
Primary care physician decision-making regarding severe 
obesity treatment and bariatric surgery: A qualitative study

Luke M. Funk, MD MPH1,2, Sally A. Jolles, MA1,2, Caprice C. Greenberg, MD MPH1, 
Margaret L. Schwarze, MD1, Nasia Safdar, MD PhD2,3, Megan A. McVay, PhD4,5, Jeffrey 
C. Whittle, MD6, Matthew L. Maciejewski, PhD5,7, Corrine I. Voils, PhD5,7

1Department of Surgery, Wisconsin Surgical Outcomes Research Program (WiSOR), University 
of Wisconsin-Madison, Madison, WI

2William S. Middleton Veterans Memorial Hospital, Madison, WI

3Department of Medicine, University of Wisconsin-Madison, Madison, WI

4Department of Psychiatry and Behavioral Science, Duke University Medical Center, Durham, NC

5Durham VA Medical Center, Health Services Research & Development, Durham, NC

6Clement J. Zablocki VA Medical Center, Milwaukee, WI

7Department of Medicine, Duke University Medical Center, Durham, NC

Abstract

Background: Less than 1% of severely obese U.S. adults undergo bariatric surgery annually. It is 

critical to understand the factors that contribute to its utilization.

Objectives: To understand how primary care physicians (PCPs) make decisions regarding severe 

obesity treatment and bariatric surgery referral.

Setting: Focus groups with PCPs practicing in a small, medium, and large city in Wisconsin.

Methods: PCPs were asked to discuss prioritization of treatment for a severely obese patient 

with multiple comorbidities and considerations regarding bariatric surgery referral. Focus group 
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sessions were analyzed using a directed approach to content analysis. A taxonomy of consensus 

codes was developed. Code summaries were created and representative quotes identified.

Results: 16 PCPs participated in three focus groups. Four treatment prioritization approaches 

were identified: 1) treat the disease that is easiest to address; 2) treat the disease that is perceived 

as the most dangerous; 3) let the patient set the agenda; and 4) address obesity first because it is 

the common denominator underlying other comorbid conditions. Only the latter approach placed 

emphasis on obesity treatment. Five factors made PCPs hesitant to refer patients for bariatric 

surgery: 1) wanting to “do no harm”; 2) questioning the long-term effectiveness of bariatric 

surgery; 3) limited knowledge about bariatric surgery; 4) not wanting to recommend bariatric 

surgery too early; and 5) not knowing if insurance would cover bariatric surgery.

Conclusions: PCP decision-making regarding severely obese patients seems to under-prioritize 

obesity treatment and overestimate bariatric surgery risks. This could be addressed with PCP 

education and improvements in communication between PCPs and bariatric surgeons.
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Introduction

While overall rates of obesity have stabilized in the U.S. in recent years, the prevalence 

of severe obesity (body mass index [BMI] of 35 kg/m2 or greater) has increased by 70%, 

to 18 million, over the past decade.(1) This increase has resulted in significant costs to 

the U.S. health care system. Although they comprise only 37% of the employed obese 

population (BMI ≥30), individuals with a BMI ≥ 35 generate nearly two-thirds of the 

annual excess costs attributable to obesity among employers, which amounts to more 

than $40 billion per year.(2) Bariatric surgery is the most effective treatment for severe 

obesity. It achieves substantial and sustained weight loss, comorbidity resolution, quality 

of life improvements, and is associated with extended lifespan.(3−5) A systematic review 

indicates that it is cost-effective.(6,7) Every professional society that represents physicians 

who manage severely obese patients – the American College of Cardiology/American Heart 

Association,(8) American Association of Clinical Endocrinologists,(9) The Obesity Society,
(9) American Society for Metabolic and Bariatric Surgery,(9) and the American Academy of 

Family Physicians (AAFP)(10) – recommends bariatric surgery referral and evaluation for 

morbidly obese patients who are felt to be appropriate surgical candidates. Despite these 

data, less than 1% of severely obese U.S. adults undergo bariatric surgery annually.(11)

Given that a relatively small proportion of eligible patients receive bariatric surgery, 

it is critical to understand barriers and facilitators to bariatric surgery utilization. A 

recently published systematic review found that both patients and referring practitioners 

had significant concerns about the outcomes and safety of bariatric surgery, although they 

admitted they had limited knowledge about obesity treatment options in general.(12) Only 

one study included practitioners as participants and did not assess how the providers made 

severe obesity treatment decisions. Rather, it focused on barriers to referral for primary 

care physicians (PCPs).(13) Another study included in the systematic review found that 
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PCP recommendations were identified as an important predictor of whether a patient would 

consider bariatric surgery.(12,14)

To better understand how PCPs make treatment recommendations for their severely obese 

patients, we conducted focus groups with PCPs in Wisconsin. We sought to better 

understand how PCPs prioritize the recommendations made to severely obese patients. 

We also investigated how PCPs approach bariatric surgery as a treatment option and the 

challenges they encounter during the referral process.

Materials and Methods

Study Design and Recruitment

We conducted three focus groups with PCPs who were members of the Wisconsin Research 

& Education Network (WREN), a statewide practice-based research network of 200 primary 

care clinicians and more than 200 researchers.(15,16) Interested clinicians were asked to 

complete a short eligibility survey online. 26 of the 27 clinicians who completed the survey 

met our eligibility criteria: they were M.D.s or D.O.s, managed adult patients (>50% of their 

practice) and had evaluated at least five severely obese patients (BMI >35 or higher) in their 

clinic over the past 6 months. A member of the University of Wisconsin (UW-Madison) 

Survey Center team called all 26 eligible PCPs and invited them to attend upcoming 

focus groups scheduled in Mauston (population 4,423), Madison (population 233,209), and 

Milwaukee (population 594,833).(17)

Focus Group Procedures & Guide

After obtaining written informed consent from participants, a trained moderator facilitated 

discussion using a script with pre-specified questions and discussion topics (Appendix). 

The focus group script followed a questioning route(18) that was guided by our study’s 

primary objectives. Participants were given a clinical vignette describing a severely obese 

(BMI 46) 52 year-old male who was attending his first PCP visit. His comorbidities 

included type 2 diabetes, hypertension, obstructive sleep apnea, and anxiety. He smoked 

1 pack of cigarettes per day. PCPs were asked how they would prioritize treatment of his 

multiple health conditions and when, if ever, they would include bariatric surgery referral 

as a treatment option. The moderator then asked participants to discuss their approach to 

treatment of severe obesity more generally, using open-ended probes to ensure key themes 

were addressed.

Each focus group was approximately 90 minutes. Upon completion of the focus group 

session, participants completed an anonymous questionnaire that included demographic 

questions. All sessions were audio-recorded and transcribed. Each focus group participant 

received $150 upon completion of the focus group session.

Qualitative Data Analysis

Focus group sessions were analyzed using a directed approach to content analysis.(19) 

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

emergent themes. Then, they convened to discuss each coded phrase or idea. This procedure 
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was repeated for each subsequent transcript using the technique of constant comparison, 

ultimately developing a taxonomy of consensus codes.(20) Memos were created to further 

clarify code definitions. ATLAS.ti qualitative data analysis software was used to manage the 

data (ATLAS.ti7, Scientific Software Development; Berlin, Germany). Codes were exported 

and divided to create code summaries and identify representative quotes. Code summaries 

were then aggregated to higher order themes which were discussed and reviewed by LMF, 

SAJ, and CIV.

This study was approved by the UW-Madison Education and Social/Behavioral Science 

Institutional Review Board in March 2014.

Results

Of the 26 eligible PCPs, 17 reported that they were able to attend focus group sessions, of 

which 16 attended (3, 7, and 6 in Madison, Mauston and Milwaukee, respectively). Their 

average age was 45.7 years (+/− 11.3 years). Fifty percent were female, and 94% were 

white.

PCP approaches to prioritizing treatment for severely obese patients (Table 1)

Approach #1: Treat the disease that is easiest to address.—PCPs prioritized 

treatment of diseases that they were comfortable managing and that could be treated with 

specific medications. Treatment of hypertension and diabetes first was often justified with 

this approach. By addressing these conditions, PCPs felt that they were able to establish 

rapport with patients and have some initial treatment success that may set the stage for 

future treatment successes that would require lifestyle changes.

Approach #2: Treat the disease that is perceived as the most dangerous.—
Some PCPs reported that they would initially address certain obesity-related comorbidities, 

such as diabetes or hypertension, because they either presented the most immediate health 

risk or the greatest health risk. Future development of life-threatening conditions such as 

coronary artery disease, heart failure and renal insufficiency were concerns for PCPs who 

used this approach.

Approach #3: Let the patient set the agenda.—Some PCPs let patients decide which 

comorbidity they would like to address first, which empowered patients to take an active role 

in their health. PCPs reported that if patients were not fully invested in the treatment plan, 

then it was unlikely to succeed. Patients rarely focused on obesity treatment initially given 

that the lifestyle and dietary changes needed to achieve sustained weight loss were hard to 

make.

Approach #4: Address obesity first because it is the “common denominator” 
underlying other comorbid conditions.—PCPs who used this approach felt that 

addressing the patient’s obesity would help treat many of the other comorbidities. Without 

obesity treatment, it would be much more difficult to achieve sustained resolution of other 

comorbidities.
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Factors influencing the formation of PCP care plans for obesity (Table 2)

1. Patient acceptance of the treatment plan: PCPs were cognizant of how 

patients perceived and accepted a proposed treatment plan. PCPs felt that making strong 

recommendations for significant weight loss over a short period of time was unlikely to 

be successful and may harm their relationship with the patient. PCPs often recommended 

incremental lifestyle changes for obesity treatmentwhich were positively reinforced during 

subsequent clinic visits. Behavior change strategies included self-monitoring of dietary 

habits and physical activity and making incremental dietary changes.

2. Availability of nurse educators, dieticians, and educational 
materials: Obesity treatment required significant support from additional staff. Nurses 

who specialized in diabetes education and nutritionists who could provide recommendations 

regarding healthy dietary habits were critical, but were not available at all clinics. 

When present, these staff members also followed patients between clinic visits, managed 

medications, and offered education. This helped PCPs overcome a lack of face-to-face time 

with patients. PCPs also used handouts or other educational materials to address limited 

face-to-face time.

3. Considering the severity of obesity and comorbidities: Several PCPs noted 

that reviewing patient BMI and having it listed prominently in the electronic health record 

was helpful in care planning. One PCP remarked that he treated BMI like a vital sign. 

PCPs were less likely to focus on obesity treatment for patients with class I obesity (BMI 

30–34.9). Many PCPs became concerned about obesity treatment for patients with class III 

obesity (BMI ≥ 40) because they felt it was associated with poor long-term health outcomes.

Challenges to implementing PCP care plans (Table 2):

PCPs reported several patient, provider and health system challenges to implementing care 

plans for their obese patients.

1. Patient factors

A. Lower socioeconomic status:  Severely obese patients often had limited flexibility 

with their jobs and fewer financial resources, which made it difficult to incorporate healthy 

eating and physical activity. Lack of family support, such as assistance with child care, 

limited the time for physical activity.

B. Eating as an addiction:  PCPs felt that many obese patients were addicted to calories, 

and they felt the physiologic mechanism was similar to patients with drug or alcohol 

addictions in that eating caused “endorphin highs.” Making sustained dietary changes 

required significant changes in patients’ lives, including the people with whom they spent 

time.

C. Having prior weight loss failures:  Prior weight loss failures undermined patients’ 

confidence in their ability to be successful with future weight loss attempts and, as such, 

were barriers to lifestyle change..
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D. Being in denial or making excuses:  PCPs reported that it was common for patients 

not to take responsibility for their behavior. Inaccurate reporting of food diaries and 

statements regarding lack of time, energy or desire to exercise were common.

E. Limited physical mobility:  Although increased physical activity was often 

recommended by PCPs, severely obese patients had difficulty implementing activity plans 

due to obesity-related pain.

2. Practitioner factor

Feeling ineffective in their ability to help patients lose weight:  Lack of patient success 

frustrated PCPs, which sometimes diminished their enthusiasm to motivate patients to lose 

weight. PCPs often felt uncomfortable making obesity medication recommendations which 

contributed to their feelings of ineffectiveness. Their discomfort with making medication 

recommendations was attributed to their lack of familiarity with obesity medications.

3. Systems factors

A. Poor reimbursement for services:  PCPs were often unsure if they were going to be 

reimbursed for obesity-related counseling and services because weight loss counseling and 

referrals to dieticians were often not covered by insurance. When obesity was listed as a 

primary diagnosis in the progress note, it was harder to get reimbursed for the care provided 

(versus listed diabetes or hypertension as the primary diagnosis).

B. Culture promoting obesity:  PCPs believed that American culture contributed to the 

obesity epidemic by promoting eating for comfort or pleasure. PCPs felt that the food 

industry played a large role in encouraging unhealthy food choices.

Factors influencing bariatric surgery referral (Table 3):

PCPs rarely, if ever, brought up the option of bariatric surgery with patients. One PCP 

remarked, “I don’t bring it up unless people talk to me about it first, because I think I need to 

have that kind of interface before I can even have a discussion about risk. I consider bariatric 

surgery to be risky.” Waiting for patients to broach bariatric surgery originated from five 

factors:

1. Wanting to “do no harm”: PCPs were concerned about the safety of bariatric 

surgery and the risk of complications including poor quality-of-life, re-operations, and 

mortality. They noted a mismatch between the published literature, which characterizes 

bariatric surgery as very safe and their professional experiences and observations. For 

patients with BMIs over 40 but no known obesity-related comorbidities, PCPs felt that 

not recommending bariatric surgery was consistent with “doing no harm.” Despite these 

concerns, there was general consensus that untreated class III obesity was also dangerous.

2. Questioning long-term effectiveness of bariatric surgery: Most PCPs 

believed bariatric surgery was effective in the short-term and cited improvements in quality 

of life and comorbidity resolution. However, they expressed concern that long-term failures 

were common, particularly weight regain or excessive weight loss.
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3. Having limited knowledge about bariatric surgery: PCPs generally did not feel 

confident in their knowledge of bariatric surgery. Most were not sure, for instance, if it was 

routinely performed via an open or laparoscopic approach. There was limited familiarity 

with the most commonly performed bariatric operation in the U.S., laparoscopic vertical 

sleeve gastrectomy.

4. Not wanting to recommend bariatric surgery too early: PCPs wanted to 

recommend dietary (and sometimes medication) changes first to ensure patients were 

“engaged” prior to recommending bariatric surgery. PCPs felt that patients who were 

motivated had the best outcomes, while those who were looking for a “quick fix” or 

primarily cosmetic benefit were less likely to succeed.

5. Not knowing if insurance will cover bariatric surgery: PCPs stated that 

insurance was a major barrier for bariatric surgery referral. PCPs did not want to refer their 

patients for bariatric surgery if the request would ultimately be rejected by the insurance 

company.

Challenges to pursuing bariatric surgery (Table 3):

1. Patient factors

A. Meeting preoperative requirements:  PCPs noted that bariatric programs had rigorous 

pre-operative requirements, including assessments from a health psychologist, nutritionist, 

bariatric surgeon and occasionally medical sub-specialists. Many insurers required several 

months of supervised medical weight loss attempts, and bariatric programs often had a 

weight loss requirement prior to surgery. Dietary changes and other lifestyle changes such 

as smoking cessation and improvements in blood glucose control for patients with diabetes 

were frequently required. While PCPs viewed these requirements as reasonable, they were 

difficult for some patients to meet.

B. Living far from a bariatric surgery program:  Living far from a bariatric surgery 

program presented logistical difficulties due to the multiple visits to the bariatric clinic and 

hospital required to complete their pre-operative evaluations, surgery, and post-operative 

care.

2. Practitioner factor

PCP involvement in post-operative care:  Although many bariatric programs counseled 

patients to follow-up with the bariatric program annually for the rest of their lives, PCPs 

were often involved in the postoperative care. This may include laboratory checks on 

vitamin levels, wound monitoring, and evaluation of abdominal pain. The requirement of 

PCPs to address these issues contributed to hesitancy to refer patients for bariatric surgery.

Discussion

Our PCP participants utilized several different approaches when prioritizing care for 

severely obese patients. Three of the four prioritization approaches placed the emphasis 

on obesity-related comorbidities, but not obesity itself. Obesity was rarely seen as the “most 
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dangerous” disease. Hypertension and diabetes were often perceived as “easier” to treat 

because effective medications could be prescribed.(21) Patients were often not interested 

in addressing their obesity and would usually not “set the agenda” to prioritize obesity 

treatment.

If the PCP and patient decided to treat the patient’s obesity, there were numerous challenges 

from the PCP’s perspective including socioeconomic status challenges, prior weight loss 

failures and limited re-imbursement. These could not be effectively addressed by PCPs in 

clinic, so PCPs frequently felt ineffective in helping their patients lose weight. This finding 

is consistent with a survey by Ferrante, who found that most PCPs felt that treating obesity 

was frustrating and often ineffective.(13)

Many of the concerns expressed by PCPs about bariatric surgery could be addressed through 

education and improved communication with bariatric surgeons and patients. Likewise, 

many of the barriers to bariatric surgery referral cited by our participants, including when 

patients should be referred for bariatric surgery, bariatric program approval criteria, and 

PCP involvement in post-operative care, could be mitigated by improved communication. 

Numerous studies have demonstrated that bariatric surgery is safe and effective.(3,4,22,23) 

There is also strong observational data suggesting that bariatric surgery is beneficial for at 

least 10 to 20 years.(5,24) Increased dissemination of this evidence to PCPs and medical 

trainees may lead to prioritization of obesity treatment. Further, discussions about medical 

and surgical weight management options are warranted early in the course of the patient’s 

disease. Such discussions not only inform patients about the health risks of ongoing obesity, 

but also provide knowledge about risks, benefits, and outcomes of treatments. Decision aids 

that facilitate shared decision-making could help providers optimize care for individuals 

with severe obesity.

Other PCP concerns, such as the long-term effectiveness of bariatric surgery, cannot be 

addressed solely with education and improved communication. Although bariatric surgery 

has been shown to provide a mortality benefit as far as 10 years following surgery,(5) there 

are notable gaps in the literature. Weight loss and comorbidity resolution outcomes greater 

than 10 years after bariatric surgery are poorly reported. Weight regain is a legitimate 

concern, with one study reporting that 37% of patients regained at least 25% of their total 

lost weight at a mean of seven years after gastric bypass.(25) To address these issues, more 

long-term data are needed and our clinical approach to weight regain post-operatively should 

be closely examined.

Further, numerous professional societies such as the American Academy of Family 

Physicians do not endorse or explicitly support bariatric surgery. In their “Diagnosis and 

Management of Obesity” document published in 2013, the AAFP notes that bariatric surgery 

“may be considered in adults who have not achieved weight loss with dietary or other 

treatments.”(10) Given this relatively neutral position, it is not surprising that PCPs may 

not strongly endorse bariatric surgery. However, it is unclear to what extent PCPs are 

aware of the AAFP’s position on bariatric surgery and how that impacts their treatment 

recommendations.

Funk et al. Page 8

Surg Obes Relat Dis. Author manuscript; available in PMC 2021 August 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Establishment of standardized obesity management metrics would also be helpful because 

they would improve our understanding of how severely obese patients are being managed at 

the health system, state and national levels. Analogous to those developed for surveillance 

of surgical quality and safety on a global level, these metrics should be based on simplicity, 

wide applicability, relevance to public health, and minimizing negative consequences of 

measurement.(26) They could incorporate various structure (i.e. number of practitioners), 

process (i.e. number of patients with a BMI recorded; number referred to nutritionist 

or bariatric program) and outcome (i.e. number who underwent bariatric surgery; BMI 

changes over time) measures to assess the quality of medical care provided to a population.
(27) Although groups such as the National Committee for Quality Assurance have 

incorporated components such as BMI measurement into their quality measures,(28) a more 

comprehensive set of measures that include obesity treatment outcomes that are readily 

available to providers, researchers, and policymakers seems warranted.

Our study has several limitations. Given that our approach was qualitative rather than 

quantitative, we cannot infer the prevalence of PCP attitudes about severe obesity care. Our 

results were also limited to areas of discussion that were generated from our interview guide. 

We attempted to minimize the likelihood of missing important topics by combining our 

clinical vignettes with open-ended questions for the providers. Further, although we selected 

PCPs from different practice locations and included equal numbers of men and women, 

more than 90% of our PCPs were white. Thus, our findings may not generalize to physicians 

with other characteristics or with different patient populations. Finally, given that obesity 

care occurs over multiple visits, PCPs may have identified with more than one prioritization 

approach. We did not attempt to quantify how many approaches were endorsed by each PCP.

Conclusions

The current practice environment makes it difficult and frustrating for PCPs to successfully 

medically manage severe obesity. Although PCPs believe that bariatric surgery is effective, 

they have concerns about its long term benefits. Severe obesity care could be substantially 

improved with improvements in communication, PCP and patient education, establishment 

of standardized metrics, and additional research. These are potentially high-impact areas 

from a public health perspective and should be prioritized.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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