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The quality, quantity, and coverage of nutrition infor-
mation in medical education have been topics of edu-
cational,1 research,2 and political3 debate for more than
half a century. Despite this, extensive survey research
indicates that both medical students and practicing phy-
sicians still express the need for improved nutrition in-
formation to better address patients’ concerns.4-6 Sur-
vey studies reveal that physicians are hesitant to pro-
vide nutrition information to patients, not because of
low interest or demand, but due to low levels of confi-
dence resulting from a lack of education and knowl-
edge in this field.7-9 This finding suggests that Healthy
People 2010 goals, including standard physician nutri-
tion counseling encounters for patients with obesity,
cardiovascular disease, diabetes, and hyperlipidemia10

will not be met.

There is an established consensus that medical stu-
dents and practicing physicians should learn about nu-
trition. However, the precise content to be included in
medical nutrition education is unclear. This problem
exists despite the creation of expert committee-derived
lists, including those developed by the American Soci-
ety of Clinical Nutrition11,12 and the American Medical
Student Association,13 which have provided from 26
to 92 essential nutrition topics for consideration. More
recently, the National Institutes of Health Nutrition
Academic Award (NIH-NAA) has incorporated these
expert-derived lists in developing the Nutrition Cur-
riculum Guide for Training Physicians14 to show edu-
cators how to integrate essential medical nutrition
knowledge, practice, and behavioral skills objectives
into undergraduate and graduate medical education.

Congressional and research initiatives uphold that
more attention be paid to educating physicians about
nutrition. The 1990 National Nutrition Monitoring and
Related Research Act reported inadequate physician
nutrition education to support national goals of health
promotion and disease prevention.15 Subsequently, both
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Healthy People 201010 and the US Preventive Services
Task Force16 listed increased physician nutrition coun-
seling as one of their objectives, pointing to subopti-
mal diet and activity levels as leading contributors to
death in the United States.17

Further initiatives to increase nutrition counseling in
patient care can be guided by surveying family physi-
cians to identify their educational needs. In a previous
study, we determined that self-reported nutrition profi-
ciency was positively correlated with the perceived
quality of nutrition training of family physicians in
Washington State.6 This correlation was strongest for
the lowest-scoring proficiency topics, including disease
management (particularly obesity), micronutrients, and
complementary and alternative medicine (CAM). The
present research was designed to better define the pri-
ority of medical nutrition topics. We studied whether
areas of perceived lowest proficiency paralleled nutri-
tion inquiries commonly encountered in medical prac-
tice. We also examined physician use of nutrition re-
sources.

Methods
A 50% random sample (n=778) of Washington Acad-

emy of Family Physicians (WAFP) members was sur-
veyed. Randomization was carried out with the Excel
Database (Microsoft Corp, Redmond, Wash). The sur-
vey was reviewed and pilot tested by expert committee
focus group participants who were either local NIH-
NAA members or consultants. Serial revisions were
carried out before administering the survey to WAFP
members from mid-May to July 2001.

The initial mailing included a two-page survey that
asked about self-reported nutrition proficiency (scored
on a Likert scale) in essential medical nutrition topics,
patient nutrition inquiries, use of nutrition resources
including referrals to registered dietitians, and basic
demographic information. A return, postage-paid en-
velope and a newsletter titled MD-RD Quarterly, pro-
viding an opportunity for respondents to receive con-
tinuing medical education credit, were also included in
the initial mailing.

The survey included an open-ended question regard-
ing physician nutrition informational needs that was
worded as follows: “Please list up to three of the most
common nutrition questions encountered in medical
practice that you would like to be better equipped to
answer.” The top 10 medical nutrition inquiries were
reported in percentages of the total number of physi-
cian respondents. The question regarding referring to
registered dietitians was worded as follows: “In your
current practice, do you refer patients to a registered
dietitian (RD)?” (yes or no). “If ‘no,’ indicate why you
are unable to do so.” The question regarding use of other
nutrition resources was worded as follows: “Please
check other (if any) nutrition resources that you use:

(1) Web-based materials, (2) pamphlets, (3) peer-
reviewed journals, (4) toll-free phone numbers (ie,
American Heart Association, American Dietetic Asso-
ciation).”

The results of the survey were summarized and re-
ported using descriptive statistics. This anonymous sur-
vey research was approved by the University of Wash-
ington Human Subjects Office under the sponsorship
of the NIH-NAA and the T.J. Phillips Professorship.
Further methodological details, including survey instru-
ment questions regarding nutrition proficiency on es-
sential medical nutrition topics, have been published
elsewhere.6

Results
There was a 39.3% response rate to the survey

(n=306). Respondents were nearly identical, in com-
parison to the entire WAFP population, in years prac-
ticing since residency (60% had been practicing more
than 10 years) and mean age (44 years). The top 10
questions reported by physician respondents are pro-
vided in Table 1. The majority (66.5%) indicated pa-
tients’ desire for more nutrition information on weight
management. Other priority topics included herbs, bo-
tanicals, other CAM topics (36.4%), and vitamin and
mineral supplements (24.4%). Specific diet and food
protocols in health and disease management included
children’s and women’s nutrition, among others. The
Atkins’ low carbohydrate, high protein diet stood alone
as the single named diet among the top 10 medical nu-
trition inquiries.

The use of nutrition resources by survey respondents
is also shown in Table 1. Almost all physician respon-
dents indicated that they referred patients to registered
dietitians. A majority reported using various nutrition
pamphlets and reading peer-reviewed nutrition journals.
A minority reported using nutrition Web resources and
toll-free telephone numbers such as the American Di-
etetic Association’s Consumer Nutrition Information
Line (Table 2).

Discussion
The most common nutrition question from patients

that Washington State family physicians would like to
answer better involved assessment, management, and
prevention of obesity. This finding makes intuitive sense
since obesity is common and associated with several
prevalent, comorbid conditions, including diabetes,
heart disease, and hypertension, all of which include
weight management as a central treatment modality.
This observation is consistent with recent reports that
nearly two thirds of Americans are overweight and
above as evidenced by a BMI of 25 or higher.21 In re-
cent studies, overweight and obese patients reported
they were not receiving the nutrition guidance and
counseling that they had expected, although they
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ter for Complementary and Alternative Medicine
(NCCAM) Web site (Table 2) is an example of an evi-
dence-based Web site that may be useful for respond-
ing to patient questions related to CAM.

Questions have been raised regarding regional varia-
tion in nutrition education priorities. The need for nu-
trition and wellness patient education materials of pri-
mary care physicians in North Carolina was examined.18

Of 26 nutrition topics surveyed, weight control for
adults, children, and adolescents; modifying dietary fat
intake; and healthful eating patterns for various stages
of the lifecycle were all high priority topics. In contrast
to our study, supplementation, including herbals, vita-
mins, and minerals, as well as children’s nutrition, were
not considered high education needs in the North Caro-
lina study. Different wording and/or inclusion of sur-
vey questions may have caused this discrepancy. Al-
ternatively, regional and state-to-state differences in
nutrition education needs may exist. Nutrition educa-
tional priorities merit further investigation in a larger,
more geographically diverse survey.

In a physician survey study, reported barriers to use
of nutrition resources include time constraints, uncer-
tainty of validity, access, and cost, among others.20 The
authors of that study did not ask about use of non-print
nutrition resources such as Web resources and toll-free
telephone numbers, which may serve to increase phy-
sician nutrition confidence and related proficiency lev-
els (Table 2). In that survey, 67% of physician respon-
dents reported that use of materials resulted in better
patient compliance with dietary regimens as “supported
by objective (anthropometric, lab) and subjective (pa-
tient report) measures.”

There is some information that physicians may not
use the available evidence-based nutrition guidelines.
Barriers to their usage in practice include lack of per-
ceived self-efficacy, time constraints, and difficulty to
use in practice, among others.28 Of potential help,
NHLBI has taken a leading role by publishing the 7th
Blood Pressure Report for the Busy Primary Care Pro-
vider (Table 2). This report is an attempt to make the
guidelines more user-friendly. More guidelines should
follow with this practical orientation in mind.

A nutrition resource used by almost all family phy-
sician respondents in our survey was referral to regis-
tered dietitians. A potential follow-up question not
posed in our study was the nature and frequency of
medical nutrition referrals (eg, chief clinical concern
for which the nutrition referral was made and frequency
of visits). A common barrier to nutrition referrals is
reimbursement through medical nutrition therapy
(MNT). MNT includes nutritional diagnostic, therapeu-
tic, and counseling services provided by a registered
dietitian for diabetes and non-dialysis kidney disease.
It is likely that not all practicing physicians are famil-
iar with medical nutrition reimbursement.29 Informa-

Table 1

A. Top 10 Responses to Open-ended Survey Question*
and

B. Nutrition Resources Used in Medical Practice**

    %         (n)
A. Top 10 Priority Nutrition Topics
1. Weight loss/management 66.5 (183)
2. Herbs/botanicals/interactions/CAM 36.4 (100)
3. Vitamin/mineral supplements 24.4  (67)
4. Heart-healthy diets 21.1  (58)
5. Diabetic diet 20.4  (56)
6. Nutrition and other disease management 20.0  (55)
7. Food/diet composition 14.9  (41)
8. Osteoporosis/menopause management 13.8  (38)
9. Atkins/low carbohydrate, high protein diets 12.0  (33)
10. Pediatric nutrition 10.5  (29)

B. Use of Nutrition Resources
Currently referring to registered dietitian 95.8 (293)
Nutrition pamphlets 71.9 (220)
Peer-reviewed nutrition journals 56.2 (172)
Web-based nutrition resources 36.6 (112)
Toll-free telephone numbers 12.7  (39)

* “Please list up to three of the most common nutrition questions
encountered in medical practice that you would like to be better equipped
to answer.” (Percentages coded per physician; n=275 respondents)

** n=306 respondents

CAM—complementary and alternative medicine

were confident that their physicians could make a dif-
ference in their weight management.22 In particular,
patients expected physician advice on realistic weight
loss goal setting based on diet and exercise prescriptions.

Of physicians responding to the survey, 60.8% re-
ported receiving inquiries from patients about herbals,
botanicals, vitamins, and minerals. This finding paral-
lels reports from the Food and Drug Administration that
more than half of adults surveyed were taking some
form of supplement.24 Dietary supplements present a
special problem regarding accuracy of information. The
1994 Dietary Supplement Health Education Act at-
tempted to regulate dietary supplements, including
monitoring unlawful claims for disease prevention,
treatment, and cure.25 However, numerous products fall
through these regulatory cracks, including widespread
reports of inaccurate or unlawful claims on commer-
cial Web sites.26 As a result, the responsibility to pro-
vide accurate information and dispel common myths
regarding supplement use may fall to the practicing
physician. An example is informing the patient about
drug-nutrient interactions, a requirement of the Joint
Commission on Accreditation of Healthcare Organiza-
tions (JCAHO). A survey report of 834 family medi-
cine residents27 revealed minimal or no training on this
topic and suboptimal performance on a drug-nutrient
interaction knowledge exam. The NIH National Cen-
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tion is available from the American Obesity Associa-
tion Web site regarding tax deductions for nutrition
counseling and exercise prescriptions for obesity-
related comorbidities (Table 2).

Limitations
There are several limitations to our study. We

achieved a relatively low response rate, and our study
was isolated to a geographic region, reducing the abil-
ity to generalize our findings. In our anonymous sur-
vey, we lacked a method of tracking respondents and
were only able to carry out one mass mailing follow-
up. Nonetheless, our respondents were nearly identical
to the entire WAFP population in mean age and years
practicing since residency, strengthening our results.
Further, no differences were noted in age, sex, or years

practicing since residency and self-reported nutrition
proficiency from a previous, complementary study pub-
lished on this same population.6 The five essential nu-
trition factors determined after confirmatory factor
analysis and corresponding lowest nutrition proficiency
scores (micronutrients/CAM and disease management,
particularly obesity) paralleled the 10 most common
nutrition requests encountered by the family physician
as outlined in our present article, further strengthening
our findings.

Temporal variation in priority nutrition information
may exist, further limiting our results. Aside from con-
temporary efforts such as the NIH-NAA,14 essential
nutrition topics as outlined by expert committees pre-
viously excluded information on use of supplements
and CAM,11-13 even though national reports of CAM

Table 2

Descending Priority Evidence-based Medical-nutrition Web Resources*

1. Weight loss/management
American Obesity Association (tax breaks, including tax information and fast facts) www.obesity.org D C
NHLBI Obesity Guide (for Palm OS and Pocket PC) http://hin.nhlbi.nih.gov/obgdpalm.htm D
Surgeon General’s Obesity Report www.surgeongeneral.gov/topics/obesity D C

2. Vitamins, minerals, herbals, botanicals, and other CAM
Bandolier www.jr2.ox.ac.uk/Bandolier D
National Center for Complementaryand Alternative Medicine (NCCAM) (888-644-6226) www.nccam.nih.gov D C
Dietary supplements: overview (NCCAM) www.nccam.nih.gov/health/bottle/index.htm D C

3. Healthy heart diets
American Heart Association (800-242-8721) www.americanheart.org D C
Blood pressure: NHLBI 7th Report for the Busy Primary Care Physician www.nhlbi.nih.gov/guidelines/hypertension/express.pdf D
Cholesterol: NCEP Third Report www.nhlbi.nih.gov/chd D C
DASH Eating Plan www.nhlbi.nih.gov/health/public/heart/hbp/dash D C

4. Diabetes diet
American Diatetic Association (800-342-2383) www.diabetes.org D C
National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK) www.niddk.nih.gov D C

5. Other disease management and nutrition
ADA Fact Sheets www.eatright.org/Public/index_11722.cfm D C
American Academy of Family Physicians www.familydoctor.org D C
American Cancer Society (800-ACS-2345) www.cancer.org D C
Health Finder www.healthfinder.gov D C

6. Foods, nutrients, diet composition
Dietary Guidelines for Americans www.health.gov/dietaryguidelines C
Food and Nutrition Information Center www.nal.usda.gov/fnic D C
Fruit and Vegetable Consumption www.5aday.com C

7. Lifecycle nutrition: osteoporosis, menopause
Menopause www.familydoctor.org/x5094.xml C
National Dairy Council www.nationaldairycouncil.org D C
National Osteoporosis Foundation www.nof.org D C

8. The Atkins Diet
Physicians’ Committee for Responsible Medicine: Alerts www.atkinsdietalert.org D

9. Pediatric nutrition
AHRQ Child Health Guide www.ahrq.gov/ppip/ppchild.htm C
USDA Childcare Nutrition Resource Center www.nal.usda.gov/childcare C

10. Nutrition referral resources
American Dietetic Association (800-877-1600) www.eatright.org D C
Consumer Nutrition Information Line: 800-366-1655 C
Find a Dietitian www.eatright.com/cgi/findanrd3.cgi D
Reimbursement www.eatright.org/gov/reimbursement D

* Toll-free telephone numbers included, when available

D=physician reference, C=patient/consumer reference
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use exceeded total primary care provider visits in 1997.31

The October 2002 issue of American Journal of Public
Health, which is dedicated solely to articles on CAM,
underscores the contemporary and public health sig-
nificance of this topic.

Conclusions
It seems useful to at least in part gauge essentiality

of nutrition information by the patient nutrition needs
and requests of the practicing physician. An armament
of physician-nutrition resources, including readily ac-
cessible Web materials and toll-free telephone numbers
(Table 2), may provide dual benefits: improve patient
care and increase physician confidence and proficiency
in counseling on these topics—a primary goal of na-
tional health promotion and disease prevention initia-
tives. Moreover, the physician should also be aware of
when and how to refer to registered dietitians. The “Find
a Nutrition Professional” icon on the ADA Web site
could be a useful resource for this (Table 2).

In conclusion, medical nutrition educators should
develop curricular strategies that cater to the evolving
role of patients as health care consumers, including
common nutrition inquiries made by patients; exposure
to readily accessible evidence-based nutrition resources
on popular topics such as obesity and herbals, botani-
cals, and other CAM regimens; vitamin and mineral
supplements; and disease- and lifestyle-specific nutri-
tion information. The physician’s heightened role in pro-
vision of basic nutrition and CAM information should
correspond with increasing evidence of its role in health
promotion and disease prevention and increasing re-
search to objectively determine CAM strategies in pri-
mary care. It is possible that geographic and temporal
variation in priority nutrition topics exists, which mer-
its future research.
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