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Measurements/Main Results: Overall, 12.7% of

Objective: To determine whether women delay or avoid
necessary health

care

because

respondents reported delaying

they are overweight.

or

canceling a physi-

appointment because of weight concerns.
Another 2.6% kept their appointments but refused to
cian

Design: Observational study using a self-administered

be weighed. Only body mass index was significantly
associated with appointment cancellation. The odds
ratio of an obese woman (body mass index in excess of
27) delaying medical care was 3.885 (95% confidence

survey.

Setting: A 250-bed community hospital in La Crosse,
Wis.

interval, 1.509

Participants: All female nurses, nursing assistants, health
unit coordinators, and general psychiatric assistants who
were employed full- or part-time at the community hos-

Obesity

(Arch Fam Med. 1994;3:888-892)

major health

risk in the United States,
yet it is an issue that frus¬
trates physicians and
obese people. Approxi¬

of women are overweight.1
These obese women are at increased risk
of diabetes, hypertension, hypercholesterolemia, orthopedic disorders, and some

mately 35%

malignancies.2

Because of the
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10.274).

Conclusion: Obese women commonly delay health care
because of weight concerns.

pital in July 1992. We received 310 (76%) responses from
409 potential respondents.
is a

to

numerous

health im¬

plications, physicians often discuss weight
issues with obese patients. However, phy¬
sicians are frustrated by their inability to
affect behavior change and are biased against
obese patients.3 In one study,4 reactions of
medical students to moderately obese pa¬
tients ranged from neutral to negative, and
their reactions to the morbidly obese were
uniformly negative. Physicians who were
surveyed described their obese patients as
"weak-willed," "ugly," and "awkward."3
Other health care professionals also have
negative attitudes toward obese patients that
affect their clinical interactions.5
Societal discrimination against obese

people has been demonstrated in hiring

and promotion opportunities, in life in¬
surance, and in everyday social situa¬
tions.6·7 Even children as young as 6 years
old describe silhouettes of obese chil¬
dren as "lazy," "dirty," "stupid," "ugly,"
"cheats," and "liars."8
Patients are also frustrated by their
obesity and perceive the scales as an "en¬
emy."6·9·10 Several studies1·10 have looked
at multiple health behaviors and con¬
firmed that being overweight is often
linked with depression, poor self-esteem,
increased smoking, less exercise, and other
undesirable health behaviors. Obese pa¬
tients often perceive that physicians are bi-^
ased against them.3·5·11 It has been our ex¬
perience that some people delay or avoid
needed health care because of their weight.

SUBJECTS AND

METHODS

This observational study used a self-administered survey
of all female nurses, nursing assistants, health unit coor¬
dinators, and general psychiatric assistants who were em¬
ployed full- or part-time at St Francis Medical Center (La
Crosse, Wis) in July 1992. This medical center is a 250bed, community-based hospital where one of us (C.L.O.)
is

primarily employed.

Department heads distributed the two-page, 15-item
survey to each of their employees. A separate addressed note
card, which identified the respondents by

in¬
the card in

name,

was

cluded with the survey. Respondents dropped
a separate box when returning the survey. This assured ano¬
nymity of survey results, while allowing identification of
respondents and nonrespondents. Return boxes were placed
in all nursing units to facilitate return.
Predistribution publicity about the survey was pro¬
vided through hospital and nursing newsletters. Re¬
minder notices were published 2 weeks after distribution
of the survey in the same newsletters.
The survey collected demographic data on all respon¬
dents: age, highest educational level obtained, and cur¬
rent occupation. All were considered possible confound¬
ing variables. Estimated height and weight were used to
calculate the body mass index (BMI). The BMI is the re¬
spondent's weight (in kilograms) divided by the square of
the respondent's height (in meters). Underweight was de¬
fined as a BMI of less than 20, while desirable BMI was 20

We found only one study that examined the issue di¬
rectly. A Danish study found that fewer men accepted
an invitation to a free health examination if they were
obese.12 The purpose of the present study was to deter¬
mine if women delay or avoid necessary health care be¬
cause

24.9. Mild obesity was a BMI between 25 and 26.9. Those
respondents with a BMI between 27 and 34.9 were classi¬
fied as obese, and those with a BMI of 35 or higher were
classified as very obese.
Using a visual analogue scale, respondents were also
asked about their perception of their body weight, from very
to

they perceive themselves to be overweight.
RESULTS

were distributed in July 1992 to
female nursing service employees. Of these, 310
were returned, for a 76% response rate.
The respondents had a mean age of 39.5 years
(range, 21.5 to 68 years). Eighty-one percent of the

A total of 409 surveys
current

respondents were nurses (registered nurses [n=225]
and licensed practical nurses [n=26]). Almost 80%
had completed college or technical school (Figure I).
Eleven percent (n=35) of respondents were classi¬
fied as mildly obese (BMI, 25 to 26.9). Another 24%

(n=75) were classified as obese (BMI, 27 to 34.9). Four
percent (n=ll) were considered to be very obese (BMI,
>35) (Figure 2).

The mean time since the most recent physician visit
was 6 months (range, 1 day to more than 11 years). The most

underweight to very overweight. Finally, respondents were
asked to assess their level of satisfaction with previous phy¬
sician interaction regarding their weight.
The dependent variable in the study was delayed medi¬
cal care. Respondents were asked if they had postponed

medical care or canceled a medical appointment when their
weight was a factor in the decision.
The survey was validated using a sample of health care
employees at another facility, none of whom were mem¬
bers of the study cohort. All responses were anonymous
and treated as confidential since age, weight, and occupa¬
tion
cent

might identify some respondents.
Data entry was done on a personal computer. Ten per¬
of the data were entered two times to check for accu¬

racy.

Statistical analysis was done using two statistical soft¬
packages (SYSTAT, SYSTAT Corp, Ann Arbor, Mich,
and SAS Logit, Department of Biostatistics, Mayo Clinic,
Rochester, Minn). The proportion of women delaying care
was compared by 2 and trend analyses. The demograph¬
ics of women regarded as obese and nonobese by BMI were
also compared using Student's t test and 2 analysis. Re¬
gression analysis was used to develop models to identify
women who delay medical care.
ware

physician visit was most commonly for a checkup
Papanicolaou smear and pelvic examination (45%
[n=140]), followed by an acute medical problem (28.4%
[n=88]). The mean time from the last pelvic examination
was 1.3 years (range, 5 days to more than 30 years).
Nearly 13% (n=40) of all respondents, and 32%
recent
or

(n=27) of those with a BMI in excess of 27 and 55% (n=6)
of those with a BMI in excess of 35, stated that they had
delayed or canceled physician appointments because they
knew that they would be weighed (Table 1 ). Another
2.6% (n=8) did not delay or cancel appointments but re¬
fused to be weighed at their visit. The most common rea¬
son women gave for delaying a physician visit was em¬
barrassment about their weight (72% [34/47]). Another
large group planned to lose weight before they saw the

physician (63.8% [30/47]) (Figure 3).
Women of greater BMI were more likely to state that
they delayed medical care because of embarrassment about
weight or because they did not want a lecture regarding
their obesity. In the underweight, normal weight, and
mildly obese categories, less than 5% of women listed these

delay medical care. In the obese and very
obese categories, 28% and 55%, respectively, listed these
as reasons for delaying medical care (P<.0001). About
as reasons to

''Explains only 12% of the variability. BMI indicates body mass index.

Figure

1.

Demographics of study participants.

Figure 2. Distribution of body mass index.

Figure 3. Reasons for delaying physician visits.

''Explains only 12% of the variability. BMI indicates body mass index.

* Values in
parentheses
BMI category.

represent the number of respondents in that

\P<.0001.

20% of the obese and very obese said that they delayed
medical care until they lost weight compared with only
5% of all other women (P<.0001).
Using multiple regression analysis, the relative im¬
portance of various factors in the woman's decision to
cancel or delay a physician appointment was assessed.
Models were tested that included age, BMI, educational
level, and the woman's perception of her weight. Only
BMI was statistically significantly correlated with can-

celing an appointment. The addition of other poten¬
tially confounding factors did not improve the ability of
the model to predict canceling an appointment or the co¬
efficient for BMI in the models. Therefore, the simplestmodel proved to be the most useful (Table 2). The odds
ratios for canceling or delaying any physician appoint¬
for various categories of BMI are given in Table 3.
Similar models were tested for association with the
date of the last Papanicolaou smear and pelvic examina¬
tion. Again, only the BMI proved to be statistically sig¬
nificantly associated with delayed medical care. Time since
the last pelvic examination increased with increasing BMI.
Close to 40% of the respondents stated that their phy¬
sician had discussed weight issues with them. Using a viment

ligence test score, educational level, social class, age, and
proximity of residence to the test site.

analogue scale with a ranking from 1 (a very nega¬
experience) to 5 (a very positive experience),
respondents related their feelings regarding the physi¬
cian's conversation about weight. The mean (±SD) value
suai
tive

was3.5±0.9.

Surprisingly, 26% (n=59) of the women with a BMI
of less than 27 said that their physician had discussed
weight issues with them. Such discussions were no more
common among those underweight than those of nor¬
mal weight. However, 68% (n=50) of those women with
a BMI between 27 and 35, and 72% (n=8) of those women
with a BMI greater than 35 had discussions with their
physicians about their weight. The difference was statis¬
tically significant (P<.0001).

Whether women believed that the discussion about
weight was a positive or negative experience ap¬
peared to have little to do with their BMI. About one third
(38 of 117) of all women who had discussed weight is¬
sues with their physician believed that the discussion was
negative. Two thirds (79 of 117) said that it was neutral
to positive. The only significant difference was the group
of women with a BMI between 27 and 35 (seven of eight).
They rated the experience more positive overall (P-C01).
Women's perceptions of their level of obesity from
very underweight to very overweight were associated with
their BMI, as were their level of education and whether
their physician had discussed weight issues and their age.
Older women with a higher BMI, more education, and a
discussion with a physician regarding their weight listed
themselves as more obese.
their

COMMENT

In this study, 12.7% of well-educated, hospital-employed

reported delaying or canceling physician appoint¬
they knew that they would be weighed. An¬
other 2.6% kept their appointments but refused to be
weighed. In our study, BMI alone correlated with delay¬
women

ments because

ing medical care—neither age, education, occupation, nor
for

visit influenced the outcome to a
varies slightly from the results of
This
significant degree.
the study by Sonne-Holm et al.12 While they also found
BMI to be a predictor of health care utilization, they found
other factors important as well. An increasing rate of at¬
tendance at a free health examination was associated not
only with decreasing BMI but also with increasing intelreason

most recent

There are some limitations to the present study. The
survey response rate of 76% was excellent. However, there
were 99 nonrespondents. The nonrespondents were
evenly distributed among the various nursing units of the
hospital, but their similarity to the study group is oth¬
erwise unknown.
Respondents self-reported their height in inches and
weight in pounds. It is likely that many reports were es¬
timations. Since totally precise values were not neces¬
sary for the study, this was not a significant problem.
Responses to the study required recall of past dates and
reasons for office visits. Recall is an obvious source of bias.
Our study population was a homogeneous group of
white, educated nurses in La Crosse. Our results are not nec¬
essarily generalizable to other ethnic, cultural, or socioeconomic groups. Studies on these populations should be done.
Further studies need to look at ways to encourage
obese women to consult their physician for nonemergency health care. Respondents generally felt good about
the discussions physicians had with them about their
weight. This differs from results of other studies that have

We must work to

remove

the barriers that keep obese patients
out of their physicians' offices
shown obese women reporting belittling comments and
universal negative interaction with their physicians.13 It
may be that our respondents' medical background bi¬
ased their perception of their physician interaction.
When prompted by survey questions, the main rea¬
son respondents delayed seeking medical care was embar¬
rassment about their weight. Most also planned to lose weight
before their physician's visit. Is it, then, the actual process
of getting weighed that causes women to delay or cancel
appointments? Does the location of the scale (ie, hallway
vs office vs bathroom) make a difference? Does the person
performing the weigh-in (patient vs nurse vs physician) make
a difference? Is weighing necessary for the average patient?
Obesity can often be assessed by visual inspection. Perhaps
techniques such as bioelectrical impedance measurements
of body composition or skinfold calipers could be clinically
useful and less threatening to obese patients. Do attitudes
of office personnel and physicians need to change before
obese women will be comfortable seeking needed medical
care? These and other questions remain to be answered.
There is obviously considerable emotion generated
this
by topic. As health care providers in a society in which
one of every four adults is obese, we will fail to meet our
goals of health maintenance if a significant percentage
of these obese patients delay seeking medical care. We
must work to remove the barriers that keep obese pa¬
tients out of their physicians' offices.
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Patient

From

my

perspective

as a

Perspective

patient, the article by Olson

et

al1

provides important validation that fat women avoid

physician visits. I believe this means that physician bias, social stigma, and low self-esteem have a deleterious effect
on the availability and effectiveness of health care. The study also provides a springboard from which to reexamine
traditional interactions between the physician and the patient, ie, as long as weight is a primary factor in physician visits,
other health issues will take a backseat.
Health care can be more effectively delivered to the fat female population by removing barriers to using the health care
delivery system. Once these barriers are removed, fat women will be more likely to seek preventive health care, as well as
more timely care for acute conditions, thus mitigating complications that result from delayed care. If physicians were to
acknowledge that dietary and behavioral treatments for obesity are ineffective, thus shifting the goal from thinness to the
goal of health, I believe women would not delay medical care. Fat women deserve no less.
E. Smith
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