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Healthy lifestyle counseling, and 
barriers perceived by general 
practitioners in Poland
Małgorzata Znyk * and Dorota Kaleta 

 Department of Hygiene and Epidemiology, Medical University of Lodz, Lodz, Poland

Introduction: The aim of the study was to determine the influence of the personal 
factors, such as body mass index (BMI), of general practitioners (GPs), and their 
counseling on weight management, healthy lifestyle, and their perceived barriers.

Materials and methods: The cross-sectional study was conducted from January 
2020 to December 2021 among 161 GPs in the city of Lodz.

Results: Only 3.7% of physicians always advised their patients on diet and physical 
activity (p <  0.05). Most of the GPs (54%) provide counseling occasionally. GPs 
gave general advice more often to patients with chronic diseases than to patients 
who did not. The study showed that the chance of providing advice on eating 
habits or physical activity was significantly higher for the GPs who practiced 
physical activity (OR  =  2.64; 95%Cl: 1.01–6.91, p  <  0.05) and measured patient 
weight, height, and BMI (OR  =  4.86; 95%Cl: 1.86–12.67, p  <  0.001). GPs who were 
overweight (OR  =  3.55; 95%Cl: 1.49–8.41, p  <  0.01) and measured patient weight, 
height, and BMI (OR  =  3.61; 95%Cl: 1.58–8.25, p  <  0.01) were more likely to advise 
on nutrition or physical activity to “healthy” patients. Doctors who measured 
patient weight, height, and BMI advised patients with chronic diseases (OR  =  6.45; 
95%Cl: 2.54–16.34, p  <  0.001). Over 40% of GPs believe that they are not effective 
in counseling. Lack of time turned out to be the main barrier to counseling for 
73.3% of GPs, which was associated with heavy workload (>100 visits per week).

Conclusion: As many GPs doubt their effectiveness, it is recommended that GPs 
attend more training activities regarding counseling. In addition, organizational 
changes are needed to reduce patient numbers, and financial incentives are 
needed to improve counseling and patient measurement.
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Introduction

Obesity is a public health problem, being a well-documented risk factor for many chronic 
diseases, such as cardiovascular disease, hypertension, coronary artery disease, type 2 diabetes, 
and some cancers (1, 2). In the 21st century, the world is facing an obesity pandemic (3). 
According to the World Health Organization, over a billion people worldwide are obese: 650 
million adults, 340 million adolescents, and 39 million children (2). In 2019, 53% of people 
living in the European Union (EU) were overweight and 17% were obese. The highest percentage 
of overweight adults was recorded in Malta and Croatia (65%), and the lowest in Italy (46%) and 
France (47%). The percentage for Poland was 58% (2, 4). Currently, 65% of the world’s population 
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lives in countries where overweight and obesity cause more deaths 
than underweight (3). This has significant direct and indirect costs on 
health care and social resources (2).

The development of the COVID-19 pandemic in 2020 and related 
lockdown had a clear influence on bodyweight in Poland (3). During 
the COVID-19 pandemic, 29% of Polish women and 28% of men 
noticed an increase in body weight. In 2020, 46% of Polish women and 
64% of men were overweight, and 8% of women and 12% of men were 
obese (5, 6). Treatment of obesity presents a challenge for healthcare 
professionals (7), and the typical location for dietary and physical 
activity counseling is the primary care facility (8).

General practitioners (GPs) are in the best position to observe 
changes in body weight and to determine the environmental and 
psychological factors responsible for eating disorders (9). They are 
expected to help obese patients lose weight by counseling them on 
ways to change their health behaviors, and are often the only healthcare 
professionals the patient can see (1). To do this, it is important for the 
GP to build good relationships based on trust and cooperation with 
the patients, as they will feel more comfortable and may be more 
receptive to their recommendations, compared to a specialist (10).

Poland lacks a coordinated system for obesity treatment, and 
treatment is typically the responsibility of GPs and specialist physicians. 
If the doctor is unable or unwilling to treat obesity, the patient should 
be referred to another doctor who will (11). Most physicians initiate 
weight loss discussions once a patient is in the obese BMI category, 
rather than at a normal BMI or who are overweight (12). Doctors 
believe that many patients with obesity are ready to lose weight, and 
that weight advice provided by doctors can be successful (13).

Numerous studies show that the involvement of GPs in obesity 
treatment is positively perceived by patients and results in weight loss 
(1, 14). Advice from a GP increases patient self-efficacy, and supports 
their motivation and their efforts to lose weight (1, 15, 16). Such 
advice is highly valued by patients, and GP counseling has potential 
to reduce the incidence of preventable chronic diseases (17, 18).

General practitioners are expected to provide lifestyle counseling 
and preventive services to patients with chronic conditions. In addition, 
the personal lifestyle of the physicians themselves has an impact on 
patient care. However, few studies have examined whether such 
personal factors, such as body weight, influence the weight management 
practices of GPs toward patients in primary care (12, 19). There are also 
gaps in the literature on the measurements of body weight, height, and 
waist circumference performed by general practitioners.

Studies most often take into account such lifestyle habits as 
physical activity, diet, smoking, alcohol consumption, and hours of 
sleep (20, 21). However, they do not take into account the number of 
patients under care, completed university, and years of service, which 
may have a significant impact on the counseling provided.

Therefore, there is a need to better understand the roles played by 
the personal characteristics of the GP, such as weight, the number of 
patients under care, age, the university where they graduated and 
years of service, in their approach to obesity management in patients.

The aim of this study was to assess the frequency of dietary and 
physical activity counseling provided by GPs stratified by body mass 
index (BMI). Predictors of counseling among GPs were 
also determined.

It also examines the frequency at which GPs calculate BMI and 
measure body weight, and waist circumference in adult patients to 
assess the severity of obesity, and determines the course of action 
taken with patients diagnosed with overweight or obesity, i.e., whether 
advice is given or the fact is noted in the records.

Materials and methods

Study design and population

The cross-sectional study was conducted from January 2020 to 
December 2021 among GPs in the city of Lodz, Poland. In total, 433 
GPs were currently practicing in the Lodz province as of December 
31, 2019 (22). According to data received from the National Health 
Fund in 2020 and 2021, there were 211 primary healthcare entities in 
the city of Lodz at that time.

A number generator was used to randomly draw 120 numbers 
(23). From the list of 211 entities, 100 primary healthcare entities were 
selected using the first 100 randomly-drawn numbers. Of these, 11 
refused to participate, and 11 clinics were selected from the next 11 
generated numbers. In each of the 100 randomized subjects, two 
interviews with GPs were conducted.

In the morning on Monday or Wednesday and the afternoon on 
Tuesday or Friday, every second attending physician in the doctor’s 
office was randomly selected and asked to participate in the study. In 
case of disagreement, a third GP was selected. For inclusion, the GP 
had to be treating adult patients, who gave their written and voluntary 
consent to participate. The required sample size was calculated using 
the sample size calculator with a significance level of 0.05, fraction size 
of 0.5, maximum error of 5%, and population size of 433. About 200 
participants were required. In total, 161 GPs joined the study, and 39 
physicians refused to participate. 161 GPs completed the study. The 
participation rate was 80%.

The study was approved by the Bioethics Committee of the 
Medical University of Lodz (September 18, 2018; ref.: 
RNN/315/18/KE).

Study variables

The research tool was an anonymous questionnaire containing 
standardized questions completed by the GP. The questionnaire was 
divided into sections. The first part contained information on the 
characteristics of the treated patients and information on the role of 
physician as a provider of a healthy lifestyle and health counseling. The 
study included elements of “a healthy lifestyle,” such as physical 
activity, diet, and weight. The second part concerned the barriers in 
the process of assessing, controlling, and managing the patients. The 
third part contained questions about the health status/health behaviors 
of primary care physicians. The questionnaire also included socio-
demographic data (age, sex), information regarding the main place of 
medical practice, years of work, and number of patient visits during 
the routine working week.

Abbreviations: GP, General practitioner; BMI, Body mass index; WHO, World Health 

Organization; EU, European union; OR, Odds ratio; CI, Confidence interval; US, 

United States; COVID-19, Coronavirus disease 2019; SARS-CoV-2, Severe acute 

respiratory syndrome coronavirus 2.
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The questionnaire was created by experts. The construction 
of the questionnaire (unambiguity, confidentiality, neutrality, and 
correctness of the scale of questions) was verified in an earlier 
large study (24) in order to ensure its reliability and credibility. 
Physicians’ questionnaires were anonymized. At the same time, a 
questionnaire survey was conducted among patients. The results 
were presented in the other articles (25, 26). Our research was 
anonymous, and thus the general practitioners could not 
be linked to their patients in any way.

The degree of counseling by the GP regarding a healthy diet/
proper nutrition and physical activity was determined by the 
following questions: “How often do you recommend a healthy 
diet/proper nutrition,” “How often do you recommend physical 
activity” (Table  1). Advice included general and specific 
recommendations, such as eating different foods and spending 
time more actively. The response “never” indicated no advice 
given on eating habits, diet and physical activity in any 
appointment, “often” indicated that advice was given in 50% or 
more appointments, while “always” indicated advice given at each 
visit. Physicians who answered “often” or “always” were 
considered as providing advice on nutrition or physical activity 
in the univariate and multivariate logistic regression analysis 
(Table 2).

The questionnaire also surveyed the frequency of weight 
measurements on scales, weight declared by the patient, 
calculation of BMI, and measurement of height, and waist 
circumference by the GP: (1) at each routine visit, (2) once a year, 
(3) if clinically indicated, and (4) never (Table 3).

The age and gender of the GPs was recorded. The doctors 
were also asked to provide their height (m) and weight (kg), 
which allowed the BMI (kg/m2) to be  calculated thus: weight 
(kg)/height squared (m2) (27).

Physicians were divided into three groups according to BMI: 
<25 kg/m2 (normal), ≥ 25 to <30 kg/m2 (overweight), and ≥ 30 kg/
m2 (obese). The characteristics of the studied population are 
presented in Table 4.

The GPs were asked about the occurrence of any pre-chronic 
diseases related to overweight and obesity, such as hypertension, 
coronary artery disease, type 2 diabetes, chronic obstructive 
pulmonary disease, asthma, and others. According to the answers, 
they were divided into four groups: (1) no diseases, (2) one 
disease, (3) two diseases, and (4) three or more diseases. The GPs 
were also asked about their subjective assessment of being 
overweight and obese, and their intention to lose weight.

The survey also examined the lifestyle characteristics of the 
GPs, such as fruit and vegetable consumption and physical 
activity. Respondents consuming an average of 400 g of vegetables 
and fruit in their daily diet, i.e., in at least five portions, were 
considered healthy eaters (28). Those who performed 
150–300 min of moderate-intensity physical activity per week or 
75–150 min of vigorous-intensity physical activity were 
considered physically active subjects (29).

In addition, the GPs were surveyed regarding the number of 
patient visits during a routine working week, i.e., (group 1) ≤ 100 and 
(group 2) > 100, as well as their years of service, i.e., (group 1) < 10 or 
(group 2) 10–20 or (group 3) > 20, and the nature of their medical 
practice, i.e., (group 1) private or (group 2) public.

The doctors were also asked whether lack of time was a 
barrier to counseling (Yes, No), and whether they had received 
appropriate training to provide counseling on nutrition, physical 
activity, and weight management (Yes, No).

The questionnaire also included questions about the doctor’s 
treatment of an obese patient: (1) “Systematically observes/tracks 
patients’ behavior or other measures of progress regarding diet, 
physical activity, and body weight, and records them in the 
documentation”; (2) “Prescribes a patient a drug treatment aimed 
at losing weight”; (3) “Referral of the patient to obesity treatment 
surgery”; (4) “Referring to another health professional or offering 
participation in programs conducted outside of practice,” with 
the possible answers Yes or No (Table 5).

The questionnaire also included the following statements: “A 
physician is obliged to provide counseling focusing on a healthy 

TABLE 1 Recommendations to change eating habits and physical activity by a GP in primary care patients.

Variable Female n  =  119 Male n  =  42 Total n  =  161

n (%) 95% Cl p value n (%) 95% Cl p value n (%) 95% Cl p value

How often do you evaluate the patient’s diet and physical activity?

  Never 52 (43.7) (34.79–52.61) 0.4369 16 (38.1) (23.41–52.78) 0.3809 68 (42.3) (34.61–49.87) 0.4223

  Often 62 (52.1) (43.13–61.08) 0.5210 25 (59.5) (44.68–74.37) 0.5952 87 (54.0) (46.33–61.74) 0.5404

  Always 5 (4.2) (0.60–7.81) 0.0420* 1 (2.4) (−2.23–6.99) 0.0238* 6 (3.7) (0.80–6.65) 0.0372*

How often do you recommend a healthy diet/proper nutrition?

  Never 17 (14.3) (8.00–20.57) 0.1429 10 (23.8) (10.93–36.69) 0.2381 27 (16.7) (10.99–22.54) 0.1677

  Often 75 (63.0) (54.35–71.70) 0.6303 23 (54.8) (39.71–69.81) 0.5476 98 (60.9) (53.33–68.41) 0.6087

  Always 27 (22.7) (15.16–30.21) 0.2269 9 (21.4) (9.01–33.84) 0.2143 36 (22.4) (15.92–28.80) 0.2236

How often do you recommend physical activity?

  Never 22 (18.5) (11.51–25.46) 0.1849 10 (23.8) (10.93–36.69) 0.2381 32 (19.9) (13.71–26.04) 0.1988

  Often 69 (58.0) (49.11–66.85) 0.5798 22 (52.4) (37.28–67.49) 0.5238 91 (56.5) (48.86–64.18) 0.5652

  Always 28 (23.5) (15.91–31.15) 0.2353 10 (23.8) (10.93–36.69) 0.2381 38 (23.6) (17.04–30.16) 0.2360

*p < 0.05.
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TABLE 2 Correlates of advice provided by a GP.

Variables Advice on changing eating habits or physical activity 
in patients (total) N  =  161

Advice on changing eating habits or physical 
activity in patients with chronic diseases 

N  =  161

Advice on changing eating habits or physical 
activity in “healthy” patients N  =  161

Unadjusted model Adjusted 
model

Unadjusted model Adjusted model Unadjusted model Adjusted 
model

N n  =  134 
(%)

OR 95% Cl OR 95% Cl
n  =  133 

(%)
OR 95% Cl

OR 95% Cl
n  =  103 

(%)
OR 95% Cl OR 95% Cl

Body mass index (BMI)

  < 25 kg/m2 93 79 (84.9) 1.00 Ref. 77 (82.8) 1.00 Ref. 53 (57.0) 1.00 Ref. 1.00 Ref.

  ≥ 25 to < 30 kg/

m2
49 38 (77.6) 0.61 (0.25–1.48) 41 (83.7) 1.06 (0.42–2.72) 39 (79.6) 2.94

(1.31–

6.64)**
3.55

(1.49–

8.41) **

  ≥ 30 kg/m2 19 17 (89.5) 1.51 (0.31–7.34) 15 (78.9) 0.78 (0.23–2.66) 11 (57.9) 1.04
(0.38–

2.84)
0.89

(0.32–

2.52)

Age (years)

  <40 55 46 (83.6) 1.02 (0.36–2.88)
47 (85.5) 1.70 (0.62–4.65) 38 (69.1) 0.99 (0.42–

2.31)

  40–54 62 52 (83.9) 1.28 (0.45–3.67)
52 (83.9) 1.53 (0.56–4.22) 35 (56.5) 0.63 (0.28–

1.42)

  55+ 44 36 (81.8) 1.00 Ref. 34 (77.3) 1.00 Ref. 30 (68.2) 1.00 Ref.

Sex

  Female 119 102 (85.7) 1.88 (0.78–4.54)
101 (84.9) 1.75 (0.73–4.21) 75 (63.0) 0.85 (0.40–

1.80)

  Male 42 32 (76.2) 1.00 Ref. 32 (76.2) 1.00 Ref. 28 (66.7) 1.00 Ref.

Number of chronic diseases

  0 59 48 (81.4) 1.00 Ref. 48 (81.4) 1.00 Ref. 35 (59.3) 1.00 Ref.

  1 45 40 (88.9) 1.83 (0.59–5.77)
40 (88.9) 1.83 (0.59–5.77) 33 (73.3) 1.89 (0.81–

4.39)

  2 27 22 (81.5) 1.01 (0.31–3.28) 24 (88.9) 1.83 (0.47–7.28) 16 (59.3) 0.99 (0.39–

2.54)

  ≥3 30 24 (80.0) 0.92 (0.30–2.80) 21 (70.0) 0.53 (0.19–1.49) 19 (63.3) 1.18 (0.48–

2.95)

(Continued)
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Variables Advice on changing eating habits or physical activity 
in patients (total) N  =  161

Advice on changing eating habits or physical 
activity in patients with chronic diseases 

N  =  161

Advice on changing eating habits or physical 
activity in “healthy” patients N  =  161

Unadjusted model Adjusted 
model

Unadjusted model Adjusted model Unadjusted model Adjusted 
model

N n  =  134 
(%)

OR 95% Cl OR 95% Cl
n  =  133 

(%)
OR 95% Cl

OR 95% Cl
n  =  103 

(%)
OR 95% Cl OR 95% Cl

Diseases 

occurring in the 

family

  Diabetes 

mellitus

   Yes 77 65 (84.4) 1.18 (0.51–2.72) 62 (80.5) 0.76 (0.33–1.72) 47 (61.0) 0.78 (0.41–

1.50)

   No 84 69 (82.1) 1.00 Ref. 71 (84.5) 1.00 Ref. 56 (66.7) 1.00 Ref.

  Coronary 

artery disease

   Yes 79 65 (82.3) 0.87 (0.38–2.01) 64 (81.0) 0.80 (0.35–1.83) 46 (58.2) 0.61 (0.32–

1.17)

   No 82 69 (84.1) 1.00 Ref. 69 (84.1) 1.00 Ref. 57 (69.5) 1.00 Ref.

  Neoplastic 

disease

   Yes 80 68 (85.0) 1.29 (0.56–2.98) 69 (86.3) 1.67 (0.72–3.85) 51 (63.8) 0.98 (0.52–

1.87)

   No 81 66 (81.5) 1.00 Ref. 64 (79.0) 1.00 Ref. 52 (64.2) 1.00 Ref.

Subjective 

assessment of 

being overweight 

or obese

  Yes 39 31 (79.5) 0.71 (0.28–1.80) 30 (76.9) 0.61 (0.25–1.51) 25 (64.1) 1.01 (0.48–

2.14)

  No 122 103 (84.4) 1.00 Ref. 103 (84.4) 1.00 Ref. 78 (63.9) 1.00 Ref.

(Continued)

TABLE 2 (Continued)
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Variables Advice on changing eating habits or physical activity 
in patients (total) N  =  161

Advice on changing eating habits or physical 
activity in patients with chronic diseases 

N  =  161

Advice on changing eating habits or physical 
activity in “healthy” patients N  =  161

Unadjusted model Adjusted 
model

Unadjusted model Adjusted model Unadjusted model Adjusted 
model

N n  =  134 
(%)

OR 95% Cl OR 95% Cl
n  =  133 

(%)
OR 95% Cl

OR 95% Cl
n  =  103 

(%)
OR 95% Cl OR 95% Cl

Weight loss 

intention

  Yes 76 66 (86.8) 1.65 (0.70–3.89) 65 (85.5) 1.48 (0.64–3.41) 50 (65.8) 1.16 (0.61–

2.22)

  No 85 68 (80.0) 1.00 Ref. 68 (80.0) 1.00 Ref. 53 (62.4) 1.00 Ref.

Physical activity

  Yes 126 111 (88.1) 3.86 (1.60–

9.40)**

2.64 (1.01–

6.91)*

106 (84.1) 1.57 (0.62–3.98) 81 (64.3) 1.06 (0.49–

2.32)

  No 35 23 (65.7) 1.00 Ref. 1.00 Ref. 27 (77.1) 1.00 Ref. 22 (62.9) 1.00 Ref.

Diet

  Yes 42 37 (88.1) 1.68 (0.59–4.80) 37 (88.1) 1.77 (0.62–5.05) 30 (71.4) 1.58 (0.73–

3.40)

  No 119 97 (81.5) 1.00 Ref. 96 (80.7) 1.00 Ref. 73 (61.3) 1.00 Ref.

Medical practice

  Private 104 85 (81.7) 0.73 (0.30–1.80) 86 (82.7) 1.02 (0.43–2.40) 71 (68.3) 1.68 (0.86–

3.29)

  Public 57 49 (86.0) 1.00 Ref. 47 (82.5) 1.00 Ref. 32 (56.1) 1.00 Ref.

Years of work

  <10 46 37 (80.4) 0.86 (0.33–2.23) 39 (84.8) 1.39 (0.52–3.75) 33 (71.7) 1.27 (0.57–

2.85)

  10–20 40 35 (87.5) 1.47 (0.48–4.50) 34 (85.0) 1.42 (0.50–4.02) 20 (50.0) 0.50 (0.23–

1.10)

  >20 75 62 (82.7) 1.00 Ref. 60 (80.0) 1.00 Ref. 50 (66.7) 1.00 Ref.

Number of patient 

visits during the 

routine working 

week

  ≤100 59 49 (83.1) 0.98 (0.41–2.31) 47 (79.7) 0.73 (0.32–1.68) 35 (59.3) 0.73 (0.38–

1.42)

  >100 102 85 (83.3) 1.00 Ref. 86 (84.3) 1.00 Ref. 68 (66.7) 1.00 Ref.

TABLE 2 (Continued)

(Continued)
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Variables Advice on changing eating habits or physical activity 
in patients (total) N  =  161

Advice on changing eating habits or physical 
activity in patients with chronic diseases 

N  =  161

Advice on changing eating habits or physical 
activity in “healthy” patients N  =  161

Unadjusted model Adjusted 
model

Unadjusted model Adjusted model Unadjusted model Adjusted 
model

N n  =  134 
(%)

OR 95% Cl OR 95% Cl
n  =  133 

(%)
OR 95% Cl

OR 95% Cl
n  =  103 

(%)
OR 95% Cl OR 95% Cl

Lack of time as a barrier to counseling

  Yes 118 97 (82.2) 0.75 (0.28–2.01) 101 (85.6) 2.04 (0.86–4.84) 74 (62.7) 0.81 (0.39–

1.71)

  No 43 37 (86.0) 1.00 Ref. 32 (74.4) 1.00 Ref. 29 (67.4) 1.00 Ref.

Appropriate 

training to 

provide 

counseling on 

nutrition, physical 

activity, and 

weight 

management

  Yes 122 106 (86.9) 2.60 (1.08–6.28) 

*

1.59 (0.59–

4.23)

106 (86.9) 2.94 (1.24–

7.00)*

1.79 (0.68–4.69) 83 (68.0) 2.02 (0.96–

4.24)

  No 39 28 (71.8) 1.00 Ref. 1.00 Ref. 27 (69.2) 1.00 Ref. 1.00 Ref. 20 (51.3) 1.00 Ref.

Making measurements of body weight, height, BMI

  Yes 125 113 (90.4) 6.73 (2.74–

16.52)***

4.86 (1.86–

12.67) 

***

113 (90.4) 7.53 (3.08–

18.43)***

6.45 (2.54–

16.34)***

87 (69.6) 2.86 (1.33–

6.16)**

3.61 (1.58–

8.25)**

  No 36 21 (75.0) 1.00 Ref. 1.00 Ref. 20 (55.6) 1.00 Ref. 1.00 Ref. 16 (44.4) 1.00 Ref. 1.00 Ref.

*p < 0.05, **p < 0.01, and ***p < 0.001; Fully-adjusted model, including all statistically significant characteristics. Ref, Reference; CI, Confidence interval.

TABLE 2 (Continued)
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lifestyle among the patients,” “I have sufficient knowledge and 
skills to advise patients on healthy lifestyle,” “I am effective in 
helping my patients to lead a healthy lifestyle,” and “The healthy 
lifestyle counseling will be more effective if the physician himself/
herself follows health recommendations.” Five responses were 
possible for each statement: “I strongly agree,” “I tend to agree,” 
“I do not know,” “I tend to disagree,” and “I strongly disagree.” 
The first two options (“I strongly agree,” and “I tend to agree”) 
were considered positive (“Yes”), and the rest (“I do not know,” “I 
tend to disagree” and “I strongly disagree”) negative (“No”; 
Table 6).

Statistical analysis

The descriptive statistics and a distribution of examined variables 
were calculated as numbers and percentages. The distribution of 
categorical variables is represented by frequency and proportion with 
95% confidence intervals. Categorical variables were compared using 
the chi-square test for independent samples. p < 0.05 was considered 
statistically significant. Elements of logistic regression analysis were 
used to describe the obtained results.

Univariate and multivariate logistic regression analyses were 
performed to identify predictors of GP preventive action; results were 

TABLE 3 Frequency of measurement of body weight and other variables by a GP in primary care patients.

Variable Female n =  119 Male n =  42 Total n =  161

n (%) 95% Cl p value n (%) 95% Cl p value n (%) 95% Cl p value

Body weight measured on the scale

  At each routine 

visit
7 (5.9) (1.65–10.11) 0.0588

5 (11.9) (2.11–21.70) 0.1190
12 (7.5) (3.40–11.51) 0.0745

  Once a year 28 (23.5) (15.91–31.15) 0.2353 6 (14.3) (3.70–24.87) 0.1429 34 (21.1) (14.81–27.42) 0.2111

  If clinically 

indicated
74 (62.2) (53.47–70.90) 0.6218

27 (64.3) (49.79–78.78) 0.6429
101 (62.7) (55.26–70.20) 0.6273

  Never 10 (8.4) (3.42–13.39) 0.0840 4 (9.5) (0.65–18.40) 0.0952 14 (8.7) (4.34–13.05) 0.0869

The patient’s declared body weight

  At each routine 

visit
23 (19.3) (12.23–26.42) 0.1933

2 (4.8) (−1.68–11.20) 0.0476
25 (15.5) (9.93–21.12) 0.1553

  Once a year 34 (28.6) (20.45–36.69) 0.2857 13 (30.9) (16.97–44.93) 0.3095 47 (29.2) (22.17–36.22) 0.2919

  If clinically 

indicated
51 (42.9) (33.97–51.75) 0.4286

23 (54.8) (39.71–69.81) 0.5476
74 (46.0) (38.26–53.66) 0.4596

  Never 11 (9.2) (4.04–14.45) 0.0924 4 (9.5) (0.65–18.40) 0.0952 15 (9.3) (4.83–13.81) 0.0932

Body mass index (BMI)

  At each routine 

visit

15 (12.6) (6.64–18.57) 0.1261 4 (9.5) (0.65–18.40) 0.0952 19 (11.8) (6.82–16.78) 0.1180

  Once a year 35 (29.4) (21.23–37.60) 0.2941 10 (23.8) (10.93–36.69) 0.2381 45 (28.0) (21.02–34.88) 0.2795

  If clinically 

indicated

62 (52.1) (43.13–61.08) 0.5210 25 (59.5) (44.68–74.37) 0.5952 87 (54.0) (46.34–61.74) 0.5403

  Never 7 (5.9) (1.65–10.11) 0.0588 3 (7.2) (−0.65–14.93) 0.0714 10 (6.2) (2.48–9.94) 0.0621

Waist measurement

  At each routine 

visit
7 (5.9) (1.65–10.11) 0.0588

1 (2.4) (−2.23–6.99) 0.0238*
8 (5.0) (1.61–8.33) 0.0496*

  Once a year 20 (16.8) (10.09–23.53) 0.1681 7 (16.7) (5.40–27.94) 0.1667 27 (16.8) (11.00–22.54) 0.1677

  If clinically 

indicated
70 (58.8) (49.98–67.67) 0.5882

25 (59.5) (44.68–74.37) 0.5952
95 (59.0) (51.41–66.60) 0.5901

  Never 22 (18.5) (11.51–25.46) 0.1849 9 (21.4) (9.02–33.84) 0.2143 31 (19.2) (13.16–25.35) 0.1925

Height measurement

  At each routine 

visit
14 (11.8) (5.98–17.55) 0.1176

4 (9.5) (0.65–18.40) 0.0952
18 (11.2) (6.31–16.05) 0.1118

  Once a year 29 (24.3) (16.66–32.08) 0.2437 8 (19.1) (7.17–30.92) 0.1905 37 (23.0) (16.48–29.48) 0.2298

  If clinically 

indicated
66 (55.5) (46.53–64.39) 0.5546

24 (57.1) (42.18–72.11) 0.5714
90 (55.9) (48.23–63.57) 0.5590

  Never 10 (8.4) (3.42–13.39) 0.0840 6 (14.3) (3.70–24.87) 0.1429 16 (9.9) (5.32–14.56) 0.0994

*p < 0.05.
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presented as odds ratios (OR) and 95% confidence intervals (95% CI). 
Variables with p < 0.1 from the univariate analysis were included in 
the multivariate model. STATISTICA version 13.3 (StatSoft, licensed 
by the Medical University of Lodz) was used for the analysis.

Results

Characteristics of the studied population

The characteristics of the study population of GPs are presented in 
Table 4. Of the study group, 73.9% were women and 26.1% were men. 
The largest group of respondents were GPs aged 40–54 (38.5%). Of 161 
surveyed GPs of the city of Lodz, 30.4% were overweight and 11.8% 
were obese. In the subjective assessment, 89.5% of obese physicians and 
40.8% of overweight physicians reported having excessive BMI. Of these 
47.2% declared an intention to lose weight. Among the doctors, 28.0% 
reported one chronic disease, 16.8% two chronic diseases, and 18.6% 
had three or more chronic diseases. The percentage of chronic diseases 
occurring in GPs is presented in Table 7.

In addition, 78.3% of the respondents reported engaging in 
150–300 min a week of moderate intensity physical activity of 
75–150 min of high intensity, and 26.1% consumed an average of 400 g 
of vegetables and fruit in their daily diet in at least five portions 
(Table 4).

The data also indicate that 64.6% of GPs are employees of 
private medical practices and 35.4% of public medical practices, 
and that 46.6% had been working for at least 20 years. Furthermore, 
63.4% reported more than 100 patient visits during a routine 
working week.

Lack of time was reported as the main barrier to counseling 
among 73.3% of GPs, and 75.8% indicated that they had received 
appropriate training to provide counseling on nutrition, physical 
activity, and weight management. In addition, 77.6% measured of the 
body weight, height, and BMI of their patients.

Advice on nutrition and physical activity

The data indicate that 57.7% of GPs evaluate the physical activity 
and diet of the patient; however, only 3.7% of physicians indicated 

TABLE 4 The characteristics of the studied population of general 
practitioners (GPs).

Characteristics Total n  =  161 %

Age (years)

  <40 55 34.2

  40–54 62 38.5

  55+ 44 27.3

Sex

  Male 42 26.1

  Female 119 73.9

Body mass index (BMI)

  <25 kg/m2 93 57.8

  ≥25 to <30 kg/m2 49 30.4

  ≥30 kg/m2 19 11.8

Number of chronic diseases

  0 59 36.6

  1 45 28.0

  2 27 16.8

  ≥3 30 18.6

Diseases occurring in the family

  Diabetes mellitus 77 47.8

  Coronary artery disease 79 49.1

  Neoplastic disease 80 49.7

Subjective assessment of being 

overweight or obese

  Yes 39 24.2

  No 122 75.8

Weight loss intention

  Yes 76 47.2

  No 85 52.8

Physical activity

  Yes 126 78.3

  No 35 21.7

Diet

  Yes 42 26.1

  No 119 73.9

Medical practice

  Private 104 64.6

  Public 57 35.4

Years of work

  <10 46 28.6

  10–20 40 24.8

  >20 75 46.6

Number of patient visits during the routine working week

  ≤100 59 36.6

  >100 102 63.4

Lack of time as a barrier to counseling

  Yes 118 73.3

  No 43 26.7

Appropriate training to provide 

counseling on nutrition, physical 

activity, and weight management

  Yes 122 75.8

  No 39 24.2

Making measurements of body weight, 

height, and BMI

  Yes 125 77.6

  No 36 22.4

TABLE 4 (Continued)

(Continued)
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they “always” advised their patients on diet and physical activity 
(p < 0.05); including 2.4% of male physicians (p < 0.05) and 4.2% of 
female physicians (p < 0.05; Table 1). In total, 54.0% of physicians 
“often” assessed diet and physical activity.

Otherwise, 22.4% of GPs “always” recommended a healthy 
diet/proper nutrition to their patients, and 23.6% always 
recommended physical activity, while 60.9% “often” recommended 
a healthy diet/proper nutrition to their patients, and 56.5% 
physical activity.

The personal characteristics of GPs were compared with their 
likelihood of providing counseling using logistic regression analyses. 
The strength of the relationship was represented by odds ratio (OR) 
and 95% confidence interval (CI). The results of the univariate and 
multivariate logistic regression analyses and health services are 
presented in Table 2.

The GPs were more likely to give general advice to patients with 
chronic diseases than to those without.

Variables that were found to be significant in the univariate 
logistic regression analysis were considered in the multivariate 
logistic regression analysis. The multivariate analysis found that 

GPs who practiced physical activity (OR = 2.64; 95%Cl: 1.01–
6.91, p < 0.05) and measured patient weight, height and BMI 
(OR = 4.86; 95%Cl: 1.86–12.67, p < 0,001) were more likely to 
provide advice on eating habits or physical activity than those 
who do not. Physicians who measured weight, height and BMI 
(OR = 6.45; 95%Cl: 2.54–16.34, p < 0.001) were more likely to 
advise on diet or physical activity in patients with chronic 
diseases. GPs who were overweight were more likely to give 
advice on nutrition or physical activity in “healthy” patients 
(OR = 3.55, 95%Cl: 1.49–8.41, p < 0.01), and to measure patient 
weight, height, and BMI (OR = 3.61; 95%Cl: 1.58–8.25, p < 0.01) 
compared to normal-weight or obese physicians, who did not 
perform any measurements.

Body weight measurement

In total, 7.5% of the surveyed physicians indicated that they 
measure the body weight of their patients at each routine visit, and 
62.7% indicated that body weight was measured in clinical settings 

TABLE 6 Opinions about the role of a GP as a healthy lifestyle provider.

Opinion Female n =  119 (%) Male n =  42 (%) Total n =  161 (%)

A physician is obliged to provide counseling focusing on a healthy lifestyle among the patients

  Yes 109 (91.6) 36 (85.7) 145 (90.1)

  No 10 (8.4) 6 (14.3) 16 (9.9)

I have sufficient knowledge and skills to advise patients on healthy lifestyle

  Yes 93 (78.2) 29 (69.0) 122 (75.8)

  No 26 (21.8) 13 (31.0) 39 (24.2)

I am effective in helping my patients to lead a healthy lifestyle

  Yes 72 (60.5) 22 (52.4) 94 (58.4)

  No 47 (39.5) 20 (47.6) 67 (41.6)

Healthy lifestyle counseling will be more effective if a physician is following health himself recommends

  Yes 112 (94.1) 34 (81.0) 146 (90.7)

  No 7 (5.9) 8 (19.0) 15 (9.3)

TABLE 5 The procedure implemented by GPs in patients with overweight and obese.

Variable Female n  = 119 (%) Male n  = 42 (%) Total n  = 161 (%)

Systematically observes/ tracks patients’ behavior or other measures of progress regarding diet, physical activity, and body weight, and records in the documentation

  Yes 108 (90.8) 36 (85.7) 144 (89.4)

  No 11 (9.2) 6 (14.3) 17 (10.6)

Prescribes a patient a drug treatment aimed at losing weight

  Yes 75 (63.0) 20 (47.6) 95 (59.0)

  No 44 (37.0) 22 (52.4) 66 (41.0)

Referral of the patient to obesity treatment surgery

  Yes 65 (54.6) 23 (54.8) 88 (54.7)

  No 54 (45.4) 19 (45.2) 73 (45.3)

Referring to another health professional or offering participation in programs conducted outside of his practice

  Yes 103 (86.6) 36 (85.7) 139 (86.3)

  No 16 (13.4) 6 (14.3) 22 (13.7)
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(Table 3). 5% of primary care physicians measured waist circumference 
at each routine visit (p < 0.05) including 2.4% of male physicians 
(p < 0.05).

Similarly, based on clinical indications, 46.0% of GPs assessed the 
body weight declared by the patient, 54.0% calculated the BMI, 59.0% 
measured the waist circumference, and 55.9% the height.

The procedure implemented by GPs in 
patients with overweight or obesity

Table 5 presents the procedure implemented by GPs in patients 
with overweight or obesity. In total, 89.4% of GPs reported 
systematically tracking patient behavior regarding diet, physical 
activity, and body weight, while 59% prescribe a drug treatment aimed 
at losing weight in patients with overweight or obesity, particularly 
among female physicians (63%). In addition, 86.3% of GPs refer the 
patient to another healthcare professional or offer participation in 
programs conducted outside of their practice.

The role of a physician as a healthy lifestyle 
provider

Table 6 presents possible opinions about the role of a GP as a 
healthy lifestyle provider. Ninety percent of the GPs believed that the 
doctor was obliged to provide patients with healthy lifestyle 
counseling, and 75.8% thought that they had sufficient knowledge and 
skills to do so. More than half of the GPs believed that they were 
effective in helping patients to lead healthy lifestyles (58.4%).

Nearly all GPs (90.7%) believed that healthy lifestyle counseling 
would be  more effective if the GPs themselves followed health 
recommendations. Female physicians were more likely to advocate 
that the physician can advise on a healthy lifestyle.

Discussion

This study was the first during the COVID-19 pandemic to assess 
the extent to which GPs monitor and assess the health behaviors of 
overweight and obese patients and provide appropriate advice in this 
respect. It also examined the prevalence of overweight and obesity 
among the GPs themselves, and assessed various predictors that may 
influence the attitudes of the GPs toward dietary and physical activity 
counseling among their patients.

General practitioners should strive to implement activities related 
to a healthy lifestyle among their patients. Our survey results show 
that 90% of GPs believe they have a duty to advise patients on a 
healthy lifestyle. As many as 75% of them believe that they have 
sufficient knowledge to do so.

In our study, 30.4% of physicians were overweight and 11.8% were 
obese, and a significantly low percentage of physicians aged 40–54 
(33.3%) and aged 55 and over (19.4%) had a normal BMI. Other 
results were obtained in the study of Alnasiri et al. (19) where 50% of 
the study participants were overweight while 16.1% were obese, and a 
significantly low percentage of physicians aged 40–54 (23.1%) and 
under 40 (39.3%) had a normal BMI.

The likelihood of initiating discussions about weight loss 
depended on the physician’s BMI: while physicians with a normal 
body weight were more likely to discuss body weight than those who 
were overweight or obese, the differences were not statistically 
significant, except for advice given to healthy patients by overweight 
doctors. In our study, 79.6% of overweight GPs advised healthy 
patients on diet and physical activity (p < 0.01).

Previous studies have shown that physicians with either a normal 
BMI or overweight/obese advised their patients to exercise regularly 

TABLE 7 Chronic diseases in general practitioners (GPs).

Variables Total n  =  161 %

Abnormal body mass index BMI

  Yes 39 24.2

  No 122 75.8

Abnormal lipid profile

  Yes 32 19.9

  No 129 80.1

Hypertension

  Yes 34 21.1

  No 127 78.9

Eating disorders such as anorexia or bulimia

  Yes 2 1.2

  No 159 98.8

Asthma

  Yes 6 3.7

  No 155 96.3

Type II diabetes

  Yes 12 7.5

  No 149 92.5

Coronary artery disease

  Yes 3 1.9

  No 158 98.1

Cancer

  Yes 5 3.1

  No 156 96.9

Arthritis

  Yes 7 4.3

  No 154 95.7

Sleep apnea

  Yes 4 2.5

  No 157 97.5

Chronic obstructive pulmonary disease

  Yes 3 1.9

  No 158 98.1

Back pain

  Yes 61 37.9

  No 100 62.1

Hypothyroidism

  Yes 7 4.3

  No 154 95.7
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and make some dietary changes to control obesity (19). In the study 
by Alnasiri et al. (19), 95% of overweight GPs advised patients to 
exercise and change their diet.

About 80% of GPs in our study advised their patients on diet or 
physical activity; however, only one in five indicated that they “always” 
provide advice on diet and physical activity. Similar results were 
obtained by Alnasiri et  al. (19), where over 90% of the surveyed 
physicians indicated advising their patients on exercise and diet for 
weight loss, and by Al-Shammari et al. (30), where 70.8% of physicians 
advised their patients on eating habits, and 76.9% on physical activity. 
Also, two-thirds of physicians in the United States reported frequently 
holding consultations (18). Another study found that less than 50% of 
surveyed physicians always give specific advice on diet, physical 
activity or weight management (31).

General practitioners more often gave advice on physical activity 
than on diet or weight control (31). About 70% of GPs in a German 
study (32) said that they routinely give at least half of their patient’s 
brief consultations on dietary modifications, and more than 90% in an 
Australian study reported proactively talking to their patients about 
nutrition (33).

More than 90% of the GPs in our study felt that diet and exercise 
advice would be more effective if the GPs themselves followed health 
recommendations. More precisely, 11% did not assess diet, physical 
activity or BMI when examining patients. Such patients do not receive 
appropriate advice regarding healthy lifestyle.

Physicians who exercise regularly and follow a healthy diet have 
been shown to be more likely to address BMI reduction through diet 
and exercise (34, 35). This is confirmed by our present findings. GPs 
with a normal BMI were more likely to provide advice on nutrition 
and physical activity when they engaged in physical activity 
themselves. GPs are also aware of the important role played by 
primary health care in health education and highlight the need for its 
greater participation in promoting a healthy lifestyle (36). A similar 
positive attitude by physicians toward overweight and obesity 
counseling was also noted in the present study. GPs have been found 
to generally demonstrate a positive attitude toward the role of 
nutrition in the prevention and treatment of diseases (37, 38). Most 
GPs in Canada, the United  States and Australia agreed it would 
improve patient outcomes in chronic disease (39–42). More than 90% 
of Lebanese GPs agreed that nutritional counseling effectively 
influenced patient behavior (43). Dumic et  al. (44) showed that 
one-third of the surveyed Croatian physicians expressed a positive 
attitude toward nutrition and nutritional care, and the majority 
declared that they would provide nutritional care in their daily 
practice. Studies conducted in Germany and the United  States 
confirm pretty positive attitudes regarding the role of physicians in 
health promotion, disease prevention, and obesity counseling (32, 45, 
46). However, other studies conducted in Croatia (44, 47), 
Saudi Arabia (48), Australia and New Zealand (49) suggest that GPs 
show little interest in nutritional care, which may be a consequence 
of insufficient nutritional knowledge and lack of appropriate 
education and training (48).

Interventions focusing on the assessment and promotion of 
physical activity are also conducted by GPs in many countries 
(50–52); indeed, 80% of Americans and 77% of Canadians see a GP 
at least once a year, and during these visits physical activity is 
recommended (53, 54). Several studies have documented negative 
attitudes by physicians regarding counseling (1, 12, 55, 56); in 

particular, they have reported doubts as to whether it will influence 
patient behavior (12, 55) and a feeling that obesity is the 
responsibility of the patient (12, 55).

Despite the opportunities and benefits that dietary and physical 
activity counseling interventions can bring, they are provided 
relatively infrequently (57–61). Nutritional counseling is still 
underexploited. GPs highlight a number of barriers that hinder the 
practice of nutritional counseling (62) and physical activity 
counseling, such as inadequate weight counseling training, lack of 
time, and a need to prioritize comorbidities (12, 13). Similarly, 
almost two-thirds of GPs in our study indicated lack of time as the 
main barrier to counseling, despite having appropriate training to 
provide counseling (75.8%), as well as the large number of patients 
during a routine working week.

Other studies also indicate that little time is spent on diet and 
physical activity counseling by physicians in primary health care 
(63), with some reporting only 8% of time spent with the primary 
care physician being used to discuss overweight and obesity (63, 
64). Similarly, some previous studies indicate the main reasons for 
poor lifestyle interventions to be  insufficient time and lack of 
reimbursement (65). Inadequate time was noted by 61% GPs as the 
major barrier to counseling regarding physical activity (35).

Dietary and physical activity advice is integral to all weight loss 
consultations and should ideally be  imparted by a dietician or a 
nutritionist (66). However, in Poland, dietitians are often unavailable 
in primary health care and the duty of lifestyle counseling rests with 
the GP. New legal provisions in force from October 1, 2022, intended 
to provide patients with dietary consultations and educational advice 
as part of coordinated care, require the GP to cooperate with 
specialist doctors and a dietitian (67, 68).

The predictors of healthy lifestyle counseling identified in our 
study, viz. sex, age, health status, physical activity, BMI, weight 
loss intention, working years, and the number of patient visits 
during a routine working week, may be important considerations 
when designing appropriate strategies aimed at improving 
public health.

Our study also examined the frequency with which GPs 
calculate BMI and measure weight and waist circumference in 
adult patients. According to recommendations in Poland, BMI 
should be calculated once a year for each adult (3).

Anthropometric measurements (body weight, height, and waist 
circumference) should be performed during the first meeting and 
during routine visits in patients with excessive body weight, or when 
this is suspected, together with any related complications (3). Our 
findings indicate that annual BMI measurements and calculations are 
rarely performed. Typically, doctors measure and calculate BMI when 
clinically indicated. Only one in 10 GPs in our study calculate patient 
BMI at each routine visit.

Other studies have found that Hite et al. (69) report that 91% of 
physicians routinely calculate BMI, and only 61% routinely discuss 
BMI. Other studies have found that approximately half of the studied 
GPs, viz. 49% (31) and 60% (30), reported regularly recording 
BMI. Our study shows that the studied GPs undertake counseling 
with their patients, and do not just note this fact in the patient’s 
documentation. The GP systematically observes the patient’s behavior 
regarding diet, physical activity, and body weight (89.4% GPs). 
Overweight or obese patients receive pharmacological treatment to 
lose weight and, if necessary, are referred to another health specialist. 
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59% of GPs prescribe drug treatment for weight loss and 86.3% refer 
patients to another health specialist.

Our study found no differences in overweight and obesity 
counseling between private and public medical practices. While 
many service providers feel comfortable providing exercise and 
dietary advice (69), more financial resources are spent on 
treatment than prevention in Poland.

The study has limitations. It was cross-sectional, being conducted 
at a single-time point, which makes it impossible to observe changes 
over longer periods of time. In addition, due to the COVID-19 
pandemic of the time, access to GPs was more limited due to 
government restrictions. Also, the questionnaire did not include a 
question about the purpose of the patient’s visit; however, regardless 
of the reason for the visit, a GP should always notice overweight and 
obesity and give advice on a healthy lifestyle. Furthermore, a lack of 
association was noted in the multivariate analyses, possibly due to the 
small sample size, the anonymous nature of the study prevented 
patients from being linked with particular GPs, and all assessments 
were carried out only among GPs and did not include the opinions 
of patients. It should also be noted that the observed patterns of 
physicians may reflect the situation in urban areas; however, 
physicians are trained in the same way and their approach to risk 
factor assessment, counseling, and treatment should be independent 
of the workplace.

The study also has certain strengths. Most importantly, it is 
one of the first to examine the relationship between the personal 
characteristics of GPs (including BMI) and their readiness, and 
ability to provide counseling on overweight and obesity in primary 
care patients. It is certainly the first to do so in Poland during the 
COVID-19 pandemic. Few such studies have been prepared in 
other countries.

Nutritional and physical activity counseling provided by GPs 
was assessed using self-reported questionnaire data.

The results may play an important role in the development of 
health programs aimed at reducing overweight and obesity in 
Poland and elsewhere. Tackling obesity should be  linked to an 
overall strategy to combat chronic non-communicable diseases 
and health promotion efforts. Specific interventions in this regard 
may include: introducing early recognition and management of 
overweight and obesity in primary health care, providing training 
on obesity prevention for family doctors, and increasing 
reimbursement for this type of health services. Further research 
on the influence of a GP on the health behavior of patients in 
primary health care and the identification of predictors of healthy 
lifestyle counseling is recommended.

Conclusion

Our findings suggest that variation in physician BMI had an 
effect on their practice and counseling of obesity care. The 
likelihood of measuring body weight, height, and BMI by GPs 
were associated with a greater chance of giving advice on diet or 
physical activity. In addition, a high proportion of the studied 
physicians were found to be overweight and obese themselves.

Physicians should be properly trained so that the scope and 
frequency of advice provided should not be influenced by their 
individual characteristics, but only by their patient’s health 

condition. GPs are “role models” and hence should serve as good 
examples for patients. A doctor with a normal BMI will be more 
credible for a patient than a doctor who is overweight or obese, 
which can help make weight loss advice more effective.

The is a need for more practical guidelines, greater community 
involvement and more comprehensive training among primary care 
physicians to improve obesity treatment in Poland. The latter are 
particularly important as a significant percentage of doctors have 
little opportunity to improve their knowledge and skills in this area 
and doubt their effectiveness. A health policy that helps overcome 
barriers and create a stimulating environment for GPs to effectively 
implement nutrition and physical activity counseling strategies is key 
to improving the quality and quantity of counseling.

In addition, organizational changes are needed to reduce the 
number of patients admitted to reducing time constraints, and 
financial incentives are needed to improve counseling and patient 
measurement. GPs should be encouraged to advise healthy patients 
on how to prevent overweight and obesity, not only those already 
affected by the problem. Our findings reinforce the need for the 
development of educational strategies to support dietary and physical 
activity intervention among primary care physicians.
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