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Abstract

Introduction: We know little about how the 2006 Canadian Clinical Practice Guidelines 
for the management and prevention of obesity relate to Canadians’ weight management 
experiences or whether these experiences reflect the recommendations in the Guidelines.

Methods: We used data from a general population omnibus survey to understand these 
two issues, particularly in relation to chronic disease. The survey included 23 questions 
related to weight management practices as well as those related to demographic 
characteristics.

Results: Of 2004 respondents, 33% were classified as overweight and 20% as obese. In 
the 12 months before the survey, 48% of overweight and obese respondents reported asking 
their physician about weight loss, while 30% reported that their physician advised them 
to lose weight without them specifically asking. With regard to the recommendations 
within the Guidelines, 14% of overweight and 18% of obese respondents reported having 
their waist circumference measured, 82% of overweight and 87% of obese respondents 
reported having their blood pressure measured, and 36% of overweight and 50% of obese 
respondents reported having a test for diabetes.

Conclusion: These findings have implications for chronic disease identification and 
management.

Keywords: overweight, obesity, clinical practice guidelines, diabetes, hypertension, chronic 
disease

Introduction

Obesity rates in Canada, as in other parts 
of the developed world, have increased 
dramatically over the last few decades.1,2 
Since obesity is strongly linked to a number 
of chronic diseases, including diabetes, 
coronary heart disease and hypertension,1 
rates of these are on the increase. As a 
result, the sustainability of the Canadian 
health care system is significantly affected.3 
A recent analysis estimated the total  
direct costs attributable to overweight and 

obesity at $6.0 billion, which corresponds 
to 4.1% of total Canadian health care 
expenditures.3

Canadians with a body mass index (BMI) 
greater than 30 kg/m2 are 4 times as likely 
to have diabetes, 3.3 times as likely to  
have high blood pressure and 1.5 times as 
likely to have heart disease.1 A recent US 
study suggested that, given the marked 
increase in the proportion of obese people, 
obesity has become an equal if not 
greater contributor to the burden of 

disease than smoking.4 Further, compared 
to baseline rates the prevalence of Class II 
(BMI 35–39.9 kg/m2) and Class III obesity 
(BMI ≥ 40 kg/m2) in Canada has shown 
the biggest increase.5 In other words, 
those who are overweight or obese—the 
very individuals at greater risk of these 
comorbidities—are getting heavier faster.4

Yet, despite these stark statistics, obesity is 
not well managed within the current health 
system, a situation not unique to Canada.6,7 
Few health care professionals advise their 
patients about weight management in 
general or provide obesity management 
services.8 Indeed, many Canadian health 
care professionals fail to even raise the 
issue of obesity with their patients.9 
Against this backdrop, publication of the 
2006 Canadian Clinical Practice Guidelines 
for the management and prevention of 
obesity marked an important milestone in 
addressing obesity.10 These Guidelines aim 
to effect change in clinical practice and 
ultimately decrease the prevalence of obesity 
and its complications among Canadians.11 
They make 72 recommendations to support 
obesity management across a range of  
settings, emphasizing the role of health 
care professionals within the Canadian 
health care system.

We know very little about the current weight 
management experiences of Canadians; nor 
do we know whether their experiences 
reflect the recommendations within the 
Guidelines. Understanding more about  
the weight management experiences of 
overweight and obese people could 
encourage them to seek appropriate 
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weight management support. In addition, 
insight into these individuals’ experiences 
in relation to the recommendations in  
the Guidelines may shed light on the 
weight management practices of health 
care professionals and help improve their 
application of the Guidelines. Given the 
large number of recommendations in the 
Guidelines, it is not feasible to measure 
them all within routine clinical practice. 
However, there are three that are particularly 
relevant to chronic disease identification 
and management.10 These are No. 4, which 
recommends the measuring waist circum-
ference in all adults to assess obesity-related 
health risks, and Nos. 6 and 7, which 
address the need to screen for obesity-
related health risks and complications.10 
Reporting the weight management practices 
associated with these three recommen-
dations by overweight and obese individuals 
therefore serves as a proxy measure of 
implementation of the Guidelines by health 
care professionals.

Methods

This survey sought to determine the weight 
management experiences of Canadian 
adults, that is, whether those who are 
overweight or obese (1) reported seeking 
support from family physicians or other 
health care professionals for weight  
management; and (2) reported weight 
management experiences that reflected three 
recommendations from the guidelines, 
namely measuring waist circumference 
(recommendation No. 4) and screening 
for weight-related comorbidities such as 
hypertension or diabetes (recommendations 
Nos. 6 and 7).

On behalf of the federally funded Canadian 
Obesity Network, Ipsos Reid conducted a 
general population omnibus survey over 
two consecutive weeks between March 23rd 
and April 3rd, 2009. Each one-week wave 
of the survey involved around 1000 adult 
Canadians. An independent panel of experts 
developed the interview questions, including 
23 related to weight management practices 
as well as those related to demographic 
characteristics, including self-reported height 
and weight, gender, age, income and region 
of residence. Canadian SHIELD Ethics 
Review Board gave ethical approval. The 
sample size was chosen to provide robust 

data from a representative cross-section of 
the population based on key demographic 
criteria (e.g. sex, age, location).12

Interviews were conducted using a  
computer-aided telephone interview (CATI) 
system and random digit-dialing. Data were 
weighted to be nationally representative of 
all adults aged 18 years plus and balanced 
to match the most recent Statistics Canada 
figures for sex, age, income and region of 
residence.12 The proportions and means 
were statistically compared within 5%  
significance level (p < .05). BMI was 
calculated based upon self-reported  
height and weight and respondents were 
categorized as underweight (< 18.5 kg/m2); 
normal weight (18.5–24.9 kg/m2); 
overweight (25–29.9 kg/m2); and obese 
(≥ 30 kg/m2). In addition, two further 
categories, BMI of 27 kg/m2 plus with 
comorbidities and BMI of 30 kg/m2 plus 
without comorbidities, were calculated. 
These categories represent established 
cut-offs as outlined in the Guidelines  
document.10 As the focus of the survey 
was weight management experiences in 
relation to overweight and obesity, data 
on the small number of underweight 
respondents (n = 52) are not reported 
separately in this analysis.

Results

Sample characteristics

A total of 2004 survey respondents were 
included in the analysis. Of these, 48% 
were men (n = 970) and 52% women  
(n = 1034); 78% were interviewed in English 
(n = 1557) and 22% in French (n = 447). 
The mean age of respondents was 47 years 
(standard deviation of 16.4); 28% were 
younger adults (18–34 years; n = 559), 39% 
were middle-aged (35–54 years; n = 788) 
and 32% were older adults (≥ 55 years; 
n = 649). Seven respondents declined to 
give their age. Of the sample, 81% of were 
classified as urban dwellers (n = 1615), 
while 19% were rural dwellers (n = 388). 
The mean BMI was 26.5 kg/m2 (27.3 kg/m2 
for men and 25.7 kg/m2 for women), 
with 32% of respondents classified as 
overweight (n = 651) and 21% as obese 
(n = 411). Nevertheless, 44% described 
their weight as “about right” (n = 874) 
and 37% described themselves as slightly 

overweight (n = 734), with only 3% 
describing themselves as obese (n = 51). 
This pattern was generally consistent 
regardless of sex or age. Of those classified 
as overweight, 38% rated themselves as 
“about right” (n = 248/651); of those 
classified as obese, 4% rated themselves 
as “about right” (n = 18/411); and of 
those classified as normal weight, 73% 
correctly described their weight as “about 
right” (n = 567/779). Of those surveyed, 
41% reported that they had never tried to 
lose weight (n = 818). More women 
(52%) than men (37%) had tried to lose 
weight in the previous 12 months; this  
difference increased with increasing  
age, with a similar pattern reported by 
those who tried to lose weight more than 
12 months before the survey.

Objective 1: Weight management 
experiences of Canadians

We sought to determine whether overweight 
or obese Canadian adults reported  
seeking support from family physicians  
or other health care professionals for 
weight management. The majority of 
overweight (n = 418/651; 64%) and 
obese (n = 363/411; 88%) respondents 
had tried to lose weight, most during the 
previous 12 months, with similar rates for 
those with a BMI of 30 kg/m2 plus without 
comorbidities (ever tried losing weight;  
n = 188/221; 85%) and BMI of 27 kg/m2 
plus with comorbidities (ever tried losing 
weight; n = 253/293; 86%). Differences 
in having tried to lose weight within the 
previous 12 months were significant for 
overweight compared with normal weight 
respondents, and for obese compared with 
normal weight and overweight respondents. 
Table 1 shows the characteristics of  
survey respondents’ weight management 
experiences.

The majority of respondents (n = 1711; 
85%) had seen a physician (for any  
condition, not specifically because of  
their weight) at least once in the 12 months 
before the survey. The proportions were 
generally similar among all groups, 
although some patterns were apparent; 
more women (90%) than men (80%), a 
greater percentage of the oldest age group 
(≥ 55 years; 91%) than the two younger 
age groups (18–34 years; 35–54 years; 
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83% each), and an increase in the number 
of visits with increasing BMI. The highest 
consultation rate was seen in those with 
BMI of 27 kg/m2 plus with comorbidities 
(n = 289/293; 98%). The mean number 
of visits was based on all respondents, 
including those who said that they had not 
seen a physician in the previous 12 months; 
as a result, the median number of visits, 
2.0, was also calculated.

While 67% of all respondents reported  
that they had not specifically asked a  
health care professional about losing weight 
(n = 1339), of those that had (n = 665) 
72% had consulted their family physician 
(n = 482), 24% consulted a dietitian  
(n = 158), 16% a nutritionist (n = 108), 
16% a nurse or nurse practitioner (n = 107) 
and 9% a pharmacist (n = 59). Percentages 
do not add up to 100 as some respondents 
consulted more than one health care  
professional. Consultation rates were higher 
for women than men and increased across 
the age groups and with increasing BMI.

Only 15% of respondents had asked  
their family physician about weight loss 
(n = 295) in the 12 months before the 

survey; slightly more women (17%) than 
men (13%) sought such help. Again, there 
was a trend with increasing age, from 10% 
(18–24 years) to 18% (≥ 55 years), and BMI, 
with 24% and 56% of the overweight  
and obese respondents having ever asked a 
physician about losing weight. Of these, 
around half had done so in the 12 months 
before the survey (i.e. 13% and 35% over-
weight and obese respondents, respectively).

Forty percent of all respondents reported 
being currently under the care of a physician 
for some condition (n = 808/2004). Slightly 
more women (44%) than men (37%) 
reported being currently under the care  
of a physician for any condition, and  
this increased with age, from 19% in 
young adults (18–34 years) to 66% in older 
adults (≥ 55 years). Similarly, there was 
an age-related increase in the percentage 
under care for specified weight-related 
comorbidities, ranging from 6% to 56%. 
Around half of the respondents who were 
overweight (n = 272/651; 42%) or obese 
(n = 233/411; 57%) were under the care 
of a physician for any condition, with 
30% and 46%, respectively, for specified 
weight-related comorbidities (n = 193 and 

n = 190 respectively). Table 2 shows  
the self-reported prevalence of the most 
common medical conditions.

It is interesting to note that only 30% of 
overweight or obese respondents had been 
advised to lose weight without specifically 
asking their physician (n = 320/1062). In 
19% of overweight or obese respondents 
(n = 197/1062), this advice was understood 
to have been given to improve health in 
general, and in 12% (n = 123/1062), to 
improve the treatment of some other  
medical condition. This pattern was similar 
for men and for women. However, advice 
to lose weight was more often given to 
middle-aged (35–54 years; 21%) and older 
adults (≥ 55 years; 24%) than younger 
adults (18–34 years; 11%), and increased 
with increasing BMI (normal range, 5%; 
overweight, 18%; obese, 49%), with advice 
given most frequently to those with a  
BMI of 27 kg/m2 plus with comorbidities 
(54%). Obese respondents understood 
that the advice to lose weight was meant 
to improve their overall health (30%) and 
to improve the treatment of some other 
medical condition (19%). Similarly, those 
with a BMI of 27 kg/m2 plus with 

TAble 1 
Characteristics of survey respondents’ visits to a physician and weight loss attempts

Respondent 
categories

Sample size, 
n

Visits to physician Weight loss attempts

Seen a  
physician in the 
past 12 monthsa, 

n (%)

Mean no. of 
times seen a 
physicianb

Under physician’s 
care for  

any condition,  
n (%)

last tried to lose 
weight in the 

past 12 months, 
n (%)

last tried to  
lose weight over 
12 months ago,  

n (%)

Never tried to 
lose weight,  

n (%)

Allc 2004 1711 (85%) 2.86 808 (40%) 897 (45%) 283 (14%) 818 (41%)

Normal weight 
(BMI 18.5–24.9 kg/m2)

779 638 (82%) 2.58 247 (32%) 214 (27%) 100 (13%) 462d,e (59%)

Overweight 
(BMI 25.0–29.9 kg/m2)

651 559 (86%) 2.65 272f (42%) 326f (50%) 92 (14%) 230e (35%)

Obese 
(BMI ≥ 30.0 kg/m2)

411 364f (89%) 3.47 233d,f (57%) 290d,f (71%) 73f (18%) 41 (10%)

BMI ≥ 30.0 kg/m2 with 
no comorbidities

221 178 (81%) 2.82 43 (19%) 139 (63%) 49 (22%) 32 (15%)

BMI ≥ 27.0 kg/m2 with 
comorbidities

293 289 (98%) 3.96 293 (100%) 210 (71%) 43 (15%) 40 (14%)

Abbreviations: BMI, body mass index; n, sample size; p, p-value.
a Weighted data.
b Based on all respondents, including those who said that they had not seen a physician in the last 12 months. Median number of visits = 2.0.
c Data for underweight respondents (n = 52) or respondents who did not know or refused to provide their weight (n = 111) are included in these totals, but are not presented elsewhere 

in the table.
d Significantly different from overweight respondents (p < .05).
e Significantly different from obese respondents (p < .05).
f Significantly different from normal weight respondents (p < .05).
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comorbidities understood that this advice 
had been given to improve health in  
general (28%) and to improve the treatment 
of some other medical condition (26%).

Of the 383 overweight or obese respon-
dents who had requested a health care  
professional’s support to lose weight,  
15 (4%) reported receiving no advice, 
while 261 (68%) reported receiving dietary 

advice, 237 (62%) reported receiving  
exercise advice, 47 (12%) were advised to 
join a weight loss program, slimming  
club, or to take meal replacements or  
supplements, and 15 (4%) were prescribed 
anti-obesity medication. Of the 230 obese 
respondents who had requested support 
to lose weight, 10 (4%) reported being 
advised on options for surgery, as did one 
overweight individual.

Objective 2: Reported weight management 
practices of family physicians consistent 
with the Canadian Guidelines

We sought to determine whether survey 
respondents reported that their family 
physicians used weight management  
practices as recommended in the 
Guidelines.10 Table 3 shows the number 
of respondents who reported having their 
waist circumference measured in the  
previous 12 months as well as their  
blood pressure and blood glucose tested. 
Only 14% of respondents reported that a 
physician had measured their waist circum-
ference (n = 285/2004); this was slightly 
higher for men (17%) than women (12%) 
and increased with age from 11% in younger 
adults (18–34 years) to 14% and 18% in 
middle-aged (35–54 years) and older adults 
(≥ 55 years) respectively. Measuring waist 
circumference in the previous year was only 
slightly influenced by BMI (normal weight, 
13%; overweight, 14%; obese, 18%) and 
only marginally higher in those with BMI of 
27 kg/m2 plus with comorbidities (21%) 
relative to the obese, although the difference 
between normal weight and obese  
respondents was significant. However, 84% 
of overweight or obese respondents had not 
had their waist circumference measured 
in the previous year (n = 889/1062).

TAble 2 
Self-reported prevalence of common medical conditions by bMI category

Medical condition Respondentsa, n (%)

All  
(n = 2004)

Normal weightb 
(n = 779)

Overweightc 
(n = 651)

Obesed 
(n = 411)

High blood pressure 301 (15) 67   (9) 99 (15)e 111 (27)e,f

High cholesterol 211 (11) 48   (6) 78 (12)e 74 (18)e,f

Cardiovascular/heart 
disease

99   (5) 23   (3) 35   (5)e 33   (8)e

Diabetes 146   (7) 35   (5) 51   (8)e 55 (13)e,f

Osteoarthritis 134   (7) 36   (5) 43   (7) 51 (12)e,f

Other 369 (18) 134 (17) 116 (18) 88 (22)

Abbreviations: BMI, body mass index; n, sample size; p, p-value.
a Weighted data.
b BMI = 18.5–24.9 kg/m2.
c BMI = 25.0–29.9 kg/m2.
d BMI ≥ 30.0 kg/m2.
e Significantly different from normal weight respondents (p < .05).
f Significantly different from overweight respondents (p < .05).

TAble 3 
Reported weight management practices of family physicians using three of the 2006 Canadian Clinical Practice Guidelines

Respondent 
categories

Sample 
size, 

n

Clinical Practice Guidelinea

Waist circumference, n (%) blood pressure, n (%) Diabetes test, n (%)

In the past 
12 months

Not in  
the past  

12 months

Don’t 
know

In the past 
12 months

More than  
12 months ago

Never In the past 
12 months

More than  
12 months ago

Never

All 2004 285 (14) 1700 (85) 19 (1) 1603 (80) 313 (16) 80 (4) 723 (36) 443 (22) 812 (41)

Normal weight 
(BMI 18.5–24.9 kg/m2)

779 100 (13) 672 (86) 7 (1) 581 (75) 150 (19)b,c 43 (5)b,c 221 (28) 166 (21) 382 (49)b,c

Overweight 
(25.0–29.9 kg/m2)

651 92 (14) 554 (85) 6 (1) 536 (82)d 93 (14) 20 (3)c 235 (36)d 151 (23) 254 (39)

Obese 
(≥ 30.0 kg/m2)

411 73 (18)d 335 (82) 3 (1) 358 (87)d 50 (12) 3 (1) 206 (50)b,d 98 (24) 104 (25)

BMI ≥ 30.0 kg/m2 with 
no comorbidities

221 32 (14) 187 (85) 1 (0) 173 (78) 45 (20) 3 (1) 75 (34) 61 (28) 82 (37)

BMI ≥ 27.0 kg/m2 with 
comorbidities

293 61 (21) 230 (79) 2 (1) 283 (97) 10   (3) 0 (0) 186 (63) 62 (21) 44 (15)

Abbreviations: BMI, body mass index; n, sample size; p, p-value.
a Weighted data.
b Significantly different from overweight respondents (p < .05).
c Significantly different from obese respondents (p < .05).
d Significantly different from normal weight respondents (p < .05).
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With regard to measuring blood pressure in 
the previous 12 months, there was a trend 
with gender and age. Slightly more women 
(85%) than men (75%) reported that their 
blood pressure was checked, and 69% of 
younger adults (18–34 years) compared to 
90% of older adults (≥ 55 years).The trend 
also increased with increasing BMI. Slightly 
more women (65%) than men (51%) 
reported ever having had a test for diabetes, 
and this also increased with age (40% in 
those aged 18–34 years up to 74% in those 
aged 55 years plus) and increased BMI 
(36% of the overweight and 50% of the 
obese) in the previous 12 months. 
Differences were significant for both  
overweight and obese respondents compared 
with those in the normal weight category 
for blood pressure and diabetes testing 
within the previous 12 months.

Discussion

This survey offers insight into the  
current weight management experiences 
of Canadians and highlights the weight  
management practices of their physicians in 
relation to three of the recommendations 
of the 2006 Clinical Practice Guidelines. 
Of the survey respondents, 53% reported 
being overweight (33%) or obese (20%), 
slightly lower than published Canadian 
data (overweight, 36%; obese, 23%),1 
possibly as a result of using self-reported 
data on height and weight (individuals 
typically underestimate self-reported weight 
and overestimate self-reported height.13) It 
is also interesting to note that 40% of 
overweight or obese respondents described 
themselves as “about right.” This pheno-
menon has been found in other studies 
and may be due to the normalization of 
excessive weight gain as obesity rates 
rise.14,15 This has implications for health 
care professionals who may need to raise 
awareness of the health risks of overweight 
or obesity in their patients before offering 
any weight management advice.

While over half the survey respondents 
reported being overweight or obese,  
surprisingly few had asked for or received 
weight loss advice from a health care  
professional. The majority of survey 
respondents reported visiting their  
physician in the previous 12 months,  
significantly more so if they were obese, 

and almost three-quarters of the overweight 
and obese Canadian adults surveyed had 
tried to lose weight, 58% in the previous 
12 months. Nevertheless, only 21% of 
overweight individuals reported seeking 
help from their physician in the previous 
year, suggesting that the majority viewed 
weight loss as their own responsibility. 
Moreover, less than one-third of overweight/ 
obese individuals had ever been advised 
to lose weight by a physician (without 
specifically asking), a further indication of 
the widely held societal view that obesity 
is an issue of personal responsibility rather 
than a medical problem.15 As a result, most 
weight loss attempts reported here were 
likely to have been initiated by the  
individual rather than as a result of advice 
from a health care professional, with diet 
and exercise being the two most frequent 
methods used. Support was also sought 
from dietitians, nurses and pharmacists, 
highlighting the role of these different 
health care professionals in weight 
management.

Of those overweight or obese individuals 
who did ask their physician about weight 
loss, they generally received advice on 
diet and exercise, with only 4% of obese 
individuals reporting receiving advice  
on surgery options. This is especially 
noteworthy given the promising role of 
surgery as the leading effective long-term 
treatment option for people with severe 
obesity.16,17 Although the criterion for 
considering surgery is a BMI of 40 kg/m2 
plus or 35 kg/m2 plus with comorbidities, 
whereas our sample were classified as 
obese if they reported a BMI of 30 kg/m2 
and over, surgical interventions should be 
considered within a portfolio of options 
for obesity management, as outlined in 
the available Clinical Practice Guidelines.10

In Canada, there are considerable  
opportunities for physicians to screen for 
comorbidities and they do so routinely; 
84% of overweight or obese Canadian 
adults had their blood pressure checked  
in the previous year, which is in line  
with the 2009 Recommendations of  
the Canadian Hypertension Education 
Program.18 Similarly, according to the 
Canadian Diabetes Association 2008 
Clinical Practice Guidelines, individuals 
aged 40 years plus should be screened  

for type 2 diabetes using a fasting plasma 
glucose test every three years, while those 
with additional risk factors for diabetes 
should be screened earlier and/or more 
frequently.19 This survey found that 66% 
of overweight or obese Canadians reported 
ever being knowingly tested for diabetes. 
These findings are encouraging; however, 
there remains a need to address obesity 
earlier in the trajectory of weight gain to 
prevent the onset of chronic disease.1 
While respondents reported that their 
physicians were following the main  
recommendations in the screening of 
hypertension and diabetes, this did not 
apply to the recommendations for  
assessing obesity by measuring waist 
circumference.10,18,19

Given the scale of the obesity epidemic, 
our findings highlight that surprisingly 
few overweight or obese patients reported 
receiving advice about weight management. 
This suggests that the health care system is 
not providing adequate obesity management 
services.9 This is in spite of obesity being 
increasingly prevalent3 and increasingly 
recognized as a disease state in its own 
right.8 One of the reasons that physicians 
may be more likely to address hyper-
tension and/or diabetes than obesity 
could be because these are recognized as 
diseases, whereas obesity is still only  
considered a risk factor for disease.20 While 
this view has been challenged by obesity 
experts,21 obesity is not widely accepted 
as a disease, and this may constitute a 
barrier to improved management. Further, 
the prevalent societal view is that obesity 
is a condition caused by lack of willpower 
and that overweight and obese people  
are weak-willed, sloppy and lazy.22 These 
views are frequently shared by health  
care professionals and may interfere with 
how they engage overweight and obese 
individuals in discussing weight mana ge-
ment.22 Addressing issues of bias and 
stigma associated with overweight and 
obesity may therefore improve how weight 
management advice is both offered and 
received within the health system.22

Limitations

Limitations to this study are the use of 
self-reported data; as previously outlined, 
self-reports are known to underestimate 
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the prevalence of obesity.13 In addition, 
there was no objective measure of  
physician behaviour, although this survey 
does serve as a proxy measure by providing 
insight into the behaviour of health care 
professionals as reported by their patients. 
Respondents were not asked about their 
perceptions of the quality of their health 
care experiences or their interactions with 
health care providers, including whether 
they had experienced bias regarding their 
weight.22 Despite these limitations, given 
that advice from a physician is a powerful 
motivator for weight loss,23 the fact that 
overweight and obese individuals were 
not routinely encouraged to lose weight 
by their physicians is a cause for concern. 
Changing how health care professionals 
view and manage obesity is an area that 
has been poorly researched, as evidenced 
by the small number of studies included 
in a recent Cochrane systematic review on 
this topic.24 However, the available evidence 
does support the role of physicians and 
other health care professionals in obesity 
management,24 offering hope for the future 
management of this condition. Canadian 
physicians have expressed a need to spend 
more time with patients and to decrease 
the number of patients seen per hour.25 
They are also willing to refer patients to 
other health care professionals, such as 
dietitians, although they have reported 
concerns with timely access to these  
professionals and see a need for a less 
time-consuming referral process.25 There 
is clearly a need for the current obesity 
guidelines to be more effectively imple-
mented and evaluated, and for more 
resources to support implementation,  
particularly at the point of care.26 Finally, 
and perhaps most importantly, there is a 
need to overcome some of the issues of 
bias and stigma held widely by society, 
including health care professionals,22 and to 
recognize that obese people often present 
with a range of other issues that may hinder 
their ability to lose weight, including mental 
health issues, chronic pain and family or 
social barriers.27 While not measured within 
this survey, these issues are known to 
influence weight management initiation and 
maintenance.22,26 Health care professionals 
need to be aware of and supportive of 
these issues if we are to improve obesity 
management practices within the Canadian 
health care setting.
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