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Abstract 

Background  

Primary care practitioners (PCP) have a vital role in patient weight management.  This study 

investigates knowledge, attitudes and practice of UK PCPs regarding patient weight 

management.   

Methods 

A cross-sectional questionnaire assessed PCP perceived knowledge, self-reported practice, 

attitudes towards overweight/obesity and actual knowledge regarding overweight and obesity 

management. Practitioners from NE Scotland were invited to participate.  

Results 

Participants comprised 107 PCPs. Most participants viewed management of overweight and 

obesity as core to their roles and 75% reported discussing weight with overweight/obese 

patients.  Management techniques included discussion and advice provision. Behavioural 

change techniques (BCT) were reported infrequently, despite perceptions that patients lacked 

motivation to lose weight. A quarter of participants reported lack of training and a third 

reported inadequate skills to manage overweight/obese patients. Mean percent correct for 

knowledge questions was approximately 53%.  Barriers to patient weight management 

included lack of specialists for referral and limited time.  

Conclusions 

This study confirmed a primary care role in managing weight in overweight/obese patients. 

Our finding that most participants reported discussing weight with their overweight or obese 



patients is unsupported by previously published research, however a more comprehensive 

sample of practitioners is required to scrutinise this disparity. Incongruence exists between 

practitioners’ perceptions of difficulties associated with patient weight loss and the tools they 

use to address them. Inclusion of training in BCT, the provision of weight care specialists, or 

referral on to commercial weight loss organisations may provide more effective pathways for 

PCPs to assist weight loss for overweight/obese patients in primary care.  

 

  



Introduction 

Obesity and overweight have reached epidemic proportions worldwide [1]. Along-side 

significant economic implications [2], obesity increases the risk for co-morbidities including 

diabetes [3], cancer [4, 5], hypertension [6], respiratory diseases [7], musculoskeletal 

disorders [8] and poor mental health [9]. In Scotland, 65% of adults were overweight in 2014, 

and  28% of adults were obese [10], presenting a significant public health issue in Scotland.  

Approaches for treating obesity include dietary [11], physical activity (World Health [12], 

educational and psychological intervention such as behavioural change programmes [13]. 

Behavioural Change Theories (BCTs) are a collection of theories which provide a basis for 

interventions to promote behavioural change and have been successfully applied to numerous 

health behaviours, including weight loss [14-16]. Key components of behavioural change 

techniques for the management of weight [17] include goal setting, stimulus control, self-

monitoring [18].  Recent evidence from a meta-analysis investigating the association between 

the use of interventions based on BCT, behaviour change and weight loss in patients 

diagnosed with type 2 diabetes has shown that BCT-based interventions use are associated 

with a reduction in body mass index [19], supporting a role for BCT in weight management. 

Current guidelines from the Scottish Intercollegiate Guidelines Network (SIGN) [20] and the 

National Institute for Health and Care Excellence (NICE) [21] stipulate routine patient 

screening for obesity, with dietary and physical activity recommendations to patients who are 

overweight or obese. Primary care practitioners are well placed to employ such guidelines 

using a patient-centred approach due to regular patient contact [20].  

Primary care led weight management can be effective in reducing patient weight, but for this 

to arise communication about weight between the practitioner and patient must occur.  Good 

doctor-patient communication is associated with improved patient health [22] and should be 



used to facilitate discussion on patient weight management, weight loss and prevention of 

obesity [23, 24]. However, primary care practitioner (PCPs) are often reluctant to approach 

weight management with their patients [25, 26], due to fear of upsetting their patients [27], 

lack of perceived skills [28], beliefs that overweight patients lack self-efficacy to lose weight 

[29] and uncertainty about their role in providing this kind of aid to patients [30]. This 

reluctance to discuss weight is supported by data from a recent observational study in 

Scotland which found that discussion about weight was raised in 25% of General Practitioner 

(GP) consultations with overweight or obese patients [31].  In other data, less than 50% of 

Spanish primary care practitioners reported assessing weight during a routine consultation 

with patients new to the Practice[32, 33], supporting earlier evidence in the USA. These data 

suggest that the self-reported apparent reluctance of primary HCPs to discuss weight with 

overweight/obese patients translates into limited clinical management of patient weight, at 

least for GPs. To our knowledge there are no UK based  studies examining PCP practitioner 

knowledge comprehensively together with practitioner attitudes and beliefs.   

The aim of this study, therefore, was to examine current knowledge alongside attitudes and 

reported practice of UK GPs and practice nurses (PNs) towards patient weight management, 

to gain insight into current UK primary care practice for patient weight management. Specific 

research questions were: 

• Do primary care practitioners (PCP) have the knowledge and reported skills to 

manage patient weight loss?  

• What are the attitudes of PCPs towards providing weight management advice? 

• Do PCPs report routinely discussing weight management with patients? 

• What methods do PCPs report using to assess patient overweight and obesity? 



• What tools/techniques do PCPs report using when advising patients about weight 

management?  

 

Methods 

Participants and setting 

Practising GPs and PNs from NHS Fife and Tayside in NE Scotland were invited to 

participate in the study. A two-phase recruitment method was employed. Phase 1: 127 

Practices were identified from NHS Fife and Tayside websites. Practice managers were 

invited to distribute a link to the online questionnaire, or printed versions, to the GPs and PNs 

in their Practice. Phase 2: the online link to the questionnaire was emailed directly to 412 GPs 

from a further 80 unrepresented NHS practices in Fife and Tayside via the Scottish Primary 

Care Research Network.  Following difficulties in recruitment, participants in phase 2 were 

offered a £10 honorarium for their participation, this was ethically approved. 

 

Measures 

A review of the literature revealed that current questionnaires within the research literature 

did not comprehensively measure all of the components we wished to address and 

additionally did not test knowledge.  The Communication on Overweight and Obesity Project 

(CO-OP) questionnaire (75 items) was developed by our team from a review of the published 

literature to measure: i) demographics, ii) knowledge regarding weight management, iii) 

attitudes towards overweight/obese individuals, iv) perceptions of responsibility for weight 

management, v) approaches used with patients for weight management, vi) perceived barriers 



to weight management in primary care. Items were included from several published 

questionnaires (of which one was  validated[34]) [35-38]and additional new questions were 

developed by the research team following a review of the literature. 

 

Demographics  

Partcicipants were asked to report their age, gender, role (GP, PN), length of time in current 

profession, Practice postcode, height, weight and specific training (in nutrition, obesity, 

behaviour change, physical activity) as an undergraduate, postgraduate or as part of 

continuous professional development. 

 

Knowledge about overweight and obesity 

Partcicipants were asked to provide free text answers to questions relating to current 

prevalence of overweight and obesity in Scotland, BMI cut-offs for overweight and obesity, 

recommended daily calorie intake, recommended daily physical activity levels, current SIGN 

weight management recommendations [20], weight loss required to produce significant 

health benefits, and the use of waist circumference as a measure of obesity.  

 

Attitudes to overweight/obese individuals and perceptions of responsibility  

Sixteen items assessed GPs and PNs’ attitudes towards overweight individuals and 

perceptions of their role in patient weight management [34-38]. Some statements regarding a 

particular health professions role were repeated to examine both GP and PN roles. Responses 



for items were made on a four point Likert scale (strongly disagree, rather disagree, rather 

agree, strongly agree). Eight additional items were developed by the authors to gain a more 

comprehensive insight into PCP attitudes.  

 

Current practice and barriers in patient weight management  

Twenty-two statements regarding obesity management techniques were obtained from 

previously used questionnaires [34-38]. Three additional questions on current practice were 

developed by the authors (see  Appendix Table ). Participants responded to these items on a 

four-point Likert scale (never/rarely, sometimes, often, always/almost always). Barriers to 

discussing patient weight management were assessed using five questions [35, 38]. Three 

additional questions were added following a review of the literature (See $ in Table 5). The 

questionnaire was reviewed by four individuals (including one GP) who all provided 

feedback on content, length and clarity. The questionnaire is available as a supplementary 

file. 

Data analysis 

Statistical analysis was conducted using IBM SPSS Statistics 21 [39]. Self-report data were 

examined by frequency counts. Means and standard deviations (SD) were calculated for 

appropriate measures. Due to the low number of PN participants, data were analysed as a 

combined sample. 

Ethical statement 



This study was approved by the Teaching and Research Ethics Committee, University of St 

Andrews (MD1000) and NHS Fife and Tayside Research and Development departments 

(NRS13/GH73) 

 

Results  

Sample 

A total of 707 practitioners were invited to participate in the study (295 phase 1, 412 phase 

2). Of 131 questionnaires returned (response rate = 18.5%), 24 were excluded (incomplete 

data). The final sample of 107 participants (51 from phase 1, 56 from phase 2) represented 68 

practices; of these, 14 did not provide a full post code and could not be allocated to a practice. 

Nearly 80% (n=85) of respondents completed the questionnaire online.  The sample 

comprised 93 GPs and 14 PNs. Demographic data are shown in Table 1.  

<Insert table 1 here> 

 

Do PCPs have obesity-related knowledge? 

Table 2 presents data relating to individual assessed knowledge questions.  Just under a half 

of participants (47.0%) incorrectly estimated the prevalence of overweight and obesity within 

Scotland. Most participants (75.7%) correctly reported the BMI value at which a patient 

would be classed as obese; fewer (60.7%) knew at what BMI a patient would be considered 

overweight. Most participants (79.4%) acknowledged waist circumference as a ‘reasonable 

measure’ of obesity [20]. Very few (16.8%) were aware of the three components 



recommended in a weight management programme [20].  The mean percent correct value for 

all knowledge questions was 53.4% for participants.   

<Insert table 2 here> 

Attitudes towards providing weight management advice to patients  

Most respondents agreed that both GPs and PNs had an essential role in identifying and 

treating overweight/obese patients (Table 3). Over half of PCPs found treating 

overweight/obese patients professionally gratifying. However, most participants (72.9%) 

reported experiencing barriers to treating overweight/obese patients. Approximately 50% of 

respondents perceived that only a small percentage of overweight/obese patients can lose 

weight and maintain the loss. Likewise, 59.8% of participants perceived it was difficult for 

overweight/obese patients to lose weight despite being supported. Most respondents thought 

that they should attempt to treat overweight/obese patients themselves, rather than refer on.  

 

PCPs own weight was viewed as important: most respondents agreed that GPs and PNs 

should be role models for their patients and that PCPs own weight affected how patients view 

the advice provided by them (71%) (Table 3).  Of the sample, 35.6% of PCPs were 

categorised as overweight (Table 1).  

<Insert table 3 here> 

Current practice in weight management 

Current methods to assess patient overweight/obesity are summarised in Table 4. BMI was 

the most commonly used tool for assessment of overweight/obesity. Waist-to-hip ratio and 



waist circumference were infrequently used, despite 79.4% of participants acknowledging 

waist circumference as a ‘reasonable measure’ of obesity.  

<Insert table 4 here> 

More than 80% of respondents reported that they ‘often’ or ‘always or almost always’ discuss 

weight with overweight/obese patients (Appendix Table). Discussing the health risks of 

overweight and obesity was also reported as common practice. PCPs reported frequently 

giving advice (more exercise, fewer calories, keeping a food diary). Motivational 

interviewing or other BCT were reported as used infrequently by participants (30.9%). 

Referral to a dietician, bariatric surgery, cognitive behavioural therapy and counselling were 

infrequently reported (Appendix Table).  

Perceived barriers to weight management 

Lack of knowledge of obesity and related conditions was reported as a barrier to weight 

management by a small proportion of participants (13.1%).  Around a quarter of participants 

(26.2%) reported they lacked training to manage overweight/obese patients. Similarly, 29.9% 

of participants reported they lacked skills to deal with overweight/obese patients (Table 5).  

<Insert table 5 here> 

Respondents reported barriers to treating overweight/obese patients including a lack of time 

in appointments, a shortage of speciality staff to refer to (e.g. dieticians, psychologists) and 

lack of patient motivation to change (Table 5).  

 

Discussion 



In this study, we assessed the perceived knowledge, attitudes and practice of UK General 

Practitioners (GPs) and Practice Nurses (PNs) for patient weight management alongside 

actual knowledge. Weight management discussion with overweight and obese patients was 

perceived as a core component of both GP and PN roles by PCPs in this study. Only a quarter 

of participants reported lack of training as a barrier experienced while treating overweight 

and obese patients, whilst only a third reported lack of skills as a barrier, whereas the mean 

correct obesity knowledge score was low, at around 50%. These data suggest respondents 

perceived themselves as more efficacious in their practice than our assessment of their 

knowledge level would suggest. Reported practice focussed on provision of informational 

type advice despite participants acknowledging that patients did not lack knowledge but 

lacked motivation. Barriers to weight management discussions reported included lack of time 

within consultations and lack of specialist staff to refer on to. 

 

Knowledge and skills  

A perceived lack of training and skills has been found in previous studies of primary 

healthcare professionals in the UK and other countries, particularly when considering obese 

patients as compared with overweight patients [34, 35, 37, 40, 41] . A perceived lack of 

training was less prevalent in our sample than some other European countries, for example, in 

France, where 80% of GPs who responded to a survey acknowledged they needed more 

training, particularly in the areas of nutrition and behavioural therapy [37] to assist them in 

treating overweight and obesity.  However, whilst fewer participants perceived they lacked 

knowledge relating to obesity compared to those reporting a lack of training or skills, the 

results from the assessment of participant knowledge in this questionnaire indicated 

inaccurate knowledge. This lack of knowledge was specific to weight loss, such as 



recommended daily calorie intake for men, physical activity guidelines, the percentage body 

weight loss for significant health benefit and the components of weight management 

programmes as suggested by SIGN guidelines [20]. In a previous study in Scotland, 45.6% of 

GP respondents and 32.1% of PN respondents reported having read the SIGN guidelines for 

weight management, however that study did not assess knowledge of the content of the 

guidelines [42]. A lack of knowledge of the content of guidelines for obesity management 

was found by Bocquier and colleagues in French primary care physicians [37], thus the 

results in the current study are not unusual. However, it would seem that whilst health 

professionals in the Bocquier study recognised there was a gap in skills training [37], there 

seems to be an unrecognised gap in knowledge relating to weight loss and weight 

management advice in our data.   

Attitudes towards providing advice to patients regarding weight management 

In our study PCPs believed that it was their role to treat overweight and obese patients 

themselves and similar findings have been recently reported elsewhere [43], but this finding 

contrasts with the results of Peters, Chisholm and Hart [30] who found uncertainty in a 

sample of doctors and nurses about their role in providing this kind of aid to patients.  

Most participants reported that they sometimes or often advised overweight or obese patients 

to utilise commercial weight loss organisations.  Primary care led weight management, 

specifically communication based interventions can be effective in reducing patient weight 

and in increasing patient confidence for losing weight [24, 44]. However, programs which are 

delivered as a partnership between practitioner and an external body, such as a commercial 

weight loss organisation, are generally regarded as both effective and cost effective for 

reducing weight and weight related co-morbidities compared with standard (GP led only)  

programs [45, 46].    



Despite strong acknowledgement of their role in treating obesity, 60% of PCPs participants 

found it professionally rewarding. Similar findings have been reported previously in studies 

of GPs in the UK and in other countries [35, 47]. Given that there is an increasing expectation 

for PCPs to provide weight management advice [48, 49]  this is heartening, however our 

results relating to knowledge of weight management best practice suggest additional training 

in weight management would be beneficial.  

Most participants in this study reported no reluctance in mentioning weight due to a fear of 

making patients uncomfortable. This contrasts with previous research which found that one 

of the reasons for the lack of weight discussion in consultations was a fear of upsetting 

patients [27]. This perhaps indicates a shift in attitudes, such that raising weight as a topic for 

discussion with overweight and obese patients is no longer a taboo [43].  Recent evidence 

from a brief intervention for obesity in primary care in the UK showed that patients found the 

intervention appropriate, [50], additionally qualitative research examining patients views on 

health professionals discussing weight, reported patients would welcome such discussion 

[51], suggesting practitioners should be less concerned about upsetting patients by 

mentioning weight.  In our study, a large proportion of participants thought that a health 

professionals’ own weight affects how patients view the advice provided by them. Primary 

care nurses have previously been found to be aware of their own body size in relation to 

discussing weight with overweight or obese patients [28]. In that study PNs with a low body 

mass index were concerned about appearing un-empathetic, whilst PNs who were overweight 

were concerned about being poor role models [28]. The current data does not separate these 

two potentially different viewpoints (although the majority of participants recognised that 

PCPs should try to maintain a healthy weight and be a good role model, despite an 

overweight prevalence of more than one third), but do highlight that healthcare professionals 



are sensitive to the effect their own weight may have on how overweight or obese patients 

receive their attempts to discuss weight.    

 

Current practice in weight management 

NICE guidelines [21] stipulate that BMI along with waist circumference should be used to 

measure overweight status in adults, and that clinical judgement should be applied when 

deciding when to measure this. In line with these guidelines, BMI was the most commonly 

reported method of assessing patient weight by participants in the current study, whilst waist 

circumference was infrequently used. However, we found that around 40% of participants did 

not know the BMI at which a patient would be classified as overweight. This is concerning 

because it presents a missed opportunity for the identification of overweight individuals, and 

for initiating discussion of weight management with them.  

More than three quarters of participants reported ‘often’ or ‘always or almost always’ 

discussing weight with overweight or obese patients, mirroring previous self-report data in 

the UK and in other countries [23, 24, 52]. In contrast to these data, direct observational 

studies have shown that weight discussion with overweight and obese patients is not routine 

within primary care practice in NE Scotland [31, 53].  A recent small observational study of 

GP practice identified that weight was discussed in only 25% of primary care consultations 

with overweight or obese patients [31]. Thus, discordance exists between self-reported 

practice and observed practice regarding weight management discussions for overweight and 

obese patients in the same geographical area.   

Giving advice on lifestyle changes was the most commonly reported approach to treating 

overweight and obese patients by participants, with less than a third reporting use of 



motivational interviewing or BCT often or almost always. Educational approaches alone, 

such as provision of lifestyle advice, for weight management have been found to be less 

effective than psychoeducational approaches [54], thus advising alone is unlikely to instigate 

behavioural change [24].  BCTs, such as motivational interviewing, have been shown to be 

effective for predicting weight loss in overweight patients.  In our study around half of 

participants reported they had experienced postgraduate behavioural change training, fewer 

reported such training at the undergraduate level. The majority of participants believed that 

most overweight and obese patients knew the health risks of being overweight or obese but 

were not motivated to change their lifestyles.  There appeared to be an acknowledgement 

amongst practitioners that patients were knowledgeable and that the difficulty in losing 

weight often lay with a lack of patient motivation, a perception reflected in a number of other 

studies [34, 35, 37].  In our study participants more commonly reported using approaches 

generally regarded as ineffective for patient weight loss, rather than using efficacious BCT, 

potenitally reinforcing beliefs about the difficulty of patient weight loss. Such views may be 

self-perpetuating, as was found previously in a study in the USA where patients responded 

negatively to GPs’ negative attitudes about weight loss, which then reinforced the GPs’ 

attitude [55]. Thus, participants perceived overweight and obese patients to lack the 

motivation rather than the knowledge to lose weight, although they relied on the provision of 

advice as a technique to manage weight in their overweight and obese patients. Our data 

highlight a gap in training for primary healthcare professionals, either in the undergraduate or 

postgraduate realm relating to behavioural change techniques. 

A barrier to the treatment of overweight and obesity reported by the majority of respondents 

was lack of time within consultations. This result contrasts with those found by Campbell and 

colleagues in their study of Australian GPs, where only 6% of participants reported lack of 

time within a consultation as being a barrier to managing overweight or obesity [35] , perhaps 



reflecting differences within the primary healthcare systems in the two different countries.  A 

shortage of specialty staff to refer overweight and obese patients on to was another barrier to 

successful patient weight loss. A desire for specialist healthcare professionals whom primary 

care health professionals can refer overweight and obese patients to for weight loss advice 

and support has been noted previously in Scotland [42]. Recent evidence suggests that the 

referral pathway for patients is not uniform across Scotland possibly a reflection of the 

considerable variation in service provision across health boards [56]. Studies in other areas of 

the UK report reasonable referral rates to various specialists, such as commercial 

organisations and dieticians [34], whilst a study of Australian GPs reported that 65% of 

participants ‘normally’ referred patients to other healthcare professionals for weight 

management [35].   Resolution of these perceived barriers (lack of time, lack of specialty 

referral staff) could include an dedicated specialist within primary care practices [43] with 

specific training in obesity and BCT such as motivational interviewing for weight 

management, using standardized definitions for interventions [57]. This could enable targeted 

discussions regarding patient weight (which are currently not reflected), enhanced patient 

motivation and best practice in weight management. Additionally, a potential other solution 

would be through a partnership with commercial weight loss organisations.  

Limitations 

There are several limitations to the results reported in this study. Firstly, the response rate 

was relatively low, particularly amongst PNs, confirming that this is a challenging group to 

engage. However, a good age range was achieved within the sample. Female GPs were over-

represented in this sample generally (58% of the GP sample), however in Fife and Tayside 

NHS Health boards, the percentage of female GPS in 2014 was 54%, therefore the current 

sample was an appropriate reflection of the local context. Respondents from the Tayside 



region were also underrepresented. Additionally, the sample is self-selecting and is likely 

therefore to be biased toward participants with an interest in this field. Disparities between 

self-reported and actual behaviour have been highlighted in this report and we recognise that 

a much more comprehensive sample of practitioners is required to examine this possible 

disparity more closely.  

Conclusions 

This study confirmed a primary care practitioner role in managing weight in overweight and 

obese patients with the majority of participants reporting frequently discussing weight with 

such patients, a frequency unsupported by observational data [31].  This discrepancy should 

be further examined on a larger scale. Additionally, PCP knowledge scores suggest obesity 

related education should be augmented within PCPs. This study also highlighted an 

inconsistency between PCP perceptions of why overweight and obese patients find it difficult 

to lose weight and the tools PCPs report employing to address patient weight management. 

The inclusion of training in psychological interventions based upon BCT, and encouragement 

of their use by PCPs, may help to achieve concordance between practitioner beliefs and their 

selected weight management techniques, which may be beneficial for practice.  Alternatively, 

the provision of weight care specialists or referral on to commercial weight loss organisations 

may provide more effective paths to weight management and weight loss for overweight and 

obese patients in primary care.  
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Table 1: Demographic characteristics of participants. 

 
Survey n (%) (n=107)  

 

GPs (n=93) PNs (n=14) 
Total Sample 
(n = 107) 

Health Board 
   

Fife 43 (40.2) 8 (7.5) 51 (47.7) 
Tayside 39 (36.5) 3 (2.8) 42 (39.3) 
Did not state 11 (10.3) 3 (2.8) 14 (13) 
    

Age (years) 
   

18-24 0 0 0  
25-34 19 (17.8) 1 (0.9) 20 (11.8) 
35-44 31 (29) 3 (2.8) 34 (31.8) 
45-54 32 (29.9) 9 (8.4) 41 (38.3) 
55-64 11 (10.3) 1 (0.9) 12 (11.2) 

 
   

Sex    

Male 39 (36.4) 0 39 (36.4) 
Female 54 (50.5) 14 (13.1) 68 (63.6) 

    

BMI     

Underweight (<18.5) 0  0 0  
Normal weight (18.5 - 24.9) 56 (52.3) 5 (4.7) 61 (57) 
Overweight (25 – 30) 22 (20.6) 8 (7.5) 30 (28.1) 
Obese ( > 30) 8 (7.5) 0 8 (7.5)  
Not provided 7 (6.5) 1 (0.9) 8 (7.5) 
    

Training at undergraduate level 
   

Nutrition 33 (30.8) 5 (4.7) 38 (35.5) 
Obesity 26 (24.3) 4 (3.7) 30 (28) 
Behaviour change 22 (20.6) 4 (3.7) 26 (24.3) 
Physical activity 18 (16.8) 3 (2.8) 21 (19.6) 
    

Training at postgraduate 
level/continuous professional 
development  

  

 

Nutrition 24 (22.4) 1 (0.9) 25 (23.3) 
Obesity 47 (43.9) 1 (0.9) 48 (44.8) 
Behaviour change 52 (48.6) 3 (2.8) 55 (51.4) 
Physical activity  34 (31.8) 0 34 (31.8) 

 



Table 2: PCP participant knowledge of obesity and related conditions. 

Question Total Sample (%) 

% of adult Scottish society overweight and obese 46 (43.0) 
% of adult Scottish society obese 28 (26.2) 
Calories per day for healthy weight: women 71 (66.4) 
Calories per day for healthy weight: men 62 (57.9) 
BMI overweight 65 (60.7) 
BMI obese 81 (75.7) 
Recommended physical activity for healthy weight 67 (62.6) 
SIGN guidelines for weight management programme 18 (16.8) 
% bodyweight loss for significant health benefit 39 (36.4) 
Waist circumference as a measure of obesity                         85 (79.4) 

 



Table 3: PCP participant attitudes towards overweight and obese patients and the role of primary care 

health professionals in the treatment of overweight and obesity.  

        Agreed (Rather agree / Strongly agree) 
 

 Total sample n (%) 
 
Primary care in the treatment of overweight and obesity 

 

Practice nurses have an essential role in identifying and treating 
overweight and obese patients** 

95 (88.8) 

GPs have an essential role in identifying and treating overweight 
and obese patients** 

89 (83.2) 

Treating overweight and obese patients is professionally gratifying 64 (59.8) 
I feel well prepared to manage overweight and obese patients 58 (54.2) 
GPs' time would be best spent in this area by preventing 
overweight and obesity in the first place 

44 (41.1) 

Obesity is a disease 46 (43.0) 
Practice nurses' time would be best spent in this area by preventing 
overweight and obesity in the first place 

42 (39.3) 

I do not like treating overweight or obese patients**  26 (24.3) 
Treatment for weight loss should be offered only to adults who are 
obese (not overweight) 

26 (24.3) 

I don’t believe that I can have any effect on patients’ ability to lose 
weight**  

11 (10.3) 

Overweight and obese patients are usually quite motivated about 
lifestyle change 

10 (9.3) 

I would only offer advice regarding weight control when a patient 
requests it 

9 (8.4) 

 
Difficulties of weight loss 

 

It is very difficult for overweight and obese patients to lose weight, 
no matter what support they are given** 

64 (59.8) 

Only a small percentage of overweight and obese patients can lose 
weight and maintain this loss 

51 (47.7) 

GPs' role is to refer overweight and obese patients to other 
professionals rather than attempt to treat them themselves 

21 (19.6) 

Practice nurses' role is to refer overweight and obese patients to 
other professionals rather than attempt to treat them themselves 

18 (16.8) 

 
Impacts of health professionals weight  

 

I feel my own weight affects how my overweight/obese patients 
view my advice** 

76 (71.0) 

GPs should be role models and maintain normal weight 75 (70.1) 
Practice nurses should be role models and maintain normal weight 68 (63.6) 

 
Attitudes towards overweight patients 

 

Most overweight and obese patients are well aware of the health 
risks of obesity 

68 (63.6) 

I do not experience any barriers to treating overweight and obese 
patients** 

29 (27.1) 

I am reluctant to mention weight as I don’t want to make patients 
feel uncomfortable** 

21 (19.6) 

 
Weight loss and health 

 

Normal weight is important for health 104 (97.2) 
For overweight and obese patients, even small weight loss can 
produce health benefits 

102 (95.3) 

**. Eight additional items developed by the investigators to gain a more comprehensive insight into health professional 
attitudes and beliefs. 



Table 4: Diagnosis methods for determining whether patients were overweight or obese reported by PCP 

participants. 

  Responses n (%)  

Diagnosis methods 
Never or 

rarely Sometimes Often 

Always or 
almost 
always 

Not stated 

Weight without 
reference to height 

57 (53.3) 36 (33.6) 14 (13.1) 0 0 

BMI 0 5 (4.7) 38 (35.5) 63 (58.9) 1 (0.9) 
Waist/hips ratio 81 (75.7) 24 (22.4) 1 (0.9) 1 (0.9) 0 
Waist circumference 57 (53.3) 36 (33.6) 11 (10.3) 3 (2.8) 0 
Comparison with ideal 
weight 

15 (14.0) 43 (40.2) 41 (38.3) 6 (5.6) 2 (1.9) 

Appearance 28 (26.2) 39 (36.4) 32 (29.9) 8 (7.5) 0 

 
 



Table 5: Frequency of PCP reported barriers experienced whilst treating overweight and obese 
patients. 

 

 Experienced often or 
almost always 

 
Barrier Total Sample n (%) 

Lack of time in appointments 84 (78.5) 
Shortage of specialty staff to refer to 78 (72.9) 
Lack of patient motivation to lose weight or change eating habits 79 (73.8) 
Lack of clinical priority $ 42 (39.3) 
Lack of skills $ 32 (29.9) 
Lack of training 28 (26.2) 
Lack of knowledge 14 (13.1) 
Lack of confidence in myself as a role model $ 7 (6.5) 

$ Additional barriers added following review of the recent literature. 
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