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NOMENCLATURE 

 

95% CI: 95 % Confidence Interval 

BMI: Body Mass Index 

CVD: Cardiovascular Disease 

GDP: Gross domestic product 

IAS: International Atherosclerosis Society 

ICCR: International Chair on Cardiometabolic Risk  

NCD: Non-communicable disease 

OR: Odds Ratio 

p: p-values 

SANHANES-1: South African National Health and Nutrition Examination Survey – 

First edition 

WC: Waist Circumference 

WHO: World Health Organisation 
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ADDITIONAL INFORMATION 

 

This study’s broader aim was to explore the determinant factors of obesity 

management by exploring obese patients’ perception of weight, barriers to weight 

reduction and preferred weight-loss interventions. 

The objectives were: 

1. To examine the demographics of obese patients attending Dr Yusuf Dadoo Hospital 

2. To evaluate obese patients’ dissatisfaction with weight and body image in relation to 
their anthropometric measurements.  

3. To assess obese patients’ level of awareness of health risks associated with obesity.  

4. To explore obese patients perceived barriers to weight reduction and preferred 

medical interventions.  

The data collected during this study were too much for one article, and the author and 

supervisor decided to break it down into three different themes, namely: 

1. Obese patients reported dissatisfaction with weight, body image and interaction 

with clinicians at Dr Yusuf Dadoo District Hospital. 

2. Obese patients’ health awareness and reported barriers to weight reduction at 

Dr Yusuf Dadoo District Hospital. 

3. Obese patients preferred medical intervention at Dr Yusuf Dadoo District 

Hospital. 

To meet the requirements for the MMed (Family Medicine report), a subset of a larger 

data set was identified from the study, namely “Obese patients’ dissatisfaction with 

weight and body image, barriers to weight reduction and preferred medical intervention 

at Dr Yusuf Dadoo Hospital, West Rand District” for the examination and first article.  

As the article will only represent the methods applicable to the article’s content, the 

author wishes to supplement this information for examining purposes. 

The data collection tool had four sections. The first section comprised anonymised 

respondent identification details and demographics. The second contained a semi-

structured questionnaire related to the patient’s perception and attitude to weight, 

perceived barriers to weight reduction, preferred medical interventions and interaction 

with healthcare providers. This questionnaire was an adapted version of a questionnaire 
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used by Thomas and colleagues in a study on weight perception.1 Although the 

questionnaire was used as part of a qualitative study, it was well-tailored to answer our 

primary research questions after adaptation. As part of the adaptation, Thomas and 

colleagues’ focus group questionnaire was used as a foundation for our structured 

questionnaire. In contrast, the author changed the body image assessment tool used in 

the study to a more culturally relevant and gender inclusive.  

The structured questionnaire was piloted at the study site to test its feasibility and 

relevance in our study setting. Seven patients participated in the pilot study and some 

changes were made. Also, because of the pilot study, the questionnaire was translated 

into Afrikaans to accommodate the big proportion of Afrikaans-speaking participants 

who could not be assisted by the research assistant, who was more fluent in Setswana 

and isiZulu. The piloted number was not added to the final sample due to the 

amendments and additions to the questionnaire.  

The third section of the data collection tool contained a  body image assessment tool, a 

validated tool developed as a culturally relevant instrument for measuring body image 

dissatisfaction in males and females. It is a figural scale that comprises two sets of nine 

silhouettes numbered from one to nine. One represents a perceived thin body image, 

and nine is an extremely fat one. Participants are invited to circle the number of the 

silhouette they perceive to be their current body image ( first set) and later the number 

corresponding to the silhouette of what they perceive to be their ideal body image 

(second set). The difference between these rankings informs an existing dissatisfaction 

with body image, usually related to a slim ideal.  

The last section comprised a recording sheet for biometric data, namely, anthropometric 

measurements (weight, height and waist circumference) and calculated BMI and any 

ongoing non-communicable disease the patient suffered during the study. The WHO 

recommended BMI cut-offs and protocol for waist circumference measurement (the 

midpoint between the lower border of the rib cage and the superior iliac crest) were used 

to assess the patient’s anthropometry and define obesity.  
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ABSTRACT 

Background: Obesity in South Africa has created a public health crisis that warrants a 

multilevel intervention. Patients’ perceptions and clinicians’ challenges hinder the 

management of obesity in primary care.  

Aim: The study aimed to assess obese patients’ dissatisfaction with weight and body 

image and their perspectives on interaction with clinicians in a primary care setting. 

Setting: Dr Yusuf Dadoo District Hospital, outpatient department. 

Method: Cross-sectional study of 213 adult obese patients. A semi-structured 

questionnaire, a body image assessment tool and patient medical records were used 

for data collection. 

Results: The study found that, contrary to popular belief, obese patients were 

dissatisfied with their weight (78.9%) and body image (95.3%). Many felt comfortable 

discussing weight reduction with clinicians, although 37.1% reported never engaging 

with a doctor, and 62.9% never interacted with a nurse on the subject. Only six percent 

reported receiving adequate information on weight reduction measures, and 19.7% 

were followed-up. Clinicians’ advice was mainly associated with patients’ high BMI and 

waist circumference. Doctors were less likely to recommend weight reduction to 

employed obese women, while nurses were more likely to engage Zulu-speaking 

patients. Patients were more likely to be followed up if there were young and excessively 

obese. 

Conclusion: The study found that most obese patients were dissatisfied with their 

weight and body image and perceived their interaction with clinicians inadequate. 

Contribution: The study highlights a possible shift in obese patients’ weight and body 

image perception compared to previous reports. It also brings to light clinicians’ 

deficiencies that warrant further education on obesity management.  
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INTRODUCTION 

Background and Literature review 

Obesity is an important contributing risk factor to many non-communicable diseases 

(NCDs), an induction factor for multimorbidity and a challenge for patients and clinicians 

in primary care practice.2,3 In 2019, overweight and obesity cost the South African 

economy about 4.16% of the GDP or R219.15 billion.4 Prevention and control of 

overweight and obesity are essential in reducing the burden of non-communicable 

diseases on strained healthcare systems, especially in countries with limited 

resources.3,5 

The  South African National Health and Nutrition Examination Survey – First edition 

(SANHANES-1) report had previously brought to light the crisis level of NCDs and 

obesity in South Africa6, and according to the 2016 South African statistics on health 

survey, about two-thirds of women and one-third of men in the country were overweight 

or obese.7 At this level of prevalence, obesity in South Africa has undoubtedly become 

an epidemic with no downtrend in sight if serious measures are not taken to tackle this 

significant public health crisis.3,8,9 As is the case in all epidemics, experts have 

advocated a multilevel approach to preventing and controlling obesity. This approach 

involves key players, such as government policymakers, clinicians and patients and 

their communities, who need to play their roles decisively.10,11 

Effective government policy implementation is necessary. However, as it has been the 

case in many other countries, the South African government has recognised the 

negative impact of obesity on public health and its strain on the health system. 

Nonetheless, it is still struggling to find the best suitable strategy for preventing and 

controlling overweight and obesity.10,12,13  

The role of primary care providers in preventing and controlling overweight and obesity 

cannot be over-emphasised as they are at the forefront and constitute a key determinant 

factor in the fight against obesity.14–17 However, studies have shown that many clinicians 

experience difficulty integrating weight management into their routine practice.18–20 

Some cannot identify obesity, while others poorly document obesity as a patient’s 

problem that they need to address.21,22 Some clinicians are biased and demonstrate a 

negative attitude regarding obese patients’ ability or willingness to self-discipline or 

effectively engage with prescribed measures.23 In contrast, others express ambiguity 
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concerning the effectiveness of existing obesity management models.24 These 

clinicians’ deficiencies significantly hinder their ability to fulfil their role and limit their 

contribution to the fight against overweight and obesity. 

 Obese patients and their communities’ attitudes contribute to the challenges faced by 

clinicians in managing obesity at the primary care level. The patient’s role and that of 

their community are crucial for the optimal implementation of measures aimed at 

preventing and controlling obesity. A weight loss management plan can only be 

successful if there is buy-in from the patients and the communities that support them.21 

This is even more relevant to the South African context, as studies have demonstrated 

the impact culture has on individuals’ and communities’ perceptions of weight in the 

country.25,26 It has been shown that many obese patients see themselves as normal, 

content with excessive weight and show no interest in weight reduction measures.27,28 

This phenomenon is prevalent in patients whose cultural environment has normalised 

obesity. One highlight of such an environment is the emergence of the body positivity 

movement worldwide, which critics regard as a counterproductive factor in the fight 

against obesity.29 Other obese patients demonstrate poor insight into the health risk 

associated with obesity and show little appetite to embark on weight reduction measures 

despite being advised to do so.27,29 However, recent studies have reported a gradual 

shift in obese patients’ perception of health risks associated with obesity. More patients 

recognise the need for weight reduction measures. Still, the lack of motivation, the 

limited knowledge of weight loss strategies, and the limited access to resources and 

professional assistance continue to hinder their efforts.27,30,31 

Obese patients’ dissatisfaction with their weight and body image remains one of the 

determinant factors in their decision to participate in weight control measures.31,32 

Although a small proportion of obese patients will attempt to lose weight, studies have 

shown that few will maintain an ideal weight if professional support is not provided.33–35 

The challenges faced by obese patients in controlling their weight have been partly 

attributed to a lack of constructive interaction with clinicians.15,16,20,36  

Aim and objectives 

In recent years, within South Africa,  few studies have explored obese patients’ views 

on their interaction with clinicians in primary care settings, and no study has so far been 

done in the West Rand. This study aimed to assess obese patients’ dissatisfaction with 
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weight and body image and their perspectives on interactions with clinicians in a primary 

care setting. Its first objective was to determine the sociodemographic characteristics of 

obese patients attending the district hospital’s outpatient department. The second was 

to determine obese patients’ dissatisfaction with their weight and body image and how 

comfortable they were discussing weight management with clinicians. The third 

objective was to evaluate obese patients’ views on their interaction with clinicians 

regarding weight reduction advice as well as factors that influence clinicians’ provision 

of advice for weight reduction and follow-up. 

 

METHODOLOGY 

Study design  

This was a cross-sectional study. 

Study setting 

The study was conducted in the outpatient department at Dr Yusuf Dadoo District 

Hospital, a level one hospital with 175 acute beds capacity located in Mogale City, west 

of Gauteng. Several regional primary healthcare centres feed the hospital, and its 

catchment area comprises a low and middle-income population of about 649 751 and a 

mixed cultural divide. 

Study population 

The study population included obese patients aged 18 years and above, attending the 

district hospital outpatient department, chronic section. Patients were excluded if they 

were very ill, pregnant or had an ongoing unstable psychiatric condition. The World 

Health Organisation (WHO)’s definition criteria of obesity (Body Mass Index (BMI) of 

more than 30 kg/m2  or a waist circumference (WC) of 102 cm or more for men and 88 

cm2  or more for women )37 was used.  

Sampling strategy  

In 2016 the WHO reported that 28.3% of the adult population in South Africa was 

obese.38 The calculated sample size was 213 based on the above–estimated population 

proportion with a confidence interval of 95% and a margin error of 0.05. As the study 

was conducted in a predominantly chronic outpatient department, the sample was 
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adjusted to a finite population of 680, corresponding to the average number of chronic 

patients seen monthly in the district hospital’s outpatient department.  

Selection of participants 

Consecutive patients in a convenient sample were purposively selected for their weight 

status. The principal investigator collaborated with the nursing staff at the outpatient 

department. While collecting vital signs, the nurse invited patients to participate in the 

study if they fulfilled the inclusion criteria. Those who agreed were directed to a separate 

room where a research assistant obtained informed consent and gave them the study 

questionnaire. The research assistant assisted patients who had difficulty reading or 

writing in completing the questionnaire. After completing the questionnaire, the patient 

was directed to the consulting room, where the principal investigator attended to the 

reason for the encounter and recorded the biometric data. 

Data collection tool 

The data collection tool had four sections – the first comprised anonymised respondents’ 

demographic details. The second contained a semi-structured questionnaire related to 

the patient’s dissatisfaction with weight, how comfortable they were, discussing weight 

reduction measures with a clinician, and their perspectives of interaction with clinicians 

regarding weight reduction advice and subsequent follow-ups. This questionnaire was 

an adapted version of a questionnaire used by Thomas and colleagues.1 Although the 

questionnaire was used as part of a qualitative study, it was well-tailored to answer our 

primary research questions after adaptation. As part of the adaptation, Thomas and 

colleagues’ focus group questionnaire was used as a foundation for our structured 

questionnaire. In contrast, the author changed the body image assessment tool used in 

the study to a more culturally relevant and gender inclusive.  

The structured questionnaire was piloted at the study site to test its feasibility and 

relevance in our study setting. Seven patients participated in the pilot study and some 

changes were made. Also, as a result of the pilot study, the questionnaire was translated 

into Afrikaans to accommodate the big proportion of Afrikaans-speaking participants 

who could not be assisted by the research assistant, who was more fluent in Setswana 

and isiZulu. The piloted number was not added to the final sample due to the substantial 

amendments and additions.  



16 
 

The third section of the data collection tool contained a body image assessment tool, a 

validated tool developed as a culturally relevant instrument for measuring body image 

dissatisfaction in males and females. It is a figural scale that comprises two sets of nine 

silhouettes numbered from one to nine. One represents a perceived thin body image, 

and nine is an extremely fat body. Participants were invited to first circle the number of 

the silhouette they perceive to be their current body image (first set) and later the 

number corresponding to the silhouette of what they perceive to be their ideal body 

image (second set). The difference between these rankings indicates an existing body 

image dissatisfaction, usually related to a slim ideal39. The last section comprised a 

recording sheet for biometric data, namely, anthropometric measurements (weight, 

height and WC) and calculated BMI and any ongoing non-communicable disease the 

patient suffered during the study. The WHO recommended BMI cut-offs and protocol for 

WC measurement (Midpoint between the lower edge of the rib cage and the crest of the 

ilium) were used to assess the patient’s anthropometry and define obesity40.  

Data processing and analysis 

Collected data were computed in Microsoft Excel. Each categorical variable was coded 

based on a pre-defined code sheet arranged by the principal investigator to minimise 

errors before uploading it into Stata Statistical Software version 16.1, 2019 release for 

analysis. Continuous variables were reported as median and ranges, and categorical 

variables as frequency and percentage. The International Atherosclerosis Society (IAS) 

and International Chair on Cardiometabolic Risk (ICCR) ’s consensus statement on 

waist circumference were used to categorise WC by cardiovascular(CVD) risk.41 To 

measure body image dissatisfaction, the authors calculated the absolute difference 

between the numbers corresponding to the current perceived body image and the ideal 

body image on the body assessment tool. Any result above one indicated 

dissatisfaction, and any below suggested no dissatisfaction. Obese patients’ 

perspectives on their interaction with clinicians were assessed using reports of advice 

on weight reduction and follow-up after the initial discussion. Chi-squared tests were 

performed to determine any association between patients’ characteristics and their 

interaction with clinicians. A two-step logistic regression was performed, and its results 

are reported as odds ratios (OR), confidence intervals (95% CI) and p-values (p). 

Univariate logistic regression models were conducted to assess whether patients’ 

characteristics influenced clinicians’ advice on weight reduction and subsequent follow-
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up. Multivariate logistic regression models were performed to control confounders by 

adjusting statistically and clinically significant factors. A p-value <.05 was deemed 

statistically significant. 

Ethical Considerations 

The study proposal was submitted to the Wits Human Research Ethics Committee for 

ethics clearance and was approved under the protocol reference number M200118. 

Permission was also obtained from the Gauteng province and Dr Yusuf Dadoo hospital 

management. All study participants provided written consent and were informed of their 

participation’s voluntary nature and their right to withdraw at any time with no impact on 

the service they ought to receive. The data collection sheet and questionnaire were 

anonymised. 

RESULTS 

Data collection was conducted over a period of three months. Two hundred thirty 

patients were eligible for participation in the study. Five severely ill and two pregnant 

patients were excluded. Altogether 223 patients were invited, but ten declined, leaving 

213 participants. No reason for the refusal was asked, as it was the patient’s right to 

refuse.  

Sociodemographic characteristics of patients 

Obese patients’ baseline characteristics (Table 1) show that the median age was 53 

years, ranging from 23 to 75 years. Most obese patients attending the hospital’s 

outpatient department during the study were aged 46 to 55 years (67; 31.5%) and 56 to 

65 years (63; 29.6%). There were more women (153; 71.8%) than men (60; 28.2%). 

Most were Tswana speaking (69; 32.4%), followed by Afrikaans (59; 27.7%). Eighty-

seven patients were married (40.8%), and 147 (69%) had completed secondary school. 

One hundred and twenty-five were employed (58.7%). There were 168 (78.9%) severely 

obese patients with BMIs of 35kg/m2 or above, and 85 (39.9%) were extremely obese 

(BMI ≥40kg/m2). CVD risk stratification related to waist circumferences showed that 169 

(79.34%) patients had extremely high CVD risk. Eighty-seven patients (40.8%) had a 

metabolic disease, and 73 (34.27%) were multimorbid. 
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Table 1: Sociodemographic characteristics of patients (n=213) 

Baseline 

characteristics 

Level Frequency Percentage 

 

 

 

Age (years) 

Median: 35(23-75) 

18-25 1 0.5 

26-35 19 8.9 

36-45 36 16.9 

46-55 67 31.5 

56-65 63 29.6 

>   65 27 12.7 

Gender Women 153 71.8 

Men 60 28.2 

 

 

 

 

Language 

Setswana 69 32.4 

Afrikaans 59 27.7 

isiZulu 25 11.7 

Sotho 14 6.6 

Xhosa 18 8.5 

Sepedi 6 2.8 

Ndebele 5 2.4 

English 10 4.7 

Venda 7 3.3 

 

 

Marital status 

Single 33 15.5 

Married 87 40.9 

Divorced 31 14.6 

Living together 29 13.6 
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In relationship 10 4.7 

Widowed 23 10.8 

 

Education 

No formal education 8 3.8 

Primary school 28 13.2 

Secondary school 147 69 

Tertiary education 30 14.1 

 

Employment status 

Employed 125 58.7 

Unemployed 54 25.5 

Pensioner/Retired 34 16 

 

BMI (kg/m2) 

Median: 38.5(31.5-63.7) 

Class 1 (30-30.9) 45 21.1 

Class 2 (35-39.9) 83 39 

Class 3 (> 40) 85 40 

 

WC (cm) 

Median: 126(107-173) 

Very high CVD risk 

(Female≥105; Male ≥110) 

44 20.7 

Extremely High CVD risk 

(Female≥115; Male ≥125) 

169 79.3 

 

 

 

Comorbidities 

Metabolic disease 87 40.9 

Multimorbidity 73 34.3 

Cardiovascular 36 16.9 

Respiratory diseases 8 3.8 

Musculoskeletal disease 3 1.4 

Cancer 2 0.9 

Other 4 1.9 
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Most obese patients reported a great level of dissatisfaction with their weight and body 

image (Table 2). Of these, 168 (78.9%) expressed unhappiness with their current 

weight, 199 (93.4%) had thought of losing weight, 156 (73.2%) reported previous weight 

loss attempts, and 203 (95.3%) expressed dissatisfaction with their current body image. 
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Table 2:  Obese patients’ level of dissatisfaction with weight and body image (n=213) 

Variables Responses Frequency Percentage OR (95%CI) p-Value 

Current 

feelings about 

weight 

Happy 45 21.1 0.07(0.04−0.11)  

< .001 

Not happy 168 78.9 
13.94 

(8.75−22.19) 

Ever thought of 

losing weight 

No 14 6.6 0.004 (0.00−0.01)  

< .001 

Yes 199 93.4 
202 

(93.88−434.81) 

Ever attempted 

to lose weight 

No 57 26.8 0.13 (0.09−0.21)  

< .001 
Yes 156 73.2 7.49 (4.88−11.5) 

Dissatisfied 

with body 

image 

No 10 4.7 0 (0.00−0.10)  

< .001 
Yes 203 95.3 412 (167−1011.4) 

 

Table 3 documents obese patients’ reported comfort when discussing weight 

management and interaction with clinicians. Altogether, 197 (92.5%) patients were 

comfortable discussing weight management with a doctor, and 210 (98.6%) were happy 

discussing it with a nurse. Seventy-nine (37.1%) patients reported never being engaged 

by a doctor, and 134 (62.9%) never engaged with a nurse. Hundred-and-eleven (52.1%) 

obese patients who were either engaged by a doctor or a nurse reported not receiving 

information on how to lose weight, and 89 (41.8%) thought they were not given enough 

information. Hundred-seventy-one (80.3%) patients said no clinician followed up with 

them after an initial weight loss discussion. 
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Table 3: Obese patients’ reported comfort in discussing weight management and 

interaction with clinicians (n=213) 

Variables Responses Frequency Percentage OR(95%CI) p-Value 

Comfortable 

discussing 

weight 

management 

with a doctor 

No 16 7.5 0.0 (0.0−0.01)  

< .001 

Yes 197 92.5 

151.6(73.7−311.6) 

Comfortable 

discussing 

weight 

management 

with a nurse 

No 3 1.4 0.0 (0.0−0.001)  

< .001 

Yes 210 98.6 

4900 (977−24556) 

Have been told 

by a doctor to 

lose weight 

Never 79 37.1 0.35 (0.23−0.51)  

< .001 
Yes 134 62.9 

2.88 (1.94−4.26) 

Have been told 

by a nurse to 

lose weight 

Never 134 62.9 2.88 (1.94−4.26)  

< .001 
Yes 79 37.1 

0.35 (0.23−0.51) 

Information 

received on how 

to lose weight 

None 111 52.1 
72.9 

(32.35−164.3) 

< .001 

Not 

enough 
89 41.8 

46.9 (20.6−106.7) <.001 

Enough 13 6.1 0.01 (0.00−0.03) < .001 

Followed-up 

after weight loss 

discussion 

Never 171 80.3 4 (2.67−5.98)  

< .001 

Yes 

42 

 

19.7 

0.25 (0.17−0.37) 
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Association between obese patients’ characteristics and interactions with 

clinicians 

Chi-squared test results showed that doctors’ provision of advice on weight loss was 

significantly associated with patients’ BMI (p < .001) and WC (p< .001). In contrast, 

nurses’ advice was associated with patients’ language (p = .007), BMI (p= .004) and 

WC size (p= 0.01). A significant association was also found between the amount of 

information received for weight reduction and patients’ age (p= .013), BMI (p< .001) and 

WC (p< .001). There was no association between obese patients’ medical conditions 

and the information received. Follow-up of patients after the initial provision of advice 

on weight reduction was significantly related to the patient’s age (p= .006), BMI (p= .001) 

and WC size (p= .004).  

Factors influencing clinicians’ provision of advice on weight reduction 

Results of logistic regressions suggested that patients were more likely to be advised 

by doctors to lose weight if they were morbidly obese (Class 3 BMI) (OR=4.5; 95% CI: 

2.03–10.02; p= .001) and had a severely large WC, (OR=3.6; 95% CI: 1.79–7.12; p< 

.001). After adjusting for age, sex and medical conditions, results demonstrate that high 

BMI and severely large WC still positively influenced doctors advising weight loss 

(OR=3.6; 95% CI: 1.34–9.88; p= .011) and (OR=4.714; 95% CI: 1.64–13.58; p= .004). 

When controlling for occupation, BMI and WC, women became less likely to be advised 

by a doctor to lose weight  (OR=0.42; 95% CI: 0.18–0.97; p= .042)      

Patients who spoke Zulu were 6.3 times more likely to be advised by nurses to lose 

weight (OR= 6.3; 95% CI: 2.28–17.41; p< .001) than their counterparts. Those who had 

morbid obesity were 2.5 times more likely (OR= 2.5; 95% CI: 1.16–5.46; p= .019), and 

those with severely large waist sizes were 2.8 times more likely (OR=2.8; 95% CI: 

1.243–6.082; p= .013). The results also show that divorced and widowed patients were 

less likely to be advised by nurses to lose weight (OR= 0.29; 95% CI: 0.1–0.83; p= .022) 

and (OR=0.29; 95% CI: 0.09–0.93; p= .038). These factors remain unaffected after 

controlling for age, sex, education, employment status and medical condition. 

Factors influencing clinicians’ follow-up of obese patients after prior advice for 

weight reduction  

Logistic regression analysis showed that young patients aged 26–35 were 18.9 times 

more likely to be followed up after initial advice to lose weight than their counterparts 
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(OR= 18.9; 95% CI: 2.1–169.8; p= .009). Those with class 3 BMI were three times more 

likely to be followed up (OR= 3; 95% CI: 1.1–8; p= .026), while those with very large WC 

were also 3.6 times more likely to be followed up (OR= 3.6; 95% CI: 1.8–7.1; p< .001). 

DISCUSSION 

This study aimed to assess obese patients’ dissatisfaction with weight and body image 

and their perspectives on interaction with clinicians in a primary care setting. The 

findings demonstrate that most obese patients attending the district hospital’s outpatient 

department, chronic section, were middle-aged adult women. Most of the patients spoke 

Tswana and Afrikaans, had completed secondary school and were employed. A large 

proportion of patients were married, severely obese, and demonstrated a very high level 

of CVD risk. The majority either suffered from metabolic disease or were multimorbid. 

These findings are broadly consistent with the 2016 Statistics South Africa report on 

health surveys concerning obesity7. Although the survey did not account for the 

employment and marital status of obese individuals, it showed that obesity was 

associated with a high level of wealth. These findings are also consistent with trends 

previously reported in South Africa and other parts of the world7,8,42. 

Popular beliefs and previous studies showed that larger body size is socially or culturally 

accepted and has been normalised in many parts of South Africa and the world.30,31 In 

sharp contrast, this study’s findings show that most obese patients reported 

unhappiness with their current weight and perceived body image. Many stated they had 

thought of losing weight, and a significant proportion reported having previously 

attempted weight reduction. 

With the above in mind ,these findings partly diverged from the SANHANES-1 report on 

weight management and body image, which showed that most South Africans were 

happy with their body size, although only 42% of the study participants correctly linked 

their desired body size with their perceived one6, thus demonstrating a greater level of 

body image dissatisfaction. The discrepancy between the current study results and 

those previously reported in the literature could be explained by increased public 

awareness of the risk associated with obesity and the desire to stay fit and healthy.30–32 

Also, the emerging shift in attitude to excessive weight as more people are exposed to 

western media that portrays slimness as ideal and fashionable43. A good example is the 

emerging popularity of ‘fitspiration’ or ‘fitness inspiration’, promoting healthy living 
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through exercise and a healthy diet.44 However, a counterargument to this is the 

increase in the number of social media exposés that support the body positivity 

movement, which promotes the acceptance of each body type and size29, though critics 

consider this as a way of promoting obesity and unhealthy behaviour. This ambiguity in 

the social media environment has been highlighted recently.29,44,45 

Most patients in the study were comfortable discussing weight reduction measures with 

clinicians, largely with nurses, than with doctors, although they mostly received advice 

from doctors and less from nurses. It is worth noting that the large confidence interval 

on the comfortability of obese patients to discuss weight management with a nurse may 

be due to the study’s small sample size. Nevertheless, these findings demonstrate a 

possible underutilisation of the full potential of nurse-led intervention in the fight against 

obesity at the primary care level, which has been shown to be effective in other parts of 

the world46. Moreover, even though all the patients in the study sample were 

recommended by a clinician to lose weight at some point, only six percent thought the 

information received was adequate. Most patients either received no information or 

found it insufficient to help them succeed with weight loss. In addition, the amount of 

information received was significantly associated with the patient’s age, BMI and WC. 

These findings highlight discrepancies between obese patients’ expectations of the 

clinicians’ role and the level of assistance they receive in clinical practice.15,24,47 They 

further demonstrated the need for clinicians to adjust their attitude to obese patients’ 

willingness to engage in weight reduction measures and to consider improving the 

quality of care provided to the obese population.23,24,48  

The study results suggested that clinicians’ advice for weight reduction was significantly 

associated with morbid BMI and severely large WC. These findings corroborate 

previous reports, showing that primary care clinicians tended to manage obesity 

proactively when patients were perceived to be in a morbid state or had accumulated 

extremely severe CVD risk18. It has also been found that clinicians often underestimate 

their role in preventing and controlling overweight and obesity.15,49,50  

This role clinicians could play was highlighted when adjusting BMI and WC with 

employment status; employed obese women were less likely to be advised by doctors 

to lose weight. This is in sharp contrast with previous findings, suggesting that patients 

with better socioeconomic status were more likely to engage healthcare providers about 
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weight management.51 It has also been shown that compared to men, employed obese 

women are more likely to be absent from work due to weight-related problems.52The 

researcher speculates that the study’s finding of discriminatory attitude on the part of 

the doctors toward employed, obese women could be explained by the high ratio of 

male to female doctors who have to engage a majority of female patients on a sensitive 

subject such as obesity.53 However, further studies are needed in this regard.  

Nurses’ advice was also strongly related to the patient’s language and marital status. 

They were 6.3 times more likely to advise patients who spoke Zulu and less likely if 

patients were divorced or widowed. These findings highlight the previously reported bias 

clinicians demonstrate in the management of obesity.16,54 However, they also highlight 

the need for tailored, culturally sensitive interventions in managing obesity. Several 

authors have previously advanced this argument, although others found this had little 

effect on obesity prevention and control.55–57 

The study found that one out of five patients advised losing weight reported having been 

followed up, and this follow-up was more likely to occur if patients were young and 

morbidly obese. These findings further demonstrated that, while clinicians could initiate 

discussion on weight reduction, the benefit to obese patients was minimal due to the 

information provided and the lack of follow-up to optimise patients’ weight reduction 

measures. Previous studies have attributed clinicians’ inability to provide adequate 

information and follow-up of obese patients to their biased attitude, limited knowledge, 

poor understanding of their role and deficiencies in the healthcare systems.15,19,20,34 

The literature suggests that clinicians’ and obese patients’ challenges in addressing 

obesity in primary care can be due to multiple factors, such as time constraints, 

clinicians’ and patients’ attitudes towards obesity, clinicians’ level of knowledge and 

experience and the availability of resources.18–25 This study’s findings have highlighted 

previously reported trends in managing obesity at the primary care level. However, it 

has also brought some new results that contradict previous beliefs and others that 

warrant further studies. 

Strengths and limitations 

This is the first study in West Rand exploring the relationship between obese patients’ 

dissatisfaction with weight and body image and their perspective of interaction with 

clinicians at the primary care level. It may be the first of its kind in South Africa.  
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The study focused on the frequency of weight and body image dissatisfaction and did 

not account for the reasons. Convenience sampling was the most appropriate method 

for the selection of participants, given the study’s well-defined target population and the 

researcher’s familiarity with the setting. To minimise effect of convenience sampling on 

reliability, the nursing team invited every consecutive patient who responded to the 

inclusion criteria. Consecutive sampling limits selection and researcher bias. While 

information or social desirability bias could have affected the validity of patients’ reported 

information, the researcher and research assistant ensured that patients’ anonymity and 

confidentiality were always kept, minimising self-reporting and social desirability bias 

during data collection. The study demonstrates a high prevalence of weight and body 

image dissatisfaction in the obese population attending the district hospital. However, 

these findings should be interpreted in the context of a mixed cultural divide, which 

characterises the study site since ethnicity has been shown to affect obesity perception. 

Also, while the study findings might suggest a societal shift in obesity perception, this 

needs to be tested in more settings before generalisation. 

Recommendations 

Obese patients perceived inadequacies in their interaction with clinicians at the district 

hospital’s outpatient department can be improved by training clinicians on obesity 

awareness and communication skills and by ensuring that a more patient-centred 

approach is applied during clinical encounters. The district hospital’s clinical team 

should implement a contextualised clinical guideline based on the national strategic 

approach for controlling and preventing obesity to assist clinicians in their daily practice. 

The diverging high rate of weight and body image dissatisfaction among obese patients 

in the study compared to previous reports might signal a social shift in obesity perception 

that warrants large-scale investigations such as a second SANHANES study. Also, 

further studies are required to explore why doctors are less likely to recommend weight 

loss to employed, obese women.  

CONCLUSION 

This study’s findings have shown that, contrary to popular belief, most obese patients 

were dissatisfied with their weight and body image. Obese patients perceive inadequate 

interactions with clinicians at the district hospital regarding the level of help they need 
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to achieve satisfactory weight loss. The study results also demonstrate that obesity 

management in primary care demands further clinicians’ education. 
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