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Abstract

Objectives: Despite increased awareness of obesity-related health risks and myriad treatment options, obesity still affects
more than one-third of persons in the United States and is a substantial public health problem. Studies show that physicians play
a key role in obesity prevention and treatment. The objective of this study was to examine the extent to which obesity is
diagnosed and treated at the level of patient-physician interaction.

Methods: We used data from the National Ambulatory Medical Care Survey (NAMCS), a nationally representative data set of
US physician office visits. We estimated the number of obesity diagnoses and prescriptions of weight-loss management
solutions (exercise counseling, diet counseling, or weight-loss drugs) in clinical practice from 1996 through 2014. We also
calculated rates of obesity diagnosis and compared these rates with national rates of obesity based on body mass index data
from the Behavioral Risk Factor Surveillance System (BRFSS) for the same period.

Results: The estimated number of weight gain—related physician office visits increased from 2.3 million in 1996 to a peak of 7.6
million in 2012, and then fell to 4.5 million in 2014. National estimates of obesity diagnoses resulting from physician office visits
ranged from 7.1 million in 1996 to 12.7 million in 2014 and substantially outnumbered the estimates for weight gain—related
physician office visits throughout the study period. Estimates of exercise counseling and diet counseling and weight-loss
medication prescriptions resulting from physician office visits fluctuated over time but never exceeded obesity diagnoses.
When compared with national rates of obesity from the BRFSS, rates of obesity diagnoses resulting from physician office visits
were substantially lower in the NAMCS (17%-30% vs |1%). National trends for weight-loss medication prescriptions closely
mirrored those of weight gain—related physician office visits, even though fluctuations were substantial.

Conclusions: Our results suggest that obesity is largely underdiagnosed and undertreated in clinical encounters. Future
studies should investigate the structural changes needed to better engage physicians in obesity prevention and care. Practi-
tioners should also reflect on their biases in treating obesity as a chronic disease.
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The prevention and treatment of obesity is a public health
priority in the United States." During 2013-2014, an esti-
mated 70.6% of US adults aged >20 had excess weight or
obesity (ie, had body mass index [BMI] >25 kg/m? to
40 kg/m?), and 7.7% had extreme obesity (ie, BMI >40
kg/m?).? Obesity is associated with increased mortality and
serious comorbidities, including type 2 diabetes mellitus, car-
diovascular disease, stroke, and some types of cancer.'>"
Annual costs related to obesity are about $147 billion.®
Despite increased recognition, research, and myriad avail-
able treatments, obesity rates among adults aged >20 have
steadily increased in the United States during the past
4 decades, from 15% in 1976-1980 to 34% in 2007-2008

and to 39.6% in 2015-2016.”® By 2030, approximately half
of the US population may have obesity.’ Although effec-
tively addressing this public health problem will require
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comprehensive efforts from multiple stakeholders (eg, public
health agencies, communities, and individuals), studies show
that physicians play an important role.'®"'? Physician-
initiated obesity screenings, counseling, and interventions
are linked to improved weight and health outcomes.'> How-
ever, even with widespread recognition among medical pro-
fessionals that obesity is a disease, tools for prevention and
treatment appear to be underused in the clinic encounter.''
We hypothesize that the incomplete medicalization of obe-
sity at the level of patient-physician interaction—in other
words, the disconnection between the conceptualization of
obesity as a disease and its treatment—is one factor that
contributes to the growth and persistence of obesity as a
public health problem.

Medicalization is the process whereby nonmedical con-
cerns become described, accepted, and treated as medical
problems with medical solutions.'*'* The effects of medica-
lization on individual health and public health may be largely
positive (eg, decreased maternal mortality)'” or negative (eg,
overuse of expensive, potentially harmful medical technolo-
gies), but most medicalization processes result in both pos-
itive and negative effects.'® The medicalization process has 3
levels: (1) conceptual (medical definitions are created and
used), (2) institutional (disease conceptualizations are codi-
fied), and (3) interactional (patient-physician interaction).'?
These levels are mutually influential. For example, changes
in institutional policy may affect conceptualizations of dis-
ease and the patient-physician interaction.'”

Fully medicalized disorders (eg, epilepsy, diabetes) are legit-
imized at all 3 levels: conceptual, institutional, and interactional.
Other disorders are incompletely medicalized, with medicaliza-
tion occurring at only 1 or 2 levels. For example, although diag-
nostic codes for internet addiction do not exist, internet addiction
is treated with behavioral and pharmaceutical interventions'*
and, thus, is an example of incomplete medicalization.'®

Obesity is another example of an incompletely medicalized
disorder. Obesity has evolved from a descriptor of physical
corpulence and/or a moral failing'® to a chronic illness with
many negative health effects.?® In 2013, the American Med-
ical Association officially declared obesity a disease.”!

Previously, however, multiple institutions (eg, US Food and
Drug Administration, National Institutes of Health, the Centers
for Disease Control and Prevention) framed obesity as a dis-
ease”! (ie, a biological malfunction linked to multiple patholo-
gical outcomes) that is measurable via standardized BMI
cutoffs. Obesity’s reconceptualization and institutional stake-
holder buy-in are cited as important for the medicalization of
obesity at the conceptual and institutional levels, which has
resulted in insurance coverage for some obesity treatments.>!

Current obesity treatment options include surgery, beha-
vior modification, and pharmacotherapy. These treatments,
as well as physician screening and counseling, may have
positive effects on the patient.''?*** Patients advised by
their physicians to engage in weight-related behavior mod-
ification show more confidence and motivation to make diet-
ary changes and increase their physical activity levels.>

According to a US Preventive Services Task Force assess-
ment, screening for obesity and/or referring adults to inten-
sive behavioral interventions have minimal risk and are
associated with improvements in weight status and obesity-
related comorbidities.'? Multifaceted behavioral interventions
(eg, diet, behavioral strategies, and physical activity) com-
bined with long-term intensive clinician contact are even more
effective than interventions targeting a single health beha-
vior.?? In addition, behavioral interventions in combination
with pharmacotherapy can result in weight loss and improved
physiological outcomes.** Although pharmacotherapy options
are limited and may have undesirable side effects (eg, head-
ache, nausea, gastrointestinal side effects), when prescribed
with lifestyle interventions, weight-loss medications approved
for long-term use produce additional weight loss ranging from
3% to 9% of initial weight.** Even modest (5%-10%) reduc-
tions in weight are associated with improvements in fasting
plasma glucose, systolic and diastolic blood pressure, and
plasma lipid profiles.*®

Despite medicalization at the conceptual and institutional
levels and evidence of effective counseling and treatment
options, obesity may be underdiagnosed and undertreated
in clinical settings.?’° A study published in 2017 found that
among patients with obesity, the rate of weight counseling
during primary care visits had decreased by 10% from 1995-
1996 to 2007-2008, despite rising obesity prevalence and
awareness of the health harms of obesity.>* An evaluation
of a large US primary care database found that only 20% of
patients with obesity were given an obesity diagnosis, and
only 40% received an obesity management plan.®' Further-
more, in comparison with the proportion of Americans who
were obese, in 2011, only an estimated 1.2% of US adults
(2.74 million) were taking weight-loss medication.** Subop-
timal obesity management in primary care prompts questions
about where the disconnection between the national recom-
mendations and policies to improve obesity management and
the patient-physician interaction may occur. Further medica-
lization of obesity at the patient-physician interaction level
has risks, including increased expenditures and pharmaceu-
tical side effects; however, obesity experts indicate that the
benefits outweigh the risks.>*-*

We analyzed quantitative trends in obesity-related physi-
cian office visits to explore the degree to which obesity was
diagnosed and treated as a medical problem at the level of the
patient-physician interaction. We used nationally represen-
tative data from 1996-2014 to compare population estimates
of obesity prevalence against trends in physician office visits
due to weight gain and physician office visits that resulted in
obesity diagnoses, weight-loss drug prescriptions, diet coun-
seling, and exercise counseling. For medicalized conditions,
the number of diagnoses and treatments typically outpace the
rate at which an ailment is listed as a reason for a physician
office visit, signaling that the condition is conceptualized by
physicians as a commonplace pathology of concern (medi-
calized at the conceptual level), and preexisting diagnostic
codes and/or treatments are available (medicalized at the



Ciciurkaite et al

conceptual and institutional levels).'® Alternately, lack of
medicalization or incomplete medicalization would be
reflected in (1) higher rates of obesity as a reason for a
physician office visit relative to the rates of diagnoses and
treatments and/or (2) higher rates of obesity reflected in
epidemiological data relative to the rates of diagnoses and
treatments emerging from physician office visits.

Methods

Sample

We used data from the National Ambulatory Medical Care
Survey (NAMCS),* a nationally representative study of
physician office visits conducted by the National Center for
Health Statistics. The NAMCS collects data on health care
use during patient visits to non—federally funded, commu-
nity, and office-based physician practices across the United
States. The NAMCS uses a multistate probability sampling
design, which consists of sampling from primary sampling
units (eg, counties), physicians within primary sampling
units, and patients within physician practices. Each year, a
randomly selected sample of physicians is assigned to a
1-week reporting period. Visits are randomly selected from
the patient visit list. About 30 patient record survey forms are
completed during the assigned week by the physician, office
staff members, or US Census Bureau representatives.
Recorded data include patient demographic characteristics,
reason for visit, diagnosis, and treatment. We used 1996-
2014 visit-level data for patients aged >18. Publicly available
data were de-identified; as such, this study was considered
exempt from review by the University of Kentucky and Utah
State University institutional review boards.

Measures

We created and assessed 5 binary measures based on coded or
write-in responses to the patient record forms: (1) obesity
diagnosis, (2) weight gain as reason for visit, (3) weight-loss
drug prescriptions given, (4) exercise counseling ordered, and
(5) diet counseling ordered. In 2012, the NAMCS replaced the
pen-and-paper data collection mode with computer-assisted
data collection about the reason for patient visits, diagnoses,
and medications prescribed. In addition, community health
centers were excluded starting in 2012; to maintain consis-
tency during the period of analysis, we removed those obser-
vations from the 1996-2011 survey years.

Obesity diagnosis. NAMCS allows up to 3 diagnoses to be
recorded in the patient record. Using International Classifi-
cation of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM)*® codes, we defined obesity diagnosis as a
result of any physician office visit in which 1 of the diag-
noses recorded was 278.00 (obesity) or 278.01 (morbid
[severe] obesity).

Weight gain—related physician office visit. NAMCS provides up
to 3 reasons for visit classifications per physician office visit,
based on the patient’s motivation for seeking care. We
defined a weight gain—related physician office visit as any
visit that was assigned a reason for visit code of 1040.00
(patient report of “fat pads,” “fatty deposits,” “obesity,”
“overweight,” or “too fat” as reason for visit).

Weight-loss drug prescriptions. From 1996 through 2002, phy-
sicians, office staff members, or US Census Bureau repre-
sentatives recorded up to 6 types of medications in the
patient medical chart that were prescribed as an outcome
of the physician office visit. From 2003 through 2011, they
listed up to 8 medications; during 2012-2013, they listed up
to 10 medications; and in 2014, they listed up to 30 medica-
tions. Because the average number of medications prescribed
did not vary from 2003 to 2014, we did not limit the number
of medications that we included in the analyses. We analyzed
the following medications approved by the US Food and
Drug Administration for weight loss: benzphetamine, dex-
fenfluramine, diethylpropion, fenfluramine, mazindol, orli-
stat, phendimetrazine, phentermine, and sibutramine. Data
on new agents, including bupropion/naltrexone, liraglutide,
lorcaserin, and phentermine/topiramate, were not available.

Exercise and diet counseling. Physicians, office staff members,
or US Census Bureau representatives also recorded in the
patient medical chart whether diet or exercise counseling was
ordered at the time of the patient visit.

Statistical Analysis

We performed all analyses by using Stata release 14, treat-
ing patient visit as a unit of analysis. To evaluate the extent to
which the process of medicalization was taking place at the
level of patient-physician interaction, we generated national
estimates (in millions) of physician office visits annually.
We also estimated physician office visits with weight gain
listed as a reason for visit and 4 potential outcomes of health
care provider visits: obesity diagnosis, weight-loss drug pre-
scriptions, diet counseling, and exercise counseling. We cal-
culated the mean for each outcome and multiplied it by the
subpopulation size for each year of the study period. We
calculated standard errors for all results and reported 95%
confidence intervals (Cls) from 1996 through 2014. We used
sample weights provided by the NAMCS to account for the
complex sampling design. We compared our estimated num-
bers with the numbers based on national BMI data from the
Behavioral Risk Factor Surveillance System ( 1996-2014).%8
We also ran a series of bivariate linear regression analyses
using NAMCS data to test the direction and significance of
the associations between the outcomes of interest and time.
Specifically, we regressed national estimates of each out-
come on year, such that the regression coefficients (slopes)
reflected the average annual change in the outcome during
the 19-year period.
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Table. National estimates of all physician office visits, weight gain—related physician office visits, obesity diagnoses, prescriptions for weight-
loss drugs, diet counseling ordered, and exercise counseling ordered as the result of physician office visits, National Ambulatory Medical

Care Survey, United States, 1996-2014°

Estimated
Estimated Estimated Estimated Estimated Diet Exercise
No. of Weight Gain- Obesity Weight-Loss Drug Counseling Counseling
Physician Estimated Related Diagnoses as the Prescriptions as  Ordered as the Ordered as the
Office Physician Physician Result of the Result of Result of Result of
Visits in Office Office Visits, Physician Office  Physician Office  Physician Office  Physician Office
the Visits, No. No. (95% CI) Visits, No. (95% Visits, No. (95% Visits, No. (95% Visits, No. (95%
Year Sample in Millions in Millions Cl) in Millions® Cl) in Millions Cl) in Millions Cl) in Millions
1996 29805 7345 2.3 (1.5-3.1) 7.1 (4.8-9.4) 4.1 (2.2-6.0) — 1.7 (1.4-2.0)
1997 24715 787.4 5.5 (2.3-7.8) 11.2 (7.3-15.1) 6.0 (3.2-8.8) — 1.7 (0.7-2.7)
1998 23339 829.3 3.3 (1.8-48) 84 (49-11.9) 3.8 (0.6-7.0) 2.0 (1.5-2.5) 1.7 (1.0-2.4)
1999 20760 756.7 2.9 (1.9-3.9) 7.2 (5.5-8.9) 2.3 (1.4-3.2) 2.0 (1.6-2.4) 1.6 (1.2-2.0)
2000 27369 823.5 2.6 (1.7-3.5) 9.3(74-11.2) 1.8 (1.0-2.6) 1.2 (0.8-1.6) 1.0 (0.6-1.4)
2001 24281 880.5 3.4 (2.2-4.6) 8.1 (6.1-10.1) 2.2 (1.1-3.3) 2.0 (1.5-2.5) 1.3 (0.7-1.9)
2002 28738 890.0 6.1 (1.9-10.3) 10.7 (6.4-15.0) 3.8 (0.1-7.5) 4.3 (2.9-5.7) 3.6 (1.7-5.5)
2003 25288 906.0 3.6 (2.3-4.9) 11.4 (6.6-16.2) 4.4 (0.2-8.6) 2.6 (2.1-3.1) 1.8 (1.3-2.3)
2004 25286 910.9 2.3 (1.5-3.1) 10.1 (7.1-13.1) 1.1 (0.4-1.8) 1.3 (0.9-1.7) 0.9 (0.5-1.3)
2005 25665 963.6 3.7 (1.7-5.7) 11.3 (8.3-14.3) 3.2 (0-6.5) 2.5 (1.9-3.1) 2.3 (1.8-2.8)
2006 29392 902.0 3.7 (2.0-5.4) 7.5 (5.4-9.6) 1.9 (0.6-3.2) 2.0 (1.2-2.8) 1.3 (0.4-2.2)
2007 32778 994.3 4.6 (2.0-7.2) 10.8 (7.7-13.9) 7.1 (3.4-10.8) 2.7 (1.9-3.5) 1.7 (0.9-2.5)
2008 28741 956.0 3.1 (2.0-4.2) 8.6 (6.0-11.2) 4.8 (2.0-7.6) 1.2 (0.6-1.8) 0.9 (0.4,1.4)
2009 32281 1037.8 3.1 (1.8-4.4) 8.1 (5.7-10.5) 2.1 (1.1-3.1) 1.8 (1.2-2.4) 1.4 (0.7-2.1)
2010 31229 1008.8 4.3 (1.6-7.0) 10.3 (6.5-14.1) 5.2 (0.7-9.7) 2.3 (1.6-3.0) 1.5 (0.5-2.5)
2011 30827 987.0 7.1 (0.5-13.7) 10.4 (6.6-14.2) 3.6 (2.1-5.1) 4.9 (3.1-6.7) 4.0 (2.4-5.6)
2012 76330 928.6 3.7 (2.7-4.7) 10.8 (9.1-12.5) 2.6 (1.7-3.5) 1.4 (0.8-2.0) I.1 (0.6-1.6)
2013 54873 922.6 3.2 (2.3-4.1) 11.2 (9.5-12.9) 2.9 (2.1-3.7) 1.4 (1.0-1.8) I.1 (0.6-1.6)
2014 45710 884.7 4.5 (2.4-6.6) 12.7 (9.6-15.8) 2.8 (2.1-3.5) 2.3 (1.2-3.4) 2.0 (0.8-3.2)

National Ambulatory Medical Care Survey data are collected by the National Center for Health Statistics.>®
PSignificant upward trend demonstrated by bivariate linear regression of national estimate for outcome of interest on year.

Results

The estimated number of weight gain—related physician
office visits increased from 2.3 million in 1996 to 4.5
million in 2014. The estimated number of physician office
visits resulting in a diagnosis of obesity ranged from 7.1
million in 1996 to 12.7 million in 2014 and substantially
outnumbered the estimates for weight gain—related physi-
cian office visits during the study period (Table, Figure
1). The significant positive trend for physician office vis-
its resulting in obesity diagnoses was confirmed by the
bivariate linear regression analysis (B = 143378, P =
.03). We observed no significant trend for other outcomes
(Table).

The national estimate for physician office visits resulting
in at least 1 weight-loss drug prescription increased from
4.1 million in 1996 to 6.0 million in 1997. However, the
estimated number of prescriptions decreased substantially
in 1998 to 3.8 million, remained in the 1.0-4.0 million pre-
scription range until 2007, increased to 7.1 million in 2007,
and then declined again during subsequent years to 2.8
million prescriptions in 2014 (Table, Figure 1). National
estimates for physician office visits resulting in orders for
exercise counseling and diet counseling paralleled trends in

weight gain—related physician office visits, although no
consistent pattern emerged. For example, the national esti-
mates for diet counseling were 2 million in 1998 and 2.3
million in 2014.

We also calculated rates for all outcomes of interest
among all physician office visits recorded in the NAMCS
data set during 1996-2014. In 1996, estimated weight
gain—related physician office visits accounted for approx-
imately 0.3% of all visits (Figure 2). This rate peaked at
0.7% of physician office visits in 1997 and was 0.5% of
all physician office visits in 2014. Rates of estimated diet
counseling ordered ranged from 0% to 0.5% during the
study period. Rates of estimated exercise counseling
ordered were also low, ranging from 0.2% to 0.4%. Rates
of estimated physician office visits resulting in at least 1
weight-loss drug prescription ordered varied throughout
the period, with a high of 0.8% in 1997 and a low of
0.1% in 2004.

Rates of physician office visits resulting in obesity diag-
noses during the study period remained at around 1% (Figure
2, Figure 3). In comparison, we noted a stable increase in
population estimates of obesity rates based on the Behavioral
Risk Factor Surveillance System data, from about 15% in
1996 to about 30% in 2014 (Figure 3).
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Figure |. National estimates of weight gain—related physician office visits, obesity diagnoses, prescriptions for weight-loss drugs, diet
counseling ordered, and exercise counseling ordered as the result of physician office visits, National Ambulatory Medical Care Survey, United

States, 1996-2014.3°
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Figure 2. Estimated percentage of weight gain—related physician office visits, obesity diagnoses, prescriptions for weight-loss drugs, diet
counseling ordered, and exercise counseling ordered as the result of physician office visits (calculated by dividing national estimates for each
outcome of interest by national estimates of physician office visits for all reasons for each year of the study period), National Ambulatory

Medical Care Survey, United States, 1996-2014.%

Discussion

Analyses of NAMCS data during a 19-year period suggest
that medicalization of obesity is only partially occurring.
During the study period, we observed a positive and signif-
icant slope over time for NAMCS physician office visits
resulting in obesity diagnoses. However, the rates of physi-
cian office visits resulting in obesity diagnoses remained

fairly low, at around 1% each year. Estimates of obesity
diagnoses resulting from physician office visits, as well as
associated obesity-related outcomes, were lower than
expected when compared with national prevalence rates of
obesity recorded in the BRFSS. These results suggest that
obesity is underdiagnosed and undertreated in clinical
settings.
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Figure 3. Estimated percentage of physician office visits resulting in
obesity diagnoses among National Ambulatory Medical Care Survey
(NAMCS) participants aged > 18 (calculated by dividing national
estimates for the number of physician office visits in which | of 3
recorded diagnoses was obesity by national estimates of physician
office visits for all reasons for each year of the study period) and
national estimates for obesity based on body mass index among
adults aged > 18 from the Behavioral Risk Factor Surveillance Sys-
tem (BRFSS) (calculated as the number of persons with body mass
index >30 kg/m? divided by all participants who answered the
question about height and weight), United States, 1996-2014. Data
sources: National Center for Health Statistics®> and BRFSS.3®

Although NAMCS data do not explain why the medicaliza-
tion of obesity was incomplete at the patient-physician inter-
action level, research suggests causal factors from both
practitioner and patient perspectives. Physicians’ reluctance
to recognize obesity as a chronic disease and to prescribe
obesity treatments is well-documented.?®***! Reluctance
stems from many factors, including widespread obesity stigma
among health care professionals,”** inadequate training on
how to best address weight management,*>*® fears of or frus-
tration with patient noncompliance,*® perceptions of obesity
treatment as ineffective,’ lack of teaching materials for
patients,*” lack of infrastructure support and places to refer
patients,so substantial time constraints,”! and, importantly,
lack of payment by insurance companies for weight-related
counseling and care.**>'* Furthermore, physicians may be
reluctant to offer pharmaceutical and behavioral weight-loss
solutions because of the mixed evidence of their success and
health risks associated with drug therapy and dieting cycles.”>”
38 From the patient perspective, mistrust and fear of medical
professionals’ judgment impede their desire to ask for and
comply with treatment.** Persons who are obese frequently
face unsolicited advice, harsh stereotypes, and lack of empa-
thy from medical professionals.*** Patients may also avoid

clinical settings where lack of accommodation (eg, accessible
seating, larger gowns) causes acute embarrassment.** Fears of
previous, unsafe weight-loss medications also may linger.*’
Most patients with obesity have tried multiple weight-loss
strategies and require practitioners who are committed to
empathetically addressing the complex psychosocial factors
related to obesity.>’

Health care practitioners must be educated in topics that
lead to effective counseling (eg, actionable nutritional
topics)®! and in the delivery of compassionate, antistigmatiz-
ing care.*® Perceived practitioner bias may cause patients
harm,’® including avoidance of physician office visits.®? The
Obesity Society®® suggests modeling bias-free interactions to
colleagues and offering patients concrete advice (eg, “Let’s
discuss starting an exercise program”). Insurance companies
should support these endeavors via coverage for weight-
reduction counseling and treatments.**

To bridge the gap between the clinical encounter and
public health, physicians may wish to adapt techniques used
to treat tobacco dependence, such as providing long-term
follow-up, encouraging self-monitoring, and assessing
patients’ readiness for change.'®!'" Understanding patients’
weight-loss expectations and definitions of “success” is also
important; evidence suggests that patients with more modest
rather than ambitious weight-loss goals have better out-
comes, and patients may not realize that a 5%-10% reduction
in body weight is linked to positive health outcomes."'

Individually focused dietary and physical activity changes
need to be supported by changes in the personal environment
(eg, home, work, community),'® food production practices
(eg, restricting sugar in processed foods), and environmental
policies (eg, enhancing access to public transportation). Out-
side of clinical practice, physicians could advocate for
community-level solutions, such as city plans that reduce
automobile use and promote access to walking and cycling. '’
However, similar to physician involvement in addressing
tobacco dependence, involvement in public health interven-
tions does not preclude physicians from tackling health
issues individually with patients.

No medicalization process is universally positive, and fur-
ther medicalizing obesity may have negative effects, including
burdensome medical expenditures, labeling patients as “sick”
even if they are not interested in losing weight,®> and the psy-
chological toll associated with failed weight-loss efforts. Nev-
ertheless, obesity experts have concluded that the benefits of
medicalizing obesity far outweigh the risks.>*** One potential
benefit, observed in other medicalized conditions,*®®’ is that
increased physician treatment of obesity may prompt the phar-
maceutical industry to invest in new and better drugs and influ-
ence the US Food and Drug Administration to approve them.®®

Limitations

This study had several limitations. First, the NAMCS did not
gauge the use of over-the-counter therapies and bariatric
surgery, the latter of which is now considered the most
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effective method of achieving sustained weight loss.®®"°

Second, nonphysician health care providers (eg, physician
assistants, nurse practitioners) play an important role in obe-
sity screening and management, but the NAMCS did not
provide data on these providers until 2012, thereby limiting
their generalizability to only certain types of health care
providers. Third, because NAMCS provides data on a max-
imum of 3 diagnoses, it is possible that in some cases obesity
was not recorded, which may have affected our findings.
Fourth, the cross-sectional sampling frame of the NAMCS
and use of a visit rather than a patient as a unit of observation
was a limitation. It is plausible, although unlikely given the
1-week data collection time frame, that more than 1 visit was
recorded for the same patient. Moreover, because of the
design of the NAMCS, it is possible that some patients who
saw their physicians more frequently than other patients
received an obesity diagnosis or counseling at a clinical
encounter not captured by the survey. Therefore, our esti-
mates for obesity diagnosis might be downwardly biased.
Overcoming the limitations of the 1-week sampling frame
might be resolved through direct examination of patients or
patient records.>>’> Nonetheless, our conclusions are in line
with other published studies.*>!"!

Finally, the reporting instrument was revised in 2012 to
include write-in responses for several items related to this
investigation. Verification of the trends reported by other
studies that used different data sources, however, increased
our confidence in the reliability of the data reported before
and after the revisions.”>”*

Strengths

Our study provides recent national statistics on the diagnosis
and management of obesity in clinical settings. The study
also corroborates research indicating that obese patients are
not receiving adequate medical solutions for weight loss and
maintenance.”' In addition, it identifies important gaps in
the diagnosis and treatment of an acknowledged epidemic.
The incomplete medicalization of obesity at the level of
patient-physician interaction may serve to perpetuate both
poor health outcomes and accompanying stigma. Findings
from this study suggest the need to better address obesity
management in the context of the physician office visit, on
the part of physicians and patients. This study also extends
beyond previous medicalization analyses by highlighting
the disconnection between conceptualization and practice
and emphasizing the potential positive effects of full med-
icalization of obesity.

Conclusions

Today, more than 70% of persons in the United States have
excess weight (overweight) or obesity.® Stemming this epi-
demic will require a multipronged effort that supports both
individual-level changes and macro-level changes. Physi-
cians are an important and instrumental force in addressing

obesity prevention and management. In addition to contend-
ing with structural constraints and patient resistance to
change, practitioners must work to interrogate their own
biases and implement techniques (eg, assessing patient readi-
ness for change) that may enhance patient successes.**
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