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1. Introduction

In England, just over a quarter of adults (26%) were obese in

2010 [1], and by 2030 it is estimated that 41–48% of men and 35–

43% of women will have a body mass index of 30 kg/m2 or above

[2]. Healthcare professionals (HCPs) are, therefore, increasingly

likely to come into contact with clients with obesity. To

communicate effectively, they must be willing and able to engage

empathically with overweight and obese people.

Obesity is, however, a highly stigmatized condition associated

with blame, and it is well established that obese people are subject

to prejudice and bias as a consequence of their bodyweight [3,4].

Anti-fat attitudes have been reported in HCPs, even those

specializing in obesity [e.g. 5–13] and alarmingly, the next

generation of HCPs also appears to be affected [14–18]. To avoid

alienating their clients, HCPs must respect patients’ feelings on this

sensitive issue. They also have an obligation to provide accurate

medical information [19]. Three years ago, the British Public Health

Minister announced her recommendation that health providers

should tell their obese patients that they are fat to motivate their

weight loss efforts [20]. However, the term fat serves to negatively

bias individuals by transmitting negativity beyond its mere

reference to excess weight [21] and research has suggested that

obese people’s least favored term was fatness [22–25]. An adult

with a BMI �30 kg/m2 can be described as obese according to

accepted medical criteria such as those published by the World

Health Organization [26], but the terms obese and obesity can also

arouse strong negative feelings among obese people [22–25,27–

30]. Clients may also not fully understand medical terms such as

obesity [28]; the relationship between degree of overweight and

risk to health that underpins the categorization of weight status is

not a simple one [26,31].

HCPs may employ euphemisms to avoid these emotive terms

and to help clients comprehend what it is to be obese. In the US,

physicians have reported being much more likely to use terms such

as weight, excess weight and unhealthy body weight compared to
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Objective: To describe trainee healthcare professionals’ preferred terms when talking about obesity, their

beliefs about initiating discussions about weight, and their confidence about consulting with obese

people.

Methods: A self-completed questionnaire collected data on demographics, preferred terms, beliefs about

initiation of discussions, confidence and training needs from 1036 pre-registration dieticians, nurses and

doctors.

Results: Participants’ preferred terms when raising the issue of obesity with clients were BMI

(mean = .96), weight (mean = .71) and unhealthy BMI (mean = .43). When defining a client’s bodyweight,

students endorsed the euphemism ‘your weight may be damaging your health’ (67.6%). A proactive,

collaborative communication style was preferred by 34.9% of participants. 58.2% of participants felt

confident about discussing obesity with clients and 95.1% felt that that more training would be useful.

Conclusion: It is reassuring that UK trainee healthcare professionals avoid value-laden terms and broadly

endorse words preferred by people with obesity. It is, however, concerning that the majority of

participants did not favor a proactive, collaborative communication style.

Practice implications: Educators of tomorrow’s healthcare professionals could take advantage of

students’ desire for more training on how to effectively talk to clients with obesity about their weight.

Such training would, however, require the development of clear guidelines on terminology and

communication styles.
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obesity [23]. In the UK, HCPs are currently advised to use

‘‘. . .everyday, jargon-free language. . .’’ [19] and draft guidance

from NICE suggests that ‘‘. . .referring to ‘achieving a healthy

weight’ may be more acceptable for some people’’ [32]. Tailor and

Ogden have reported that UK General Practitioners would prefer to

use a euphemism in consultations about obesity and in particular

endorsed the phrase your weight may be damaging your health [33].

Although obese people have reported that referring to the

unhealthy nature of overweight is both acceptable and motiva-

tional [25], this euphemism can negatively impact on patients’

beliefs about the seriousness of the obesity and can result in

negative emotions for obese clients [33].

Selecting appropriate terminology is not the only dilemma

facing HCPs; they must also decide whether to broach the issue of

obesity at all. During a consultation, weight needs to be framed as a

problem to initiate a discussion [34]. Patients are, however, often

unwilling to raise the issue of bodyweight [35] and evidence

suggests that obesity is not routinely diagnosed by HCPs [36] nor

discussed in primary care [37–39]. Reasons for HCPs reluctance

include concerns about patients’ negative emotional reactions

[40–42].

There is no clearly established method for telling patients that

they are obese [43]. Although NICE recommends that adults should

be given information about their obesity and its associated health

risks, HCPs are advised to use their clinical judgment to decide

when to measure a person’s weight and height [19]. This lack of

specific guidance may serve to undermine HCPs’ confidence and

effectiveness when working with obese clients. Although a survey,

conducted 15 years ago, demonstrated that UK practice nurses

were confident in their ability to give advice to obese patients [44],

NICE considers public health workers’ lack confidence to be a

fundamental issue [32].

The prevention and management of obesity is considered to

be a priority for all HCPs [19] and, in the future, will be directed

by students currently training to become nurses, doctors and

dieticians. Draft guidance from NICE recommends that HCPs are

trained in ‘‘. . . the appropriate language to use. . .’’ [32] and an

ideal opportunity for this is during pre-registration training

where student HCPs are developing the skills and attitudes that

will influence their future conduct [45]. Nothing, however, is

currently known about the training needs of UK trainee HCPs.

This study, therefore, investigated preferred terms when

discussing obesity and beliefs about the appropriateness of

initiating discussions from the perspective of students training

to become doctors, nurses, and dieticians. Furthermore, this

study investigated UK trainee HCPs’ confidence when discussing

obesity with clients and identified any self-reported training

needs.

2. Methods

2.1. Participants and procedures

All students registered on the Master of Nutrition (Dietetic),

Master of Nursing Science (Nursing MNurSci) and Bachelor of

Science in Nursing (Nursing BSc), and Bachelor of Medical

Sciences (Medicine) courses at the University of Nottingham

attending selected teaching sessions in October–December 2010

were invited to participate in the study. Recruitment and data

collection took place during a single selected teaching session

for each year group on each course. Mandatory teaching sessions

were selected wherever possible to improve the representative-

ness of the sample. Participation was entirely voluntary and

prior to distribution of the questionnaire, an information sheet

and a short verbal explanation were presented to potential

participants.

2.2. Instruments

A self-completed questionnaire was used to survey trainee

HCPs’ preferred terms, beliefs about initiation of discussions,

confidence and training needs when discussing obesity with

clients.

2.2.1. Preferred terms

Participants were asked to rate the appropriateness of various

terms when broaching the issue of bodyweight: If a person had a

BMI over 30 kg/m2 (i.e. is clinically defined as obese), how desirable

are the following terms when introducing the issue of their

bodyweight? I would like to talk to you about your: (1) weight; (2)

heaviness; (3) obesity; (4) BMI; (5) excess weight; (6) fatness; (7)

excess fat; (8) large size; (9) unhealthy body weight; (10) weight

problem; and (11) unhealthy BMI. A 5-point response format was

employed (1 = very desirable, 5 = very undesirable) and data were

transformed to a scale of +2 = very desirable, 0 = neutral, and

�2 = very undesirable, as described by Wadden and Didie [22] to

increase comparability with previous research [22–24].

Participants were also asked to state their preferred term when

defining a person’s bodyweight: If a person had a BMI over 30 kg/

m2 (i.e. is clinically defined as obese), which of the 10 terms would

you be most likely to use in a consultation? (1) Your weight may be

damaging your health, (2) You are overweight, (3) You need to lose

weight, (4) You are suffering from obesity, (5) You are obese, (6)

You are heavier than you should be, (7) You are an unhealthy

weight, (8) You are too fat, (9) You are too large, (10) You have put

on too much weight, (11) I am unsure. Question adapted from

Tailor and Ogden [33] with additional terms inspired by Wills et al.

[46], Tischner and Malson [47], Eneli et al. [48] and Webb [49].

Terms 1–3, 6–7 were considered to be euphemisms, as defined by

Tailor and Ogden [33]. Terms 8–10 were also considered to be

euphemisms as they are not medical terms and were derived from

verbatim quotes from obese people and/or parents of obese

children [46–49].

2.2.2. Initiation of discussions

Participants were asked to rate the extent to which they agree

with 3 statements about their profession’s role in discussing the

issue of bodyweight using a 5-point Likert scale (1 = strongly agree,

5 = strongly disagree): (1) A dietitian/nurse/doctor should always

raise the issue of a person’s obesity, even if the client is consulting

about an unrelated health issue, (2) A dietitan/nurse/doctor should

only discuss a person’s obesity if s/he has first established that the

client wishes to do so, (3) A dietitian/nurse/doctor should only discuss

a person’s obesity if the client raises the issue themselves. For analysis,

responses were collapsed into ‘Strongly Agree or Agree’, ‘Neutral’

and ‘Strongly Disagree or Disagree’.

2.2.3. Confidence and training requirements

Participants were asked to respond to one item on confidence:

How confident do you feel about discussing obesity with clients?

(1 = very confident, 2 = confident, 3 = somewhat unsure, and

4 = completely unsure), and one item on training needs: Do you

feel that you need more training on how to discuss obesity with

clients? (1 = yes, more training is essential, 2 = yes, more training

would be useful, 3 = no, the training I have received is adequate,

4 = no, the training I have received is excessive). For analysis,

responses were collapsed into ‘Very confident or confident’ and

‘Less confident or unconfident’, and ‘Yes, more training is useful or

essential’ and ‘No, more training is not required’, respectively.

2.2.4. Demographics

In the final section, participants were asked record their

educational degree, year of study, gender, age, weight, and height.
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Participants were not asked any information regarding their ethnic

background as previous research involving trainee HCPs studying

at The University of Nottingham demonstrated little variance with

the majority being Caucasian [50].

2.3. Ethical considerations

This study received approval from the Nottingham University

Medical School Ethics Committee. All responses were anonymous.

Participants were considered to have consented to taking part in

the study if they completed and returned a questionnaire. By way

of a small token of appreciation, participants were offered the

opportunity to enter a prize-draw to win one of three £50 book

vouchers.

2.4. Data analysis

Data entry was conducted by three members of the research

team. A randomly selected 10% sample of each members’ data was

checked by an independent researcher for accuracy of entry and

revealed an error rate of <1%; below the threshold considered to

have any significant effect on the data analysis [51]. Prior to

analysis, the data set was screened for missing values, normality

and univariate outliers [52]. Categorical demographic data were

analyzed for differences between student groups using Chi-

squared tests. As continuous demographic data were non-

Gaussian, analyses relating to student group effects employed

Kruskal–Wallis nonparametric analysis of variance tests followed

up with post hoc Mann–Whitney U-tests. As the distribution of

scores of the 11 preferred terms approximated to normal, a one-

way repeated measures ANOVA was conducted to compare scores.

A post hoc analysis was performed using Tukey’s studentized range

test to identify statistically significant difference between pairs of

terms. A one-way between-groups MANOVA was also conducted

to investigate sex differences and differences between the courses

that students were registered on. Once again, post hoc analysis was

performed using Tukey’s studentized range test to identify

statistically significant difference between pairs of terms. Signifi-

cance was taken as p < .05 apart from: (1) the MANOVA which was

set at p < .01 as preliminary assumption testing revealed violations

in terms of homogeneity of variance-covariance matrices and

equality of variance, (2) post hoc Tukey’s studentized range test

where p < .01 was employed, and (3) post hoc tests assessing group

effects, where a Bonferroni corrected alpha of .008 was employed.

All data analyses were conducted using IBM SPSS Statistics 19

(SPSS Inc., Chicago, IL).

3. Results

3.1. Response rate

Of the 2129 students registered on the target courses, 850 did

not attend the teaching session where data collect took place;

therefore, the 1279 attending were invited to participate. Of these,

1036 (81.0%) responded giving an overall response rate of 48.6%.

There were no significant differences between courses in terms of

response rates.

3.2. Demographics

Participants were predominately female (n = 815, 78.7%), were

on average 20.3 years of age (median (IQR) = 20.3 (2.17) years)

and were of a healthy body mass index (BMI) (median

(IQR) = 21.6 (3.79) kg/m2). There were significant student group

effects on gender, age and BMI (p < .001). Although there were

more males in the medical student group compared to other

courses (p < .01) and Nursing BSc students were more likely to be

older and have higher BMI than other student groups (p < .01),

these differences were not significant using the Bonferroni

corrected alpha of .008.

3.3. Preferred terms

The one-way repeated measures ANOVA revealed significant

differences between ratings (Wilks’ Lambda = .19, F(10,1090) =

471.22, p < .001, multivariate eta squared = .81). According to

Cohen, the effect size can be considered to be very large [53]. Post

hoc Tukey’s studentized range test identified statistically signifi-

cant differences between pairs of terms (Fig. 1). Participants’

preferred terms when raising the issue of obesity with clients

were BMI (mean = .96), weight (mean = .71) and unhealthy BMI

(mean = .43) (Fig. 1). None of the 11 terms were considered to be

‘desirable’ (+1) to ‘very desirable’ (+2). On average, participants

rated fatness (mean = �1.57), excess fat (mean = �1.24), large size

(mean = �1.17), and heaviness (mean = �1.14) as being ‘undesir-

able’ (�1) to ‘very undesirable’ (�2) while obesity (mean = �.57),

Fatness

Excess fat

Large size

Heaviness

Obesity

Excess
weight

Weight 
problem

Unhealthy
BMI

Weight

BMI

Unhealthy
bodyweight

-2-1.5-1-0.500.511.52

a

a

a

b

b

d

b

c

c

c

b

Fig. 1. Students’ ratings of 11 terms when broaching the issue of obesity with clients. Terms with different letters are significantly different from each other (p < .01).
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excess weight (mean = �.33), weight problem (mean = �.13) and

unhealthy body weight (mean = .08) were rated as ‘neutral’ (0) to

‘undesirable’ (�1).

The one-way between-groups multivariate analysis of variance

revealed significant effects in relation to the course that

students were registered on, but not gender (Pillai’s trace = .09,

F(44,4320) = 2.27, p < .001, multivariate eta squared = .02). How-

ever, according to Cohen, the effect size can be considered to be

very small [53]. When results for the terms were considered

separately, the differences to reach significance were BMI, weight,

unhealthy BMI, unhealthy bodyweight, weight problem, excess weight,

and fatness but the amount of variance explained by course for

each of these terms did not exceed 2%.

Overall, the term most likely to be used by students in a

consultation when defining a client’s bodyweight was your weight

may be damaging your health (67.6%) followed by you are an

unhealthy weight (8.9%) (Table 1). The majority of participants

preferred to use a euphemism than the term obese or obesity (87.7%

vs. 3.6%). There was no significant student group effect on

preference for euphemisms. A minority of participants (8.5%)

were unsure as to which term they would be most likely to use

(Table 1).

3.4. Initiation of discussions

Just under half the participants (48.8%) agreed or strongly

agreed that a member of their profession should ‘always raise the

issue of a person’s obesity, even if the client is consulting about an

unrelated health issue’. By contrast, 14.9% agreed or strongly

agreed that that a member of their profession should ‘only discuss

a person’s obesity if the client raises the issue themselves’, and

34.9% agreed or strongly agreed that that a member of their

profession should ‘only discuss a person’s obesity if s/he has first

established that the client wishes to do so’. There were significant

student group effects for each of the three statements (p < .001).

Post hoc Chi-square analyses revealed that medical students were

more likely to agree that a doctor should ‘always raise the issue’

and less likely to agree that doctor should ‘only discuss a person’s

obesity if s/he has first established that the client wishes to do so’,

compared to all other student groups (p < .008). In addition,

Nursing BSc students more likely to agree that a nurse should ‘only

discuss a person’s obesity if the client raises the issue themselves’,

compared to medical students (p < .008) and dieticians (p = .009).

3.5. Confidence and training

Just over half the participants felt confident or very confident

about discussing obesity with clients (n = 603, 58.2%). There was a

significant student group effect (p < .01). Although trainee

dieticians were more confident than all other student groups

(p < .05), these differences were not significant using the

Bonferroni corrected alpha of .008. The vast majority of partici-

pants felt that that more training on how to discuss obesity with

clients would be either useful or essential (n = 985, 95.1%). Analysis

of student group effect on training requirements was prevented by

too few numbers in categories.

4. Discussion and conclusion

4.1. Discussion

The current study revealed that UK trainee HCPs’ preferred

terms when raising the issue of obesity with clients were BMI,

weight and unhealthy BMI which broadly reflects ratings of

physicians and obese people in the US [22–24]. The current

findings are also similar to previous research in that participants’

least favored term was fatness [22–24] whilst the term obesity was

considered to be ‘neutral’ to ‘undesirable’ [22–24].

Students, therefore, appear to appreciate that, although

medically appropriate, the term obesity has come to have, for

some, a negative social meaning by implying a sense of disgust

[54]. It is, however, notable that the term weight was not, as in

previous research, rated significantly higher than other terms, nor

was the absolute rating within the ‘desirable’ to ‘very desirable’

range. Furthermore, in the present sample the average rating for

BMI was .96 which contrasts with previous research were ratings

ranged between .1 and .7. The presence of BMI among the preferred

terms has important implications for training. Although BMI does

not imply any negative attributes nor assigns a value laden label,

concerns might be raised as to the extent to which BMI is

understood by clients. Even the full term of Body Mass Index does

not immediately suggest that it is a measure of weight, which takes

into account a person’s height. It also requires knowledge of weight

and height in metric units and a complex calculation – kg/m2.

Furthermore, BMI does not measure body fat directly and although

it is the recommend measure of overweight in adults to be used by

HCPs [19], some obese people have questioned its validity [25].

Undoubtedly the development of effective training programs will

require further research that fully explores the preferred terms of

obese people in the UK and the impact of HCPs terminology in

consultations. However, at the very least, all trainee HCPs should

be made aware of the potential consequences of their language and

if they use BMI, they ensure that both they and their clients

understand its meaning and its implications for health.

Although avoiding negative attribution may be positive when

initiating conversations about bodyweight with clients, some level

of perceived risk may be necessary for behavior change [33].

Patient reports of being told by a physician that they were

overweight have been associated with desires to lose weight and

recent attempts to lose weight [55]. NICE, therefore, recommends

Table 1

Term most likely to be used by student groups in a consultation when defining an obese client’s bodyweight.

Dietetics

n (%)

Medicine

n (%)

Nursing MNurSci

n (%)

Nursing BSc

n (%)

Total

n (%)

Your weight may be damaging your health 75 (72.8) 360 (70.5) 95 (69.9) 158 (59.0) 688 (67.6)

You are overweight 2 (1.9) 13 (2.5) 7 (5.1) 10 (3.7) 32 (3.1)

You need to lose weight 2 (1.9) 24 (4.7) 5 (3.7) 4 (1.5) 35 (3.4)

You are suffering from obesity 2 (1.9) 10 (2.0) 5 (3.7) 3 (1.1) 20 (2.0)

You are obese 2 (1.9) 7 (1.4) 3 (2.2) 5 (1.9) 17 (1.7)

You are heavier than you should be 3 (2.9) 21 (4.1) 4 (2.9) 11 (4.1) 39 (3.8)

You are an unhealthy weight 11 (10.7) 42 (8.2) 10 (7.4) 28 (10.4) 91 (8.9)

You are too fat 0 4 (0.8) 0 2 (0.7) 6 (0.6)

You are too large 0 0 0 0 0

You have put on too much weight 0 0 0 3 (1.1) 3 (0.3)

Unsure 6 (5.8) 30 (5.9) 7 (5.1) 44 (16.4) 87 (8.5)

Missing data for Dietetics (n = 1), Medicine (n = 9), Nursing MNurSci (n = 1), and Nursing BSc (n = 7).
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that adults should be given information about their obesity and its

associated health risks [19] but it is essential that this information

is communicated in a way that the client understands and feels

supported. In line with practicing HCPs [33] and public health

experts [32], trainee HCPs endorse the use of euphemisms for

obesity. Once again, the development of effective training

programs will require further research that fully explores the

impact of euphemisms in consultations but, at the very least, all

trainee HCPs should understand the advantages and disadvantages

of euphemisms. Furthermore they should be encouraged to

explore whether clients fully understand their meanings and

implications, and address any negative emotional effects.

Visits to HCPs may be initiated for reasons other than

bodyweight but can represent potential opportunities for

discussion [19], particularly for clients who do not often access

healthcare services [56]. However, obese clients rightfully

expect their HCPs to communicate respectfully and suggest

that the way something is said is just as important as what is

said [28]. In the current study, students, particularly medical

students, tended to endorse a direct approach with just under

half suggesting that members of their profession should always

raise the issue of obesity, even if clients are consulting about

unrelated health issues. Obese patients have, however, reported

feeling frustrated and angry when their presenting complaints

were attributed to weight [28] and practicing HCPs have

reported concerns about raising the issue because of negative

reactions from clients [40–42].

Only a small minority of participants supported a passive role,

agreeing that members of their profession should rely on clients

raising the issue of obesity. While this approach avoids potentially

negative confrontations, evidence suggests that obese clients are

hesitant to bring up the issue of their bodyweight [27,35] and

believe that it is HCPs’ responsibility to initiate discussions [25,27].

A potentially useful middle-ground, advocated by Wadden and

Didie [22] and endorsed by just over a third of the participants in

the current study, is to seek a client’s agreement first. This

proactive, collaborative approach allows weight to be constructed

as an issue in need of attention by both the patient and HCPs [34]

and also respects patient autonomy. Taken together, the results of

this study suggest that students would benefit from training to

encourage a greater acceptance of collaborative approaches to

initiating discussions and to discourage direct or passive

approaches. Such training could usefully promote the use of open

questioning and empathic listening to allow clients to take the

conversational lead and construct their weight as a problem. Such

an approach is more patient-centered but involves significant

communication skill as well as the development of self-awareness

[57].

Given the lack of specific guidance about how to conduct

consultations with obese clients, it is perhaps surprising that the

participants in the current study felt so confident. It is possible that

this confidence is somewhat misplaced and that once in practice

the reality of dealing with this sensitive issue will become

apparent, and confidence will be as low as practicing HCPs [32].

Despite this, the vast majority would like more training and

educators of tomorrow’s HCPs could take advantage of this to

develop ‘‘vital’’ confidence [32].

The current study was subject to a number of limitations. The

majority of students invited, chose to participate in the study

(n = 1036, 81.0%) although this sample represents just under half

the 2129 students registered onto the courses at the time of data

collection (48.7%). This compares favorably with a study investi-

gating knowledge regarding the health risks associated with

obesity among a sample of UK trainee HCPs from the same

university that employed electronic data collection (30.0%) [50].

However, it is possible that students attending selected teaching

sessions and participating in the study were more committed to

their chosen career and, therefore, more engaged in issues such as

obesity. There is, however, no reason to suggest that this would

have affected any one student group more than another. In

addition, data were collected from a single UK university and it is

possible that trainee HCPs attending other UK higher education

institutions might differ in some meaningful way from those

participating in the present study. More work is needed to assess

preferences in more diverse groups of healthcare professionals,

taking into account different cultural backgrounds, and with a

broader BMI range.

The current study used previous quantitative and qualitative

studies to develop a comprehensive list of statements, but it is

possible that participants would prefer terms other than those

listed. For example, in a study published after the data were

collected reported that obese patients listed other potentially

useful terms such as size and health [24]. Furthermore, the

scenarios used to assess initiation of discussions are mutually

exclusive and it would have been more appropriate for respon-

dents to have selected the most desirable option. As with other

studies in the area, participants’ responses may have been subject

to social desirability bias as self-reported beliefs are used as a

proxy for actual behavior. Future studies may, therefore, benefit

from direct assessment of behavior – either in real-life or

simulated clinical encounters.

4.2. Conclusion

Students’ preference for the term BMI and their endorsement of

euphemisms when framing weight as a health concern is broadly

similar to the preferences of people with obesity, practicing HCPs

and health experts. Furthermore, the current study demonstrated

that the majority of participants did not endorse a proactive yet

collaborative style of communication when discussing obesity

with clients. Educators of tomorrow’s HCPs could take advantage

of students’ desire for further training to promote patient-centered

consultations for obesity.

4.3. Practice implications

Training programs should ensure that student HCPs:

1. are aware of the potential impact of their language when

discussing obesity and address any negative emotional effects of

their language,

2. check that clients fully understand the language employed,

3. conduct patient-centered consultations.
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