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Abstract

Objectives—To estimate the prevalence of obese patients advised by health professionals about 

weight loss and weight loss strategies.

Methods—A national sample of 1,873 obese adults (body mass index =30 kg/m2, = 18 years) 

was surveyed. Multivariable linear regression was used to determine characteristics associated 

with receiving weight loss advice, and advice on diet and physical activity. Linear regression was 

used to evaluate characteristics associated with how much weight loss was advised.

Results—Among obese adults visiting a physician (past 12 months), 39.0% reported being 

advised to lose weight. Men had lower odds of being advised to lose weight. Adults 40 – 49 years 

of age, reporting fair/poor health, and chronic diseases had greater odds of being advised to lose 

weight compared to referent groups. Among adults receiving advice on amount of weight to lose, 

a mean 20.9% total body weight reduction was recommended. Of those advised to lose weight, 

64.2% were told to change their diet, 85.7% to increase physical activity, and 58.5% to use both 

strategies.

Conclusions—Obese adults should be advised by health professionals more frequently about 

weight loss and the use of caloric reduction and increased physical activity as the recommended 

weight loss strategy.

Corresponding author and reprint requests: David R. Brown, Ph.D.., Centers for Disease Control and Prevention, Division of 
Nutrition, Physical Activity, and Obesity, MS K-46, 4770 Buford Highway. N.E, Atlanta, GA 30341, Telephone: (770) 488-5526 Fax: 
(770) 488-5473, DBrown@cdc.gov.
Address for correspondence and reprint requests: David R. Brown, Ph.D., Centers for Disease Control and Prevention, Division of 
Nutrition, Physical Activity, and Obesity, Mailstop K-46, 4770 Buford Hwy. N.E., Atlanta, GA 30341; DBrown@cdc.gov

Conflict of Interest Statement: The authors declare that there are no conflicts of interest.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our 
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of 
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be 
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

HHS Public Access
Author manuscript
Prev Med. Author manuscript; available in PMC 2016 December 21.

Published in final edited form as:
Prev Med. 2008 December ; 47(6): 587–592. doi:10.1016/j.ypmed.2008.09.007.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Keywords

weight loss; physician counseling; physical activity; diet; obesity

Introduction

Obesity is a significant public health concern because of its increasing prevalence in the U.S. 

population, the increased risk of morbidity and mortality from medical conditions associated 

with obesity such as coronary heart disease, diabetes mellitus and cancer (Pi-Sunyer, 1993), 

and its attributable medical costs (Finkelstein et al., 2003; Sturm, 2002). Since 1980 the 

prevalence of U.S. obese adults, aged ≥20 years, has more than doubled (Ogden et al., 

2006). Over a third of the U.S. adult population is currently estimated to be obese (National 

Center for Health Statistics, 2007).

National guidelines, such as the U.S. Preventive Services Task Force’s (USPSTF) Guideline 

to Clinical Preventative Services (USPSTF, 1996), and the U.S. Department of Health and 

Human Services’ (USDHHS) Clinical Guidelines on the Identification, Evaluation, and 

Treatment of Overweight and Obesity in Adults (USDHHS, 1998), have recommended that 

healthcare professionals intervene to prevent and manage the growing prevalence of obesity. 

The USPSTF’s Guidelines (1996) recommend that all patients receive periodic BMI 

assessments as part of screening for obesity to help obese individuals lose or maintain 

weight and prevent or manage chronic disease complications. The USDHHS Clinical 

Guidelines (1998) recommend that individuals identified as obese be advised to initially 

reduce their weight by 10% over a period of 6 months using both caloric restriction and 

increased physical activity as the effective strategy to reduce weight (USDHHS, 1998; 

Miller et al., 1997).

However, less than half of obese individuals who visited their physician in the past year were 

counseled to lose weight (Galuska et al., 1999; Wadden et al., 2000; Foster et al., 2003; 

Stafford et al., 2000). A 2005 national study illustrated a trend of decreasing prevalence of 

weight loss advice to obese patients (Abid et al., 2005). Research on weight loss counseling 

by healthcare professionals focuses on the prevalence of advice and on factors that may 

influence giving advice. Less has been documented about specific advice received by 

patients. This study, using data from the National Physical Activity and Weight Loss Survey 

(NPAWLS), characterizes the frequency, content, and correlates of weight loss advice 

received by obese persons from their healthcare professionals.

Methods

Data

Data from NPAWLS, a nationwide telephone survey of households conducted between 

September 2002 and December 2002, was examined. The primary objective of the survey 

was to obtain data about individual physical activity and nutrition behaviors. The survey 

sample design used a list-assisted, random-digit-dial sample of telephone-equipped 

households in the U.S., similar to that of the Behavior Risk Factor Surveillance System 
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(BRFSS) survey (Mokdad et al., 2003). A replicate design that mixed telephone numbers 

from three independent samples was used to achieve racial and ethnic target percentages for 

Hispanic and non-Hispanic black respondents. NPAWLS had a total of 11,211 complete 

interviews, with a Council on American Survey Research Organizations (CASRO) response 

rate of 30.9 % (Frankel, 1983).

Variables

Respondents were asked to report their current height and weight without shoes, which were 

used to calculate BMI and obesity categories based on USDHHS Clinical Guidelines (1998) 

(Obese I = BMI 30.0–34.9; Obese II = BMI 35.0–39.9; Extreme Obesity = BMI ≥40). 

Respondents were also asked, “In the past 12 months, has a doctor, nurse, or other health 

professional given you advice about your weight?” Adults responding “yes, lose weight” 

were asked, “At the time of advice, how much did you weigh”, and “When the health care 

professional advised you to lose weight, how many pounds or kilograms did they say you 

should lose?” Respondents were also asked “When the health care professional gave you 

advice about your weight did they talk to you about physical activity or exercise?” and “…

did they talk to you about your intake of fat or calories or both?” (Adults responding “yes, 

calories” or “yes, both calories and fat” were defined as receiving advice on reducing caloric 

intake.) Demographic and socioeconomic information obtained included age (18–29, 30–39, 

40–49, 50–59, 60–69, ≥70 years), sex, race/ethnicity (Non-Hispanic White, non-Hispanic 

Black, Hispanic, Other [which includes Asian, Native Hawaiian/Pacific Islander, American 

Indian, or Alaskan Native]), marital status (currently, previously [divorced, widowed, or 

separated], never married), educational level (less than high school, high school, some 

college, college graduate), and region of residence (Northeast, Midwest, South, West [U.S. 

Census Bureau, 2007]).

Study Population

Of the total study population of 11,211 participants (aged = 18 years), 6,846 non-obese 

(BMI <30 kg/m2), 104 pregnant women, 1,147 who reported they had not seen a physician 

in the past 12 months, and 1,241 participants who had missing anthropometric (weight and 

height), key demographic, or socioeconomic information were excluded from the analyses. 

The final sample size was 1,873 obese participants.

Statistical Analysis

SAS (Version 9.1. SAS Institute Inc, Cary, NC) and SUDAAN (Release 9.0. Research 

Triangle Institute, Research Triangle Park, NC), with appropriate weighing and nesting 

variables, were used for multivariable analyses. The prevalence and correlates of obese 

adults was determined using logistic regression and Wald tests. Of the obese individuals who 

received weight loss advice and who had body weight information at time of advice 

(N=753), 434 received advice about how much weight to lose. Among these adults, linear 

regression and t-tests were used to calculate the amount of weight and percentage of current 

body weight advised to lose and, after controlling for current body weight, differences in 

weight advised to lose among demographic characteristics. Among the 753 adults who 

received weight loss advice, 744 obese adults had information on whether they were advised 

to lose weight using strategies of caloric reduction, increasing physical activity, or both. 
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Multivariate logistic regression and Wald tests were used to determine the prevalence and 

demographic correlates of specific weight loss strategies. Two-sided p-values less than 0.05 

were considered statistically significant for all analyses.

Results

Demographic characteristics of the study population are provided in Table 1. Among obese 

adults who had visited a physician in the previous twelve months, an estimated 39.0 % 

reported being advised to lose weight (Table 1). After adjusting for covariates, women (vs. 

men), adults 40–49 years old (vs. 18–29 years), and residents of the Northeast and South (vs. 

of the West) had greater odds of being advised to lose weight. Adults who self-reported fair 

or poor general health (vs. excellent health) and who self-reported chronic diseases (vs. no 

chronic disease) had higher odds of being advised to lose weight. Obese and extremely 

obese individuals were more likely to be advised to lose weight.

Of the 753 people who received advice, 60.4% received advice about how much weight to 

lose. The 434 adults who received weight loss advice and had weight information available 

at the time of advice were consulted to lose a mean of 50.1 pounds (SE=1.9) or 20.9% of 

their total body weight (SE=0.6) (Data not shown). Of the adults who received weight loss 

advice, the majority, 82.3% (SE=2.2), were told to lose greater than or equal to 10% of their 

weight. Further assessment found that 47.4% (SE= 3.0) were told to lose greater than or 

equal to 20%, 20.3% (SE=2.2) were told to lose greater than or equal to 30.0% and 7.7% 

(SE=1.5) were told to lose greater than or equal to 40.0%. After controlling for BMI at time 

of advice, the percentage of weight that obese adults were advised to lose was not associated 

with most sociodemographic variables (Table 2). However, men were advised to lose 

significantly lower percentages of their total weight compared to women; while adults 

categorized as other race/ethnicity were advised to lose significantly higher percentages of 

their total weight compared to Whites.

Among adults receiving weight loss advice, a smaller percentage was advised to reduce 

calories (64.2%) as a weight loss strategy than to increase physical activity (85.7%); 58.5% 

were advised to use both strategies (Table 3). Compared to adults ages 18–29 years, adults 

≥70 years had lower odds of receiving advice on physical activity. Residents of the 

Northeast had lower odds of receiving weight loss advice on both caloric restriction and 

physical activity than residents of the West. Individuals with ≥ high school educations (vs. < 

high school) had lower odds of receiving advice on caloric restriction.

Discussion

The findings from this study indicate that obese adults are not adequately advised on weight 

loss. Only 39.0 % of obese adults received advice to lose weight. This estimate is slightly 

lower than another national study, which observed that 42.3% of obese individuals visiting a 

physician within the previous 12 months received weight loss advice (Abid et al., 2005). Our 

results suggest that obese women are more likely to receive weight loss advice from 

healthcare professionals than obese men. Although two previous studies have also reported 

this finding, the reason is unclear (Sciamanna et al., 2000; Friedman et al., 1994). Women 
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have been demonstrated to have greater awareness of their weight status (Wardle and 

Johnson, 2002), visit their physicians more frequently (Woodwell, 1997), and undertake 

healthy lifestyle behaviors more than men (Horm and Anderson, 1993; Serdula et al., 1993). 

Thus, it is possible that women inquire about weight loss strategies, have increased 

healthcare professional-patient interactions, and are perceived to be more willing to adopt 

changes that promote weight loss, (Galuska et al., 1999) resulting in higher advisement from 

healthcare professionals. Our findings also suggest that individuals who have higher BMI, 

who report poor/fair general health, and who report chronic diseases are more likely to 

receive advice than individuals who are classified as obese I, who are in excellent general 

health, and without self-reported chronic diseases. These results are consistent with current 

literature (Galuska et al., 1999; Sciamanna et al., 2000; Simkin-Silverman et al., 2005; 

Rodondi et al., 2006) and may indicate that healthcare professionals view obese patients as 

able to clinically benefit from weight loss advisement.

Over 80% of adults who received weight loss advice were told to lose more than or equal to 

10% of their total body weight. The mean percent of weight advised to lose was 20.9%, 

approximately 11% more than recommended by USDHHS Clinical Guidelines (1998). It 

should be noted, however, that the survey did not clarify whether the amount of weight they 

were advised to lose was intended as an initial or an overall weight loss recommendation. 

Among adults who received weight loss advice, only 58.5% were told to both reduce 

calories and to increase physical activity. Thus, almost half of adults receiving advice were 

not told about both USDHHS recommended strategies. A 2005 study of physicians and their 

patients also reported that less than half of patients who received advice about weight loss 

were given any specific advice, with less than a third of these patients receiving advice to 

increase their exercise level (Simkin-Silverman et al., 2005). Reducing caloric intake and 

increasing physical activity has been shown to be the most effective method to lose weight 

initially and to maintain weight loss in numerous review articles and meta-analyses (Miller 

et al., 1997; Blue and Black, 2005; Knauper et al., 2005; Curioni and Lourenco, 2005). 

Therefore, a discrepancy seems to exist between the recommendations patients report to 

have received from their healthcare professionals and national clinical guidelines, as well as 

findings from research studies on the prevalence and content of weight loss advice. Our 

results also indicate that elderly obese patients are not being advised to exercise as often as 

younger obese patients, despite the clear benefits of being physically active. These results 

are in agreement with a study which reported a low prevalence, in addition to a decreasing 

prevalence of healthcare professional advice to obese elderly patients, as evidenced from a 

trend analysis (Jackson et al., 2005). The low prevalence of advice to engage in physical 

activity is disconcerting, as elderly individuals are at high risk for chronic diseases. It is 

possible that healthcare professionals regard physical activity as an unlikely method for 

weight control in this population since it requires regular, sustained physical effort, and since 

some older adults may have physical limitations. Additionally, weight reduction in older 

adults is not always beneficial, as evidence also indicate that a decreased BMI may be 

associated with a higher incidence of stroke, whereas a normal or slightly elevated BMI may 

result in greater reserve capacity (Chernoff, 2005).

Research cites numerous barriers to weight loss counseling. These include the 

overwhelmingly large population of obese patients; physicians’ lack of reimbursement for 
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obesity treatment; physicians’ general lack of training in nutrition, exercise science, and 

obesity management; and beliefs that obesity is the result of willful misconduct by the 

patient (Rippe et al., 2001; Sidorov, 2006). Solutions to these barriers may in part be 

addressed by exploring how healthcare providers could be compensated for counseling, 

continuing education for healthcare professionals, and referring obese patients to allied 

health professionals such as dieticians and physical activity specialists as a follow-up of 

advice to lose weight.

Study Strengths and Limitations

Strengths of this study include the national sample and detailed data on weight status, type 

of advice given, and advice compliance. This study also has several limitations. First, the 

amount and type of healthcare professional advice was reported as recalled by the patient. It 

is unclear whether this truly reflects the interaction with the healthcare professional or rather 

what the patient perceived. Additionally, BMI data were extracted from self-reported height 

and weight information. Research demonstrates that self-reported weight tends to be 

underestimated (Kuskowska-Wolk et al., 1989). Additionally, men typically overestimate 

and women underestimate their past body weight (Perry et al., 1991; Casey et al., 1995). 

Another limitation is that information was not available on how fast the patient was 

recommended to lose weight and whether advice on prevention of future weight rebounding 

was received. Furthermore, there was no weight information regarding the 1,241 individuals 

who had missing data. Therefore, it is possible that our final sample did not represent all 

obese individuals in the sample. Sampling by random digit dialing may have also introduced 

selection bias, because households without landline phones tend to be those of lower 

socioeconomic status (Aday, 1989), a factor associated with obesity (Bray, 1992). The 

survey had a low CASRO response rate, 30.9%, due to a high proportion of nonworking 

telephone numbers and respondents who hang up. Thus, our results have limited 

generalizability. Using a less conservative measure of response than the CASRO such as a 

cooperation rate [complete interviews/(complete interviews + refusals + terminations)], 

yields a response of 51.4%. The CASRO and cooperation rate in this study may have 

resulted in a lower estimate of obesity prevalence. The most comparable survey to the 

NPWALS is the BRFSS, which had a median CASRO response rate of 58.3% and 

cooperation rate of 76.7% (CDC, 2002). This paper focused only on obese individuals 

within the NPAWLS sample. The prevalence of obesity was 16.7% in the original sample of 

the NPAWLS, compared to 21.9% from the 2002 BRFSS (CDC, 2002).

Conclusion

The NPAWLS data suggest that healthcare professionals including physicians are not taking 

advantage of their influential role in promoting healthy behaviors among their obese patient 

population. Healthcare professionals should increase efforts to advise their obese patients 

about appropriate weight loss strategies.

Acknowledgments

The findings and conclusions in this report are those of the authors and do not necessarily represent the views of the 
Centers for Disease Control and Prevention (CDC).

Ko et al. Page 6

Prev Med. Author manuscript; available in PMC 2016 December 21.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



The authors would like to thank Heather Bowles from the University of South Carolina, and Deborah A. Hipp from 
CDC for their help in the coordination of the survey and management of the data. This paper was completed during 
an internship by Ms. Ko, a doctoral student with Johns Hopkins Bloomberg School of Public Health under the 
guidance of Drs. Brown and Galuska. The internship was funded by cooperative agreement #U36-CCU-300430-24 
from the CDC through the Association of Schools of Public Health. The study was primarily funded by the Centers 
for Disease Control and Prevention with partial support provided by the Office of Dietary Supplements, National 
Institutes of Health, and the Robert Wood Johnson Foundation Active Living Research Program.

References

Abid O, Galuska D, Khan LK, Gillespie C, Ford ES, Serdula MK. Are healthcare professionals 
advising obese patients to lose weight? A trend analysis. MedGenMed. 2005; 7(4):10.

Aday, LA. Designing and conducting health surveys: a comprehensive guide. Jossey-Bass Publishers; 
San Francisco, California: 1989. p. 79-80.

Blue CL, Black DR. Synthesis of intervention research to modify physical activity and dietary 
behaviors. Res Theory Nurs Pract. 2005; 19(1):25–61. [PubMed: 15989166] 

Bray, GA. An approach to the classification and evaluation of obesity. In: Bjorntorp, P.; Brodoff, BN., 
editors. Obesity. J.B. Lippincott Co; Philadelphia, PA: 1992. p. 301

Casey VA, Dwyer JT, Berkey CS, Coleman KA, Gardner J, Valadian I. Long-term memory of body 
weight and past weight satisfaction: a longitudinal follow-up study. Am J Clin Nutr. 1991; 53(6):
1493–1498. [PubMed: 2035478] 

Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor Surveillance System 
Survey Data. Atlanta, Georgia: U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention; 2002. 

Chernoff R. Dietary management for older subjects with obesity. Clin Geriatr Med. 2005; 21(4):725–
733. [PubMed: 16182085] 

Curioni CC, Lourenco PM. Long-term weight loss after diet and exercise: a systematic review. Int J 
Obes. 2005; 29(10):1168–1174.

Finkelstein E, Fiebelkorn I, Wang G. National medical spending attributable to overweight and 
obesity: How much and who’s paying? Health Aff. 2003; W-3:219–226.

Foster GD, Wadden TA, Makris AP, Davidson D, Sanderson RS, Allison DB, et al. Primary care 
physicians’ attitudes about obesity and its treatment. Obesity Research. 2003; 11(10):1168–1177. 
[PubMed: 14569041] 

Frankel, LR. The Report of the CASRO Task Force on Response Rates. In: Wiseman, F., editor. 
Improving data quality in a sample survey. Marketing Science Institute; Cambridge, 
Massachusetts: 1983. 

Friedman C, Brownson RC, Peterson DE, Wilkerson JC. Physician advice to reduce chronic disease 
risk factors. Am J Prev Med. 1994; 10(6):367–371. [PubMed: 7880558] 

Galuska DA, Will JC, Serdula MK, Ford ES. Are health care professionals advising obese patients to 
lose weight? JAMA. 1999; 282:1576–1578. [PubMed: 10546698] 

Horm J, Anderson K. Who in America is trying to lose weight? Ann Intern Med. 1993; 119:672–676. 
[PubMed: 8363195] 

Jackson JE, Doescher MP, Saver BG, Hart LG. Trends in Professional Advice to Lose Weight Among 
Obese Adults, 1994 to 2000. J Gen Int Med. 2005; 20(9):814–818.

Knauper B, Cheema S, Rabiau M, Borten O. Self-set dieting rules: adherence and prediction of weight 
loss success. Appetite. 2005; 44(3):283– 288. [PubMed: 15896878] 

Kuskowska-Wolk A, Karlsson P, Stolt M, Rossner S. The predictive validity of body mass index based 
on self-reported weight and height. Int J Obes. 1989; 13:441–453. [PubMed: 2793299] 

Miller W, Koceja D, Hamilton E. A meta-analysis of the past 25 years of weight loss research using 
diet, exercise or diet plus exercise intervention. Int J Obes Relat Metab Disord. 1997; 21:941–947. 
[PubMed: 9347414] 

Mokdad AH, Stroup DF, Giles WH. Public health surveillance for behavioral risk factors in a changing 
environment: recommendations from the Behavioral Risk Factor Surveillance Team. MMWR. 
2003; 52:1–9.

Ko et al. Page 7

Prev Med. Author manuscript; available in PMC 2016 December 21.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



National Center for Health Statistics. Prevalence of overweight and obesity among adults: United 
States, 2003–2004. [online]. CDC/National Center for Health Statistics; 2007. Available at: http://
www.cdc.gov/nchs/products/pubs/pubd/hestats/overweight/overwght_adult_03.htm [accessed 8 
October 2007]

Ogden CL, Carroll MD, Curtin LR, McDowell MA, Tabak CJ, Flegal KM. Prevalence of overweight 
and obesity in the United States, 1999–2004. JAMA. 2006; 295:1549–1555. [PubMed: 16595758] 

Perry GS, Byers TE, Mokdad AH, Serdula MK, Williamson DF. The validity of self-reports of past 
body weights by U.S. adults. Epidemiology. 1995; 6(1):61–66. [PubMed: 7888448] 

Pi-Sunyer FX. Medical hazards of obesity. Ann Intern Med. 1993; 119:655–660. [PubMed: 8363192] 

Rippe JM, McInnis KJ, Melanson KJ. Physician involvement in the management of obesity as a 
primary medical condition. Obes Res. 2001; 9(4):302S–311S. [PubMed: 11707558] 

Rodondi N, Humair JP, Ghali WA, Ruffieux C, Stoianov R, Seematter-Bagnoud L, et al. Counseling 
overweight and obese patients in primary care: a prospective cohort study. Eur J Cardiovasc Prev 
Rehabil. 2006; 13(2):222–228. [PubMed: 16575276] 

Sciamanna CN, Tate DF, Lang W, Wing RR. Who reports receiving advice to lose weight? Results 
from a multistate survey. Arch Intern Med. 2000; 160(15):2334–2339. [PubMed: 10927731] 

Serdula MK, Collins ME, Williamson DF, Anda RF, Pamuk E, Byers TE. Weight control practices of 
US adolescents and adults. Ann Intern Med. 1993; 119:667–671. [PubMed: 8363194] 

Sidorov JE, Fitzner K. Obesity disease management opportunities and barriers. Obesity. 2006; 14(4):
645–649. [PubMed: 16741265] 

Simkin-Silverman LR, Gleason KA, King WC, Weissfeld LA, Buhari A, Boraz MA, et al. Predictors 
of weight control advice in primary care practices: patient health and psychosocial characteristics. 
Prev Med. 2005; 40:71–82. [PubMed: 15530583] 

Stafford RS, Farhat JH, Misra B, Schoenfeld DA. National patterns of physician activities related to 
obesity management. Arch Fam Med. 2000; 9:631–638. [PubMed: 10910311] 

Sturm R. The effects of obesity, smoking, and drinking on medical problems and costs. Health Aff. 
2002; 21(2):245–253.

U.S. Census Bureau. Census Regions and Divisions of the United States, 2000. [online]. U.S. Census 
Bureau; 2007. Available at: http://www.census.gov/geo/www/us_regdiv.pdf [accessed 17 August 
2007]

U.S. Department of Health and Human Services. Clinical guidelines on the identification, evaluation, 
and treatment of overweight and obesity in adults. Washington, D.C: U.S. Government Printing 
Office; 1998. 

U.S. Preventative Services Task Force. Guide to clinical preventative services. 2. Baltimore, Maryland: 
Williams & Wilkins; 1996. 

Wadden TA, Anderson DA, Foster GD, Bennett A, Steinberg C, Sarwer DB. Obese women’s 
perceptions of their physician’s weight management attitudes and practices. Arch Fam Med. 2000; 
9:854–860. [PubMed: 11031392] 

Wardle J, Johnson F. Weight and dieting: examining levels of weight concern in British adults. Int J 
Obes Relat Metab Disord. 2002; 26(8):1144–1149. [PubMed: 12119582] 

Woodwell, DA. Advance Data from Vital and Health Statistics. Hyattsville, Maryland: National Center 
for Health Statistics; 1997. National Ambulatory Medical Care Survey: 1996 Summary. 

Ko et al. Page 8

Prev Med. Author manuscript; available in PMC 2016 December 21.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.cdc.gov/nchs/products/pubs/pubd/hestats/overweight/overwght_adult_03.htm
http://www.cdc.gov/nchs/products/pubs/pubd/hestats/overweight/overwght_adult_03.htm
http://www.census.gov/geo/www/us_regdiv.pdf


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ko et al. Page 9

Table 1

Sociodemographic and health status characteristics of obese U.S. adultsa and percentage of obese adults who 

received advice to lose weight, NPAWLS, 2002.

Characteristic N %who received advice (SE) Crude OR (95% CI) Adjustedb OR (95% CI)

Overall 1873 39.0 (1.4) - -

Sex

Male 792 32.3 (1.9) 1.0 1.0

Female 1081 45.4 (1.9) 1.7 (1.4–2.2) 1.8(1.4–2.3)

Age (years)

18–29 200 30.4 (4.0) 1.0 1.0

30–39 375 30.7 (2.9) 1.0 (0.6–1.6) 1.1 (0.7–1.9)

40–49 439 49.2 (2.9) 2.2 (1.4–3.4) 2.1 (1.3–3.4)

50–59 424 43.4 (2.8) 1.8 (1.1–2.7) 1.4 (0.9–2.4)

60–69 253 41.8 (3.7) 1.6 (1.0–2.6) 1.2 (0.7–2.1)

70+ 182 30.5 (4.0) 1.0 (0.6–1.7) 0.7 (0.4–1.2)

Race/ethnicity

White 1184 38.1 (1.6) 1.0 1.0

Black 385 42.8 (3.2) 1.2 (0.9–1.6) 1.0 (0.7–1.4)

Hispanic 250 35.9 (4.3) 0.9 (0.6–1.4) 1.1 (0.7–1.8)

Other 54 48.1 (8.3) 1.5 (0.8–2.9) 1.6 (0.9–3.1)

Region

Northeast 286 48.6 (3.6) 2.1 (1.5–3.2) 2.2 (1.4–3.3)

Midwest 380 36.3 (2.9) 1.3 (0.9–1.9) 1.3 (0.9–2.0)

South 838 40.3 (2.0) 1.5 (1.1–2.1) 1.5 (1.1–2.1)

West 369 30.7 (2.9) 1.0 1.0

Education

< High school 254 39.3 (3.9) 1.0 1.0

High school 560 35.6 (2.4) 0.9 (0.6–1.3) 1.0 (0.7–1.6)

Some college 570 39.8 (2.5) 1.0 (0.7–1.5) 1.4 (0.9–2.1)

College graduate 489 42.0 (2.6) 1.1 (0.8–1.6) 1.5 (1.0–2.3)

General health

Excellent 171 29.8 (4.0) 1.0 1.0

Very Good 530 32.3 (2.4) 1.1 (0.7–1.7) 1.0 (0.6–1.6)

Good 700 39.0 (2.2) 1.5 (1.0–2.3) 1.2 (0.8–1.9)

Fair 332 49.3 (3.4) 2.3 (1.4–3.6) 1.7 (1.1–2.9)

Poor 140 54.4 (5.3) 2.8 (1.6–4.9) 2.0 (1.1–3.7)

Marital status

Currently 998 37.3 (1.7) 1.0 (0.7–1.3) 0.8 (0.5–1.1)

Previously 560 44.7 (2.6) 1.3 (0.9–1.9) 0.9 (0.6–1.4)

Never 315 38.3 (3.5) 1.0 1.0

Chronic diseasec

Yes 937 48.6 (2.0) 2.2 (1.8–2.8) 2.1 (1.6–2.7)
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Characteristic N %who received advice (SE) Crude OR (95% CI) Adjustedb OR (95% CI)

No 936 29.9 (1.8) 1.0 1.0

Obese Classificationd

Obese I 1220 31.3 (1.6) 1.0 1.0

Obese II 413 50.9 (2.9) 2.3 (1.7–3.0) 2.1 (1.6–2.7)

Extreme Obesity 240 59.8 (4.0) 3.3 (2.3–4.7) 2.8 (1.9–4.2)

a
Among all individuals who visited doctor(s) in the past 12 months

b
Selected characteristic was adjusted for all other covariates

c
Diagnosis of high blood pressure, heart disease, or diabetes CI, confidence interval; NPAWLS, National Physical Activity and Weight Loss 

Survey; OR, odds ratio; SE, standard error

d
Obese I (BMI: 30.0– 34.9); Obese II (BMI: 35.0–39.9); Extreme Obesity (BMI= 40.0)
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Table 2

Weight advised to lose by sociodemographics among obese U.S. adultsa, aged 18 years and older, NPAWLS, 

2002.

greater than or equal to 10% of 
weight (SE)

% of total weight advised to be lost 
(SE) (lbs) advised to be lost (SE)

Overall 434c 82.3(2.2) - 18

Sex p<0.01 p=0.94

Male 169 74.5(3.7) 18.2 (0.8) 50.0 (3.0)

Female 265 87.7(2.5) 22.7 (0.8) 50.2 (1.9)

Age (years) p=0.85 p=0.68

18–29 41 84.6(6.1) 21.5 (2.0) 48.0 (4.9)

30–39 78 84.1(5.5) 20.4 (1.4) 48.3 (3.8)

40–49 124 84.4(3.7) 22.0 (1.1) 54.4 (2.9)

50–59 112 73.7(4.7) 20.1 (1.2) 48.6 (3.0)

60–69 58 89.3(4.4) 20.2 (1.3) 49.3 (4.1)

70+ 21 78.6(11.2) 20.3 (2.1) 47.7 (4.4)

Race/ethnicity P<0.01 p=0.02

White 245 84.3(2.5) 21.2 (0.7) 52.2 (1.9)

Black 107 77.2(5.0) 18.5 (1.3) 43.0 (3.6)

Hispanic 64 72.4(8.4) 20.8 (1.7) 47.9 (4.0)

Other 18 100.0(0.0) 26.7 (1.7) 59.1 (4.1)

Region p=0.83 p=0.76

Northeast 76 86.1(4.7) 20.5 (1.3) 48.4 (3.2)

Midwest 72 88.7(4.5) 21.5 (1.6) 52.9 (4.0)

South 212 79.6(3.3) 21.1 (0.8) 50.5 (2.2)

West 74 78.9(5.4) 19.9 (1.4) 47.9 (3.6)

Education p=0.37 p=0.70

<High school 66 83.3(5.3) 22.4 (1.7) 53.4 (4.9)

High school 111 86.8(3.9) 21.9 (1.1) 51.9 (3.1)

Some college 134 77.6(4.4) 20.1 (1.1) 48.0 (2.8)

College graduate 123 82.7(3.7) 20.0 (1.0) 49.1 (2.5)

General health p=0.79 p=0.87

Excellent 34 87.4 (6.9) 21.3 (1.6) 51.3 (3.4)

Very good 98 86.1(3.5) 21.0 (1.0) 50.1 (2.5)

Good 160 79.1(3.8) 20.0 (0.9) 48.0 (2.5)

Fair 97 83.1(4.7) 21.9 (1.6) 51.9 (3.6)

Poor 45 79.3(7.2) 21.4 (2.1) 52.9 (6.8)

Marital status p=0.19 p=0.72

Currently married 225 79.9(3.0) 20.0 (0.8) 49.2 (2.2)

Previously married 131 84.0(4.0) 22.1 (1.3) 50.5 (3.2)

Never married 78 88.3(4.3) 22.2 (1.2) 52.6 (3.3)

Chronic Diseased p=0.66 p=0.49
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greater than or equal to 10% of 
weight (SE)

% of total weight advised to be lost 
(SE) (lbs) advised to be lost (SE)

Yes 270 80.5(2.8) 21.1 (0.8) 51.0 (2.1)

No 164 84.8(3.3) 20.6 (0.8) 48.8 (2.3)

Obese Classificatione P<0.01 P<0.01

Obese I 230 81.0(3.0) 17.5 (0.6) 37.2 (1.5)

Obese II 127 83.2(3.9) 22.5 (1.1) 54.2 (3.0)

Extreme Obesity 77 84.8(5.2) 29.4 (1.9) 86.7 (6.5)

a
Among those who received weight loss advice from their health professional.

b
Adjusted for body mass index (BMI) only.

c
A total of 753 adults received weight loss advice. Of these individuals, 26 were excluded because information about their body weight at time of 

advice was not obtained. Additionally, the study excluded 293 individuals who were not told to lose a specific amount of weight.

d
Diagnosis of high blood pressure, heart disease, or diabetes. NPAWLS, National Physical Activity and Weight Loss Survey; SE, standard error

e
Obese I (BMI: 30.0– 34.9); Obese II (BMI: 35.0–39.9); Extreme Obesity (BMI= 40.0)
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