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Based on the video history, the medical students were asked how they would assess
and manage these cases. No significant differences in diagnostic decisions and
recommended management were related to patient weight, except for medically
indicated differences, such as blood glucose monitoring and dietary counseling.
However, the study revealed that medical students were less confident that obese
patients would be able to comply with the nutritional and exercise
recommendations, and they were less likely to want obese patients in their medical
practice.
Despite its methodological limitations (such as convenience sampling and the
hypothetical nature of the clinical encounter), this study sheds light on the complex
and challenging issue of physician bias and its impact on medical decision making.
More importantly, this study is part of a much larger inquiry into the seemingly
intractable social, economic, legal, and political barriers that create a vicious cycle
of health disparity that not only affects individuals but leads to a concretization of
poor health across generations and geography4, 5, 6, 7, 8 .
In the US, for example, the number of individuals and families living below the
federal poverty line has decreased significantly over the past decade. Yet, over this
same period, as the nation enjoyed unprecedented economic growth, the number of
those without health insurance has reached epidemic proportions, with more than 16
percent of the US population unable to afford health insurance and millions more
who have inadequate coverage. Inequities in health care on the global stage are
staggering. More than 17 million Africans have died from AIDS and many millions
more are infected with HIV. The impoverished nations of sub-Saharan Africa are
crumbling under the weight of this modern plague. Without rapid and sustained
assistance from the rest of the world, some of the most threatened countries may not
survive as nation-states.
In both circumstances, the primary contributor to disparity in health is not medical
but social, involving poverty and inequitable distribution of whatever wealth and
resources exist. Addressing the medical consequences of social conditions such as
poverty demands participation and leadership from physicians in their roles as
citizens of a civil society. As physician-citizens, we can give of our expertise to
those in need, support charitable organizations, endorse those who advocate for
effective social policy, donate blood, register in a bone marrow bank, and always
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vote. Of course, this level of citizenry takes time, money, and effort, but, inasmuch
as we are among society's most affluent members, we must strive to live up to these
obligations. How the medical profession mobilizes to address the national and
global crisis of disparity in health and other challenges to the welfare of humanity
will largely determine the vitality and robustness of medicine's social contract with
civil society.
In many respects, the social contract between medicine and society is embodied in
the codes of ethics that establish the standards for professional conduct for members
of the profession. The world's first national code of professional ethics was created
more than 150 years ago at the founding of the American Medical Association. At
the time, the AMA's Code of Medical Ethics was considered comparable in its
revolutionary stance to the Declaration of Independence9 , another social contract
that forever redefined the terms of our human existence by proclaiming that all men
(and women) are created equal.
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