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Abstract

Background—In 2013, the American Medical Association (AMA) passed a resolution 

characterizing obesity as a disease. It is unclear whether primary care physicians (PCPs) agree 

with this characterization and how their agreement or lack thereof affects their treatment of 

patients with obesity.

Objectives—We sought to understand PCP opinions about the AMA obesity resolution and how 

it has affected management of patients with obesity.

Setting—A small, medium, and large community in Wisconsin.

Methods—Focus groups were conducted with PCPs in Wisconsin. PCPs were asked whether 

they considered obesity a disease and what they factored into this consideration, including the 

AMA decision. A directed approach to content analysis was used to analyze the data. A taxonomy 

of consensus codes was developed, coding summaries were generated, and representative quotes 

were identified.

Results—Three focus groups comprising a total of 16 PCP participants were conducted. Not all 

PCPs were aware of the AMA resolution. PCPs held divergent opinions on whether obesity 

represented a disease, primarily focusing their considerations on obesity as a risk factor versus a 

disease. They also discussed how considering obesity as a disease affects the patient-doctor 

relationship, insurance coverage, physician reimbursement, and research.
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Conclusions—The AMA resolution does not appear to have made a significant impact on PCP 

opinions or management practices in our focus groups in Wisconsin. Follow-up surveys that 

quantify the prevalance of these opinions and practices at the state and national levels would be 

highly informative.
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Introduction

More than two years have passed since the American Medical Association (AMA) joined 

with seven professional societies in recognizing obesity as a disease.(1) The AMA’s Council 

on Science and Public Health noted at the time that there was overwhelming evidence 

supporting obesity as a “multi-metabolic and hormonal disease state” that was closely 

associated with numerous co-morbidities such as diabetes and cardiovascular disease. The 

decision to classify obesity as a disease was widely supported by public health experts and 

clinicians who largely felt that this classification would both improve care for patients with 

obesity by compelling payers to increase coverage of behavioral, pharmacologic, and 

surgical obesity treatments.

Obesity treatment is often led, and coordinated by, the primary care provider (PCP). 

Consequently, PCPs heavily influence which treatment patients pursue, including bariatric 

surgery.(2) Understanding the impact of the AMA decision on PCP attitudes and practices 

regarding obesity care is critical. We conducted focus groups with PCPs about their 

experiences caring for patients with severe obesity.(3) Here we report data on PCP awareness 

of, and agreement with, the AMA decision to treat obesity as a disease, as well as how the 

decision has affected their management practices.

Materials and Methods

PCP members of the Wisconsin Research and Education Network (WREN) received an e-

mail invitation to participate in a focus group study on treatment of severe obesity. The 

technique of purposeful sampling of PCPs interested in advancing primary care research and 

education in Wisconsin was used to identify information-rich participants.(4) Focus groups 

were conducted in three communities in Wisconsin: Mauston (population 4,423), Madison, 

(population 233,209), and Milwaukee (population 594,833). Inclusion criteria assessed by e-

mail and confirmed via telephone included: M.D. or D.O., practices comprising >50% 

adults, and evaluation of at least five patients with BMI ≥35 over the past 6 months.

A moderator facilitated discussion using a structured script (Appendix). Participants were 

asked whether they considered obesity a disease, what they factored into this consideration, 

and how the AMA decision impacted this consideration. Questions were subsequently asked 

regarding how the severity of obesity (according to the BMI) and presence of co-morbidities 

impacted PCP opinions regarding obesity as a disease. These questions were open-ended 

and allowed for conversation between participants (i.e. “Is there a specific point along the 

obesity spectrum where you consider obesity to be a disease? A BMI cutoff? Quality-of-life 
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cutoff? Presence of certain comorbidities?”) PCPs were then asked how they would make 

management decisions as part of a clinical vignette involving a severely obese patient in 

clinic. Findings from the vignette portion of the focus groups were previously reported.(3)

Each focus group was approximately 90 minutes. Three focus groups were conducted 

because thematic saturation was achieved after the third focus group (i.e. no new 

information emerged during the last focus group).(5) All sessions were audio-recorded and 

transcribed. Each focus group participant received $150 upon completion of the session.

Qualitative Data Analysis

A directed approach to content analysis was applied.(6) This analytic technique involves 

reviewing transcripts and identifying key concepts as initial coding categories that are 

informed by existing literature and then defined. To perform this analysis, three research 

team members (LMF, SAJ, CIV) coded the first transcript independently for emergent 

themes and then met to discuss each coded phrase. This procedure was repeated for each 

subsequent transcript using the technique of constant comparison. Ultimately, a taxonomy of 

consensus codes was developed and code summaries were aggregated to higher order 

themes. Representative quotes were identified for each theme. ATLAS.ti qualitative data 

analysis software was used to manage the data (ATLAS.ti7, Scientific Software 

Development; Berlin, Germany).

The UW-Madison Education and Social/Behavioral Science Institutional Review Board 

approved the study protocol in March 2014.

Results

Twenty-seven PCPs responded to the invitation, of whom 26 were eligible. Sixteen were 

scheduled for and attended a focus group. Their mean age was 45.7 years (+/−11.3), 94% 

were White, and 50% were female. The number of participants in Madison, Mauston and 

Milwaukee were 3, 7, and 6, respectively.

Some PCPs were not aware of the 2013 AMA resolution that declared obesity a disease. 

Those who were knowledgeable had opposing views on whether obesity should be classified 

as a disease (Table 1). In support of the view that it should, PCPs stated that it meets the 

criteria for a health condition that should be considered a disease; Characterizing obesity as 

a disease would create a framework to discuss treatment options with patients; it would 

encourage treatment by improving physician reimbursement for obesity-related services; and 

it would help foster research and innovation.

In support of the view that obesity should not be considered a disease, PCPs stated that 

obesity is a risk factor for disease but not a disease itself; patients would lose accountability 

for their behavior; it would not lead to better coverage of obesity treatment; and it may 

negatively affect patient-physician interactions. Overall, participants reported that the AMA 

decision had not had a major impact on how they manage their patients with obesity.
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Discussion

Our focus groups suggest that not all PCPs are aware of the AMA position that obesity 

should be treated as a disease. Among those who are aware, PCPs have reasons why they 

think obesity should or should not be considered a disease. In providing these reasons, PCPs 

revealed strikingly divergent opinions on the meaning and impact of being obese. These 

findings may suggest why obesity treatment in the U.S. continues to struggle to gain 

widespread acceptance. Many people, even physicians, remain uncertain if it represents a 

disease, a behavior, an addiction, or something else.

Regardless of what obesity represents at its core, little progress, if any, has been made over 

the past several years with respect to obesity treatment coverage in the U.S. Three-fourths of 

patients do not have coverage for obesity treatment, including visits with dieticians (72% not 

covered), medical weight management programs (77% not covered), bariatric surgery 

programs (76% not covered) and coverage of obesity medications (84% not covered).(7) Our 

recently published systematic review reported that lack of insurance coverage continues to 

be a major barrier for bariatric surgery referrals.(8) Several professional societies recently 

filed a complaint against a group of insurers alleging that the lack of obesity treatment 

coverage was discriminatory.(9) Though it may be too early to draw conclusions, our data 

provide some evidence that the AMA resolution may not have changed how the medical 

community approaches obesity treatment like the AMA had hoped it would.

Some have referred to the AMA resolution characterizing obesity as a disease as the 

“medicalization of obesity.” While this has obvious positive consequences, such as helping 

to legitimize its medical and surgical treatment, our findings suggest that there are potential 

unintended consequences. One of the themes identified in our focus groups was that patients 

might lose accountability for their behavior if they feel they have a disease, and instead look 

for “excuses” rather than solutions to their obesity (i.e. “It’s my genetics.”). Another concern 

that PCPs raised was the potential negative impact of characterizing obesity as a disease on 

the patient-physician relationship. Our focus group participants noted that obesity is a 

sensitive topic for many patients. When patients see “morbid obesity” or even “obesity” in 

their charts, they often react negatively. This may be unavoidable to a certain extent, but 

providers should be mindful about this sensitive topic.

One area that we were unable to investigate with our focus groups was the impact that 

unconscious or implicit bias may have had on PCP opinions. Implicit bias occurs when 

beliefs or attitudes affect behavior without individuals being consciously aware of their 

impact. Implicit bias against people with obesity has been found to exist amongst providers 

(of all specialties),(10,11) medical students(12) and the general public.(13) In one cross-

sectional survey of nearly 400 U.S. physicians, nearly half reported that they had a negative 

reaction toward the appearance of obese patients.(14) It is not known if this implicit bias 

existed in our participant cohort or impacted whether providers considered obesity as a 

disease or not.

Our study has limitations. While the qualitative design of this focus group study allowed us 

to explore PCP opinions in-depth, it did not allow us to estimate the prevalence of these 
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opinions. That would require a large survey of PCPs, which would also have limitations, 

such as traditionally low response rates, response bias, and a more superficial level of 

investigation.(15) The findings from this focus group study, however, could be used to 

generate a survey to characterize PCP opinions in a diverse sample of PCPs. Given that PCP 

opinions toward severe obesity treatment and the AMA resolution are largely unknown, a 

focus group study was appropriate because it facilitated identification of new themes with 

open-ended questions and discussion. A second limitation of this study was that all of our 

PCP participants practiced in Wisconsin and nearly all were white. Non-white PCPs or PCPs 

in different states might have provided different explanations regarding their consideration 

of obesity as a disease.

Conclusion

With PCPs providing reasons why obesity should or should not be characterized as a disease 

and insurers seemingly in agreement that it does not matter what obesity is for coverage 

purposes, a reinvigorated effort is needed to support evidence-based treatment options for 

patients with obesity. This should include new educational efforts led by state and national 

professional societies aimed at patients, providers and policymakers. Advocacy at the state 

and federal levels will continue to be critical. The current paradigm is not allowing our 

patients with obesity to receive the evidence-based treatments they deserve.
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Refer to Web version on PubMed Central for supplementary material.

Acknowledgements

We would like to thank Dr. Kenneth Croes (Senior Project Director, UW-Madison Survey Center) who assisted in 
focus group recruitment and moderated each focus group. We would also like to thank Dr. David Hahn, MD, MS, 
who is Director of the Wisconsin Research and Education Network. Dr. Hahn assisted in recruitment of PCPs 
through the Wisconsin Research and Education Network.

Conflicts of interest and Source of Funding: Drs. Funk and Voils and Ms. Jolles declare no conflicts of interest. The 
research described in this manuscript was supported by a 2014 American Society for Metabolic and Bariatric 
Surgery Research Grant to Dr. Funk. This work was also supported by grant UL1TR000427 from the Clinical and 
Translational Science Award (CTSA) program through the National Institutes of Health National Center for 
Advancing Translational Sciences and by resources from the Department of Veterans Affairs (DVA). The views 
presented in this manuscript represent those of the authors and not of the Department of Veterans Affairs. The 
design and conduct of the study, data collection, management, analysis, approval of the manuscript, and decision to 
submit were made solely by the research team.

References

1. Recognition of Obesity as a Disease - Resolution: 420. American Medical Association House of 
Delegates. Available at: http://media.npr.org/documents/2013/jun/ama-resolution-obesity.pdf. 
Accessed on December 15, 2015.

2. Wee CC, Huskey KW, Bolcic-Jankovic D, Colten ME, Davis RB, Hamel M. Sex, race, and 
consideration of bariatric surgery among primary care patients with moderate to severe obesity. J 
Gen Intern Med 2014;29:68–75. [PubMed: 24048655] 

3. Funk LM, Jolles SA, Greenberg CC, Schwarze ML, Safdar N, McVay MA, et al. Primary care 
physician decision making regarding severe obesity treatment and bariatric surgery: A qualitative 

Funk et al. Page 5

Surg Obes Relat Dis. Author manuscript; available in PMC 2020 January 28.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://media.npr.org/documents/2013/jun/ama-resolution-obesity.pdf


study. Surg Obes Relat Dis. 2015 12 2 pii: S1550–7289(15)01081–3. doi: 10.1016/j.soard.
2015.11.028.

4. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful Sampling for 
Qualitative Data Collection and Analysis in Mixed Method Implementation Research. Adm Policy 
Ment Health 2015;42:533–44. [PubMed: 24193818] 

5. Marshall MN. Sampling for qualitative research. Fam Pract 1996;13:522–5. [PubMed: 9023528] 

6. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qual Health Res 
2005;15:1277–88. [PubMed: 16204405] 

7. Kyle T, Nadglowski J. Abstract T-OR-2053. Consumers Report That Health Insurance Does Not 
Often Cover Obesity Treatment, Even When Wellness Programs Target BMI. Presented at 
ObesityWeek; 11 2–6, 2015; Los Angeles, CA 2015.

8. Funk LM, Jolles S, Fischer LE, Voils CI. Patient and Referring Practitioner Characteristics 
Associated With the Likelihood of Undergoing Bariatric Surgery: A Systematic Review. JAMA 
Surg 2015;150:999–1005. [PubMed: 26222655] 

9. Obesity Groups Say States Denying Bariatric Surgery Violate ACA. Medpage Today, 
Endocrinology. Available at http://www.medpagetoday.com/Endocrinology/Obesity/54723. 
Accessed on December 18, 2015.

10. Phelan SM, Burgess DJ, Yeazel MW, Hellerstedt WL, Griffin JM, van Ryn M. Impact of weight 
bias and stigma on quality of care and outcomes for patients with obesity. Obes Rev 2015;16:319–
26. [PubMed: 25752756] 

11. Sabin JA, Marini M, Nosek BA. Implicit and explicit anti-fat bias among a large sample of medical 
doctors by BMI, race/ethnicity and gender. PLoS One 2012;7:e48448. [PubMed: 23144885] 

12. Phelan SM, Puhl RM, Burke SE, Hardeman R, Dovidio JF, Nelson DB, et al. The mixed impact of 
medical school on medical students’ implicit and explicit weight bias. Med Educ 2015;49:983–92. 
[PubMed: 26383070] 

13. Andreyeva T, Puhl RM, Brownell KD. Changes in perceived weight discrimination among 
Americans, 1995–1996 through 2004–2006. Obesity (Silver Spring) 2008;16:1129–34. [PubMed: 
18356847] 

14. Jay M, Kalet A, Ark T, McMacken M, Messito MJ, Richter R, et al. Physicians’ attitudes about 
obesity and their associations with competency and specialty: a cross-sectional study. BMC Health 
Serv Res 2009;9:106. [PubMed: 19552823] 

15. Johnson TP, Wislar JS. Response rates and nonresponse errors in surveys. JAMA 2012;307:1805–
6. [PubMed: 22550194] 

Funk et al. Page 6

Surg Obes Relat Dis. Author manuscript; available in PMC 2020 January 28.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.medpagetoday.com/Endocrinology/Obesity/54723


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Funk et al. Page 7

Ta
b

le
 1

:

PC
P 

op
in

io
ns

 o
n 

w
he

th
er

 o
be

si
ty

 s
ho

ul
d 

be
 c

on
si

de
re

d 
a 

di
se

as
e

O
be

si
ty

 s
ho

ul
d 

be
 c

on
si

de
re

d 
a 

di
se

as
e 

be
ca

us
e:

C
on

ce
pt

Q
uo

te

1.
 I

t m
ee

ts
 th

e 
cr

ite
ri

a 
fo

r 
so

m
et

hi
ng

 th
at

 s
ho

ul
d 

be
 

co
ns

id
er

ed
 d

is
ea

se

“I
t s

ee
m

s 
to

 m
e 

th
at

 m
an

y 
of

 th
e 

ot
he

r 
di

se
as

es
 o

r 
co

nd
iti

on
s 

or
 a

ilm
en

ts
, w

ith
 r

eg
ar

d 
to

 c
om

or
bi

di
tie

s,
 s

te
m

 f
ro

m
 th

e 
fi

rs
t p

la
ce

 c
al

le
d 

ob
es

ity
, o

ve
rw

ei
gh

t, 
m

or
bi

d 
ob

es
ity

, s
up

er
 o

be
si

ty
, w

ha
te

ve
r. 

T
ha

t, 
in

 a
nd

 o
f 

its
el

f,
 s

ee
m

s 
to

 r
ea

lly
 le

ad
 to

 a
ll 

th
es

e 
ot

he
r 

is
su

es
 a

nd
 f

ac
to

rs
 th

at
 a

re
 c

al
le

d 
se

pa
ra

te
 c

on
di

tio
ns

, i
lln

es
se

s,
 d

is
ea

se
s.

 
So

, t
o 

m
e 

it 
se

em
s,

 if
 th

is
 is

 a
t t

he
 r

oo
t o

f 
al

l t
ha

t, 
th

at
’s

 w
ha

t d
is

ea
se

 is
: I

t’
s 

pa
th

ol
og

y 
th

at
 le

ad
s 

to
 th

es
e 

ot
he

r 
fa

ct
or

s.
”

“I
t’

s 
pr

et
ty

 c
le

ar
 th

at
 it

’s
 s

om
et

hi
ng

 th
at

 w
ill

 s
ho

rt
en

 y
ou

r 
lif

e,
 c

om
pr

om
is

e 
yo

ur
 li

fe
. U

si
ng

 th
os

e 
cr

ite
ri

a,
 it

’s
 a

 d
is

ea
se

.”
“I

 th
in

k 
a 

lo
t o

f 
w

ha
t w

e’
re

 le
ar

ni
ng

, t
oo

, a
bo

ut
 th

e 
bi

ol
og

y 
of

 p
eo

pl
e 

w
ho

 a
re

 m
or

bi
dl

y 
ob

es
e,

 th
e 

in
te

rp
la

y 
of

 d
if

fe
re

nt
 h

or
m

on
es

, i
t h

as
 to

 b
e 

a 
di

se
as

e,
 o

f 
co

ur
se

. 
T

he
 b

io
lo

gi
c 

fu
nc

tio
ni

ng
 o

f 
so

m
eo

ne
 w

ho
 is

 m
or

bi
dl

y 
ob

es
e 

is
 d

if
fe

re
nt

 th
an

 p
eo

pl
e 

w
ho

 a
re

 n
ot

, a
pa

rt
 f

ro
m

 a
ny

 s
ec

on
da

ry
 d

is
ea

se
s 

re
la

te
d 

to
 th

ei
r 

ob
es

ity
.”

2.
 I

t c
re

at
es

 a
 f

ra
m

ew
or

k 
to

 
di

sc
us

s 
tr

ea
tm

en
t o

pt
io

ns
 w

ith
 

pa
tie

nt
s

“I
 th

in
k 

if
 p

hy
si

ci
an

s 
lo

ok
 a

t [
ob

es
ity

] 
as

 a
 d

is
ea

se
, t

he
y 

w
ill

 a
dd

re
ss

 it
 w

he
n 

th
ey

 s
ee

 p
at

ie
nt

s.
 I

 tr
y 

to
 p

ut
 it

 in
 m

y 
pa

tie
nt

’s
 p

ro
bl

em
 f

ol
de

r 
ev

er
y 

tim
e 

I 
se

e 
th

at
. I

t’
s 

so
m

et
hi

ng
 th

at
 I

 ta
lk

 a
bo

ut
. ‘

H
ow

 a
re

 y
ou

 d
oi

ng
 w

ith
 th

e 
ex

er
ci

se
 p

la
n?

’ 
T

ha
t’

s 
so

m
et

hi
ng

 th
at

 k
ee

ps
 it

 o
n 

ou
r 

m
in

d,
 b

ec
au

se
 w

e’
re

 a
 d

is
ea

se
-f

oc
us

ed
 p

ro
fe

ss
io

n.
”

“H
av

in
g 

it 
id

en
tif

ie
d 

as
 a

 d
is

ea
se

, s
o 

pa
tie

nt
s 

ar
e 

aw
ar

e 
th

at
 th

ey
 h

av
e 

it…
.m

an
y 

of
 m

y 
pa

tie
nt

s 
ar

en
’t

 a
w

ar
e 

th
at

 th
ey

 a
re

 o
ve

rw
ei

gh
t o

r 
ob

es
e 

un
til

 w
e 

ta
lk

 a
bo

ut
 it

. I
 

th
in

k 
it’

s,
 ‘

O
h.

 N
ot

 m
e,

 e
ve

ry
bo

dy
 e

ls
e.

 T
hi

s 
is

 a
 b

ig
 p

ro
bl

em
 in

 o
ur

 s
oc

ie
ty

, b
ut

 it
’s

 n
ot

 m
e.

’ 
U

nt
il 

w
e 

la
be

l i
t a

nd
 c

al
l i

t w
ha

t i
t i

s.
”

3.
 I

t w
ill

 e
nc

ou
ra

ge
 tr

ea
tm

en
t b

y 
im

pr
ov

in
g 

ph
ys

ic
ia

n 
re

im
bu

rs
em

en
t f

or
 o

be
si

ty
-

re
la

te
d 

se
rv

ic
es

“A
s 

ph
ys

ic
ia

ns
, i

t’
s 

ad
va

nt
ag

eo
us

 to
 h

av
e 

it 
be

 a
 d

is
ea

se
. B

ec
au

se
 th

en
 y

ou
 tr

ac
k 

it 
an

d 
yo

u 
ca

n 
bi

ll 
fo

r 
it.

 T
he

 o
ne

 p
ro

bl
em

 is
 r

ig
ht

 n
ow

, b
ec

au
se

 o
f 

th
e 

fe
e-

fo
r-

se
rv

ic
e 

m
od

el
s 

th
at

 w
e’

re
 m

os
tly

 u
nd

er
, w

e 
of

te
n 

do
n’

t h
av

e 
th

e 
tim

e 
ne

ce
ss

ar
y 

to
 h

el
p 

w
ith

 th
e 

m
ot

iv
at

io
na

l c
ha

ng
e 

an
d 

ot
he

r 
th

in
gs

 th
at

’s
 r

eq
ui

re
d,

 a
nd

 it
’s

 v
er

y 
co

st
ly

.”

4.
 I

t w
ill

 h
el

p 
fo

st
er

 r
es

ea
rc

h 
an

d 
in

no
va

tio
n

“T
he

 o
th

er
 a

dv
an

ta
ge

 o
f 

tr
ac

ki
ng

 it
 a

s 
a 

di
se

as
e,

 is
 th

at
 y

ou
 a

ct
ua

lly
 c

an
 lo

ok
 a

t m
or

e 
po

pu
la

tio
n 

he
al

th
 v

er
su

s 
in

di
vi

du
al

 e
nc

ou
nt

er
s.

 N
ow

 y
ou

 h
av

e 
a 

st
ru

ct
ur

ed
 f

ie
ld

 
th

at
 y

ou
 c

an
 f

in
d,

 y
ou

 c
an

 s
ea

rc
h 

ou
t, 

an
d 

yo
u 

ca
n 

dr
aw

 o
ut

 a
nd

 th
os

e 
ki

nd
s 

of
 th

in
gs

.”
“I

 g
ue

ss
 th

e 
po

si
tiv

e 
as

pe
ct

 o
f 

co
ns

id
er

in
g 

it 
as

 a
 d

is
ea

se
, r

ef
er

ri
ng

 to
 it

 w
ou

ld
 g

et
 y

ou
r 

at
te

nt
io

n.
 A

nd
 I

 g
ue

ss
 it

 d
e-

st
ig

m
at

iz
es

 it
 in

 a
 w

ay
 a

nd
 a

ls
o 

cr
ea

te
s 

th
e 

op
po

rt
un

ity
 f

or
 b

et
te

r 
re

se
ar

ch
 a

nd
 s

tu
dy

 f
un

di
ng

 th
an

 ju
st

 c
on

si
de

ri
ng

 it
 a

 s
oc

ia
l p

ro
bl

em
.”

O
be

si
ty

 s
ho

ul
d 

no
t 

be
 c

on
si

de
re

d 
a 

di
se

as
e 

be
ca

us
e:

1.
 I

t i
s 

a 
ri

sk
 f

ac
to

r 
fo

r 
di

se
as

e 
bu

t i
s 

no
t i

ts
el

f 
a 

di
se

as
e

“I
 d

on
’t

 th
in

k 
of

 it
 a

s 
a 

di
se

as
e 

pe
r 

se
; I

 th
in

k 
of

 it
 a

s 
a 

m
aj

or
 r

is
k 

fa
ct

or
 f

or
 a

 lo
t o

f 
di

se
as

es
. B

ut
 y

ou
 k

no
w

, t
ec

hn
ic

al
ly

, o
be

si
ty

 is
 e

xc
es

s 
fa

t d
ep

os
it 

in
 c

er
ta

in
 p

ar
ts

 
of

 y
ou

r 
bo

dy
 a

nd
 b

ei
ng

 o
ve

r 
a 

ce
rt

ai
n 

pe
rc

en
ta

ge
 o

f 
w

ha
t y

ou
 s

ho
ul

d 
w

ei
gh

. N
ow

, I
 m

ea
n,

 is
 a

 d
is

ea
se

 th
at

 p
er

 s
e?

 I
t d

oe
sn

’t
 m

ak
e 

pe
op

le
 s

ic
k,

 b
ut

 th
er

e 
ar

e 
so

 m
an

y 
th

in
gs

 a
ss

oc
ia

te
d 

w
ith

 it
--

yo
u 

kn
ow

, i
ns

ul
in

 r
es

is
ta

nc
e,

 p
re

ss
ur

e 
on

 th
e 

jo
in

ts
, v

as
cu

la
r 

co
m

pl
ic

at
io

ns
 o

f 
di

se
as

es
 th

at
 a

re
 li

nk
ed

 to
 b

ei
ng

 o
be

se
. B

ut
 to

 c
al

l o
be

si
ty

 
its

el
f 

a 
di

se
as

e?
 I

t’
s 

re
al

ly
 p

lu
gg

ed
 in

to
 s

om
e 

ve
ry

 d
ys

fu
nc

tio
na

l l
if

es
ty

le
s 

an
d 

ha
bi

ts
. S

o 
in

 th
at

 s
en

se
, m

ay
be

 it
 w

ou
ld

 b
e 

lik
e 

ca
lli

ng
 a

lc
oh

ol
is

m
 a

 d
is

ea
se

. B
ut

, I
 

do
n’

t k
no

w
, I

 te
nd

 to
 th

in
k 

of
 a

 d
is

ea
se

 a
s 

so
m

et
hi

ng
 th

at
’s

 m
or

e 
di

re
ct

ly
 a

ff
ec

tin
g 

th
e 

bo
di

es
 f

un
ct

io
n 

or
 c

au
si

ng
 p

ai
n 

or
 d

is
ab

ili
ty

. O
be

si
ty

, u
nl

es
s 

it’
s 

m
as

si
ve

, 
us

ua
lly

 d
oe

sn
’t

 d
o 

th
e 

tr
ic

k.
 I

 th
in

k 
in

di
re

ct
ly

. S
o,

 I
’m

 n
ot

 s
ur

e 
I 

w
ou

ld
 th

in
k 

of
 it

 a
s 

a 
di

se
as

e.
”

“I
t i

s 
un

cl
ea

r 
if

 o
be

si
ty

 is
 a

 c
au

se
 o

r 
ef

fe
ct

. W
e 

ha
ve

 a
 lo

t o
f 

pa
tie

nt
s 

w
ith

 n
ot

 v
er

y 
m

an
y 

co
pi

ng
 s

tr
at

eg
ie

s.
 I

f 
th

ey
’r

e 
de

pr
es

se
d,

 th
ey

’l
l e

at
, i

f 
th

ey
 a

re
 lo

ne
ly

, t
he

y’
ll 

ea
t, 

if
 th

ey
’r

e 
un

de
r 

st
re

ss
, t

he
y’

ll 
ea

t.”

2.
 P

at
ie

nt
s 

m
ay

 lo
se

 
ac

co
un

ta
bi

lit
y 

fo
r 

th
ei

r 
be

ha
vi

or

“I
f 

th
ey

 d
on

’t
 h

av
e 

ow
ne

rs
hi

p 
of

 it
, i

t’
s 

so
m

et
hi

ng
 th

ey
 c

an
’t

 c
ha

ng
e.

 S
om

et
im

es
 y

ou
 th

ro
w

 u
p 

yo
ur

 h
an

ds
 a

nd
 s

ay
, ‘

W
el

l, 
it’

s 
no

t m
y 

fa
ul

t; 
it’

s 
m

y 
ge

ne
tic

s.
’ 

O
r 

I’
ve

 
he

ar
d 

pe
op

le
 s

ay
 th

at
, ‘

O
h,

 m
y 

m
om

 w
as

 f
at

, m
y 

da
d 

w
as

 f
at

, I
’m

 d
es

tin
ed

 to
 b

e 
fa

t. 
So

, I
’m

 n
ot

 g
oi

ng
 to

 g
o 

ou
t a

nd
 e

xe
rc

is
e 

or
 tr

y 
to

 lo
se

 w
ei

gh
t.’

”
“Y

ou
 g

et
 r

id
 o

f 
th

e 
re

sp
on

si
bi

lit
y,

 to
o,

 d
on

’t
 y

ou
 th

in
k?

 I
t’

s 
no

t y
ou

r 
fa

ul
t; 

yo
u 

ha
ve

 th
is

 d
is

ea
se

. S
o,

 d
on

’t
 b

e 
m

ot
iv

at
ed

 to
 d

o 
an

yt
hi

ng
 a

bo
ut

 it
, b

ec
au

se
 it

’s
 o

ut
 o

f 
yo

ur
 h

an
ds

.”

3.
 I

t w
ill

 n
ot

 le
ad

 to
 b

et
te

r 
co

ve
ra

ge
 f

or
 o

be
si

ty
 tr

ea
tm

en
t

“I
 a

lm
os

t f
ee

l l
ik

e 
I 

ha
ve

 th
e 

op
po

si
te

 k
in

d 
of

 e
xp

er
ie

nc
e 

w
he

re
, e

ve
n 

if
 I

 p
ut

 o
be

si
ty

 a
s 

a 
di

ag
no

si
s,

 it
’s

 n
ot

 g
oi

ng
 to

 m
at

te
r 

fo
r 

a 
lo

t o
f 

m
y 

pa
tie

nt
s 

ba
se

d 
on

 th
ei

r 
in

su
ra

nc
e.

 I
 s

til
l c

an
’t

 g
et

 th
em

 in
to

 n
ut

ri
tio

n.
 I

t d
oe

sn
’t

 d
o 

an
yt

hi
ng

 f
or

 th
em

. I
 th

in
k 

of
 it

 m
or

e,
 w

he
n 

yo
u 

ta
lk

 a
bo

ut
 c

od
in

g-
--

 th
at

 w
as

 m
y 

fi
rs

t t
ho

ug
ht

 o
r 

re
sp

on
se

 
w

as
, i

t d
oe

sn
’t

 d
o 

an
yt

hi
ng

 f
or

 u
s!

 I
 th

in
k 

th
at

’s
 c

ha
ng

in
g 

w
ith

, n
ow

 m
ay

be
 w

ith
 M

ed
ic

ar
e 

at
 le

as
t. 

B
ut

, t
ha

t’
s 

a 
hu

ge
 f

ru
st

ra
tio

n.
”

4.
 I

t m
ay

 h
av

e 
a 

ne
ga

tiv
e 

ef
fe

ct
 

on
 p

at
ie

nt
-p

hy
si

ci
an

 in
te

ra
ct

io
ns

“I
 r

ea
liz

ed
 th

at
 p

eo
pl

e 
ar

e 
re

ad
in

g 
ou

r 
pr

ob
le

m
 li

st
s 

th
ro

ug
h 

M
yC

ha
rt

 a
nd

 g
et

tin
g 

of
fe

nd
ed

 [
th

at
 o

be
si

ty
 is

 in
cl

ud
ed

 o
n 

th
ei

r 
pr

ob
le

m
 li

st
s]

. S
o 

no
w

, I
 ju

st
 p

ut
 

‘o
ve

rw
ei

gh
t’

 a
nd

 I
’l

l p
ut

 th
e 

id
ea

l b
od

y 
w

ei
gh

t i
n 

th
er

e 
in

 a
 li

ttl
e 

bo
x 

an
d 

yo
u 

ca
n 

se
e 

ho
w

 m
uc

h 
ov

er
 th

e 
[i

de
al

 w
ei

gh
t y

ou
 a

re
].

 I
 d

on
’t

 c
al

l i
t o

be
si

ty
 b

ec
au

se
 I

 th
in

k 
it’

s 
go

t a
 p

ej
or

at
iv

e 
im

pl
ic

at
io

n 
fo

r 
a 

lo
t o

f 
pe

op
le

. T
he

y 
do

n’
t l

ik
e 

it.
”

Surg Obes Relat Dis. Author manuscript; available in PMC 2020 January 28.


	Abstract
	Introduction
	Materials and Methods
	Qualitative Data Analysis

	Results
	Discussion
	Conclusion
	References
	Table 1:

