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Abstract
The objective of this study was to assess the impact of patient-provider race concordance on
weight-related counseling among visits by obese patients. We hypothesized that race concordance
would be positively associated with weight-related counseling. We used clinical encounter data
obtained from the 2005–2007 National Ambulatory Medical Care Surveys (NAMCS). The sample
size included 2,231 visits of black and white obese individuals (ages 20 and older) to their black
and white physicians from the specialties of general/family practice and general internal medicine.
Three outcome measures of weight-related counseling were explored: weight reduction, diet/
nutrition, and exercise. Logistic regression was used to model the outcome variables of interest.
Wald tests were used to statistically compare whether physicians of each race provided counseling
at different rates for obese patients of different races. We did not observe a positive association
between patient–physician race concordance and weight-related counseling. We found that visits
by black obese patients to white doctors had a lower odds of exercise counseling as compared to
visits by white obese patients to white doctors (odds ratio (OR) = 0.54; 95% confidence interval
(CI): 0.31, 0.95), and visits by black obese patients to black physicians had lower odds of
receiving weight-reduction counseling than visits among white obese patients seeing black
physicians (OR = 0.34; 95% CI: 0.13, 0.90). Black obese patients receive less exercise counseling
than white obese patients in visits to white physicians and may be less likely than white obese
patients to receive weight-reduction counseling in visits to black physicians.

Introduction
Obesity—defined as a BMI greater than or equal to 30 kg/m2—is an important risk factor
for mortality (1), is estimated to cost $147 billion annually (almost 10% of all medical
spending), and is associated with annual medical costs which are 42% higher ($1429) than
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among healthy weight individuals (2). In the United States, blacks are disproportionately
impacted by obesity; 44% of black adults are obese compared to 33% of white adults (3).
Blacks are also at higher risk and experience a higher prevalence of the diseases associated
with excess body weight compared to whites (e.g., type 2 diabetes) (4–6).

There is a growing body of evidence suggesting that obesity care is suboptimal. Most obese
patients do not receive an obesity diagnosis when they visit their doctor (7). Research
focused on patient-centered care (8) suggests that the quality of obesity care may be largely
based on clinicians' ability to assess patients' attitudes regarding weight and body image,
build rapport with patients, and counsel and facilitate patients' decisions to engage in
weight-related behaviors such as diet and physical activity. Patient–physician
communication and relationship problems may influence obesity care. For example, obese
patients are more likely to report trying to lose weight or exercising regularly than nonobese
patients, but physicians are less likely to perceive obese patients as engaging in those
activities (9). Groups who are at higher risk for obesity are not more likely to receive
exercise, diet, or weight-reduction counseling from their physician (7).

In 2003–2006, the proportion of obese adults told that they were overweight was
significantly lower for blacks (62%) as compared with whites (69%) (10).
Disproportionately poor communication between black patients and their physicians may
contribute to suboptimal obesity care. One factor which may impact disparities in obesity
care is race concordance between patients and clinicians (such as a black patient seeing a
black doctor)—a question which has received increasing attention. Some studies have
shown positive associations between race concordance and health-care processes and
outcomes (8,11–17), while others have failed to show an association or have shown mixed
results (18–20). Studies showing a positive association suggest that patients in race-
concordant relationships with their physicians receive better quality of care (11,13,16), have
longer visits and more participatory decision-making (8,13), more timely receipt of
treatment (15), greater use of needed medical services (11), less delay in seeking care (11),
more preventive care (14,18), and greater patient satisfaction with their provider and
healthcare (8,12,17).

Despite the ample body of evidence identifying race/ethnicity as an important cultural
barrier to the quality of the doctor–patient relationship (8,13,21–23), linking race
concordance with better patient–physician communication and interpersonal care
(8,16,24,25), and documenting racial disparities in prevalence and care for obesity (7,26,27),
the impact of patient–doctor race concordance on obesity care has not been explored. An
improved understanding of the relationship between patient-provider race concordance and
obesity care among black obese individuals is critical to determine whether improved
obesity care may result from concordant relationships, and if so, what the mechanism for
improved care might be.

Another question is whether physician race in conjunction with patient race contribute to
disparities in obesity care. In other words, do white physicians provide differential treatment
to black and white obese patients? Similarly, do black physicians provide differential
treatment to black and white obese patients? Despite known disparities in obesity care (7),
and evidence documenting differences in health care based on physician race (8,11–17), we
know of no research that examines whether disparities in obesity care differ by physician
race.

The main purpose of this paper was to assess the impact of patient-provider race
concordance on obesity care (defined as weight-related counseling) among non-Hispanic
black and non-Hispanic white obese adults and their non-Hispanic black and non-Hispanic
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white physicians (hereafter referred to as “black” or “white”). Weight-related counseling
was chosen since the clinical guidelines on the identification, evaluation, and treatment of
overweight and obesity in adults by the National Heart, Lung, and Blood Institute (28) and
the U.S. Preventive Services Task Force (29) call for physicians to counsel their patients
about weight loss and weight maintenance. We hypothesized that race concordance would
be positively associated with weight-related counseling for obesity. We also hypothesized
that the association of race concordance with weight-related counseling would be stronger
among black obese patients than among white obese patients. A secondary purpose of this
paper was to assess whether physicians of each race (white and black) provide differential
care to white and black obese patients.

Methods and Procedures
Design

The study was a secondary analysis of a nationally representative cross-sectional survey of
physician office visits.

Data
The data for this study was obtained from the 2005–2007 National Ambulatory Medical
Care Surveys (NAMCS)—a nationally representative annual probability-sample survey of
visits to office-based physicians in the United States conducted by the National Center for
Health Statistics (30). The NAMCS uses a three-stage probability sampling procedure, with
geographic primary sampling units as the first stage, physicians as the second stage, and
visits to a sampled physician selected from a 1-week reporting period during the year as the
third stage. Participating physicians are randomly selected from the master files of the
American Medical Association and the American Osteopathic Association by specialty.
Only patient visits to the offices of nonfederally employed physicians were included in the
data. For each selected patient visit, data are collected concerning the specific clinical
characteristics of the visit, including patient demographics, diagnoses (coded as
International Classification of Diseases, Ninth Revision diagnostic codes), reason for visit,
physician characteristics, visit characteristics, new or continued medications; diagnostic
tests, and types of counseling ordered or provided; unweighted total visit response rate of
61.5% for 2005 (31), 59% for 2006 (32), and 61.6% for 2007 (33).

For this study, individuals were considered obese if their BMI was ≥30 kg/m2 or if the
checkbox for obesity was marked on the NAMCS abstraction form. Less than 3% of the
sample had the obesity checkbox marked with no BMI available. The sample size for the
analysis included 2,231 visits of black or white obese individuals (ages 20 and older) to their
black or white physicians from the specialties of general/family practice and general internal
medicine. We included only these specialties based on literature suggesting that they share
common attitudes toward obesity management (34). Measures of patient height and body
weight were obtained at the time of the sampled patient visit. If patient height and body
weight were not measured at the visit, the abstractor or provider reviewed the patient chart
for the last time height and weight were recorded (30).

Item nonresponse within the NAMCS data for variables used to create the analytic sample
reduced the sample size and potentially introduced bias. A discussion of the missing rates
and analyses conducted to search for bias in the missing data is presented below. A
flowchart identifying the inclusion and exclusion of study participants can be found in
Figure 1.
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Measures
Outcome variables—Three types of weight-related counseling were considered outcome
measures for this analysis: weight-reduction counseling, diet/nutrition counseling, and
exercise counseling. Visits by individuals were considered to have included diet/nutrition,
exercise, or weight-reduction counseling if indicated via check box on the NAMCS
encounter form. Diet/nutritional counseling included any topic related to the foods and/or
beverages consumed by the patient as well as referrals to other health professionals, for
example, dietitians and nutritionists. Exercise counseling included any topics related to the
patient's physical conditioning or fitness as well as referrals to other health and fitness
professionals. It did not include referrals for physical therapy. Weight-reduction counseling
included any information given to the patient to assist in the goal of weight reduction as well
as referrals to other health professionals for the purpose of weight reduction (33). Each
outcome variable was examined as a separate, dichotomous outcome variable.

Independent variables—The primary independent variable of interest was patient-doctor
race concordance defined as the following four categories: race-discordant white (white
patient seeing a black physician), race-discordant black (black patient seeing a white
physician), race-concordant white (white patient seeing a white physician) and race-
concordant black (black patient seeing a black physician). We excluded Hispanic and Asian
patients and physicians because the sample sizes for the race-concordant groups were too
small to provide stable estimates on which to base inferences. Also, patients going to
physicians of unknown race/ethnicity were excluded. Physician race/ethnicity was based on
physician report. Patient race/ethnicity was based on physician report or from information in
the medical record. Missing patient race/ethnicity was imputed by National Center for
Health Statistics for 23.5% of records in our sample, but physician race was not imputed.

Covariates included: patient sociodemographic characteristics (gender, age, region, and
health insurance), patient risk (comorbidity risk status), characteristics of the clinical
encounter (visit type, seen before by practice, and length of the visit), and physician
characteristics (gender and age). The physician characteristics were obtained from the
restricted access NAMCS data file. Insurance was defined as private or nonprivate
(Medicare, Medicaid, worker's compensation, self-pay, charity, other). The type of clinical
visit was defined as preventive (e.g., routine or general exam), ongoing chronic problem, or
acute problem. All covariates were included in the models based on the literature (7,35,36).
We categorized patients according to their overall comorbidity risk status using the clinical
guidelines forwarded by the National Heart, Lung, and Blood Institute for the identification,
evaluation and treatment of obesity in adults (28). International Classification of Diseases,
Ninth Revision diagnostic codes were used to identify patient comorbidities. Patients were
classified as having a very high comorbidity risk if they had ischemic heart disease (410–
414), diabetes (250), sleep apnea, (780.57) or other atherosclerotic diseases (peripheral
arterial disease, 443.9; abdominal aortic aneurysm, 441; symptomatic carotid artery disease,
433.1); high risk if they had any one of the following: osteoarthritis (715), gallstones (574),
stress incontinence (female 625.6; male 788.32), hyperlipidemia (272), hypertension (401–
405), smoked cigarettes or were men aged 45 and older, or women aged 55 years or older;
and lower risk if they were obese but had no other obesity-related risk factors.

Statistical analyses
χ2 tests were used to test differences in the frequency of weight-related counseling by
patient–physician race group. Multivariate logistic regression was used to model the
outcome variables of interest. A separate model was created for each outcome. To test our
main study hypothesis, after estimating the models, we used a Wald test to statistically
compare the coefficients of the black-concordant vs. black-discordant groups and white-
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concordant vs. white-discordant groups. To test our secondary hypothesis (10,26), we also
used a Wald test to compare the coefficients of black patient/black physician vs. white
patient/black physician pairs and white patient/white physician vs. black patient/white
physician pairs. is tested whether physicians of each race provided counseling at different
rates for patients of different races. When significant findings were obtained from the Wald
test of coefficients, the model was rerun changing the reference category to obtain ORs for
the significant relationship. As a sensitivity analysis, we conducted these analyses excluding
visits for which race or ethnicity was imputed. These results are reported only where they
differ from those using imputed data for race and ethnicity.

For all analyses, we used the patient visit survey weight provided in the NAMCS dataset.
After inspection of the data, we determined that each patient saw a different doctor, so no
clustering at the physician level was needed. Statistical analyses were performed using the
STATA, version 9.2 software package (StataCorp LP, College Station, TX), using survey
functions to adjust for the complex survey design.

Results
Characteristics of the study sample, patient–physician race concordance and outcome
variables

Table 1 reports the characteristics of the study sample. A majority of visits in the study
sample were by patients who were white (83%), female (57%), age 45 and older (74%),
insured with private insurance (60%) and had a high or very high comorbidity risk status
(65%). Among the physicians in the sample, 93% were white, 27% were female and 58%
were under the age of 55. Roughly half of the clinical encounters were characterized as
preventive or chronic (preventive, 17%; chronic 35%), most encounters were by patients
who had been seen before by someone in the clinical practice (93%), although not
necessarily by the current physician, and most clinical visits were 13 min or longer (74%).

Among patient–physician pairs, 2% were discordant white, 12% were discordant black, 81%
were concordant white, and 5% were concordant black. In approximately one fifth of visits,
patients received weight-reduction counseling (22%), in 30% of visits patients received diet/
nutrition counseling, and in 23% of visits patients received exercise counseling. In almost
40% of visits, patients received at least one of the three types of weight-related counseling.

Frequency of weight-related counseling by patient-doctor race concordance
The frequency of each type of weight-related counseling (weight-reduction, diet/nutrition,
and exercise) among race-concordant and race-discordant pairs is presented in Table 2. For
weight-reduction counseling, the frequency of visits with counseling ranged from almost
12% among concordant black pairs to almost 26% among discordant white pairs. For diet/
nutrition counseling, the frequency of visits with counseling ranged from almost 25% among
discordant black pairs to almost 37% among concordant black pairs. For exercise
counseling, the frequency of visits with counseling ranged from 15% among discordant
black pairs to almost 30% among discordant white pairs.

The rates of weight-related counseling were not statistically different among any of the
patient–physician race categories (P = 0.28 for weight-reduction counseling, P = 0.46 diet/
nutrition counseling, and P = 0.33 for exercise counseling), providing no evidence of
differences in weight-related counseling among any of the patient–physician race categories.
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Adjusted association between weight-related counseling and patient–physician race
concordance

Table 3 presents the adjusted associations between each type of weight-related counseling
and patient–physician race concordance: weight reduction (first column), diet/nutrition
(second column) and exercise (third column).

After adjustment for potential confounders, visits by black patients seeing white doctors had
a lower odds of including exercise counseling as compared to visits by white patients seeing
white doctors (OR = 0.54; 95% CI: 0.31, 0.95). We observed no association between race
concordance and weight-reduction or diet/nutrition counseling. However, the weight-
reduction model indicated that visits by black obese patients seeing black physicians had
significantly lower odds of including weight-reduction counseling than visits by white obese
patients seeing black physicians (OR = 0.34; 95% CI: 0.13, 0.90). No other significant
associations were observed.

Other significant predictors (P < 0.05) in all three models of weight-related counseling
models included: patient's age, comorbidity risk status, visit type, and visit length. In the
weight-reduction model and the diet/nutrition counseling model, visits by patients in the
Northeast region had significantly higher odds of including weight-related counseling than
in the other regions. Point estimates and CIs for the full models, including all covariates
variables, can be found in the Supplementary Appendix online.

A model was run where the outcome variable was any counseling (data not shown). No
significant findings related to race concordance were found. The results of the weight-
reduction model using only unimputed data for race and ethnicity were substantially similar
to those using imputed data. However, the finding that visits by black obese patients seeing
black physicians had lower odds of including weight-reduction counseling than visits by
white obese patients seeing black physicians did not reach statistical significance (P =
0.088).

Discussion
This paper is among the first to examine the relationship between patient-provider race
concordance and obesity care. Despite prior research suggesting greater use of needed
medical services among race-concordant pairs (11), we did not find support for our
hypothesis that race concordance would be positively associated with obesity care. With
respect to the hypothesis that white and black physicians treat their white and black obese
patients differently, we found only one effect that was significant in both the main analysis
and in sensitivity analysis: visits by black patients to white doctors were less likely to
include exercise counseling as compared to visits by white patients to white doctors. We
also found that visits by black obese patients to black doctors were less likely to include
weight-reduction counseling than visits by white obese patients to black doctors, although
this finding may be more tenuous as it did not reach statistical significance in the sensitivity
analysis without the imputed patient race/ethnicity data. These findings suggest that visits by
black patients include less exercise counseling than visits by white patients when they see
white doctors and less weight-reduction counseling than white patients when they see black
doctors. In this sample, patient–physician race concordance does not appear to have a
positive impact on weight-related counseling for visits among black obese patients. We also
evaluated a model to predict any weight-related counseling and found no differences by
concordance status for either black or white patients.

There are several potential reasons why black obese patients might receive less obesity care
than white obese patients. Several studies suggest that physicians hold more negative
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perceptions about likelihood of adherence, engagement in risk behaviors, and social
resources available to black patients (37). The low rates of weight-reduction counseling
among black patients seeing black physicians may also reject black physicians' efforts to be
culturally sensitive to their black patients. Several studies have shown differences in body
image and perceptions of overweight and obesity status between blacks and whites (38,39).
It could also be the case that physicians may not be aware that blacks, as compared to
whites, are disproportionately impacted by obesity (3). Physicians may lack sensitivity to
underlying levels of obesity risk in the adult population. The similarly low rate of weight-
related counseling among black and white physicians could additionally reflect inadequate
usage of clinical obesity guidelines; in other words physicians may generally not get
adequate training or have adequate resources to provide weight-related counseling to their
obese patients, regardless of their race. It could also reflect physicians' belief that their
advice will have little effect on patient behavior (40,41), that patients are not interested or
ready for treatment (40,42–44), and that obesity is the responsibility of the patient (45).

These results, like previous research (7), indicate that despite clinical guidelines suggesting
that clinicians screen all adult patients for obesity and offer intensive counseling to promote
sustained weight loss for obese adults, rates of weight-related counseling are low, regardless
of patient race/ethnicity (29). Although studies fail to document disparities in weight-related
counseling, factors that contribute to suboptimal rates of weight-related counseling may
differ for black and white patients. We hypothesized that race concordance might be one
such factor among black patients, but our study suggests this is not the case. Future work
should examine similarities and differences in the contribution of patient, clinician, and
health system factors to low levels of weight-related counseling among patients of different
ethnic groups.

Our finding of low rates of weight-related counseling may be a reflection of general
physician stigma toward obesity that has been documented (34,46) as well as lower
physician respect toward patients with a higher BMI (47). Also, consistent with past studies,
we found that other factors influence weight-related counseling such as patient's gender, age,
and comorbidity risk status as well as characteristics of the clinical encounter (e.g., type of
visit, time spent with the doctor) (7). Like previous studies (10,26), our results suggest less
weight-related counseling in visits by black patients than in visits by white patients.

Improving rates of weight-related counseling in primary care settings is an important
strategy to promote behavior change in obese patients. There is a growing body of evidence
suggesting that patients who are told by their physician that they are overweight are more
likely to lose weight relative to those who are not told (48,49), that patients who are
counseled about their weight or weight-related behaviors are more likely to report working
on those areas (50–53), and that patients who are advised by their physician to modify their
behavior are generally more confident and motivated to engage in lifestyle modifications
(e.g., dietary changes, increased physical activity) (51,54,55).

The mechanism through which race concordance has been primarily associated with positive
patient–physician interaction is through perceptions of similarity (56–58). Patient's
preference for health care providers of their same race/ethnicity (59) may also be in response
to well documented unequal treatment in heath care by race/ethnicity (60). In addition to
race/ethnicity, there are several other shared identities between the patient and their
physician which may also impact obesity care. Therefore, future research could examine the
impact of other shared characteristics, including patient–physician gender concordance on
obesity care. Previous research on gender concordance and quality of care has found, for
example, that preventive screening rates were higher among women seeing female doctors
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(61). Future work could also explore why the patterns we observed between race
concordance and weight-related counseling differ by the type of counseling.

There are several limitations to this analysis worth noting. First, that we don't observe an
effect in some of the race-concordant groups could be because our sample size, especially
for white patients seeing black physicians, is too small. Second, unmeasured patient or
physician factors may have affected our findings. Examples include patient familiarity with
their physician, patient and physician attitudes toward race/ethnicity and preferred
communication styles. Third, the data rely on physician reports (which cannot be objectively
verified), and which may lead to an underestimation of weight-related counseling given
evidence suggesting that physicians underreport behavioral counseling (62). However,
recent research validating the NAMCS indicates that it is highly specific, suggesting that if
physicians report having delivered a service, there is a high likelihood that it was given (63);
even if a physician reporting bias existed, it would be unlikely to differ by race concordance
in the patient–physician relationship. Weight-related counseling could also be
underestimated if physicians provided weight-related counseling to their obese patients but
did not document it in the medical chart as it is typically not reimbursed by insurance
companies (64). However, it is unlikely that underreporting of weight-related counseling
would vary by doctor–patient race concordance. Nonetheless, to address this potential
limitation, we controlled for patient insurance type in the analysis given that reimbursement
for weight-related counseling may differ by type of health insurance. Fourth, patient race
ethnicity is based upon the physician's report or abstraction from the medical record by
office staff or a federal abstractor. It is unknown to what extent patient race/ethnicity is
based on the physician's (or potentially even the office staff's) perception of the patient's
race/ethnicity as compared to the physician or office staff having asked the patient about
their own perception. A physician's perception of a patient's race/ethnicity may differ from
the patient's own perception; however, it is likely that physicians' perceptions of patients'
race/ethnicity influence their own communication behaviors and decision-making. Fifth,
because the NAMCS is a visit-based survey, obese patients who see their physician more
often may have received weight-reduction counseling at a clinical encounter not captured by
the survey. Sixth, patients were considered to have received weight-related counseling if it
was “ordered or provided” at the clinical encounter. In the case of ordered services, it was
not possible to know whether the patient actually received them. It is also not possible to
know the quality of counseling services provided or ordered. Seventh, we are unable to
determine from the data whether patients had health insurance coverage for weight-
reduction counseling. However, we controlled for respondents' health insurance status as a
crude proxy for access to obesity-related services. Eighth, we controlled for the length of the
clinical visit based on literature which suggested that race concordance is associated with
longer clinical encounters (8); however, weight-related counseling may be associated with
longer visit times which could lead to overcontrolling and thus bias the estimates of our
outcome variables toward the null. We did run the models excluding length of visit (data not
shown) and the estimates did not change significantly. Ninth, we would have ideally
included other measures in our risk status variable, such as physical inactivity, but those data
were not available in the 2005–2007 NAMCS.

Finally, missing data creates the potential for bias in the analysis. Among the 10,884 visits
that met the inclusion criteria for the study or had missing data on inclusion criteria, whether
a patient was obese could not be determined for 64% of the visits and physician race and
ethnicity was missing for an additional 15% of the visits. In addition, as stated above, patient
race/ethnicity was imputed for 23.5% of the sample. To look for bias due to each of these
areas of missing data, we conducted the following analyses. First, as described above, we
conducted all analyses with and without imputed patient race/ethnicity. Second, to look for
bias in cases with missing concordance as a whole, we compared the rate of each type of
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weight-related counseling in visits with known concordance status to those with missing
concordance status. We found no significant relationship between missing concordance
status and receipt of any type of weight-related counseling. To assess whether bias might
exist in the multivariate models, we repeated our logistic regression models using
concordance (missing vs. not missing) as the dependent variable and the weight-related
counseling variables as the independent variables of interest. Again, no type of weight-
related counseling predicted whether concordance was missing. These analyses were also
conducted using only cases with unimputed race, and similar results were found.

In searching for bias among visits with missing BMI, we noted that if observations with
missing BMI followed a similar distribution to those with BMI, ～46% of those with missing
BMI would be obese. However, we hypothesized that height and body weight might be
more likely to be recorded if a patient were obese. We, therefore, examined the percent of
each type of weight-related counseling within visits by obese patients, nonobese patients,
and for visits among patients with unknown obesity status. Compared to known obese
patients, rates of all types of counseling were significantly lower among visits by nonobese
patients and among visits by patients with unknown obesity status. Compared to nonobese
patients, rates of counseling among visits by patients with unknown obesity status were
neither significantly different nor significantly lower. These results suggest that bias from
missing BMI is less likely since patients with unknown BMI are more similar to nonobese
patients, who were excluded from the analysis. An alternative explanation is that in visits by
obese patients where the physician does not measure height and weight, leading to missing
BMI in the dataset, the physician may be less likely to provide counseling. If these visits are
distributed differentially across patient-doctor race groups, this could lead to bias in the
analysis. However, height and weight may be missing from the data set for a variety of
reasons, including those related to abstraction of the data in addition to the failure of the
physician to obtain height and weight at the visit. We also examined whether missing BMI
data differed systematically for our primary dependent variable (doctor–patient race
concordance) and found no statistically significant differences.

Although our analyses were unable to uncover bias due to missing data, we recognize that,
as in all studies with high rates of missing or imputed data, the potential for bias still exists.

Our data suggest that black obese patients receive less exercise counseling than white obese
patients in visits to white physicians and may be less likely than white obese patients to
receive weight-reduction counseling in visits to black physicians. Further research is needed
to understand how to improve counseling, particularly for black obese patients.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Figure 1.
Flowchart for identification and inclusion of visits in study. †Lower n for pairs due to
missing covariates.
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Table 1
Characteristics of visits by non-Hispanic black and non-Hispanic white obese adults aged
20 and older to general/family practitioners or internal medicine physicians, National
Ambulatory Medical care survey, 2005–2007

% (CI) Missing (%)

Patients

Sociodemographic characteristics

 Race

  White 82.7 (77.4, 87.0) 0.0

  Black 17.3 (13.0, 22.6)

 Gender

  Female 56.7 (53.3, 60.0) 0.0

  Male 43.3 (40.0, 46.7)

 Age

  20–29 7.2 (5.8, 8.8) 0.0

  30–44 20.6 (18.1, 23.3)

  45–64 46.8 (43.6, 50.0)

  65+ 25.5 (22.7, 28.5)

 Insurance

  Private 60.0 (55.6 64.3) 3.5

  Nonprivate 36.5 (32.3, 40.1)

 Region

  Northeast 13.6 (9.3, 19.5) 0.0

  Midwest 31.6 (22.9, 41.8)

  South 37.3 (29.2, 46.1)

  West 17.5 (12.0, 24.8)

 Comorbidity risk status

  Very high risk 16.5 (14.4, 18.8) 8.4

  High risk 49.3 (45.9, 52.8)

  Lower risk 25.8 (22.3, 29.67)

Physicians

Sociodemographic characteristics

 Race

  White 92.6 (86.7, 96.0) 0.0

  Black 7.4 (4.0, 13.3)

 Gender

  Female 27.1 (20.5, 34.9) 0.0

  Male 72.9 (65.1, 79.5)

 Age

  Under 55 58.1 (49.2, 66.5) 1.7

  55 and older 41.6 (33.3, 50.5)

Characteristics of clinical encounter

 Visit type
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% (CI) Missing (%)

  Preventive 17.3 (15.6, 20.5) 1.6

  Chronic, ongoing 34.9 (31.3, 38.6)

  Acute visit 46.1 (42.6, 49.7)

 Seen before by anyone in practice: Yes 93.1 (90.1, 94.8) 0.0

 Time spent with doctor

  0–12 min 18.7 (14.8, 23.6) 0.0

  13–24 min 55.4 (50.6, 60.1)

  >24 min 25.8 (22.0, 30.1)

Patient–physician race concordance

 Discordant white (white patient/black physician) 1.9 (1.0, 3.9) 0.0

 Discordant black (black patient/white physician) 11.9 (8.9, 15.6)

 Concordant white (white patient/white physician) 80.8 (74.7, 85.7)

 Concordant black (black patient/black physician) 5.4 (2.7, 10.5)

Visits with weight-related counseling

 Weight reduction 22.1 (18.1, 26.8) 0.0

 Diet/nutrition 29.8 (25.5, 34.3) 0.0

 Exercise 22.8 (18.9, 27.3) 0.0

 Any weight-related counseling 39.6 (35.0, 44.5) 0.0

Individuals were considered to be obese if their BMI ≥30 kg/m2. Numbers may not sum to 100% due to rounding error. Patients were classified as
having a very high comorbidity risk if they had ischemic heart disease (410–414), diabetes (250), sleep apnea (780.57) or other atherosclerotic
diseases (peripheral arterial disease, 443.9; abdominal aortic aneurysm, 441; symptomatic carotid artery disease, 433.1); high risk if they had any
one of the following: osteoarthritis (715), gallstones (574), stress incontinence (female 625.6; male 788.32), hyperlipidemia (272), hypertension
(401–405), smoked cigarettes or were men aged 45 and older, or women aged 55 years or older; and lower risk if they were obese but had no other
obesity-related risk factors.

CI, confidence interval.
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Table 3
Adjusted odds ratios (ORs) for weight-related counseling by patient–physician race
concordance classification (n of pairs = 1,845), National Ambulatory Medical Care
Survey, 2005–2007

Weight reduction counseling Diet/nutrition counseling Exercise counseling

Race of OR (95% CI) OR (95% CI) OR (95% CI)

Patient Physician

 Black  White 1.15 (0.72, 1.85) 0.69 (0.39, 1.24) 0.54 (0.31, 0.95)†

 Black  Black 0.49 (0.15, 1.61) 1.25 (0.69, 2.27) 1.02 (0.38, 2.70)

 White  Black 1.45 (0.61, 3.40) 1.15 (0.61, 2.33) 1.99 (0.81, 4.89)

 White  White 1.00 (Reference) 1.00 (Reference) 1.00 (Reference)

1,845 1,845 1,845

CI, confidence interval.

Odds ratios are adjusted for: patient sociodemographic characteristics (gender, age, region, and health insurance), patient risk (comorbidity risk
status), characteristics of the clinical encounter (visit type, seen before by practice, and length of the visit), and physician characteristics (gender,
and age).

†
P value < 0.05.
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