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Abstract
Background: Family medicine residents receive limited education on obesity management and obesity bias.
Weight stigmatization is prevalent in primary care providers and trainees, and early mitigation is critical to
optimize patient-centered care. Recent Provider Competencies for the Prevention and Management of Obesity
include obesity bias. This report is intended to Ull a current gap in obesity education for family medicine
residents.
Methods: An interprofessional obesity teaching half day for family medicine residents incorporated the
Provider Competencies and focused on Uve modules that addressed complexities of obesity and its clinical
management. The obesity bias module focused on both explicit and implicit bias, assessment of implicit bias,
preferential language usage, and mitigation strategies. An obesity-simulation empathy suit was available, and a
public health expert described successful obesity care in a patient-centered medical home. Family medicine
residents were surveyed prior to, immediately after the half-day of obesity teaching, and 15 months later.
Results: Survey results indicated 39.3% of residents had no previous biopsychosocial obesity education.
Residents believed the content moderately (68.8%) or mostly (12.5%) impacted their approach to working with
patients with obesity. Residents’ comfort in working with patients with obesity as well as their perceived
understanding of their own biases increased immediately after the intervention and was sustained 15 months
later.
Conclusions: Our results suggest that a half day of obesity teaching can have a positive and sustained impact
on family medicine residents. Additionally, this educational experience allowed for greater individual
awareness building and insight regarding implicit bias. Such education for family medicine residents Ulls an
identiUed gap in obesity education.

Introduction
One in four Americans are projected to have severe obesity within the next 10 years, particularly women, minorities,
and lower socioeconomic cohorts.1 The majority of primary care residents, who will be at the forefront of the obesity
epidemic, are reportedly deUcient in knowledge and counseling skills in obesity.2-4 Limited obesity education in
training contributes to this deUcit.5.6 Weight bias, both explicit and implicit, is highly prevalent in most health
workers, including family medicine physicians and trainees, and can have signiUcant adverse impacts on health
outcomes of patients with obesity.7,8 To optimize patient-centered health care, obesity education and reduction of
weight stigmatization by primary care providers is critical.2-5,9,10
Leading national organizations including the American Academy of Family Physicians and the Society of Teachers

10.22454/PRiMER.2020.525629

1 of 7

of Family Medicine, recently released a seminal set of 10 core Provider Competencies for the Prevention and
Management of Obesity.11 These competencies are grouped into categories that focus on (1) increasing knowledge
about obesity, (2) strategies for incorporating interprofessional care for patients with obesity, and (3) ways to
improve interactions with patients with obesity.11 Within the third category is a speciUc competency that addresses
minimizing obesity bias. This competency includes exploring the personal understanding of weight bias and its
impact on health and well-being, as well as the recognition and mitigation of weight biases in others.11
Published reports of obesity curricula that include obesity bias education in primary care graduate medical
education are scarce.12,13 A few studies on obesity bias are reported for internal medicine residents14,15 and
pediatric residents,16 but no reports speciUcally included family medicine residents. Education about the complex
causes of obesity can reduce explicit bias,13,17,18 while techniques that mitigate implicit bias include personal
implicit bias awareness assessment, empathy-building exercises, and adopting respectful language.12 Having
identiUed a signiUcant gap in the current obesity education of family medicine residents, and based on requests
from our residents, we developed an obesity education curriculum. We adopted a comprehensive approach to the
management of the patient with obesity, from lifestyle interventions to medical and surgical management,
incorporating Provider Competencies surrounding obesity, and obesity bias education.19 We sought to evaluate the
effectiveness of this curriculum.

Methods
The residency program in this Midwestern health science center trains approximately 72 family medicine residents
per year. Each class is comprised of four subinterns (fourth-year medical students who train alongside the Urst-year
family medicine residents), along with eight Air Force, three traditional, one underserved, and seven to eight rural
residents per year. All available residents are required to attend teaching day sessions. In most cases, a signiUcant
portion of the residents cannot attend due to rotation commitments, personal leave, or other extenuating
circumstances. Of the 33 house oecers (HO) who attended the half day of obesity teaching (18 HO-I, 7 HO-II, 6 HOIII and two subinterns), 28 completed the survey. While attendance was mandatory, participation in the research
portion was voluntary. The interprofessional curriculum presented by an obesity medicine specialist, a clinical
psychologist, a pharmacist, and a public health professor, consisted of Uve modules and ended with a grand rounds
presentation (Table 1). Each of the modules addressed several of the 10 Provider Competencies for the Prevention
and Management of Obesity.
The Urst module provided an introduction to etiology of obesity and the basics of nutrition, macronutrients, diets,
and dietary patterns. Information came from the Centers for Disease Control and Prevention's Overweight and
Obesity web page and Krause's Food & the Nutrition Care Process, 14th Edition.20,21 The second module integrated
interactive learning components to address both implicit and explicit obesity bias and its impact on health care.
Participants completed the web-based Harvard Implicit Association Test (IAT)22 for weight bias to assess personal
implicit bias. Explicit bias was assessed using a validated Feeling Thermometer.23 Presenters also discussed the
use of preferential, patient-Urst language, along with mitigation strategies for obesity bias. Residents could volunteer
to wear an obesity simulation empathy suit, which simulates the size of a 600-pound person. They were encouraged
to move around their environment while wearing the suit and to complete everyday activities such as bending down,
moving through doorways, and sitting in various types of chairs.
The third module addressed the complex etiology of obesity along with an overview of the clinical management of
obesity.24 This session included the genetic and environmental causes of obesity and the limited role of personal
choice with the intent of mitigating explicit bias. Review of the comprehensive management of obesity consisted of
lifestyle, pharmacological, and surgical evidence-based guidelines.25,26
The fourth and Ufth modules described the pharmacological and surgical interventions for obesity, their eecacy, and
their limitations.27,28 The half day of obesity teaching concluded with a grand rounds discussing the implementation
of obesity care in a patient-centered medical home, presented by the chair of the Health Promotions Department
from the College of Public Health.
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We searched the literature for a validated survey for the evaluation of similar obesity modules. Of the sparse results
generated, many were extensively long, did not include implicit or explicit bias, or were diecult to administer in a
brief time.5,29 Therefore the researchers developed two questions to assess participants’ comfort levels in caring
for patients with obesity and their understanding of their own obesity biases. We administered these questions
before and after the half day of obesity teaching, and 15 months later. Prior to the half day of obesity teaching,
participants were asked about previous education on managing patients with obesity. We did not collect identiUers
and results could not be matched across time. We analyzed surveys using SPSS v 24.0 software. The University of
Nebraska Institutional Review Board approved the study as exempt from review.

Results
Prior to the half day of obesity teaching, 39.3% of the residents (n=11) reported no previous biopsychosocial obesity
education. Routine teaching-day evaluations indicated that the program was well received and comparable to other
topics presented during the academic year. Comfort and bias understanding results from the presurvey (n=28),
immediate postsurvey (n=16), and 15-month follow-up survey (n=16) are summarized in Table 2. In order to maintain
anonymity, identiUers were not collected, so surveys could not be matched across time points.
Between groups analyses of variance revealed that the level of comfort in working with patients with obesity
improved signiUcantly from baseline to both the immediate postassessment (Time 2) and the 15-month follow-up
(Time 3; Table 2; P<.001). While comfort level increased from Time 2 to Time 3, this increase was not statistically
signiUcant. Similarly, respondents' perceived understanding of their own biases improved signiUcantly from baseline
to both the immediate and 15-month follow-ups (P=.002). Immediately after the workshop, the majority of
respondents indicated that the educational content would moderately (68.8%) or mostly (12.5%) impact their
approach to working with patients with obesity.

Discussion
This half day of obesity teaching, that included obesity bias impact and mitigation, is the Urst reported for family
medicine residents to incorporate the recent Provider Competencies for the Prevention and Management of Obesity.
With 39% of residents reporting no prior obesity education, we addressed a signiUcant gap in our current curricula.
Within the framework of a half day of obesity teaching, we introduced education about caring for patients with
obesity and understanding explicit and implicit obesity bias.
Previous studies have shown that targeted interventions can address stereotyping and communication skills,18 and
our survey results support these Undings. Results of our study suggest that residents' personal understanding and
awareness of their own biases, as well as their comfort level in working with patients with obesity, improved as a
result of the education.
A strength of our study was the involvement of faculty from multiple professions, providing participants with several
perspectives on obesity care. We addressed comprehensive care of the patient with obesity, including explicit and
implicit bias considerations, which have not been described in other reports for resident education. Incorporation of
the Provider Competencies will improve residents’ readiness to understand and appreciate the complexities of
obesity care and to begin to mitigate bias when working with patients with obesity. The use of an obesity simulation
empathy suit was relective of a patient-centered approach and encouraged audience engagement.29 In addition, we
developed all instructional materials from web-based and readily available evidence-based resources, allowing for
easy reproducibility.
Further steps could consist of incorporating a skills-based curriculum, simulating patient encounters, capturing
clinical outcome measures, and developing other structured educational opportunities. Participant learning should
be assessed. Activities could include role modeling and developing lessons focused on treating complex patients
and building empathy.9,17,31,32 Not all family medicine programs have local resources available, but national
organizations are producing educational material that could be used by faculty teachers to cover this deUcit (Table
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1). Individual programs can develop curricula that relect their speciUc needs. Our intervention was targeted to adult
obesity and did not include children or adolescents; future education should include updated pediatric obesity
guidelines.
The Provider Competencies can now guide comprehensive obesity education to reinforce and ensure the best care
for patients with obesity. Our curriculum can serve as a template for the introduction and development of
educational materials of this emerging topic into family medicine residency education.
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