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Doctors’ advice to overweight patients
concerning healthy lifestyles
Mikael Rahmqvist

Abstract
Background : The physician has an important role that involves informing patients about the bene� ts of a healthy lifestyle.
Objective: The aim was to estimate the proportion of patients who received advice about exercise and:or eating habits in
primary health care (PHC) and hospital health care (HHC) in 1991 and 1995. A further aim was to explore the patient
characteristics in the group that was given advice.
Design : Subjects were 4890 respondents to a mail-distributed questionnaire who had paid at least one visit to a doctor in PHC
or HHC within the last 12 months.
Results : In PHC about 20% of the overweight patients received advice in 1991 and 1995, while in HHC the percentage
receiving advice increased from 19% to 28%. Patients background characteristics could not explain this difference in trends.
Male patients received more advice in both PHC and HHC, and this could not be explained by factors such as education,
health or lifestyle factors, e.g. exercise and smoking.
Conclusion : The results suggest that there is room for more doctors’ advice about eating habits and exercise, especially for
female patients and patients in primary health care.
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Introduction
Overweight is associated with an increased risk for
a number of diseases and disabilities (1, 2). Obesity
is associated with an increased risk for over 45
different disorders (3). Many bene� ts can be
derived from curbing or reducing the prevalence of
overweight in the population. Quality of life is
strongly associated with personal weight, and it has
been suggested that individuals of normal weight
suffer from less psychological stress than those who
are obese (4). Life years can be saved if the preva-
lence of obesity is curbed or reduced (5). There are
also large potential savings in terms of direct and
indirect costs (5, 6). Owing to the increasing preva-
lence of obesity in Sweden as well as in most other
Western societies (7, 8) and the accelerating trend
towards increased obesity in several age groups (9),
there is an urgent need for a broad approach in
dealing with these problems.

The physician has an important role here involv-
ing ongoing discussions with patients about
healthy lifestyles (10). A representative sample of
Swedish doctors con� rmed that they considered
health promotion to be an important part of their
professional activities (11). Of 1700 doctors, 27%
totally agreed and 60% partially agreed that the

most important action they can take to keep a
patient healthy is to ‘‘try to in� uence the patient’s
lifestyle’’. The doctor’s prominent position in the
� eld of prevention is of great interest, and the
present study is an attempt to quantify such ac-
tions with patients’ self-reported data.

The aim of this study was to investigate how
frequently doctors in primary health care (PHC)
and hospital health care (HHC) gave advice to
overweight patients about exercise and healthy eat-
ing habits and if the advice affected the patient’s
lifestyle. The primary question was whether the
increased prevalence of overweight during the pe-
riod under study was accompanied by more fre-
quent advice from doctors about related lifestyles.
Another question concerned whether there were
any differences in patient characteristics in the
group that was given advice about healthy lifestyles
between PHC and HHC.

Material and methods

Design and data co llection
A repeated cross-sectional survey about health and
health care was used in this paper. The data col-
lected in 1991 constituted the baseline with which
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the data collected in 1995 were compared. The
total sample population, aged 16–74 years, in-
cluded 284000 people. About 6600 people were
randomly selected from this total population regis-
ter in 1991, and 7300 were randomly selected
in 1995. The sample can be considered as repre-
sentative of the population of the county of
OÈ stergötland.

The response rates for complete forms were very
similar in the two surveys. The male population
had a 64% response rate for both years, which is
signi� cantly lower than the 72% response rate for
females. There were no differences in response
rates between the two years. The overall response
rate each year was around 68%.

The patients were asked whether the doctor had
given them any advice about exercise or eating
habits at their last visit to PHC or HHC within the
past 12 months. The question was asked for pri-
mary care and hospital settings, respectively.

G roup classi� cation
All patients included in the study reported their
weight and height in the questionnaire, and body
mass index (BMI) was then calculated as weight
(kg):height (m2). A BMI over 25 for men and over
24 for women is here considered as overweight. A
BMI over 30 for men and over 29 for women is
considered as obesity. This classi� cation of relative
weight groups is close to the World Health Organi-
zation (WHO) classi� cation that was used by the
Swedish National board of Health and Welfare up
to 1997 (with the difference for women where a
BMI\23.8 was considered as overweight and a
BMI\28.6 indicated obesity) (12). In later studies
the WHO classi� cation has been changed so that
the same cut-off points are used for both men and
women, using the old classi� cation for men.

The respondents’ self-reported overall health
status was categorized into two groups. Four alter-
natives were given to describe their general health
status within the past 12 months. One group of
respondents described their status as ‘‘completely
healthy’’ or ‘‘quite healthy’’, and the other group
reported their overall health within the past 12
months as ‘‘quite ill’’ or ‘‘very ill’’. The latter group
will be referred to as the group with ill or poor
health, and the former as the group with good
health status.

Statistical methods
All data analyses, including logistic regression,
odds ratio calculations and x2 testing, were done
with the statistical package SPSS, Version 7.5.

Results
In the two surveys, a total of 4890 respondents had
paid at least one visit to a doctor within the past 12
months. About 30% of the patients had made a
visit to both PHC and HHC. This means that
about one-third of all the respondents had paid a
visit to a doctor in PHC and one in four had
visited a doctor in HHC.

The patient populations were similar over the
years with respect to age and gender distribution
(Table 1). Men constituted 40–44% of the popula-
tion within each health-care form, and the mean
age was around 45 years for both men and women.
Other characteristics of the patient population were
that overweight had increased in 1995 and that the
proportion of patients with primary school educa-
tion decreased signi� cantly during the period in
both PHC and HHC. The proportion of patients
who reported ill health was greater in HHC than in
PHC, but the proportions did not change during
the period.

In 1991 the proportion of patients who received
advice about exercise and eating habits was about
17% both in HHC and in PHC (Table 2). There
was a signi� cant increase in advice given in HHC
in 1995 compared with 1991, but this was not the
case in PHC. The signi� cant difference between
PHC and HHC with respect to the change between
1991 and 1995 is indicated by the non-overlapping
con� dence intervals (CI) for the odds ratios (OR).

Overweight patients received more advice than
normal-weight or underweight patients in both
HHC and PHC (Table 2). For overweight patients

Table 1. Background characteristics of the patient population

1991 1995 p

PHC (n) 2203 1578

Age (years)a 45 916 45 916 ns

Female (%) 58 60 ns

Poor health (%) 12 12 ns

3945Primary school (%) B0.001

41Overweight (%) 48 B0.001

Regular exercise (%) 46 44 ns

HHC (n) 1286 1218

Age (years)a 45 916 44 916 ns

Female (%) 56 56 ns

Poor health (%) 18 17 ns

B0.001Primary school (%) 45 37

Overweight (%) 46 0.00741

46Regular exercise (%) ns45

PHC: primary health care; HHC: hospital health care.
a Mean9SD.
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Table 2. Percentage of patients who received advice from the docto r about exercise and:or eating habits: odds ratio (OR) test over time

1991 1995 OR 1995:1991 95% CI p for difference Total n91 Total n95

between years

PHC

All 16.7 15.1 0.89 (0.74–1.06) ns 2203 1578

13.3 11.9 0.88 (0.67–1.15)Normal»underweight ns 1266 800

Male 16.5 14.1 0.83 (0.56–1.23) ns 516 303

11.1 10.6 0.95 (0.66–1.36) nsFemale 750 497

21.4 18.6 0.84 (0.66–1.07)Overweight ns 937 778

Both genders

26.3 24.1 0.89 (0.63–1.25)Male ns 424 333

Female 17.4 14.5 0.81 (0.57–1.15) ns 513 445

HHC

All 16.7 23.2 1.51 (1.24–1.84) B0.001 1286 1218

Normal»underweight 15.1 19.5 1.36 (1.03–1.80) 0.034 747 644

18.5 23.4 1.34 (0.91–1.99)Male ns 320 293

12.6 16.3 1.35 (0.91–2.01) nsFemale 427 351

18.9 27.8 1.65 (1.24–2.20)Overweight B0.001 539 574

Both genders

25.3 37.8 1.79 (1.21–2.66)Male 0.004 251 249

13.5Female 20.2 1.63 (1.05–2.52) 0.036 288 325

PHC: primary health care; HHC: hospital health care; 95% CI: 95% con�dence interval.

Relative weight is dichotomized and overweight is classi�ed here as a body mass index (BMI) greater than 25 for men and a BMI greater than 24 for women. All x2 probabilities

are two-sided. The population is standardized for age but not for gender in relation to the 1994 national population census in Sweden. Ten-year classes have been used for

standardization.

there was a difference in the time trend of doctors’
advice between PHC and HHC. In PHC about
20% of the overweight patients received advice in
1991 and 1995, while in HHC there was an in-
crease from 19 to 28%. There was no indication
that the patients who were overweight in HHC
had a higher BMI than the patients in PHC. The
average BMI was 27.7 for the overweight patients
in both PHC and HHC. Of the overweight pa-
tients in HHC in 1995, 38% of the males and 20%
of the females received advice.

It was more common for overweight males than
for overweight females to have received advice at
their last visit to a doctor (Table 2). In a multiple
logistic regression analysis of 1995 data, back-
ground factors did not alter the gender difference
regarding advice in PHC and HHC (Table 3). In
PHC, patients with ill health and patients who
were older received signi� cantly more advice.
Lifestyle factors such as exercise, smoking and
alcohol consumption were not signi� cantly related
to this type of advice in PHC. Patients using
heart medicine and medicine for high blood pres-
sure did not receive more advice in PHC. In HHC
the one signi� cant factor besides gender that was

related to receiving advice was heart medicine con-
sumption.

The patients who received advice about diet
changed their eating habits for the better. Among
patients who received no advice, about 20% had
improved their eating habits within the past year,
while this � gure was 43% for those who received
advice about diet. Many of those who improved
their eating habits reported that they consumed
more vegetables, fruit and � bre, and less fat and
fewer sweets than before.

Discussion
With what degree of con� dence does this study
re� ect the amount of advice given concerning
healthy lifestyles? As expected, the study shows
that the overweight and obese groups received
more advice about exercise and diet than patients
of normal weight.

One restriction in the study concerns the aspect
of recall. Since the encounter could have occurred
up to 12 months previously, any advice given by
the doctor could have been forgotten. Recall bias
is expected to be of the same magnitude for both
years, so the trend analysis for the two years is not
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Table 3. Multiple logistic regression analysis o f odds ratios (O R) o f gender and other patient characteristics as determinants for docto rs’ advice about exercise and eating habits

to overweight patients (1995)

PHC HHC

Factor OR 95% CI p OR 95% CI p

0.48 (0.32–0.73) B0.001 0.41Gender (female:male) (0.27–0.62) B0.001

1.02 (1.00–1.03) 0.059 0.99 (0.98–1.01) nsAge (per year)

0.85 (0.53–1.36) nsEducation (university or secondary school:primary school) 0.73 (0.47–1.13) ns

Health (poor:good) 2.60 (1.60–4.24) B0.001 1.46 (0.92–2.33) 0.110

0.87 (0.44–1.70) ns 2.15Heart medicine (yes:no) (1.16–4.01) 0.015

1.51 (0.93–2.46) 0.100Blood pressure medicine (yes:no) 1.26 (0.73–2.15) ns

BMI category (obese:overweight) 1.37 (0.87–2.14) ns 1.26 (0.79–2.00) ns

1.04 (0.68–1.57) ns 1.16 (0.77–1.76)Regular exercise (yes:no) ns

0.98 (0.58–1.65) nsCurrent smoker (yes:no) 1.34 (0.82–2.17) ns

1.07 (0.66–1.73) nsAlcohol consumption (high:normal or none) 1.03 (0.64–1.64) ns

PHC: primary health care; HHC: hospital health care; 95% CI: 95% con�dence interval; BMI: body mass index.

affected. However, the participation rate was just
below 70%, so that about 30% of the respondents
were not covered by the study. The loss of respon-
dents in this type of population-based study is
known to be systematic. Single people and young
people, especially males, do not respond to the
same extent as those who are married and those
who are older (13). The effect that this could have
on the prevalence of advice is uncertain. For self-
reported overweight and obesity, however, a con-
siderable underestimation has been found in
studies using this type of mail-distributed question-
naire (14). It has been found that self-reports of
weight are too low and that self-reports of height
are too high, which results in systematically lower
BMI values (15, 16).

It is dif� cult to estimate the extent to which the
results of this study can be generalized, even if the
sample could be considered to be representative of
the population. It was not possible to discover any
changes in the local setting or in organizational
factors during the study period that might have
in� uenced the results other than an increased conti-
nuity in terms of consultations with doctors (17). It
was also beyond the scope of this study to evaluate
any general differences in practice between general
practitioners (GPs) and specialists. It is neverthe-
less the case that in Sweden, PHC has an explicit
responsibility for health promotion.

The � nding that male patients received advice to
a greater extent than female patients, even when
obesity and health status were controlled for, might
be explained by the fact that being male is in itself
generally considered to be a risk factor. However,
in a recent Swedish study overweight was shown to

be a stronger risk factor in females than in males
for mortality due to coronary heart disease (18).
The � ndings from that study suggest that the in-
creased mortality risk from overweight could very
well have been underestimated for women. Tradi-
tionally, women have healthier lifestyles than men
(12), and this might in� uence the amount of advice
that is given. In the present study, however, the
gender difference in doctors’ advice remained after
adjustments for self-assessed alcohol consumption,
smoking and exercise.

During the period of study, doctors in HHC
gave advice about healthy lifestyles to an increased
number of patients, while the number of patients
that received advice in PHC remained constant.
These � ndings cannot be explained by any change
in the patient population, or by a difference be-
tween doctors in primary care and those in hospital
care concerning the types of patient groups that
receive the most advice. However, there are more
ill patients in HHC than in PHC and this can to a
certain extent explain the more frequent advice
given in HHC.

The physician might very well develop insight
regarding those patients who can gain the most
from a discussion on healthy lifestyles. The results
from this study support such a selective process by
doctors, since overweight patients and ill patients
or patients on medication received the greatest
amount of advice. Silagy et al. (19) reported results
from an English population, where obese patients,
physically inactive patients and patients with car-
diovascular disease, respectively, received more ad-
vice from GPs about exercise and nutrition than
patient groups with normal weight, patients who
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were physically active and patients with no history
of cardiovascular disease. That overweight patients
and ill patients received more advice than other
groups indicates that the advice could be consid-
ered as treatment rather than prevention.

It is not easy to estimate the amount of advice
that is a satisfactory level but the results suggest
that there may be more room for doctors’ advice to
the overweight patients. The low frequency of ad-
vice given to female patients and the lack of in-
crease in PHC may be of concern.
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