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ABSTRACT

OBJECTIVE To investigate what role family physicians currently play in the management of patients with 
nutrition-related issues and whether implementation of current nutrition counseling guidelines is feasible 
in primary care practices.

DESIGN Mailed survey.

SETTING Family practice offices in British Columbia.

PARTICIPANTS A total of 451 Canadian-trained family physicians practising in British Columbia.

MAIN OUTCOME MEASURES Respondents’ demographic characteristics; respondents’ attitudes about and 
perceived barriers to nutrition counseling, as well as their current practices and training in this area.

RESULTS Among the 757 physicians surveyed, the response rate was 59.6%. Overall, respondents had 
positive attitudes about the role of nutrition in patient health, and most physicians (58.1%) believed 
that more than 60% of their patients would benefit from nutrition counseling. However, there was a 
considerable gap between the proportion of patients who respondents thought would benefit from 
nutrition counseling and the proportion of patients who received such counseling either in the family 
physicians’ offices or through referral to dietitians. Rural physicians referred patients to dietitian services 
more frequently than urban physicians did (41.7% vs 21.7% made more than 20 referrals to dietitians each 
year). Nearly all physicians identified lack of time and compensation as the strongest barriers to providing 
nutrition guidance. Training was not considered to be as strong a barrier to counseling, even though 
82.3% of family physicians reported their formal nutrition training in medical school to be inadequate, 
and only 30% of family physicians reported currently 
using any nutrition-related resources.

CONCLUSION For family physicians, successful 
implementation of the 2006 Canadian Clinical 
Practice Guidelines on the Management and 
Prevention of Obesity requires access to adequate 
training, compensation, and evidence-based 
interventions related to nutrition. This study 
highlights current nutrition counseling practices in 
family medicine and identifies several obstacles to 
integrating the current guidelines in primary care 
settings.

EDITOR’S KEY POINTS

•	 The	 2006	Canadian	 Clinical	 Practice	Guidelines	 on	
the	Management	 and	 Prevention	 of	 Obesity	 high-
light	nutritional	assessment	and	dietary	intervention	
by	 primary	 care	 providers	 (or	 through	 referral	 to	
dietitians)	 as	 key	 components.	 This	 study	 investi-
gates	what	 role	 family	 physicians	 currently	 play	 in	
the	management	of	patients	with	nutrition-related	
issues	and	whether	 implementation	of	 these	guide-
lines	is	feasible	in	primary	care	practices.

•	 Findings	 from	 this	 study	 suggest	 that	 physicians	
recognize	 the	 importance	 of	 dietary	 intervention	
and	demonstrate	a	willingness	to	provide	nutrition	
counseling.	 However,	 inadequate	 training,	 time,	
and	 compensation;	 insufficient	 use	 of	 dietitian	
services;	 and	 a	 lack	 of	 evidence-based	 interven-
tions	 remain	 obstacles	 in	 the	 primary	 care	 set-
ting.	 Initiatives	 to	 reduce	 barriers	 to	 preventive	
counseling	 and	 further	 research	 around	 nutrition-
related	 interventions	 in	 the	 primary	 care	 setting	
are	needed	to	mitigate	the	ever	growing	burden	of	
preventable	chronic	diseases.This	article	has	been	peer	reviewed.
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RéSUMé

OBJECTIF Examiner le rôle que jouent présentement les médecins de famille dans le traitement des 
patients présentant des problèmes d’ordre nutritionnel et déterminer si la mise en œuvre des directives 
actuelles sur le counseling nutritionnel est réalisable en médecine primaire.

TYPE D‘éTUDE Enquête postale.

CONTEXTE Établissements de médecine familiale de Colombie-Britannique. 

PARTICIPANTS Un total de 451 médecins de famille formés au Canada et pratiquant en Colombie-
Britannique.

PRINCIPAUX PARAMÈTRES À L’éTUDE Caractéristiques démographiques des répondants; leur attitude à 
l’égard du counseling nutritionnel et les facteurs qui s’y opposent, de même que leurs façons de faire 
actuelles et leur formation dans ce domaine.

RéSULTATS Sur les 757 médecins consultés, le taux de réponse était de 59,6 %. Globalement, les répondants 
avaient des attitudes positives concernant le rôle de la nutrition dans la santé des patients, et la plupart 
(58,1 %) estimaient que plus de 60 % de leurs patients bénéficieraient de conseils nutritionnels. Toutefois, il 
y avait un écart considérable entre la proportion de patients qui, selon les répondants, bénéficieraient de 
ces conseils et la proportion de ceux qui recevaient de tels conseils soit au bureau du médecin, soit par 
l’intermédiaire d’une consultation en diététique. Les médecines ruraux adressaient plus souvent leurs 
patients aux services diététiques que les médecins 
urbains (41,7 % contre 21,7 % ont demandé plus de 20 
consultations en diététique par année). Presque tous 
les répondants indiquaient que le manque de temps 
et de rémunération étaient les principaux obstacles 
au counseling nutritionnel. La formation n’était pas 
considérée comme un obstacle aussi important, même 
si 82,3 % des médecins de famille mentionnaient avoir 
eu une formation insuffisante à la faculté et seulement 
30 % d’entre eux disaient faire actuellement usage de 
ressources en lien avec la nutrition. 

CONCLUSION Pour les médecins de famille, le succès 
dans la mise en œuvre des directives canadiennes 
de pratique clinique de 2006 sur le traitement et 
la prévention de l’obésité requiert l’accès à une 
formation et une rémunération adéquates, et à des 
interventions nutritionnelles fondées sur des preuves. 
Cette étude décrit les modes actuels de counseling 
nutritionnel en médecine familiale et identifie 
plusieurs obstacles à la mise en œuvre des directives 
actuelles dans un contexte de soins primaires.

POINTS DE REPÈRE DU RéDACTEUR

•	 Les	 directives	 canadiennes	 de	 pratique	 clinique	 de	
2006	sur	 le	 traitement	et	 la	prévention	de	 l’obésité	
soulignent	 le	 rôle	 primordial	 de	 l’évaluation	 nutri-
tionnelle	 et	 des	 interventions	 alimentaires	 effec-
tuées	 par	 les	 soignants	 de	 première	 ligne	 (ou	 par	
l’intermédiaire	de	diététistes	consultés).	Cette	étude	
voulait	 connaître	 le	 rôle	 que	 joue	 actuellement	 le	
médecin	de	 famille	dans	 le	 traitement	des	patients	
qui	 présentent	 des	 problèmes	 d’ordre	 nutritionnel	
et	 déterminer	 si	 ces	 directives	 sont	 applicables	 en	
médecine	de	première	ligne.

•	 D’après	 nos	 résultats,	 les	médecins	 reconnaissent	
l’importance	 des	 interventions	 nutritionnelles	 et	 se	
disent	prêts	à	prodiguer	des	 conseils	 sur	 l’alimenta-
tion.	 Toutefois,	 le	manque	 de	 formation,	 de	 temps	
et	 de	 rémunération;	 le	 recours	 insuffisant	 aux	 ser-
vices	de	diététique;	et	l’absence	d’interventions	fon-
dées	 sur	des	preuves	demeurent	des	obstacles	dans	
un	 contexte	 de	 soins	 primaires.	 Si	 on	 veut	 atté-
nuer	 la	montée	 incessante	des	maladies	chroniques	
évitables,	 il	 faudra	 trouver	 des	moyens	 de	 faciliter	
le	 counseling	 préventif	 et	 effectuer	 davantage	 de	
recherches	sur	les	interventions	d’ordre	nutritionnel.Cet	article	a	fait	l’objet	d’une	révision	par	des	pairs.
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The current generation of children is the first in 
recent history projected to have a shorter lifespan 
than that of their parents. This projection is based 

on the rising incidence of obesity, which is replacing 
undernutrition as the most prevalent nutrition-related 
disease in the world.1-3 Obesity is an important modi-
fiable risk factor for chronic diseases such as heart 
disease, hypertension, stroke, and diabetes, which 
accounted for 32% of deaths worldwide in 2005.4-7 In 
Canada, an estimated 36% of adults and 18% of children 
are considered to be overweight (body mass index 25 
to 30 kg/m2), and an additional 23% of adults and 8% of 
children are considered to be obese (body mass index 
> 30 kg/m2).8,9

The 2006 Canadian Clinical Practice Guidelines on the 
Management and Prevention of Obesity10 underscore the 
importance of nutritional assessment and dietary inter-
vention as part of an integrated approach within the pri-
mary care setting. To date, there is little literature from 
Canada investigating the feasibility of these guidelines 
in the context of typical family practice visits. Literature 
from other countries demonstrates that family doctors 
provide or refer patients to others for dietary counsel-
ing for only a small proportion of patients, despite the 
belief that such counseling is important and can be 
effective in changing patient behaviour.11 Perceived bar-
riers to counseling identified in other regions included 
time constraints, lack of payment, and inadequate train-
ing.11-14 This study aims to explore nutrition counseling 
in primary care in a Canadian setting by examining the 
attitudes about and perceived barriers to nutrition 
counseling, as well as current practices and train-
ing in this area, among family physicians in British 
Columbia.

METHODS

Design and participants
Based on a predicted response rate of 50% and 
allowing for a 5% margin of error, 800 general prac-
titioners trained in Canada and family physicians 
certified by the College of Family Physicians of Canada 
were randomly selected from the British Columbia 
College of Physicians and Surgeon’s electronic medical 
directory. Those physicians who were not currently 
practising family medicine in British Columbia were 
excluded. Surveys were mailed in June 2006 with an 
introductory cover letter, a $1 incentive lottery ticket, 
and a stamped return envelope with a unique identifier 
to facilitate repeat mailings. To ensure the results 
were nonnominal, returned surveys were opened and 
unique identifiers removed by an independent third 
party. Nonrespondents were sent a reminder by repeat 
mailing and another by fax within 4 months of the 
initial mailing.

A literature review provided initial direction for sur-
vey content. Experts in nutrition and questionnaire 
design reviewed several drafts, and the resulting 4-page, 
18-item questionnaire was pilot-tested on a group of 
family physicians based in Vancouver, BC, and modified 
accordingly.

Statistical analysis
Data analysis was performed using SPSS version 14.0. 
Statistical associations between continuous and cat-
egorical variables were identified using independent t 
tests and paired t tests. Associations between pairs of 
categorical variables relied on cross-tabulation with 
χ2 tests, while associations between pairs of continu-
ous variables were explored using Pearson correla-
tions. Results were deemed to be significant if P < .05. In 
order to reduce the number of statistical analyses per-
formed, composite “comfort” and “attitude” scores were 
calculated for each physician. These continuous com-
posite variables were the average of each physician’s 
responses to the individual component variables.

This study was approved by the Behavioural Research 
Ethics Board at the University of British Columbia.

RESULTS

Of the 800 surveys mailed, 23 respondents returned the 
survey indicating that they did not practise family medi-
cine, 18 were returned to sender, and 2 were returned 
incomplete. Of the remaining 757 physicians surveyed, 
59.6% responded (N = 451). Demographic character-
istics of the respondents are outlined and compared 
with those of the general family physician population in 
British Columbia in Table 1.15-17

Physician comfort with nutrition topics
Using a 10-point Likert scale, physicians were asked 
to indicate their level of comfort discussing nutrition 
topics with their patients in 3 broad areas: general nutri-
tion (eg, healthy eating for normal-weight individuals, 
nutrition for pregnant women and children, vitamin and 
mineral supplementation, and prevention of chronic 
disease); nutrition for chronic diseases (eg, heart dis-
ease, diabetes, hypercholesterolemia, hypertension, 
and cancer); and special topics in nutrition (eg, weight 
loss, vegetarian diets, herbal supplementation, and fad 
diets). Strong correlations existed within the responses 
of individual physicians, with those who were comfort-
able discussing one topic being generally comfortable 
with all topics. On average, physicians were more com-
fortable discussing general nutrition topics compared 
with nutrition topics related to chronic disease (7.77 vs 
7.59, P < .0005) or special topics in nutrition (7.77 vs 6.59, 
P < .0005). Overall comfort scores did not differ signifi-
cantly between urban and rural physicians.



e112 Canadian Family Physician • Le Médecin de famille canadien Vol 56: march • mars 2010

Research Nutrition in primary care

Attitudes and current practices
Physicians were asked to what extent they agreed with 
4 statements about nutrition, using a 5-point Likert 
scale (Table 2). Responses to the first 3 statements were 
averaged and used to generate a composite attitude 
score for each physician, with a higher score reflect-
ing a more positive attitude toward nutrition in family 
practice. Attitude scores were not associated with sex or 
practice location, but were significantly associated with 
age: physicians younger than 50 years of age had more 
positive attitudes toward nutrition (P = .009).

Physicians were asked to indicate what percentage 
of their patient populations they believed would bene-
fit from and what percentage actually received nutri-
tion counseling in the family practice setting (Figure 1). 
Most physicians (58.1%) reported that more than 60% 
of the patients in their practices would benefit from 

nutrition counseling; however, only 19.1% reported that 
more than 60% of their patients actually received such 
counseling. This discrepancy is underscored by the find-
ing that 72.5% of physicians thought that their patients 
would like more nutrition information than they were 
able to provide (Table 2).

Nearly all physicians responding to the survey 
reported that they referred patients to dietitians (95.2%). 
However, the frequency of referrals was not associated 
with the proportion of patients that physicians believed 
would benefit from nutrition counseling (P = .460) or with 
the proportion of patients receiving nutrition counseling 
(P = .494). Similar numbers of physicians reported mak-
ing fewer than 10 referrals, 10 to 20 referrals, or more 
than 20 referrals annually (36.9%, 35.6%, and 27.5%, 
respectively). However, rural physicians reported mak-
ing significantly more referrals to dietitians than urban 
physicians did (41.7% of rural physicians made more 
than 20 referrals per year compared with 21.7% of urban 
physicians, P < .0005).

Predictors of practice
Both physician comfort level with and physician atti-
tude toward nutrition were strong predictors of a phys-
ician’s nutrition counseling practices. Physicians who 
were more comfortable providing nutrition counsel-
ing thought that more of their patients would bene-
fit from such counseling (P = .034), were more likely to 
provide nutrition counseling to patients in their offices 
(P < .0005), and were more likely to spend more time dis-
cussing nutrition per visit (P < .0005). Physicians’ attitude 
scores were strongly associated with providing nutri-
tion counseling (P < .0005). Specifically, family physicians 
who believed nutrition counseling was one of their roles, 
and those who believed it was effective for changing 
behaviour, reported that a significantly greater propor-
tion of their patients received nutrition counseling in 
their offices (P < .0005 for both comparisons).

Barriers to nutrition counseling
Using a 5-point Likert scale, physicians were asked 
to indicate which factors were barriers to effective 

Table 1. Demographic characteristics of respondents 
compared with those of family physicians and general 
practitioners in British Columbia

CHARACTERISTICS
PROPORTION OF 

SuRvEy RESPONDENTS
PROPORTION OF BC 

PHySICIANS15,16

Sex

•	Male 56.4 66.1

•	Female 43.6 33.9

Age,	y

•	≤	40 24.9 			24.6	(35–44)*

•	41–50 37.2 			33.3	(45–54)*

•	>	50 37.9 35.0	(≥	55)*

Practice	location†

•	Urban 52.8 NA

•	Suburban 37.2 NA

•	Rural 24.8 20.9‡

NA—data	not	available.	
*Reference	population	ages	indicated	in	parenthesis.	Percentages	do	
not	add	to	100	owing	to	incomplete	data.	
†Definitions	of	urban,	suburban,	and	rural	were	not	provided	to	survey	
respondents.	
‡Rural	was	defined	as	areas	with	populations	of	less	than	10	000	per-
sons.17

Table 2. Physician attitudes toward nutrition counseling in the family practice setting: Physicians were asked to 
what extent they agreed with the following statements, using a 5-point Likert scale.

STATEMENTS
STRONGLy 

DISAGREE, %
SOMEWHAT 
DISAGREE, % NEuTRAL, %

SOMEWHAT 
AGREE, %

STRONGLy 
AGREE, %

Counseling	patients	about	nutrition	is	one	of	the	
responsibilities	of	the	physician

1.1 4.5 7.0 43.0 44.3

Nutrition	is	a	significant	component	of	
prevention	and	progression	of	many	chronic	
diseases

0.9 0.7 2.0 26.0 70.4

Nutrition	counseling	in	the	family	practice	setting	
is	effective	at	changing	patients’	behaviour

1.1 8.2 16.3 53.3 21.3

I	feel	that	patients	want	more	information	on	
nutrition	than	I	am	able	to	provide

1.8 9.1 16.6 46.6 25.9
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nutrition counseling (Figure 2). Inadequate time and 
compensation were the most consistently identified 
obstacles, while physician counseling skills and the abil-
ity to identify patients who would benefit were not con-
sidered to be barriers. Physicians working in rural areas 
were less likely than their nonrural counterparts to con-
sider compensation (4.22 vs 4.45, P = .031) and physician 
counseling skills (2.66 vs 3.01, P = .024) to be barriers to 

providing nutrition counseling. There was no consistent 
association between the identified barriers and the fre-
quency of dietitian referrals.

Knowledge and training
When questioned about the adequacy of their nutrition 
training in medical school, by far most (82.3%) physicians 
thought it was inadequate. This finding was independent 

Figure 2. Barriers to providing nutrition counseling in family practice: Physicians were asked to 
indicate the extent to which each of these factors were barriers to effective nutrition counseling in 
the family practice setting; for the purpose of illustration only, neutral was considered to be zero.
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of age (P = .198) and year of graduation (P = .681). 
Respondents who considered their training to be inad-
equate reported significantly lower levels of comfort 
with counseling patients about nutrition (P = .010), and 
these respondents were more likely to consider phys-
ician knowledge to be a barrier to providing counseling 
in their practices (17.4% vs 7.1%, P = .002). The perceived 
adequacy of nutrition training was not associated with 
a physician’s estimate of the proportion of patients who 
would benefit from nutrition counseling or with the pro-
portion of patients who received such counseling.

Physicians were also asked to indicate the extent 
to which various stages and types of training had 
contributed to their current level of nutrition-related 
knowledge (Figure 3A). Most indicated that reading and 
self-directed learning had made the largest contribu-
tion; however, only 30% of physicians reported currently 
using any nutrition-related resource (Figure 3B). When 
asked which resources they thought would be effective, 
physicians responded positively to all modalities with 
no statistically significant differences found among the 
resources listed.

DISCUSSION

Attitudes and current practice
Overall, family physicians had positive attitudes toward 
the potential effects of nutrition counseling on patient 
behaviour, and they believed that most of their patients 
would benefit from nutrition counseling. Nevertheless, 
there was a considerable gap between the number of 
patients that physicians thought would benefit from 
nutrition counseling and the number that received such 
counseling. Studies from other regions have demon-
strated similar findings.11,12,18

Despite the perceived need for nutrition counseling 
identified in this study, there was no associated increase 
in the frequency of dietitian referrals, suggesting that 
many patients who might benefit from dietary coun-
seling do not have access to it, either from their pri-
mary care providers or dietitians. Although this study 
did not explore why physicians are underusing diet-
itians, previous studies have identified concerns about 
effectiveness, lack of feedback to physicians, cost to 
patients, inaccessibility of services secondary to wait-
ing lists, and geographic location.19,20 In our study there 
was an increased frequency of referral from rural phys-
icians compared with their nonrural counterparts. This 
finding might be related to the nature of practice in 
smaller medical centres, where physicians might have 
more opportunity for interaction and direct communi-
cation with allied health professionals. Rural health 
workers might also collaborate more with other pro-
fessionals, as they have less support from members 
of their own profession compared with those in urban 

areas.21 Creating more effective links between urban 
family physicians and dietitians might improve access to 
nutrition counseling for patients living in larger centres.

Barriers
In contrast to some studies,12-14 physician-related factors 
such as knowledge, counseling skills, and the ability 
to identify appropriate patients were not identified as 
important barriers, despite the fact that more than 80% 
of respondents thought their nutrition training had been 
inadequate. Rather, lack of time and compensation 
were identified as the strongest barriers, consistent with 
studies from other countries.11-13 The recent addition of 
a billing code in British Columbia for risk evaluation 
related to cardiovascular disease, which can include 
nutritional assessment,22 is a step toward addressing 
these identified barriers.

That more than 50% of respondents only “somewhat 
agreed” that “nutrition counseling in the family practice 
setting [was] effective at changing patients’ behaviour” 
might help explain some physicians’ unwillingness to 
provide nutrition counseling. Results from other stud-
ies are consistent with this perceived modest effective-
ness of nutrition counseling, especially when compared 
with other preventive interventions, such as smoking 
cessation counseling and cervical and prostate can-
cer screening programs.12,18 It has also been shown 
that nutrition counseling by other health care profes-
sionals is more effective than that provided by family 
physicians.23 Although a systematic review showed that 
multiple visits of considerable length are required to 
change a patient’s behaviour,24 other literature suggests 
that interventions need not be so time-intensive for 
family physicians, and that they are effective when used 
in conjunction with tools and strategies such as dietary 
questionnaires and educational handouts, flagging high-
risk patients, scheduling “well-care” visits, and follow-
up telephone counseling.25-27 In addition, training family 
physicians in counseling techniques has been shown 
to be effective both for changing patient behaviour28-30 
and for giving physicians the confidence to provide and 
follow-up on such interventions.31 Although the addition 
of a billing code might improve the provision of dietary 
counseling in primary care in British Columbia, it will 
likely take the addition of a number of these other strat-
egies to improve patient outcomes.

Knowledge and training
Given that most respondents in this study reported that 
their nutrition training in medical school was inad-
equate, it might not be surprising that only 30% of 
family physicians currently use any nutrition-related 
resources. A poor base of nutrition knowledge and a 
lack of compensation for counseling in the office likely 
affect physicians’ motivation for continuing education 
on nutrition topics. Previous studies have identified 
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patient pamphlets as the most useful aid in counseling 
and peer-reviewed nutrition journals as being the most 
commonly used resource for continuing education,32,33 
although respondents in our study did not single out 
any particular resource as being more effective than 
another. Improving physicians’ nutrition knowledge 

and counseling skills requires a comprehensive 
approach, including sufficient nutrition curriculum in 
medical school and residency, incentives for physicians 
to engage in continuing education, and finally effect-
ive and practical tools to support counseling in family 
practice clinics.

Figure 3. Training and resources used by physicians for nutrition-related learning: A) Physicians 
were asked to indicate the extent to which each type of training had contributed to their current level 
of nutrition knowledge on a 4-point Likert scale. B) The proportion of respondents indicating that 
they were currently using the listed resources; some respondents were using more than one resource.
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Limitations
The physicians surveyed in our study were Canadian-
trained and practising within a single province in the 
Canadian health care system, and the concerns and 
barriers identified might not be generalizable beyond 
this population. As with all self-administered surveys, 
this study was subject to a volunteer bias, although the 
effects of this are minimized by the nearly 60% response 
rate. Results might also have been subject to a social 
desirability response bias, whereby respondents give 
socially acceptable responses rather than reporting their 
actual opinions or practices. However, many physicians 
surveyed offered self-critical responses to various ques-
tionnaire items, suggesting that this bias did not have a 
strong effect on the results of this study.

Conclusion
The new Canadian guidelines on the management and 
prevention of obesity recommended initial assessment 
by a physician, a multidisciplinary approach to lifestyle 
modification, and regular follow-up. Findings from this 
study suggest that physicians recognize the importance 
of dietary intervention and demonstrate a willingness 
to provide nutrition counseling. However, inadequate 
training, time, and compensation; insufficient use of 
dietitian services; and a lack of evidence-based inter-
ventions remain obstacles in the primary care setting. 
Initiatives to reduce barriers to preventive counseling 
and further research around nutrition-related interven-
tions in the primary care setting are urgently needed to 
mitigate the ever growing burden of preventable chronic 
diseases. 
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