated that as 

patients’ body mass index increases, physicians’ attitudes toward patients becomes more 

negative and physicians’ willingness or motivation to provide counseling decreases (Befort et al., 

2006P; Bertakis & Azari, 2005; Hebl & Xu, 2001; Hebl, Xu, & Mason, 2003). These absences of 

significant relationships may be attributable to the physicians’ decision to keep personal beliefs 

and professional behaviors separate and therefore provide a high quality of obesity counseling 

despite personal beliefs, or it may be a result of poor ability to translate empathy for obese 

patients into obesity counseling–related communication skills that may require additional years 

of experience and professional practice in actual patient encounters. 

Responses to the survey items “Most obese patients are well aware of the health risks of 

obesity,” “I feel qualified to treat obese patients,” and “I feel competent in prescribing weight 

loss programs for obese patients” lack significant relationships with obesity counseling–related 

communication skills.  However, if the relationships had been significant, physicians who 
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performed better on the obesity counseling–related OSCE skills may have also disagreed with 

these statements. Physicians who may perform well on the obesity counseling–related 

communication OSCE may feel that obese patients do not fully understand the negative impact 

of obesity on their overall health and therefore spend more time providing obesity-related 

counseling for those patients. Female physicians, for example, may be more likely to spend this 

time educating and counseling obese patients regarding the nature of their health and how 

obesity may influence it (Ko et al., 2008). Research has also demonstrated that female physicians 

are more “body-aware” (Wardle & Johnson, 2002) and provide obesity counseling more 

frequently than their male counterparts (Frank, Carerra, Elon, & Hertzberg, 2007; Ko et al., 

2008), and although researchers did not collect general demographic information on the surveyed 

participants, it could be suggested that the female physicians participating in this study took 

additional time to educate patients on the risks associated with obesity and may therefore be 

awarded higher scores on obesity counseling–related communication skills.  

The latter survey items, “I feel qualified to treat obese patients,” and “I feel competent in 

prescribing weight loss programs for obese patients,” again resulted in no significant 

relationships with obesity counseling–related communication skills but suggest that if significant 

relationships were present, physicians who scored higher on the obesity counseling–related 

OSCE may have disagreed with these statements. The chance that this association would exist 

may relate to compensation of obesity counseling–related communication skills despite 

physicians’ low self efficacy regarding their weight loss counseling abilities (Fogelman et al., 

2002) or knowledge of obesity management (Jay et al., 2008). Perhaps physicians who feel 

inadequately trained and prepared then put great effort into obesity counseling–related 

communication skills when such opportunities are presented and whatever lack of training or 
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skill they may perceive is overcome by effort and patient-centered care (Epstein et al., 2005; Jay 

et al., 2010).  

Finally, there was no relationship between obesity counseling–related communication 

skills and the response to the survey item “Obesity is caused primarily by genetic factors.” 

However, again if a relationship existed, physicians who performed well on obesity counseling–

related communication skills may also agree that obesity is primarily caused by genetic factors. 

Were it true that obesity counseling–related communication skills were indeed related to 

physicians’ response to this survey item, it may also be true that physicians who do not “blame” 

the patient for their weight would also then take time to provide a higher level of counseling and 

therefore perform better on obesity counseling–related communication OSCE skills. Physicians 

may acknowledge genetic factors as contributing to development of obesity if they have 

previously been obese themselves and feel empathy for the patient, disclosing personal 

information about their health struggles or strategies by which they try to stay healthy and 

therefore open communication lines with the patient (Jaffe, 1970). They may also understand the 

role that genetic factors like race combine with ecological factors like socioeconomic status to 

negatively impact patients’ health habits and attitudes, again replacing blame with empathy and 

providing a higher quality of obesity counseling–related communication skill (Cohen, 2008; Puhl 

& Heuer, 2010).  

Research Question #3: What is the relationship between physicians’ personal health 

habits and obesity counseling–related communication skills on an OSCE? 

Aside from the significant relationship between obesity counseling–related 

communication skills and responses to the survey item “my diet was much better before I started 

residency,” results from the third research question, “What is the relationship between 
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physicians’ personal health habits and obesity counseling–related communication skills on an 

OSCE,” were not statistically significant. Relationships between obesity counseling–related 

communication skills and the following survey items could not be determined due to range 

restriction:  “my patients will find me to be a more credible and effective obesity counselor if 

they know that I exercise and stay fit,” “my patients will find me to be a more effective and 

credible obesity counselor if they know that I maintain a healthy weight,” “I consume an 

adequate amount of protein,” “I’ve had problems with eating in the past,” and “I can eat several 

small, healthy meals a day.”  

There was no relationship between obesity counseling–related communication skills and 

whether physicians agreed with the statement “My patients will find me to be a more credible 

and effective obesity counselor if they know that I eat a healthy diet.” The absence of a 

relationship between these two variables may be partially attributable to evidence that referral to 

preventive care health experts is viewed by patients as demonstrating good counseling skills 

(Cohen et al., 2004), therefore referral would not require self-disclosure of physicians’ health 

habits such as dietary habits. Therefore, physicians who are skilled at obesity counseling–related 

communication may not necessarily need to share such personal information in order to provide 

preventive counseling. These physicians were trained in methods of preventive care delivery 

therefore personal health habits or patients’ perceptions of personal health habits may not 

influence how skilled physicians are when practicing obesity counseling–related communication 

(Wolff, Rhodes, & Ludwig, 2010; Jay, Gillespie, Ark, Richter, et al., 2008). 

Though not significantly related, physicians who performed well on obesity counseling–

related communication skills may have disagreed with the following statements: “physicians 

should be role models by maintaining a normal weight,” “food is one of my main coping 
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mechanisms,” “I meet recommended daily allowances of vitamins and minerals,” “food is an 

important part of my life,” and “I’ve been obese in the past.” Physicians who performed well on 

obesity counseling–related communication skills may have also disagreed that they can read food 

labels and make healthy choices. Despite the lack of influence on obesity counseling–related 

communication skills, disagreement with these statements suggests physicians may lack 

nutritional knowledge or time to prepare healthy meals and still effectively provide obesity 

counseling–related communication skills in a patient-physician relationship.  

Previous research has shown that physicians and medical residents have reported lack of 

health food choices and declines in funding to support healthy lifestyle choices within medical 

schools and physicians’ places of work, which inhibit abilities to practice such behaviors (Cox et 

al., 2001; Frank, Elon, & Hertzberg, 2007). However, frequent and better patient counseling 

habits have been directly linked to work and school environments reported as healthy, therefore 

physicians’ perceptions of environmental health may contribute to or detract from their responses 

to this survey item (Frank, Elon, Carerra, & Hertzberg, 2007). Regardless of previous health 

history (whether or not the physician had previously been obese), their preoccupation or lack 

thereof with food and food used for coping, or nutritional knowledge, physicians were able to 

demonstrate good obesity counseling–related communication skill independent from these 

factors.  

In contrast, physicians who performed well on obesity counseling–related communication 

skills may have agreed with statement “I vigorously exercise at least three times per week 

consistently” and also may have reported having confidence in their abilities to participate in or 

exhibit the following behaviors: “I can avoid overeating in situations where I sometimes eat too 

much,” “I can vigorously exercise regularly,” and “I can control my eating.” To address the latter 
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section of questions, which asked physicians to rate their confidence in their abilities to perform 

certain behaviors, physicians with greater self-efficacy in habits such as physical activity or 

eating healthy foods may be more effective in obesity counseling–related communication skills 

because their self-confidence is projected into their ability to communicate effectively with 

patients (Burke et al., 2007; Cheng, DeWitt, Savageau, & O’Connor, 1999; McCauley, 1991). 

Also, it may be true that patients find physicians who exhibit traits of greater self efficacy to be 

more effective obesity counseling–related communicators because patients may perceive them as 

more credible (Frank, Breyon, & Elon, 2000).  

Although lacking a relationship but approaching significance, results from the survey 

item “I can avoid overeating in situations where I sometimes eat too much (at night, when I’m 

down, holidays)” compared with obesity counseling–related communication skills suggest 

physicians who agreed with this statement may be more likely to perform better on obesity 

counseling–related communication OSCE skills if the relationship were statistically significant 

[rs (34) = .29, p = .08]. Physicians who performed well on obesity counseling–related 

communication skills may also have greater confidence in their abilities to provide weight-

related counseling, and self-efficacy has been demonstrated to foretell overall communication 

habits of physicians during office visits (Cheng, DeWitt, Savageau, & O’Connor, 1999). 

 Also, physicians who are confident in their abilities to avoid situations where they 

usually eat too much infers that they may be aware of personal circumstances in which they have 

struggled to make healthy food choices and therefore may be better able to empathize with 

patients.  Physicians who have learned from and changed behaviors such as dietary habits may 

be better equipped to share these experiences with patients and, by promoting behavior change 

and maintenance based on their personal struggles, potentially improve obesity counseling–
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related communication skills (Chobanian et al., 2003; Fjeldsoe, Neuhaus, Winkler, & Eakin, 

2011; Eakin, Lawler, Vandelanotte, & Owen, 2007).  

Confidence in their abilities to vigorously exercise on a regular basis may also be an 

indicator that physicians do in fact exercise on a regular basis. Research has demonstrated that 

physicians who practice healthy habits are more likely to discuss these habits with others (Frank, 

2004; Frank, Elon, Carrera, & Hertzberg, 2007; Frank et al., 2004; Frank, Rothenberg, Lewis, & 

Fielding, 2000). Counseling behaviors have been shown to be significantly related with personal 

health habits; therefore, patients may perceive better and more frequent counseling as skills 

parallel to overall communication skills (Frank, Elon, Carrera, & Hertzberg, 2007). 

Research Question #4: What is the relationship between physicians’ attitudes toward 

weight management counseling and overall communication skills measured by an OSCE?  

Aside from the significant relationship between overall communication skills and 

responses to the survey item “It’s easier to screen for obesity than provide weight management 

counseling,” results from the fourth research question, “What is the relationship between 

physicians’ attitudes toward obese patients and obesity counseling–related communication skills 

on an OSCE,” were not statistically significant. Relationships between overall communication 

skills and two of the survey items, “the best role for a physician in weight management is referral 

not treatment” and “patients are more likely to lose weight when their physician speaks to them 

about obesity and weight management” could not be determined due to range restriction.  

The other survey items associated with physicians’ attitudes toward weight management 

counseling were not related to overall communication skills. For instance, overall 

communication scores were not related to whether physicians agreed that their patients’ acute 

health problems took precedence over weight loss counseling. Overall communications scores 
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were also not related to whether or not physicians agreed that obese patients will reduce their 

weight to a healthy range when physicians counsel them about weight management. However, if 

significant relationships did exist, physicians who scored well on overall communication skills 

may have agreed that obese patients will reduce their weight when physicians counsel them and 

disagreed that patients’ acute health status is more important than weight management 

counseling. Communications skills may be independent of physicians’ perceptions of patients’ 

weight loss abilities in part because research has demonstrated that obese patients will not lose a 

significant amount of weight (Puhl & Heuer, 2010). Over 120 randomized controlled trials were 

reviewed for sustained weight loss among obese patients and found an average of 10% reduction 

in body weight across all groups surveyed after a one-year follow up (Franz, Van Wormer, Crain 

et al., 2007; Dansinger, Tatsioni, Wong, Chung, & Balk, 2007; Wadden, Butryn, & Wilson, 

2007; Powell, Calvin, & Calvin, 2007; Mann, Tomiyama, Westling, Samuels, & Chatman, 2007; 

Tsai & Wadden, 2005). Physicians may be able to effectively communicate with obese patients 

without allowing their personal beliefs regarding obesity influence those communication skills.  

Physicians who would perform well on overall communication skills and disagree that 

acute health status is more important than weight management counseling may feel that 

preventive medicine practices such as weight loss counseling are part of the bigger picture of 

patient-centered health (Epstein et al., 2005) as opposed to simply treating symptoms present in 

an isolated circumstance. Also, physicians who disagree that acute health status is more 

important that weight management counseling may have higher communication skills due to 

personal health habits. A large body of evidence suggests physicians are more comfortable with 

and likely to discuss weight management with patients when they practice healthy habits in their 

personal lives (Frank, 2004; Frank, Elon, Carrera, & Hertzberg, 2007; Frank et al., 2004; Frank, 
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Rothenberg, Lewis, & Fielding, 2000). Therefore, communication skills may be higher among 

physicians who place value on preventive medicine practices such as maintaining a healthy 

weight because they are familiar with these practices and therefore more comfortable discussing 

and recommending them to patients (Cohen et al., 2004).  

Finally, there was no significant relationship between overall communication skills and 

responses to the survey item “In most cases, obese patients’ health improves when physicians 

counsel them about weight management.” Therefore, overall communication skills were not 

related to whether physicians agreed that obese patients’ health will improve when physicians 

counsel them about their weight.  Again, research has demonstrated that obese patients will 

probably not lose a significant amount of weight when counseled to do so (Puhl & Heuer, 2010) 

but physicians are trained throughout medical school and residency to effectively communicate 

with patients independent of health outcomes such as patient compliance (Woodley, Kane, 

Huges, & Wright, 1978). Physicians likely also recognize the many factors that contribute to 

patient health improvement or decline, like ecological factors such as access to healthy food 

(Bleich, 2009) or living in a safe neighborhood (Health, Brownson, & Kruger, 2006; King et al., 

2006; Sallis, King, Sirard, & Albright, 2007; TRB-IRB, 2005). In essence, physicians’ overall 

communication skills probably have little to do with personal beliefs regarding obesity and 

weight management and more to do with factors that may influence the patient-physician 

dynamic like lack of time (Kimberly et al., 2003).  

Research Question #5: What is the relationship between physicians’ personal health 

habits and overall communication skills measured by an OSCE? 

 To address the fifth and final research question, “What is the relationship between 

physicians’ personal health habits and overall communication skills measured by an OSCE,” 
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none of the results were statistically significant. Relationships between overall communication 

skills and the following personal health habit survey items could not be determined due to range 

restriction: “My patients will find me to be more credible and effective obesity counselor if they 

know that I eat a healthy diet,” “My patients will find me to be a more credible and effective 

obesity counselor if they know that I exercise and stay fit,” “My patients will find me to be a 

more credible and effective obesity counselor if they know that I maintain a healthy weight,” 

“I’ve had problems with eating in the past,” “Food is an important part of my life,” and “I can 

read food labels and make healthy choices.”  

Of the survey items with the four-point scale ranging from 1 (strongly agree) to 4 

(strongly disagree), there was no significant relationship between overall communication skills 

and whether physicians agreed or disagreed with the statement “I meet recommended daily 

allowances of vitamins and minerals.” Communication skills may not have been affected by 

responses to this survey item in part because physicians are not familiar with vitamin and 

mineral recommended daily allowances, or physicians are aware of vitamin and mineral 

recommended daily allowances and know they are not meeting these requirements as a result of 

demands on their time necessary to prepare healthy balanced meals (Kimberly et al., 2003). 

Research suggests limited food choices may be a contributing factor to poor health or eating 

habits of physicians and therefore ability to not meet recommended daily allowances for 

vitamins and minerals is hindered by lack of variety and convenience of healthy foods available 

to physicians and medical students (Cox et al., 2001; Frank, Hedgecock, & Elon, 2004; Frank, 

Elon, Carrera, & Hertzberg, 2007)., these results suggest overall communication skills  are not 

related to whether or not physicians feel that they meet these recommended daily allowances and 
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therefore either lack of nutritional knowledge or inability to eat balanced, nutrient-rich foods do 

not affect overall communication abilities. 

Other responses were not related to overall communication skills, however several 

interesting results were observed. For example, physicians who disagreed with the survey items 

“Physicians should be role models by maintaining a normal weight” and “Food is one of my 

main coping mechanisms,” although not significantly, may be related to higher scores on overall 

communication skills on the OSCE. Overall communication skills may not be related to the latter 

survey item regarding use of food as a coping mechanism due in part to physicians’ time 

constraints (Kimberly et al., 2003) or selection of alternative coping mechanisms aside from 

food.  

In addition, physicians who disagree that they should be role models by maintaining a 

healthy weight may still perform well on overall communication skills if they believe practicing 

such alternative coping mechanisms such as physical activity, for example, would serve as 

modeling behavior for patients and such habits may open communication lines between the 

physician and patient (Jaffe, 1970). However, simply because they exercise does not necessarily 

mean they are also of a healthy body weight, therefore physicians may be able to effectively 

communicate with patients despite whether or not they have a healthy body weight or believe as 

such in order to communicate effectively.  

Similarly, physicians who scored well on overall communication skills may have 

disagreed that they eat enough protein or that they vigorously exercise on a consistent basis at 

least three times per week. Although not significantly related, physicians who disagreed that they 

eat enough protein or exercise at least three times per week may still have scored well on overall 

communication skills because such beliefs suggest a level of self-awareness that research 
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suggests lends itself to opening communication pathways with patients (Woodley, Kane, Huges, 

& Wright, 1978).    

In contrast, physicians who scored well on overall communication skills may have agreed 

with the statements “my diet was much better before I started residency” and “I’ve been obese in 

the past.”  Again, overall communication skills may be associated with physicians who tend to 

agree that their eating habits have room for improvement because research suggests such 

willingness to admit personal flaws or faults facilitates more open communication with others 

(Woodley, Kane, Huges, & Wright, 1978). Also, willingness to disclose personal information 

such as dietary habits or, in the case of the latter survey item regarding past history of obesity, 

may help patients feel more comfortable in the physician-patient relationship and therefore 

perceive good communication skills (Jaffe, 1970).  

Finally, good overall communication skills may have been associated, although not 

significantly, with physicians’ confidence in their abilities to avoid overeating in situations 

where overeating is common (holidays, at night), exercise vigorously on a regular basis, eat 

several small healthy meals a day, and control their eating. Physicians’ self-confidence and 

intrinsic self efficacy may foster improved communication skills with patients because they are 

confident in their knowledge and abilities as a physician as well confidence in themselves (Burke 

et al., 2007; Cheng, DeWitt, Savageau, & O’Connor, 1999; McCauley, 1991). Thus, physician 

self-efficacy may be an indicator of overall communication abilities due to physicians’ 

perceptions that their counseling and communication skills will be effective and, by taking the 

time to communicate well, demonstrate patient-centered care through their communication and 

counseling efforts (Jay et al., 2009).  
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Although lacking a relationship but approaching significance, results from the survey 

item “I can vigorously exercise regularly” compared with overall communication skills suggest 

physicians who agreed with this statement  may be more likely to perform better on overall 

communication OSCE skills if the relationship were statistically significant [rs (34) = .27, p = 

.11]. Again, physicians with greater self-efficacy in habits such as physical activity or eating 

healthy foods may be better communicators because their self- confidence is projected into their 

ability to communicate effectively with patients (Burke et al., 2007; Cheng, DeWitt, Savageau, 

& O’Connor, 1999; McCauley, 1992). Also, it may be true that patients find physicians who 

exhibit traits of greater self efficacy to be more effective communicators because patients may 

perceive them as more credible and trustworthy (Frank, Breyon, & Elon, 2000). Confidence in 

their abilities to vigorously exercise on a regular basis may also be an indicator that physicians 

do in fact exercise on a regular basis, and extensive research has demonstrated that physicians 

who practice healthy habits are more likely to discuss these habits with others (Frank, 2004; 

Frank, Elon, Carrera, & Hertzberg, 2007; Frank et al., 2004; Frank, Rothenberg, Lewis, & 

Fielding, 2000). Although the present relationship involves overall communication skills, not 

obesity counseling–related communication skills, counseling behaviors have been demonstrated 

to be significantly related with personal health habits therefore patients may perceive better and 

more frequent counseling as skills parallel to overall communication skills (Frank, Elon, Carrera, 

& Hertzberg, 2007).  

Summary 

 Though most of the relationships were not statistically significant, several themes 

emerged from further analysis of the results. First, although not statistically significant, 

physicians’ tended to perform well on both obesity counseling–related communication OSCE 
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skills and overall communication OSCE skills when they provided some level of patient-centered 

care (Epstein et al., 2005; Jay et al., 2010). In some instances, this was illustrated by providing a 

referral, and in some cases this was demonstrated by physicians’ agreement that obese patients 

may reduce their weight when counseled by their physician to do so.  

Physicians tended to perform well on both sets of OSCEs when they did not blame the 

patient for being obese or exhibited empathy for the patient. In some cases, physicians may have 

felt that patients’ obesity was a result of factors outside of their control, and in others, physicians 

showed signs of optimism for the patients’ improved health by agreeing that they could lose 

weight if the physician discussed weight management practices with them. 

Finally, physicians tended to perform well on both the obesity counseling–related 

communication skills and overall communication skills, and generally the performance was 

greater in overall communication skills, when they reported some level of confidence in their 

abilities to perform health-related behaviors such as exercise regularly or make healthy food 

choices. Despite the responses suggesting physicians’ dietary habits could use improvement, the 

overarching theme that emerged from these results reinforced previous research, which 

suggested physicians who practiced healthy habits (or were confident in their abilities to do so) 

were more likely to discuss these habits with their patients (Frank, 2004; Frank, Elon, Carerra, & 

Hertzberg, 2007; Frank et al., 2004; Frank, Rothenberg, Lewis, & Fielding, 2000) and open 

communication lines with patients as well (Jaffe, 1970).  
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Chapter 5 

Summary and Conclusions 

Summary. As previously suggested by the literature, medical school and residency 

training are the ideal settings for improving empathy for and treatment of patients who are obese 

(Block, DeSalvo, & Fisher, 2003, p. 673). This unique opportunity highlighted the importance of 

understanding medical residents’ attitudes and behaviors toward and among obese patients in 

order to best address disparities that may exist, which could detract from the quality of patient 

care necessary to facilitate these significant contributions (Block et al., 2003; Foster et al., 2003; 

Goff, Holmboe, & Curry, 2006; Harris, Hamaday, & Mochan, 1999; Kurtz, Nolan, & Rittinger, 

2003; Teachman & Brownell, 2001).  

Research also suggested that psychological and sociological variables associated with the 

patient-physician relationship were influential in patient compliance (Woodley, Kane, Huges, & 

Wright, 1978). In cases where viewpoints on the causes of and contributing factors to obesity 

may differ, barriers to counseling and subsequent feelings of frustration or anger may arise 

(Ruelaz, Diefenbach, Simon, Lanto, Arterburn, & Shekelle, 2006), therefore as suggested by 

research, communication plays an important role in providing opportunities for both the 

physician and the patient share ideas and emotions.  

The study from which this investigation was initiated examined the variables associated 

with influencing physicians’ attitudes towards obesity counseling, but used self-reported survey 

data of perceived counseling efficacy as the counseling variable in their examination of these 

relationships; this study was novel because efficacy was an actual performance score as 

represented by scores on the OSCE exam, a novel approach to a rather popular topic in 

preventive medicine research (Jay et al., 2009). 
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Therefore, the purpose of this study was to investigate the relationship between 

physicians’ attitudes regarding weight management counseling, personal health habits and 

communication skills using scores from objective structured clinical examinations (OSCEs).  

This study also investigated the relationship between these attitudes and behaviors, and obesity-

related communication skills, also as measured by scores on OSCEs. Researchers hoped to 

investigate these relationships in order to learn new and valuable information regarding medical 

school curricula planning as well as directions for future research by using the novel approach of 

including actual OSCE scores instead of only self-reported survey data. 

After data was gathered, OSCE scores were converted into a yes/no format in order to better 

assess obesity-related communication skills and overall communication skills as “done well” or 

“not done well.” Frequency calculations of OSCE scores prior to data analysis revealed that 

overall, physicians scored higher on overall communication scores than obesity-counseling 

communication skills.  Mean overall communication skills (M = 1.57) fall between 2 “done well” 

and 1 “partly done,” whereas mean obesity counseling communication skills (M = 1.28) fall 

between 0 “not done” and 1 “partly done”; therefore, future research efforts should, based on 

these results, focus more on counseling specific to obesity and weight management.  

Conclusions. Data analysis revealed only a few statistically significant results between 

the two sets of OSCE scores and survey items.  Overall communication skills were negatively 

related to one of the weight management attitudes survey questions labeled “it’s easier to screen 

for obesity than provide weight management counseling,” suggesting that respondents are 

unfamiliar with obesity screening techniques or respondents felt that weight management 

counseling and obesity screening are equally difficult.  As suggested by research, residents and 

physicians are more likely to discuss weight management practices if they are familiar with those 



 

 79 

practices as a result of their own lifestyle behaviors (Frank, 2004; Frank, Elon, Carrera, & 

Hertzberg, 2007; Frank et al., 2004; Frank, Rothenberg, Lewis, & Fielding, 2000); therefore, 

respondents may have been less familiar with tenets of weight management to the extent that 

they were not confident in their abilities to provide such counseling. More research is needed in 

order to ensure a baseline understanding of obesity screening and weight management principles 

that may be shared with patients but also practiced by physicians as well. 

Data analysis also revealed a statistically significant relationship between obesity 

counseling–related communication skills and a personal health habit survey item labeled “my 

diet was much better before I started residency, suggesting a level of awareness regarding 

healthy eating habits to the extent that respondents’ were aware of negative changes in dietary 

intake as a result of the demands associated with residency. These results parallel previous 

research that highlighted a lack of time as a significant barrier to providing patient counseling in 

addition to taking time to exercise and pay attention to healthy eating habits (Kimberly et al., 

2003). 

 Due to the considerable body of evidence suggesting a significant positive relationship 

between physicians’ personal health habits and attitudes regarding obesity and obesity treatment, 

researchers were surprised to find no relationship between these two variables in this study. 

However, again the lack of correlations found is likely associated with the range-restriction 

among attitude items as well as the lack of variability in OSCE scores. The overall counseling 

scores for both sets of OSCEs were relatively high, therefore researchers believe these results are 

a testament to the quality of the medical residency training program at NYU and, for future 

research, these relationships should be investigated in other medical schools were obesity 

counseling and weight management is not as heavily emphasized.  
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 In addition to the level and quality of medical training provided, NYU is located in an 

urban area where sidewalks and public transportation are commonplace. These relationships may 

have more variability in areas that are rural and/or less commuter-friendly. Though New York 

City is both an expensive and heavily-populated place to live, it is also relatively easy to 

maneuver about the city without owning a motorized vehicle; other areas of the country are 

nearly impossible to navigate without a car or, in some cases, without four-wheel drive. Medical 

facilities that serve rural and poor populations are often situated in similar surroundings, 

therefore access to paved roads or public transportation may prohibit daily physical activity 

choices such as walking or biking to work. 

Recommendations 

 More research is necessary to assess the quality and variety of dietary choices available 

to hospital employees as well as patients and visitors to assess whether a positive change in food 

offerings would change perceptions of work environment and job satisfaction. Previous research 

has mentioned “physician burnout” as a significant source of stress for medical residents and 

physicians, so assessing these factors while physicians are still in residency may be a valuable 

benefit for preventing medical staff turnover and improving overall morale and health of hospital 

workers (Frank, Hedgecock, & Elon, 2004; Shanafelt et al., 2003; Wallace & Lemaire, 2007). It 

is unlikely that time demands of medical residents and physicians will abate but it is possible that 

hospitals and medical facilities may improve work environments in order to provide access to 

healthy choices and lifestyle behaviors to which we expect our healthcare professionals to adhere 

(Frank, Hedgecock, & Elon, 2004). Dietary habits of health professionals may or may not be 

influenced by the selection available to them in their respective work environments, but previous 
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research suggests such employers stand to benefit from investing in the health of their employees 

(Frank, Hedgecock, & Elon, 2004). 

Though limited significant relationships were found in this study, researchers discovered 

several areas in which future research may be directed. First, results from this study align with 

previous research to suggest further investigation of “work” environment satisfaction among 

physicians, medical students and residents and how satisfaction may relate to patient health 

outcomes, productivity and employee retention rates. For this study, researchers included 

personal health habits along in their data collection and found that healthy lifestyle choices, 

especially access to healthy food choices, are areas of opportunity for medical schools and 

workplaces to improve upon in order to support those choices.  

In addition, further research is necessary to better understand the extent to which obesity 

treatment, counseling and empathy is taught both in medical schools as well as emphasized in 

continuing medical education. Obesity is an extremely complex condition, worsened by 

concomitant biological factors such as high blood pressure and high cholesterol, ecological 

factors like access to healthy foods and walking paths, and lifestyle factors such as use of 

nicotine or physical activity levels. Given both the complexity and prevalence of obesity, 

physicians and physicians-in-training must have a baseline understanding of these factors in 

order to provide high-quality patient care and improve patient health outcomes. From this study, 

researchers concluded that the general counseling abilities from this cohort were relatively 

strong, though it was unclear if obesity counseling was challenging or if physicians were not 

confident in their abilities to provide weight management counseling for obese patients. In any 

case, these results suggest more research is needed to determine what factors may contribute to 
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or detract from weight management counseling and preventive health discussions in the patient-

physician dynamic. 

Other future research efforts may investigate the real-world applications of obesity 

counseling practices during physician office visits. Although most attitudes and behaviors of 

physicians did not significantly impact counseling and communication skills, frequency of 

counseling may be better observed through qualitative measures in physician office visits or 

other means that would assess counseling habits during actual medical appointments. The 

objective structured clinical exams (OSCEs) used by NYU and other medical schools cannot 

capture a comprehensive understanding of counseling and communication abilities by physicians 

because these scenarios are essentially an artificial representation of real-life situations. Thus, the 

lack of relationships found in this study may not be attributed to an absence of significant 

influence by these attitudes and behaviors on OSCE scores, but rather the OSCE scores are a 

simulated assessment of how physicians may counsel obese patients in an office visit and 

therefore future research efforts may investigate such circumstances in real life to gain further 

insight into frequency and quality of counseling in real life.  

Finally, future research efforts may be placed in a greater variety of geographic and 

socioeconomic areas in which medical schools are located. As previously mentioned, NYU’s 

campus is located in an urban setting with ample access to sidewalks, public transportation, and 

other commuter-friendly options that are not viable in other areas of the country. This study may 

be replicated, including use of the same survey and sample of second-year medical residents’ 

OSCE scores (or similar exams), however researchers believe a greater variability would be 

available should research be conducted at institutions of a variety of settings. Obesity is not 

unique to one section of the country; however, prevalence of obesity is greater in certain parts of 
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the country and therefore may be more pervasive among populations of medical residents whose 

upbringings may differ from the student who attends NYU.  
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Appendix A 

Survey on Weight Management Counseling 

Survey used with written permission of Sheira Schlair, 2012 
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Appendix B 

Obesity Counseling-Related Communication OSCE 

OSCE used with written permission by NYU School of Medicine, 2012 
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Appendix C 

Overall Communication OSCE 

OSCE used with written permission by the NYU School of Medicine, 2012 
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Appendix D 

Frequencies 

Physicians’ Attitudes Toward Weight Management Counseling  
 

Survey Item Strongly 
Disagree 

(SD) 

Disagree 
Somewhat 

(DS) 

Agree 
Somewhat 

(AS) 

Strongly 
Agree 
(SA) 

Mean SD Skew Kurtosis 

The best role for 
a physician in 
weight 
management is 
referral 

8 18 12 0 2.11 .73 -.17 -1.03 

My patients’ 
acute health 
problems take 
precedence over 
weight loss 
counseling 

0 9 22 7 2.95 .66 .05 -.53 

In most cases, 
obese patients’ 
health improves 
when physicians 
counsel them 
about weight 
management 

4 11 21 2 2.55 .76 -.58 -.04 

Most obese 
patients will 
reduce their wt 
to a healthy 
range when 
physicians 
counsel them 
about weight 
management 

12 20 5 1 1.87 .74 .64 .49 

Patients are 
more likely to 
lose weight 
when their 
physician speaks 
to them about 
obesity and 
weight 
management 

3 8 20 7 2.82 .83 -.52 .03 

It’s easier to 
screen for 
obesity than 
perform weight 
management 
counseling 

1 6 16 15 3.18 .80 -.69 -.07 
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Physicians’ Attitudes Toward Obese Patients 
 
Survey Item Strongly 

Disagree 
(SD) 

Disagree 
Somewhat 

(DS) 

Agree 
Somewhat 

(AS) 

Strongly 
Agree 
(SA) 

Mean SD Skew Kurtosis 

Most obese 
patients will 
not lose a 
significant 
amount of 

weight 

1 5 28 4 2.92 .59 -.84 2.79 

I have been 
successful in 

treating 
patients for 

obesity 

9 22 7 0 1.95 .66 .05 -.53 

Most obese 
patients could 

reach a 
normal weight 
if motivated to 

do so 

0 15 20 3 2.68 .62 .32 -.57 

Obesity is 
primarily 

caused by 
behavioral 
factors like 
overeating 

and physical 
inactivity 

0 8 25 5 2.92 .59 .01 .09 

Obesity is 
primarily 

caused by 
genetic 
factors 

0 17 21 0 2.55 .50 -.22 -2.06 

Obesity is 
primarily 

caused by a 
lack of 

willpower 

4 18 16 0 2.32 .66 -.45 -.66 

Treating 
obese 

patients is 
very 

frustrating 

1 9 23 5 2.84 .68 -.34 .49 

I feel qualified 
to treat an 

obese patient 
5 17 16 0 2.29 .69 -.46 -.79 

I have 
negative 
reactions 

toward the 
appearance 

of obese 
patients 

6 19 12 1 2.21 .74 .06 -.32 
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I am 
uncomfortable 

with 
counseling 
my obese 

patients about 
losing weight 

3 5 18 12 3.03 .89 -.79 .21 

Obesity is a 
treatable 
condition 

0 1 21 16 3.39 355 -.08 -.98 

Most obese 
patients are 

well aware of 
the health 

risks of 
obesity 

-1 12 20 2 2.53 .76 -.48 -.14 

I feel 
competent in 
prescribing 
weight loss 

programs for 
obese 

patients 

7 18 11 2 2.21 .81 .23 -.33 

I feel 
uncomfortable 

when 
examining an 
obese patient 

14 20 4 0 1.74 .64 .30 -.61 

It’s difficult for 
me to feel 

empathy of an 
obese patient 

17 16 5 0 1.68 .70 .53 -.78 

Obesity is 
primarily 

caused by 
behavioral 

factors 

0 11 24 3 2.79 .58 .02 -.17 
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Physicians’ Personal Health Habits 
 
Survey Item Strongly 

Disagree 
(SD) 

Disagree 
Somewhat 

(DS) 

Agree 
Somewhat 

(AS) 

Strongly 
Agree 
(SA) 

Mean SD Skew Kurtosis 

Physicians 
should be role 

models by 
maintaining a 
normal weight 

1 3 26 7 3.05 .62 -.77 2.71 

My patients 
will find me to 

be a more 
credible and 

effective 
obesity 

counselor if 
they know 
that I eat a 
healthy diet 

0 3 25 8 3.14 .54 .12 .42 

My patients 
will find me to 

be a more 
credible and 

effective 
obesity 

counselor if 
they know 

that I exercise 
and stay fit 

0 3 24 9 3.17 .56 .06 .13 

My patients 
will find me to 

be a more 
credible and 

effective 
obesity 

counselor if 
they know 

that I maintain 
a healthy 

weight 

0 3 24 9 3.17 .56 .06 .13 

I can avoid 
overeating in 

situations 
where I 

sometimes 
eat too much 

1 15 16 4 2.64 .72 .20 -.34 

I can 
vigorously 

exercise (+30 
mins) 

regularly (at 
least 3x/week) 

11 13 6 6 2.19 1.06 .49 -.93 

I can read 
food labels 
and make 

healthy food 
choices 

1 4 17 14 3.22 .76 -.82 .63 

I can eat 
several small, 
healthy meals 

a day 

3 9 16 8 2.81 .89 -.37 -.49 
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I can control 
my eating 0 6 16 14 3.22 .72 -.37 -.95 

I consistently 
avoid eating 

high fat foods 
3 14 19 0 2.44 .65 -.77 -.39 

Food is one of 
my main 
coping 

mechanisms 

11 13 9 3 2.11 .95 .40 -.75 

I eat 5 or 
more daily 
servings of 
fruits and 

vegetables 

14 9 8 5 2.11 1.09 .47 -1.11 

My diet was 
much better 

before I 
started 

residency 

4 5 13 14 3.03 1.00 -.79 -.36 

Food is an 
important part 
of my culture 

1 5 15 15 3.22 .80 -.74 .18 

I consume 
adequate 
amount of 

protein 

2 5 19 10 3.03 .81 -.74 .53 

I meet 
recommended 

daily 
allowances of 
vitamins and 

minerals 

3 12 17 4 2.61 .80 -.21 -.24 

I’ve had 
problems with 
eating in the 

past 

19 10 4 3 1.75 -97 1.14 .32 

Food is an 
important part 

of my life 
2 8 12 14 3.06 .92 -.58 -.64 

I vigorously 
exercise at 

least 3x/week 
consistently 

21 6 5 4 1.78 1.07 1.06 -.29 

I’ve been 
obese (>30% 
above ideal 
body weight) 
in the past 

27 4 2 2 1.40 .85 2.18 3.92 

 


