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Abstract
Background Although many people have concerns about their body image, weight, and eating behaviors these 
issues are not usually discussed in a productive manner with medical providers. Thus, we examined nursing and 
medical students’ willingness to discuss patients’ weight, body image, and eating disorders and reasons why they may 
do so.

Method One hundred and eighty-three nursing and medical students (Mage = 25.06, SD = 5.43) participated in this 
study. Participants completed open-ended questions pertaining to their willingness to discuss body image, eating, 
and weight-related issues with future patients. We further queried students’ perspective on body mass index (BMI) 
as a measure of weight status and sought to determine if participants’ own weight, weight concerns, appearance 
evaluation, body appreciation, and experiences of stigma were associated with their willingness to discuss weight-
related issues with prospective patients.

Results Coding of qualitative data indicated that nursing and medical students were “sometimes” willing to discuss 
prospective patients’ weight, body image, and eating disorders, especially if a health concern was evident. Nursing 
students seemed somewhat more willing to discuss weight issues than medical students and willingness to discuss 
one of these issues (e.g., body image) was positively associated with willingness discuss the others. Plans for future 
discussions of body image and weight were marginally associated with personal experiences of weight stigma. The 
majority of participants indicated that BMI was not a valid measure of health.

Conclusions Taken together, findings suggest that future providers’ conversations with patients about these sensitive 
topics are less likely to be associated with their own experiences and more with the relevance of these topics to 
specific patients.

Plain English Summary
The aim of this study was to better understand nursing and medical students’ interest and willingness to discuss 
body image, eating behaviors, and weight with their patients. Although medical organizations and training suggest 

An exploratory examination of medical 
and nursing students’ intentions to discuss 
body image, weight, and eating disorders 
with their patients
Charlotte H. Markey1*, Kristin J. August1, Diane L. Rosenbaum2, Meghan M. Gillen2, Dua Malik1 and Simran Pillarisetty1

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s40337-024-01119-4&domain=pdf&date_stamp=2024-10-11


Page 2 of 11Markey et al. Journal of Eating Disorders          (2024) 12:159 

Introduction
Medical research and clinical practice guidelines [1, 2] 
include recommendations for medical providers to dis-
cuss patients’ weight with them. Current guidance even 
indicates weight loss-focused conversations in pediat-
ric settings [3]; however, these recommendations have 
been a source of controversy [4]. Some have questioned 
the appropriateness of focusing on weight or body mass 
index (BMI) as a primary marker of health status [5]. 
Alternative approaches de-emphasize the importance of 
weight in the interest of shifting conversations to other 
markers of wellness [6]; nonetheless, weight screenings 
remain the norm in medical settings. Unfortunately, it is 
well documented that healthcare providers do not typi-
cally have effective conversations about weight-related 
issues with patients, often perpetuate weight stigma in 
these exchanges, and differ in their personal readiness 
to engage with patients about weight, body image, and 
eating disorders [7, 8]. The consequences of insensitive 
or stigmatizing exchanges about weight in health care 
contexts are vast and can contribute to patients’ negative 
health outcomes and avoidance of medical care [7]. Fur-
ther, some individuals perceive stigma from intersecting 
identities (e.g., race, gender), which can compound any 
weight stigma they experience from a provider [9].

Communication with patients about weight-related issues
Research [10] using the National Health and Nutrition 
Examination Survey found an increase in the number of 
adults reporting that their doctor or a health professional 
had ever talked with them about their weight. However, 
providers were more likely to discuss weight with older 
(80%) versus younger (24%) adults and with heavier 
patients. These findings could suggest that providers 
are more likely to initiate conversations about behav-
ioral health, including weight, eating habits, and physical 
activity with individuals, such as older adults, who have 
other presenting health concerns [11]. Despite this over-
all increase in communication about weight in healthcare 
settings, providers often report having little time during 
medical visits to discuss these potentially sensitive issues 
and indicate feeling uncomfortable and ill-equipped to 
have these conversations [12, 13]. At least one qualita-
tive study [14] found that practitioners were reluctant to 
discuss weight issues because of frustration with patients’ 

“lack of success” (with weight loss). Further, research 
suggests that providers are reluctant to talk about any 
behavioral health issues, in part because they do not feel 
it is their responsibility to do so [15]. It remains unclear, 
however, if providers who do discuss weight issues with 
patients approach these exchanges with sensitivity to 
patients’ psychological well-being and body image; the 
medical literature mainly focuses on the need for provid-
ers to discuss weight loss [16].

In addition to an interest in providers communicating 
about weight with patients, there is also growing con-
cern that providers miss signs of eating disorders among 
patients [17]. Research suggests very limited training for 
healthcare professionals about eating disorders (e.g., < 2 h 
of training total; [18]). Given the chronic nature of these 
disorders, their physical and mental toll, and the high 
fatality rates associated with eating disorders, increased 
discussion about eating disorders in a variety of health-
care settings, especially primary care, has been encour-
aged [19].

Relevant to both weight and eating disorders is patients’ 
body image, a multidimensional construct including cog-
nitive, affect, and behavioral facets [20], which is rarely 
discussed in healthcare contexts [8]. Some research 
indicates that both patients and providers feel that body 
image is an important health issue; however, the vast 
majority of patients report never discussing body image 
with a healthcare provider [21, 22]. Further, one study 
found that most patients who did discuss their body 
image with a provider considered the interaction to be 
negative [22] and providers have indicated that they are 
not sure how to measure body image or know if it should 
be of concern due to lack of clinical guidelines [23].

Body mass index as a measure of weight status
Body mass index (BMI) is used almost exclusively as a 
measure of weight status in medical settings, in spite 
of its questionable relation to health [24]. Monitoring 
weight status can aid in the identification of eating dis-
orders, for example if a drastic change in weight is noted. 
However, individuals with a BMI defined as “overweight” 
or “obese” (i.e., by the CDC) may still be experiencing dis-
ordered eating or body image concerns. Further, BMI is 
increasingly viewed as an inadequate measure as it does 
not take into account body build or shape, muscularity 

the importance of talking with patients about these issues, providers often do not feel comfortable doing so or do 
not know how to best broach these sensitive topics. Our results revealed that nursing students seemed somewhat 
more comfortable discussing these issues with patients than medical students. Nursing and medical students were 
more apt to feel they would discuss these issues if a patient had an obvious health concern that was relevant (e.g., 
sudden weight loss). Medical and nursing students who had experiences with weight stigma were more apt to try 
to discuss these issues with patients.
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and fitness, gender, or race/ethnicity, all of which are 
relevant to body weight [25]. However, other reliable, 
resource- and time-efficient measures of body weight 
or size have not been developed resulting in an almost 
exclusive reliance on BMI in healthcare settings. Unfor-
tunately, patients often report avoiding medical appoint-
ments because they do not want to be weighed and do 
not want to discuss changes in their BMI, in part, due to 
concerns about experiencing weight shaming or stigma 
from their providers [26].

Doctors’ and nurses’ personal biases and experiences
A recent meta-analysis found that healthcare provid-
ers, including doctors and nurses, demonstrate both 
implicit and explicit weight bias [27]. This bias has been 
associated with reduced quality of care for higher weight 
patients (e.g., over-attributing symptoms to weight, 
neglecting non-weight-related treatments), which could 
adversely affect patients’ health outcomes [26, 28]. A 
large study of healthcare professionals in training in the 
U.K. found pervasive fat phobia, but also revealed that 
providers of higher weight were less likely to express fat 
phobia [29]. The same and other studies have revealed 
that nurse trainees and practicing nurses were less 
likely to express fat phobia than doctors and more likely 
to provide weight management advice [29, 30]. One 
review found that doctors and nurses who had relatively 
small bodies were more likely to direct heavier patients 
to engage in weight loss than were providers who were 
heavier themselves [31].

Relatedly, medical trainees in one study who reported 
successfully losing weight themselves also reported being 
less compassionate towards potential patients who were 
deemed in need of weight loss [32]. Compassion is nec-
essary for effective communication about these sensitive 
topics [33]; when individuals of higher weight experience 
anti-fat bias and weight-based discrimination in health-
care settings, they report poorer communication with 
and less trust in their providers. Patients who experi-
ence weight stigma from their healthcare provider sub-
sequently report poorer treatment adherence and disease 
self-management and avoidance of follow-up visits [34]. 
Unfortunately, recent research [35, 36] has revealed that 
the prevalence of anti-fat bias and weight-based dis-
crimination has been increasing, which may contribute 
to negative physical and mental health consequences 
for patients [7, 37]. Thus, although there have been 
recent calls [26] for education about weight stigma and 
the harms it perpetuates, medical education does not 
typically devote significant time to this topic and more 
research is needed to understand future providers’ inter-
est and motives to discuss these topics with patients.

Aims and hypotheses
Although there is some research examining providers’ 
willingness to discuss weight-related issues and eating 
disorders with their patients [38, 39], there is no research 
to our knowledge that examines their willingness to dis-
cuss body image and their perceptions of the most often 
used metric of weight status, BMI. Further, by examining 
students, we were able to consider current medical and 
nursing educational experiences. Students may also feel 
freer to indicate what they hope to do in the future with-
out feeling critiqued for their current practices.

In this study we aimed to:

1) Evaluate the extent to which nursing and medical 
students anticipated discussing body image, weight, 
and eating disorders with their patients and their 
reasons for doing so (or not).

2) Determine nursing and medical students’ 
perceptions of the standard measure of weight in 
medical settings, BMI.

3) Explore potential associations between students’ 
reports of their willingness to discuss these body 
image and weight issues with their patients and their 
own experiences of their bodies and weight (i.e., 
own BMI, weight concerns, appearance evaluation, 
body appreciation, and experienced weight stigma). 
Given past research [31], we expected differences 
between nursing and medical students in their plans 
to discuss these issues, and that students’ own weight 
statuses could be associated with their intentions.

Method
Participants and procedure
One hundred and eighty-three medical and nursing stu-
dents (Mage = 25.06, SD = 5.43, range = 18–56 years) par-
ticipated in this study. The majority of the sample was 
female-identifying (76%; 86% of nursing students were 
female-identifying while 68% of medical students were). 
Regarding the race/ethnicity of nursing students, 58% 
were white/European-American, 22% were Asian/Pacific 
Islander, 9% were Black/African American, 10% were 
Hispanic/Latinx, 1% were of an “other” race/ethnicity. 
Regarding the race/ethnicity of medical students, 58% 
were white/European-American, 27% were Asian/Pacific 
Islander, 7% were Black/African American, 5% were 
Hispanic/Latinx, 3% were of an “other” race/ethnicity. 
Finally, in terms of nursing students’ self-reported annual 
household income, 36% had an income less than $50,000, 
35% between $51,000-100,000, and 30% over $100,000 
per year. Medical students’ self-reported annual house-
hold income was somewhat lower as 54% had an income 
less than $50,000, 19% between $51,000-100,000, and 
27% over $100,000 per year.
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Approximately half of the sample (54%) indicated that 
they were in medical school (pursuing a MD or a DO) 
and 46% indicated that they were pursuing a nursing 
degree (BSN, RN, or NP). When asked what specialty 
they were considering practicing, 32% indicated an inter-
est in pediatrics, 21% in emergency medicine, 17% in 
family medicine, 13% in psychiatry, 12% in oncology, 10% 
in neurology, 8% in dermatology, 7% in gastroenterology, 
3% in surgery, 2% in urology, and 28% indicated “other” 
interests. Participants were recruited at the medical and 
nursing schools at the university where this research took 
place. Further, participants were asked to share the sur-
vey with their networks. Eligibility required participants 
to be at least 18 years old, fluent in the English language, 
and currently in medical or nursing school. Participants 
completed a consent form before beginning the survey 
and were offered an opportunity to be placed in a raffle to 
receive a $100 gift card to Amazon in exchange for com-
pleting the survey. This protocol was approved by the IRB 
where the research took place.

Measures
Intentions Concerning Weight-Related Discussions. 
Participants were asked to reply to a series of open-ended 
questions about their expectations in terms of future 
interactions with their patients. These questions included 
items about routine care (e.g., measuring patients’ 
height, weight) and topics of conversation (e.g., health 
behaviors, mental health). Of interest in this particular 
study was participants’ anticipation of discussing body 
image, weight status, and eating disorders with their 
patients. Participants were asked the following questions, 
which they responded to on a 5-point scale (1=“never,” 
5=“always”): “Will you typically discuss your patients’ 
body image with them?”, “Will you typically discuss your 
patients’ weight status with them?”, and “Will you discuss 
eating disorders with your patients?” Participants were 
then prompted to explain their reasoning in a text box for 
open-ended responses. Not all participants provided an 
explanation, but available participants’ responses (n = 109 
for body image; 110 for weight status; 93 for eating disor-
ders) were coded.

Because weight status is typically operationalized using 
BMI in clinical settings and this metric has come under 
scrutiny in recent years [40], we further asked partici-
pants to indicate, “Do you think BMI is a good measure 
of patients’ weight status?” Again, participants (n = 107 
responses) responded on a 5-point scale (1=“never,” 
5=“always”) and then explained their reasoning in a text 
box for open-ended responses. The same inductive cod-
ing process used for the aforementioned items was used.

Coding of Qualitative Data. Qualitative data was 
coded using an inductive coding scheme. More spe-
cifically, we used a Thematic approach in that coders (1) 

read and reread participants’ responses to familiarize 
themselves with these data, (2) generated categories that 
captured important features of the data and would allow 
the majority of the data to be coded into one of the cat-
egories, (3) coded data into these categories, (4) reread 
through qualitative data to ensure that the codes were 
adequately capturing the themes in these data and and (5) 
quantified the data that fell into specified codes and used 
these codes in analyses [41]. Three researchers reviewed 
all responses and determined the categories that most 
responses fell into (steps 1 and 2; see Table  1 for cat-
egories). Two researchers then independently coded all 
responses using this scheme and discussed any disputes 
until a resolution was reached (steps 3 and 4). The results 
provide representative qualitative responses and utilized 
this coding scheme to summarize these responses. The-
matic analysis was chosen as it is a commonly used and 
appropriate strategy for organizing and understanding 
participant experiences to help answer a research ques-
tion [41]. Further, given the novelty of these data and 
study of these issues among nursing and medical stu-
dents, we wanted to initially carefully review responses. 
We also sought to create categorical codes that could be 
utilized in quantitative analyses.

All of the researchers who helped to code these data 
identified as women and ranged in age from emerging to 
middle-aged adults. Their education ranged from com-
pleting undergraduate courses towards their degree to 
several years post-doctoral studies and their ethnic/racial 
backgrounds were White/Euro-American, Southeast 
Asian, and Hispanic/Latina. The authors of this manu-
script also all identified as women and ranged in age from 
early to middle-adulthood. Authors are either doctoral 
students with master’s degrees or several years post-com-
pletion of PhDs. Authors’ ethnic/racial backgrounds were 
also White/Euro-American, South Asian, and Hispanic/
Latina.

BMI. Participants’ own weight status was estimated 
using their self-reported height and weight, which 
was converted into BMI using the standard formula, 
(BMI = weight (kg)/height (m2)).

Body appreciation. Body appreciation was evalu-
ated using the 10-item Body Appreciation Scale-2 [42], 
which includes items such as, “I take a positive attitude 
towards my body.” Participants rated items on a 5-point 
scale (1=”never,” 5=“always”), which were then summed 
(α = 0.96). Previous research has demonstrated that scores 
obtained from the BAS-2 exhibit good construct validity 
and a reliable test-retest consistency over a 20-day period 
among both women and men in the U.S [42].

Appearance evaluation. Appearance evaluation 
was evaluated using a 7-item subscale from Cash’s 
[43] Multidimensional Body-Self Relations Question-
naire (MBSRQ). This subscale captures participants’ 
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perspectives on their physical appearance such as, “I 
like my looks the way they are.” Participants rated items 
on a 5-point scale (1=“definitely disagree,” 5=“definitely 
agree”), which were then summed (α = 0.91). Previous 
research conducted with adults in the U.S. has demon-
strated that scores obtained from this subscale exhibit 
robust construct and criterion validity, and it also dem-
onstrates a high test-retest reliability of 0.91 over a 
3-month period [43].

Weight concerns. Weight concerns were evaluated 
using the 5-item Weight Concerns Scale developed by 
Killen et al. [44]. This scale assesses individuals’ current 
apprehension about weight gain, the significance they 
attach to weight, their perception of fatness, and their 
worries regarding weight and body shape. A modification 
was made to the question, “When was the last time you 
went on a diet?” to instead ask “Have you ever gone on a 
diet?” Additionally, one item was altered to include five 
response options instead of four, ensuring greater compa-
rability with the other items on the scale (see [45]). Items 
were standardized and then summed (α = 0.83). This scale 
has been used in numerous studies to predict weight con-
cerns across various populations, including men, women, 
and adolescents [46].

Weight stigma. Experiences of weight stigma were 
evaluated using a 9-item adapted version of the Daily 
Discrimination Scale by Williams and colleagues [47], 
which assesses the frequency with which participants had 
experienced stigma due to their weight such as, “People 
act as though you are inferior.” Participants rated items 
on a 4-point scale (1=“never” to 4=“often”), which were 
then summed (α = 90). Past research has found this to 
be a valid assessment of stigma experienced by different 
groups (e.g., race; [48]).

Results
Nursing and medical students were most likely to indi-
cate that they would “sometimes” talk with their patients 
about their body image, weight, and eating disorders. 
Further, nursing and medical students were unlikely to 
indicate that BMI was always a good measure of weight 
status, with most indicating that it was “sometimes” a 
good measure (see Table 2). Independent samples t-tests 
were conducted to determine whether there were dif-
ferences between nursing and medical students in their 
responses to these questions. Nursing students indicated 
that they would discuss body image with their patients 
to a greater extent than medical students, t(107) = 2.09, 
p = .04 and nursing students were marginally more likely 
to discuss eating disorders, t(106) = 1.68, p = .09, and 
weight, t(108) = 1.71, p = .09, to a greater extent than med-
ical students. Nursing and medical students’ perceptions 
of BMI did not differ significantly, t(105)=-0.30, p = .76.
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Table  1 includes the categories that were developed 
to summarize participants’ reasons offered as to why 
they would discuss body image, weight, or eating dis-
orders and their perceptions regarding the use of BMI 
as a measure of weight status and examples of those 
responses. As shown in the table, nursing and medical 
students reported an intention to discuss body image if 
patients expressed concern about their body image or 
brought it up during a medical visit. Students’ most com-
mon response was that they would discuss weight when 
they believed it was relevant to patients’ health or health 
risks. Students’ most common response concerning eat-
ing disorders was that they would discuss them when 

they believed that a patient was suffering from an eating 
disorder. Almost half of these nursing and medical stu-
dents (49%) did not believe that BMI is always relevant to 
patients’ health.

Descriptive statistics (means and SD) were computed, 
and t-tests were conducted, to determine whether nurs-
ing and medical students differed significantly on BMI 
or any of the survey measures explored in this study (see 
Table 3). Results indicated that compared to medical stu-
dents, nursing students had significantly higher BMIs, 
t(177) = 2.79, p = .01, marginally greater weight concerns, 
t(105) = 1.83, p = .07, and more experiences of weight-
related stigma, t(103) = 4.34, p < .001.

Next, correlations were conducted to determine pos-
sible relations between nursing and medical students’ 
reports that they would discuss body image, weight, and 
eating disorders and perceptions of BMI as a good mea-
sure of weight status with their own experiences of their 
bodies and weight (see Table 4). Because of our modest 
sample size, nursing and medical students were consid-
ered together in these analyses. Correlations revealed that 
nursing and medical students who reported they would 
discuss weight with their patients to a greater extent also 
reported they would discuss body image and eating dis-
orders with their patients to a greater extent. There was 
a marginal, positive association between intention to dis-
cuss weight and body image issues with patients and per-
sonal experiences of weight concerns and stigma. That is, 
greater student weight concerns and stigma experiences 
were somewhat more likely to be associated with greater 
intentions to have weight and body image conversations 
with patients.

Discussion
Fifty years ago, approximately 15% of Americans had a 
BMI of 30 or higher [49]. Today, it is estimated that 41% 
of Americans have a BMI of 30 or higher [34]. This dra-
matic change in weight statuses in the U.S. and globally 
has led to consideration of medical providers’ role in dis-
cussing weight-related issues with patients. This study 
sought to assess nursing and medical students’ intentions 
to discuss body image, weight, and eating disorders with 
their patients, along with their rationale for these poten-
tial exchanges. We found that nursing students seemed 

Table 2 Nursing and medical students’ willingness to discuss 
weight-related issues with patients

Nursing 
students
M (SD)

Medical 
students
M (SD)

Co-
hen’s 
d

Discuss body image? * 3.30 (1.17) 2.86 (1.00) 0.40
 Never 10% 9%
 Rarely 8% 25%
 Sometimes 42% 44%
 Often 22% 15%
 Always 18% 7%
Discuss weight?+ 3.51 (0.90) 3.22 (0.87) 0.33
 Never 0% 3%
 Rarely 10% 10%
 Sometimes 47% 56%
 Often 25% 22%
 Always 18% 9%
Discuss EDs? + 3.32 (1.02) 3.02 (0.85) 0.33
 Never 1% 4%
 Rarely 14% 19%
 Sometimes 54% 55%
 Often 10% 17%
 Always 20% 5%
BMI good measure? 2.96 (0.91) 3.02 (1.05) − 0.06
 Never 10% 5%
 Rarely 19% 17%
 Sometimes 53% 47%
 Often 12% 31%
 Always 6% 0%
Note: *Independent t-tests indicate a significant difference (p < .05) between 
nursing and medical students. +indicates a marginally significant difference 
(p ≤ .10). ED = eating disorder

Table 3 Differences between nursing and medical students’ BMI and body-related experiences
Nursing students M(SD) Medical students M(SD)

BMI 26.24 (7.23) 23.76 (4.54)
Body appreciation 37.75 (9.43) 38.45 (8.22)
Appearance evaluation 24.65 (6.10) 24.93 (6.88)
Weight concerns* 0.65 (4.18) -0.70 (3.44)
Stigma 14.61 (5.56) 10.78 (3.23)
Note. Bolded values are significantly different for nursing versus medical students (p < .05)

*Because different response options are available for the items on the Weight Concerns Scale, items were standardized and then summed
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slightly more willing to discuss weight-related issues than 
medical students and that, on average, nursing and medi-
cal students had a flexible idea regarding the frequency 
with which they would discuss these concerns. Based 
on the themes that emerged in the qualitative analysis, 
the most common reasons for planning to address these 
issues during appointments were based on patient inter-
est and obvious relevance to physical or mental health. 
We also found that willingness to discuss these issues 
tended to cluster together within participants, as there 
were positive associations among intentions to discuss 
weight, body image, and eating disorders. These results 
suggest that future providers may be using clinical judge-
ment to determine the contexts in which these conver-
sations may be most relevant or hold the most value for 
patients. This is an encouraging finding as it is in line 
with the goals of providing patient-focused care [50], 
such as considering patient preferences in concert with 
treatment protocols.

We also evaluated nursing and medical students’ per-
ceptions regarding the utility of BMI and their reasoning 
for their perceptions. These students indicated they did 
not find BMI to be a uniformly “good” measure of weight 
status, which is consistent with the idea that providers 
who use BMI as a screening tool should follow-up with 
direct assessments of health risks, such as for cardiovas-
cular disease and diabetes, before determining whether 
weight may be a health risk for any given patient [51]. 
Other factors, such as body fat distribution, are associ-
ated with health risk and may need to be considered [52].

We also hypothesized that nursing and medical stu-
dents’ willingness to discuss body image, weight, and eat-
ing disorders with their patients would be related to their 
own body image and weight-related experiences. Our 
findings somewhat supported this hypothesis, as there 
were trends for students who had greater weight con-
cerns and more experiences of stigma to indicate more 
willingness to discuss weight and body image issues with 
their patients. This finding underscores that providers’ 

delivery of care often includes a reflection of their own 
lived experiences including those pertaining to weight 
[31, 32]. It may be the case that future providers of higher 
weight who have lived experience that includes negative 
interactions with their own providers may be more sensi-
tive to the importance of addressing these topics from a 
patient-focused lens in their own work.

Although it is encouraging to learn that nursing and 
medical students have an interest in discussing weight-
related issues with patients, it is also important to equip 
them with evidence-based tools to have sensitive and 
effective interactions in medical settings. This need was 
articulated in a report from the U.K., which argued that 
fatalities from eating disorders are a direct result of lim-
ited training during medical school [53]. Related, it has 
been found that many patients, particularly heavier indi-
viduals, have had stigmatizing interactions in healthcare 
settings, which can date back to youth [54]. Providers 
may aim to motivate patients toward weight loss by voic-
ing negative beliefs about weight, yet this approach often 
increases the likelihood of both poorer physical and men-
tal health [55, 56]. However, completely avoiding conver-
sations about weight, body image, and eating disorders is 
also a disservice to patients who rely on healthcare pro-
viders for accurate and helpful information about these 
issues.

Limitations and implications
The current study is limited by its modest sample size 
and recruitment of medical and nursing students mostly 
from a single institution, thus limiting the generalizabil-
ity of the conclusions that can be drawn. With a larger 
sample, we would be better situated to address potential 
differences in providers’ responses based on gender, race/
ethnicity, and year of study (which we did not measure), 
as these factors may influence willingness to discuss 
weight-related topics with patients. Further, it is possi-
ble that findings are affected by self-presentation biases; 
some medical and nursing students may be reluctant to 

Table 4 Correlations between medical and nursing students’ anticipated discussions with patients and their own BMI and body-
related experiences

Discuss 
weight

Discuss 
EDs

BMI good 
measure

Own BMI Bod appreciation Appearance 
evaluation

Weight 
concerns

Stigma

Discuss body image 0.44** 0.59** 0.07 0.07 − 0.15 − 0.12 0.18+ 0.17+
Discuss weight --- 0.30** 0.14 0.03 − 0.03 − 0.10 0.11 0.17+
Discuss EDs --- 0.00 0.02 − 0.02 − 0.04 0.10 0.10
BMI good measure --- − 0.22* 0.01 0.01 − 0.15 0.03
Own BMI --- − 0.12 − 0.22* 0.35** 0.43**
Bod appreciation --- 0.82** − 0.64** − 0.20*
Appear evaluation --- − 0.63** − 0.31**
Weight concerns --- 0.38**
Stigma ---
Note. “Discuss body image,” “Discuss weight,” “Discuss EDs,” and “Body image a good measure” are all coded 1 = never to 5 = always. ED = eating disorders

+p < .10, *p < .05, **p < .01
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indicate that they are unwilling to discuss any health-
related topic with their patients.

The findings from our study suggest implications for 
medical and nursing education. First, it is crucial that 
doctors and nurses receive education and preparation to 
effectively communicate with patients about weight and 
body image concerns [23]. This includes the ability to 
identify signs of eating disorders and initiate discussions 
around these sensitive topics [19]. To address the issue of 
weight stigma, there has been suggestion for a more holis-
tic approach to medical care that aligns with the Health 
at Every Size (HAES) Principles [57]. This approach 
emphasizes health behaviors as targets for intervention 
rather than weight [58–60]. This would improve upon 
current patient-provider interactions which have been 
found to be affected by provider weight bias and reduced 
quality of care for heavier patients [25–27]. Further, 
HAES-aligned care has the potential to enhance patient-
provider relationships, and ultimately improve health 
outcomes by fostering a non-judgmental and inclusive 
healthcare setting. By fostering an open and support-
ive environment, medical professionals can encourage 
patients to share their experiences and seek appropriate 
care. Furthermore, medical professionals should proac-
tively ask patients if they would like to discuss various 
aspects of their mental and behavioral health, including 
eating behaviors, body image, and weight, without stig-
matizing patients [34]. By initiating these conversations, 
healthcare providers can demonstrate their commitment 
to patient-centered care and can address the holistic well-
being of their patients [36]. In addition, medical profes-
sionals must be prepared to offer accurate information 
and provide referrals to patients who are struggling with 
body dissatisfaction or disordered eating. It is essential 
to approach these discussions with empathy and avoid 
shaming patients about their weight or providers may 
discourage patients from seeking medical care altogether 
[32]. By enhancing education, promoting open commu-
nication, offering support and referrals, and recognizing 
the limitations of BMI, medical and nursing professionals 
can contribute to improved patient outcomes and foster a 
more inclusive and sensitive healthcare environment.
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