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Introduction
Background 
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.1,2 In 2019, overweight and obesity cost the South African economy about 4.16% of the 
gross domestic product (GDP) or R219.15 billion.3 Prevention and control of overweight and 
obesity are essential in reducing the burden of NCDs on strained healthcare systems, especially in 
countries with limited resources.2,4

The SANHANES-1 report had previously brought to light the crisis level of NCDs and obesity 
in South Africa,5 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.6 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.2,7,8 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.9,10

Background: Obesity in South Africa has created a public health crisis that warrants a 
multilevel intervention. However, 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 regarding obesity management in a 
primary care setting.

Setting: Outpatient department of Dr Yusuf Dadoo District Hospital.

Methods: Cross-sectional study of 213 adult obese patients. A semi-structured 
questionnaire, a body image assessment tool and patients’ 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 while 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 6% reported receiving adequate information 
on weight reduction measures and 19.7% were followed-up. Clinicians’ advice was mainly 
associated with patients’ high body mass index 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 they 
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 regarding obesity management as 
inadequate. 

Contribution: The study provides an angle of view of challenges in obesity management from 
patients’ perspectives. 
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Effective government policy implementation is necessary, 
but 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.9,11,12 

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.13,14,15,16 However, studies have 
shown that many clinicians experience difficulty integrating 
weight management into their routine practice.17,18,19 Some 
cannot identify obesity, while others poorly document obesity 
as a patient’s problem that they need to address.20,21 Some 
clinicians are biased and demonstrate a negative attitude 
regarding obese patients’ ability or willingness to self-
discipline or effectively engage with prescribed measures.22 In 
contrast, others express ambiguity concerning the effectiveness 
of existing obesity management models.23 

These clinicians’ deficiencies significantly hinder their ability 
to fulfil their role and limit their contribution to the fight 
against overweight and obesity. However, obese patients 
and their communities 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.20 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.24,25 It has been shown 
that many obese patients see themselves as normal, content 
with excessive weight and show no interest in weight 
reduction measures.26,27 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.28 
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.26,28 However, recent studies have reported a gradual 
shift in obese patients’ perception of health risks associated 
with obesity as more and more patients recognise the need 
for weight reduction measures.26,29,30 Unfortunately, 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.26,29,30

Obese patients’ dissatisfaction with their weight and body 
image remains one of the determinant factors in their decision 
to participate in weight control measures.30,31 Although a 
small proportion of obese patients will attempt to lose 
weight, studies have shown that few will manage to maintain 
an ideal weight if professional support is not provided.32,33 

The challenges faced by obese patients in controlling their 
weight have been partly attributed to a lack of constructive 
interaction with clinicians.14,15,19,34 

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 carried 
out in the West Rand. This study aimed to assess obese 
patients’ dissatisfaction with weight and body image and 
their perspectives on interactions with clinicians regarding 
obesity management in a primary care setting. Its objectives 
were to firstly determine the socio-demographic characteristics 
of obese patients attending the district hospital’s outpatient 
department, secondly to determine obese patients’ dissatisfaction 
with their weight and body image and how comfortable they 
were discussing weight management with clinicians, thirdly 
to evaluate obese patients’ views on their interaction with 
clinicians regarding weight reduction advice and factors 
that influence clinicians’ provision of advice for weight 
reduction and follow-up. 

Research methods and design
Study design 
This was a descriptive, observational cross-sectional study.

Study setting
This study was conducted in the outpatient department at 
Dr Yusuf Dadoo District Hospital, located in Mogale City, 
west of Gauteng. Several primary healthcare centres feed 
the hospital, and its catchment area comprises a low and 
middle-income population of about 649 751 with mixed 
ethnicity from surrounding suburbs and townships. The 
languages most spoken in the area are Tswana, Afrikaans 
and Zulu.

Study population
The study population included obese patients aged 18 years 
and above attending Dr Yusuf Dadoo District Hospital  
Outpatient Department. The World Health Organization’s 
(WHO) definition criteria of obesity (body mass index [BMI] 
of 30 kg/m2 and more or a waist circumference [WC] of 
102 cm or more for men and 88 cm2 or more for women)35 was 
used for sample selection. Patients were excluded if they were 
very ill, pregnant or had an ongoing unstable psychiatric 
condition.

Sampling strategy 
In 2016, the WHO reported that 28.3% of the adult population 
in South Africa was obese.36 As the study was conducted in a 
predominantly chronic outpatient department, the sample 
was adjusted to a finite population of 680, corresponding to the 
average number of chronic patients seen monthly in the district 
hospital’s outpatient department. The calculated sample size 
was 213 based on the above-estimated population proportion 
with a confidence level of 95% and a margin error of 0.05. 
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Selection of participants
Convenient sampling of consecutive patients was used for 
the selection of participants. The principal investigator 
collaborated with the nursing staff at the outpatient 
department. There was no systematic randomisation and 
patients were invited to the study as they presented for 
collection of vital signs and fulfilled the inclusion criteria.

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. The 
questions used to construct our questionnaire were originally 
part of a focus group session guide used in a study by Thomas 
and colleagues.37 Even though the study was described as 
qualitative, other parameters in the study point to a mixed 
method and its focus group questionnaire was well-tailored to 
answer our primary research questions after adaptation. As 
part of the adaptation, the authors changed the body image 
assessment tool used in the study to a more culturally relevant 
and gender inclusive one. The questionnaire was piloted to 
test its feasibility and relevance in our study setting, leading to 
some amendments and additions. Also, as a result of the pilot 
study, the questionnaire was translated by the study supervisor 
into Afrikaans to accommodate the large proportion of 
Afrikaans-speaking participants who could not be assisted by 
the research assistant, who was more fluent in Tswana and 
Zulu. The piloted number was not added to the final sample 
because of the substantial amendments and additions. 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.38 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 ideal.38 The last section comprised a recording sheet for 
biometric data, namely anthropometric measurements 
(weight, height and WC), calculated BMI and any ongoing 
NCD the patient suffered from 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 obesity.39 

Data 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 because they were not 
normally distributed and categorical variables as frequencies 
and percentages. The International Atherosclerosis Society 
(IAS) and International Chair on Cardiometabolic Risk 
(ICCR)’s consensus statement on WC were used to categorise 
WC by cardiovascular disease (CVD) risk.40 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-up. 
Multivariate logistic regression models were performed to 
control confounders by adjusting statistically and clinically 
significant factors. A p-value < 0.05 was deemed statistically 
significant for variable entered into the model.

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 to conduct the study was also obtained 
from the National Human research Council-Gauteng (NHRD_ 
GP_202003_015) – M200118; and Dr Yusuf Dadoo’s 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 3 months. A 
total of 230 patients were eligible for participation in the 
study. Five severely ill and two pregnant patients were 
excluded. Altogether 223 patients were invited, but 10 
declined, leaving 213 participants. No reason for the refusal 
was asked, as it was the patient’s right to refuse. 

Socio-demographic 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 from 46 to 55 years (67; 31.5%) 
and 56 to 65 years (63; 29.6%). There were more women (153; 
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71.8%) than men (60; 28.2%). Most were Tswana speaking (69; 
32.4%), followed by Afrikaans (59; 27.7%). A total of 87 patients 
were married (40.8%) and 147 (69%) had completed secondary 
school. A total of 135 patients were employed (58.7%). There 
were 168 (78.9%) severely obese patients with BMIs of 35 kg/

m2 or above and 85 (39.9%) were extremely obese (BMI ≥ 
40 kg/m2). Cardiovascular disease risk stratification related to 
WCs showed that 169 (79.34%) patients had extremely high 
CVD risk. A total of 87 patients (40.8%) had a metabolic 
disease, and 73 (34.27%) were multimorbid.

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.

Table 3 documents obese patients’ reported comfort while 
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. A total of 79 
(37.1%) patients reported never being engaged by a doctor 
and 134 (62.9%) never engaged with a nurse. A total of 111 
(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. A total of 171 (80.3%) patients said no clinician 
followed up with them after an initial weight loss discussion.

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 < 0.001) and WC (p < 0.001). In contrast, 
nurses’ advice was associated with patients’ language 

TABLE 2: Obese patients’ level of dissatisfaction with weight and body image 
(n = 213).
Variables Responses Frequency Percentage

Current feelings about 
weight

Happy 45 21.1
Not happy 168 78.9

Ever thought of losing 
weight

No 14 6.6
Yes 199 93.4

Ever attempted to lose 
weight

No 57 26.8
Yes 156 73.2

Dissatisfied with body 
image

No 10 4.7
Yes 203 95.3

TABLE 1: Sociodemographic characteristics of patients (n = 213).
Baseline 
characteristics

Frequency Percentage

Age (years)†
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
Tswana 69 32.4
Afrikaans 59 27.7
Zulu 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
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
Retired 34 16
BMI (kg/m2)‡
Class 1 (30–30.9) 45 21.1
Class 2 (35–39.9) 83 39
Class 3 (> 40) 85 40
WC (cm)§
Very high CVD risk¶ 44 20.7
Extremely high CVD risk†† 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

BMI, body mass index; WC, waist circumference; CVD, cardiovascular disease.
*Multimorbidity refers to the patient suffering from two or more non-communicable 
diseases other than a metabolic syndrome.
†, Median: 35 (23–75); ‡, Median: 38.5 (31.5–63.7); §, Median: 126 (107–173); ¶, (Female ≥ 
105; Male ≥ 110); ††,  (Female ≥ 115; Male ≥ 125).

TABLE 3: Obese patients’ reported comfort in discussing weight management 
and interaction with clinicians (n = 213).
Variables Responses Frequency Percentage

Comfortable discussing weight 
management with a doctor

No 16 7.5
Yes 197 92.5

Comfortable discussing weight 
management with a nurse

No 3 1.4
Yes 210 98.6

Have been told by a doctor to lose 
weight

Never 79 37.1
Yes 134 62.9

Have been told by a nurse to lose 
weight

Never 134 62.9
Yes 79 37.1

Information received on how to lose 
weight

None 111 52.1
Not enough 89 41.8
Enough 13 6.1

Followed-up after weight loss 
discussion

Never 171 80.3
Yes 42 19.7
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(p = 0.007), BMI (p = 0.004) 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 = 0.013), BMI (p < 0.001) and WC (p < 0.001). There was no 
association between obese patients’ medical conditions and 
the information received (p = 0.89). Follow-up of patients 
after the initial provision of advice on weight reduction 
was significantly related to the patient’s age (p = 0.006), BMI 
(p = 0.001) and WC size (p = 0.004). 

Factors influencing clinicians’ provision of advice 
on weight reduction
Results of logistic regressions (Table 4) suggest 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 = 0.001) and had a severely large WC (OR = 3.6; 
95% CI: 1.79–7.12; p < 0.001). After adjusting for age, sex and 
medical conditions, results demonstrate that high BMI and 

TABLE 4: Univariate logistic regression modelling advice by doctor and nurse to lose weight as well as clinicians’ follow-up of patients.
Patients’ 
characteristics

Advised by doctor to lose weight Advised by nurse to lose weight Clinicians’ follow-up

OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value

Age
18–25 Ref - - Ref - - Ref - -
26–35 0.619 0.189–2.020 0.427 3.175 0.913–11.033 0.069 18.909 2.105–169.826 0.009
36–45 1.080 0.390–2.992 0.882 2.041 0.689–6.047 0.198 3.25 0.342–30.884 0.305
46–55 1.506 0.597–3.798 0.386 1.494 0.551–4.050 0.431 7.5 0.939–59.929 0.057
56–65 1.196 0.475–3.010 0.704 1.643 0.603–4.474 0.331 6.76 0.837–54.568 0.073
Gender
Female Ref - - Ref - - Ref - -
Male 1.026 0.552–1.904 0.936 1.188 0.643–2.193 0.582 1.132 0.527–2.429 0.750
BMI
Class 1 (30–30.9) Ref - - Ref - - Ref - -
Class 2 (35–39.9) 1.124 0.544–2.322 0.753 0.944 0.422–2.109 0.887 0.791 0.262–2.383 0.676
Class 3 (>40) 4.508 2.029–10.018 <0.001 2.520 1.164–5.455 0.019 3.026 1.143–8.008 0.026
WC
Very high CVD risk Ref - - Ref - - Ref - -
Extremely high CVD 
risk

3.573 1.793–7.118 0.000 2.749 1.243–6.082 0.013 6.512 1.509–28.1 0.012

Language
Tswana Ref. - - Ref. - - Ref - .
Afrikaans 1.163 0.566–2.389 0.68 1.457 0.694–3.056 0.32 0.9 0.374–2.169 0.815
Zulu 2.036 0.721–5.744 0.179 6.3 2.28–17.405 0.00 1.241 0.417–3.687 0.698
Sotho 0.857 0.268–2.744 0.795 0.668 0.168–2.652 0.566 0.302 0.036–2.51 0.268
Xhosa 0.804 0.282–2.291 0.683 0.942 0.297–2.991 0.92 1.511 0.461–4.95 0.495
Sepedi 1.286 0.220–7.51 0.78 4.9 0.83–28.919 0.079 3.929 0.714–21.601 0.116
Ndebele 0.964 0.151–6.153 0.969 1.633 0.253–10.526 0.606 1 - .
English 0.964 0.249–3.736 0.958 1.633 0.416–6.414 0.482 0.982 0.187–5.149 0.983
Venda 0.857 0.178–4.133 0.848 0.408 0.046–3.612 0.421 1 - .
Marital status
Single Ref - - Ref - - Ref - -
Married 1.370 0.597–3.143 0.458 0.509 0.226–1.145 0.103 0.696 0.276–1.755 0.442
Divorced 0.693 0.257–1.869 0.469 0.290 0.101–0.834 0.022 0.513 0.151–1.747 0.286
Living together 1.063 0.382–2.964 0.906 0.439 0.157–1.226 0.116 0.556 0.162–1.902 0.349
In relationship 1.517 0.331–6.949 0.592 0.556 0.132–2.342 0.423 0.296 0.033–2.683 0.279
Widowed 1.011 0.340–3.008 0.984 0.294 0.093–0.934 0.038 0.561 0.150–2.107 0.392
Education level
No education Ref - - Ref - - Ref - -
Primary school 2.111 0.428–10.423 0.359 1.667 0.282–9.856 0.573 0.538 0.042–6.837 0.633
Secondary school 1.579 0.380–6.565 0.530 1.691 0.330–8.679 0.529 1.795 0.213–15.154 0.591
College and/or Tertiary 2.333 0.475–11.451 0.297 2.625 0.454–15.162 0.281 3 0.321–28.069 0.336
Employment status
Employed Ref - - Ref - - Ref -
Unemployed 2.035 1.006–4.119 0.048 0.814 0.419–1.581 0.544 0.633 0.278–1.445 0.278
Retired 1.15 1 0.529–2.505 0.724 0.62 5 0.275–1.419 0.261 0.306 0.087–1.074 0.065
Comorbidities
Cancer Ref - - Ref - - Ref -
Cardiovascular 1.118 0.65–19.283 0.939 0.636 0.080–5.050 0.669 0.724 0.065–8.054 0.793
Metabolic disease 2.346 0.141–38.952 0.552 0.851 0.115–6.319 0.875 0.676 0.066–6.929 0.742
Musculoskeletal 
disease

0.5 0.013–19.562 0.711 - - - - -

Multimorbidity 1.92 0.115–32.008 0.650 0.431 0.057–3.261 0.415 0.911 0.089–9.335 0.937
Respiratory diseases 0.333 0.014–8.182 0.501 0.143 0.008–2.517 0.184 0.429 0.020–9.364 0.590

CI, confidence interval; OR, odds ratio; BMI, body mass index; WC, waist circumference; CVD, cardiovascular disease.
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severely large WC still positively influenced doctors advising 
weight loss (OR = 3.6; 95% CI: 1.34–9.88; p = 0.011) and 
(OR = 4.714; 95% CI: 1.64–13.58; p = 0.004). While 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 = 0.042). 

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 < 0.001) than their counterparts. Those who 
had morbid obesity were 2.5 times more likely (OR = 2.5; 95% 
CI: 1.16–5.46; p = 0.019) and those with severely large waist 
sizes were 2.8 times more likely to be advised by nurses to lose 
weight (OR = 2.8; 95% CI: 1.243–6.082; p = 0.013). 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 = 0.022) and (OR = 0.29; 95% CI: 0.09–0.93; p = 0.038). 
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
Results of univariate analysis showed that young age, BMI 
and WC were statistically significant in influencing clinicians’ 
follow-up of obese patients (Table 4). When controlling these 
significant variables with the inclusion of gender for clinical 
significance, age and WC are the only factors affecting follow-
up (Table 5). The univariate model analysis ( Table 4) 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 (OR = 18.9; 95% CI: 2.1–169.8; p = 0.009), patients 
with BMI > 40 were three times more likely to be followed up 
after initial advice to lose weight (OR = 3.026; 95% CI: 1.143–
8.008; p = 0.026), and those with extremely large WC were 6.5 
more likely to be followed up (OR = 6.5; 95% CI: 1.509–28.1, 
p = 0.012). In the multivariate analysis (Table 5), Body mass 

index ceased to be a significant factor for follow-up (OR = 
1.976; 95% CI: 0.66–5.87; p = 0.22), while WC remained a 
significant factor, with those with very large WC 3.6 times 
more likely to be followed up (OR = 5.21; 95% CI: 1.012–
26.919; p = 0.048).

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 Dr Yusuf 
Dadoo District Hospital’s outpatient department 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 obesity.6 Although that 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 world.6,7,41

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.29,30 
In sharp contrast, this study’s findings show that most obese 
patients reported unhappiness with their current weight and 
their perceived body image. Many stated they had thought of 
losing weight, and a significant proportion reported having 
attempted weight reduction. These findings, for example, 
partly diverge from the SANHANES-I report on weight 
management and body image,5 which showed that most 
South Africans were happy with their body size. However, 
only 42% of the study participants correctly linked their 
desired body size with their perceived one,5 thus 
demonstrating a greater level of body image dissatisfaction. 
The discrepancy between this study’s 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.29,30,31 Also, the emerging 
shift in attitude to excessive weight as more people are 
exposed to western media that portrays slimness as ideal and 
fashionable42 may explain this possible shift. A good example 
is the emerging popularity of ‘fitspiration’ or ‘fitness 
inspiration’, promoting healthy living through exercise and a 
healthy diet.43 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 size,28 although critics 
consider this as a way of promoting obesity and unhealthy 
behaviour. This ambiguity in the social media environment 
has been recently highlighted.28,43,44

The study results show that most patients were comfortable 
discussing weight reduction measures with clinicians, often 

TABLE 5: Multivariable logistic regression modelling of clinicians’ follow-up of 
patients.
Patients’ 
characteristics

Clinicians’ follow-up

OR 95% CI p

Age
18–25 Ref. - -
26–35 18.891 1.975–180.69 0.011
36–45 2.266 0.226–22.664 0.486
46–55 5.818 0.702–48.255 0.103
56–65 5.464 0.651–45.864 0.118
> 65 Ref. - -
Sex
Male Ref. - -
Female 0.461 0.184–1.157 0.099
BMI
Class 1 (30–30.9) Ref. - -
Class 2 (35–39.9) 0.679 0.208–2.213 0.521
Class 3 (>40) 1.976 0.665–5.868 0.22
WC
Very high CVD risk Ref. - -
Extremely high 
CVD risk

5.219 1.012–26.919 0.048

CI, confidence interval; OR, odds ratio; BMI, body mass index; WC, waist circumference; CVD, 
cardiovascular disease.
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with nurses, than with doctors. However, they mostly received 
advice from doctors and less from nurses, demonstrating an 
underutilisation of the full potential of nurse-led intervention 
in the fight against obesity at the primary care level, which has 
shown to be effective in other parts of the world.45 

Results also showed that even though clinicians recommended 
weight loss to all the patients in the study in one way or 
another, only 6% of the patients 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.14,23,46 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.22,23,47 

The study results suggested that clinicians’ provision of 
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 while 
clinicians perceived patients to be in a morbid state or had 
accumulated extremely severe CVD risk.17 It has also been 
found that clinicians often underestimate their role in 
preventing and controlling overweight and obesity.14,48,49 
While adjusting BMI and WC with employment status, 
employed obese women were less likely to be advised by 
doctors to lose weight. This contrasts sharply with previous 
findings, suggesting that patients with better socio-
economic status were more likely to engage healthcare 
providers about weight management.50 It has also been 
shown that compared with men, employed obese women 
are more likely to be absent from work because of weight-
related problems.51 The researchers speculate that the 
study’s finding of discriminatory attitude on the part of the 
doctors towards 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.52 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. 
The researchers speculate that this finding can be attributed 
to previously reported bias clinicians demonstrate in 
managing obesity.53,54 However, they could 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.55,56

This study found that only one out of five patients who were 
advised to lose weight reported having been followed up, 
and this follow-up was more likely to occur if patients were 

young and morbidly obese. This study further demonstrated 
that, while clinicians could initiate discussion on weight 
reduction, the benefit to obese patients was minimal because 
of poor information and a lack of follow-up needed to 
enhance adherence to prescribed 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.14,18,19,33

The literature suggests that clinicians’ and obese patients’ 
challenges in addressing obesity in primary care can be 
because of multiple factors, such as time constraints, 
clinicians’ and patients’ attitudes towards obesity, clinicians’ 
level of knowledge and experience and the availability of 
resources.17,18,19,20,21,22,23,24 The findings in this study 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 their weight and 
body image and their perspective of interaction with 
clinicians regarding obesity management at the primary care 
level. It may be the first of its kind in South Africa. The study 
focused on the frequency of reported patients’ weight and 
body image dissatisfaction and did not account for the 
reasons for dissatisfaction. There was possibly a selection 
bias because of the convenience sampling strategy. To 
minimise its effect on reliability, the nursing team invited 
every consecutive patient who responded to the inclusion 
criteria. While information or social desirability bias could 
have affected the reliance on patients’ reported information, 
the researcher and research assistant ensured that patients’ 
anonymity and confidentiality were always kept, minimising 
self-reporting bias during data collection. Although the study 
demonstrates a high prevalence of weight and body image 
dissatisfaction in the obese population attending the district 
hospital, these findings need to be interpreted in the context 
of a mixed cultural divide because ethnicity has been found 
to affect obesity perception.57,58,59 Also, while the study’s 
findings might suggest a societal shift in obesity perception, 
this needs to be tested in more settings.

Obese patients’ perceived inadequacies in their interaction 
with clinicians can be improved by training clinicians on 
obesity awareness, communication skills and strategic 
approach to weight loss intervention at the primary care level 
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 
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image dissatisfaction among obese patients in the study 
compared with 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 are dissatisfied with their weight 
and body image. However, they perceived their interaction 
with clinicians at Dr Yusuf Dadoo District Hospital 
inadequate for the level of help they needed to achieve 
satisfactory weight loss. The study results also demonstrate 
that obesity management in primary care demands further 
clinician education. 

Acknowledgements
The authors wish to thank Dr Moshe Magethi for partially 
supervising this study’s proposal for submission to the Wits 
ethics committee. Further words of thanks should go to the 
nursing team of Dr Yusuf Dadoo Hospital’s outpatient 
department for the help received during data collection.

Competing interests
The authors declare that they have no financial or personal 
relationships that may have inappropriately influenced them 
in writing this article.

Authors’ contributions
B.K. and D.P. were responsible for the original research 
design, proposal and data analysis. B.K. was responsible for 
data collection and D.P. was responsible for the research 
supervision. The final article was done by both B.K. and D.P. 

Funding information
The authors received no financial support for the research, 
authorship and/or publication of this study.

Data availability 
The data supporting this study’s findings is available on 
request from the corresponding author.

Disclaimer
The views and opinions expressed in the article are those of 
the authors and do not reflect the official position of any 
affiliated institution of the authors.

References
1. Chooi YC, Ding C, Magkos F. The epidemiology of obesity. Metab – Clin Exp. 2019 

Nov 6;92:6–10. https://doi.org/10.1016/j.metabol.2018.09.005
2. Wolfenden L, Ezzati M, Larijani B, Dietz W. The challenge for global health systems 

in preventing and managing obesity. Obes Rev. 2019 Nov 1;20(S2):185–193. 
https://doi.org/10.1111/obr.12872

3.  Okunogbe A, Nugent R, Spencer G, Ralston J, Wilding J. Economic impacts 
of overweight and obesity: Current and future estimates for eight countries. 
BMJ Glob Health. 2021 Nov 4;6(10):6351. https://doi.org/10.1136/bmjgh- 2021-
006351

4.  Ford ND, Patel SA, Narayan KMV. Obesity in low- and middle-income countries: 
Burden, drivers, and emerging challenges. Annu Rev Public Health. 
2017;38:145–164. https://doi.org/10.1146/annurev-publhealth-031816-044604

5.  Shisana O, Labadarios D, Rehle T, et al. South African National Health and Nutrition 
Examination Survey SANHANES-I. Cape Town: HSRC Press; 2013. 

6.  National Department of Health (NDoH), Statistics South Africa (Stats SA), South 
African Medical Research Council (SAMRC) and I. South Africa Demographic and 
Health Survey 2016: Key indicators. Pretoria: Stats SA, 2017; p. xi–591. 

7.  Cois A, Day C. Obesity trends and risk factors in the South African adult population. 
BMC Obes. 2015;2(1):42. https://doi.org/10.1186/S40608-015-0072-2

8.  James WPT. WHO recognition of the global obesity epidemic. Int J Obes. 
2008;32:S120–S126. https://doi.org/10.1038/ijo.2008.247

9.  Powis J, Leach RJ, Cavalcanti OB, Lobstein T, Jaynaide Powis RJL, Olivia Barata 
Cavalcanti TL. Clinical care for obesity. London: Wold Obesity Federation, 2021; 
p. 1–115. 

10.  Semlitsch T, Stigler FL, Jeitler K, Horvath K, Siebenhofer A. Management of 
overweight and obesity in primary care – A systematic overview of international 
evidence-based guidelines. Obes Rev. 2019;20(9):1218–1230. https://doi.org/ 
10.1111/obr.12889

11.  Department of Health Republic of South Africa. Strategy for the prevention and 
control of obesity in South Africa 2015–2020. Department of Health Republic of 
South Africa: Pretoria; 2015. 

12.  Hofman KJ, Stacey N, Swart EC, Popkin BM, Ng SW. South Africa’s Health 
Promotion Levy: Excise tax findings and equity potential. Obes Rev. 2021 Sep 
1;22(9):e13301. https://doi.org/10.1111/obr.13301

13.  Sturgiss EA, Elmitt N, Haelser E, Van Weel C, Douglas KA. Role of the family doctor 
in the management of adults with obesity: A scoping review. BMJ Open. 
2018;8(2):e019367. https://doi.org/10.1136/bmjopen-2017-019367

14.  Torti J, Luig T, Borowitz M, Johnson JA, Sharma AM, Campbell-Scherer DL. The 5As 
team patient study: Patient perspectives on the role of primary care in obesity 
management. BMC Fam Pract. 2017 Feb 8;18(1):1–10. https://doi.org/10.1186/
s12875-017-0596-2

15.  Pearce C, Rychetnik L, Wutzke S, Wilson A. Obesity prevention and the role of 
hospital and community-based health services: A scoping review. BMC Health 
Serv Res. 2019 Jul 5;19(1):1–16. https://doi.org/10.1186/s12913-019-4262-3

16.  Blane DN, Macdonald S, Morrison D, O’Donnell CA. The role of primary care in 
adult weight management: Qualitative interviews with key stakeholders in weight 
management services. BMC Health Serv Res. 2017 Nov 21;17(1):1–9. https://doi.
org/10.1186/S12913-017-2729-7/TABLES/2

17.  Walsh K, Grech C, Hill K. Health advice and education given to overweight patients 
by primary care doctors and nurses: A scoping literature review. Prev Med Rep. 
2019;14:100812. https://doi.org/10.1016/j.pmedr.2019.01.016

18.  Zoltick D, Scribani MB, Krupa N, Kern M, Vaccaro E, Jenkins P. Healthy lifestyle 
counseling by healthcare practitioners: A time to event analysis. J Prim 
Care Community Heal. 2021 Jun 18;12:1–7. https://doi.org/10.1177/215013 
27211024427

19.  Asselin J, Osunlana AM, Ogunleye AA, Sharma AM, Campbell-Scherer D. Missing 
an opportunity: The embedded nature of weight management in primary care. 
Clin Obes. 2015;5(6):325–332. https://doi.org/10.1111/cob.12115

20.  Wong C, Harrison C, Bayram C, Miller G. Assessing patients’ and GPs’ ability to 
recognise overweight and obesity. Aust N Z J Public Health. 2016;40(6):513–517. 
https://doi.org/10.1111/1753-6405.12536

21.  Aleem S, Lasky R, Brooks WB, Batsis JA. Obesity perceptions and documentation 
among primary care clinicians at a rural academic health center. Obes Res 
Clin Pract. 2015 May 26;9(4):408–415. https://doi.org/10.1016/j.orcp.2015. 
08.014

22.  Puhl RM, Heuer CA. The stigma of obesity: A review and update. Obesity. 2009 
May;17(5):941–964. https://doi.org/10.1038/OBY.2008.636

23.  Henderson E. Obesity in primary care: A qualitative synthesis of patient and 
practitioner perspectives on roles and responsibilities. Br J Gen Pract. 2015 Apr 
1;65(633):e240–e247. https://doi.org/10.3399/bjgp15x684397

24.  Ramukumba TS, Wright SCD, Hoffmann WA. A situational analysis of obesity 
conducted in one South African community. Afr J Nurs Midwifery. 
2013;15(2):115–130. https://doi.org/10.10520/EJC146317

25.  Micklesfield LK, Lambert EV, Hume DJ, et al. Socio-cultural, environmental and 
behavioural determinants of obesityet in black South African women. Cardiovasc 
J Afr. 2013 Nov;24(9–10):369–375. https://doi.org/10.5830/CVJA-2013-069

26.  Manafe M, Chelule PK, Madiba S. Views of own body weight and the perceived 
risks of developing obesity and ncds in South African adults. Int J Environ Res 
Public Health. 2021 Nov 1;18(21):11265. https://doi.org/10.3390/ijerph18 
2111265

27.  Robinson E. Overweight but unseen: A review of the underestimation of weight 
status and a visual normalization theory. Obes Rev. 2017;18(10):1200–1209. 
https://doi.org/10.1111/obr.12570

28.  McWhorter KL. Obesity acceptance: Body positivity and clinical risk factors. In: 
C. Gaze D, Kibel A, editors. Cardiac diseases – Novel aspects of cardiac risk, 
cardiorenal pathology and cardiac interventions. London: IntechOpen, 2021; 
p. 76–99. 

http://www.phcfm.org
https://doi.org/10.1016/j.metabol.2018.09.005
https://doi.org/10.1111/obr.12872
https://doi.org/10.1136/bmjgh-2021-006351
https://doi.org/10.1136/bmjgh-2021-006351
https://doi.org/10.1146/annurev-publhealth-031816-044604
https://doi.org/10.1186/S40608-015-0072-2
https://doi.org/10.1038/ijo.2008.247
https://doi.org/10.1111/obr.12889
https://doi.org/10.1111/obr.12889
https://doi.org/10.1111/obr.13301
https://doi.org/10.1136/bmjopen-2017-019367
https://doi.org/10.1186/s12875-017-0596-2
https://doi.org/10.1186/s12875-017-0596-2
https://doi.org/10.1186/s12913-019-4262-3
https://doi.org/10.1186/S12913-017-2729-7/TABLES/2
https://doi.org/10.1186/S12913-017-2729-7/TABLES/2
https://doi.org/10.1016/j.pmedr.2019.01.016
https://doi.org/10.1177/21501327211024427
https://doi.org/10.1177/21501327211024427
https://doi.org/10.1111/cob.12115
https://doi.org/10.1111/1753-6405.12536
https://doi.org/10.1016/j.orcp.2015.08.014
https://doi.org/10.1016/j.orcp.2015.08.014
https://doi.org/10.1038/OBY.2008.636
https://doi.org/10.3399/bjgp15x684397
https://doi.org/10.10520/EJC146317
https://doi.org/10.5830/CVJA-2013-069
https://doi.org/10.3390/ijerph182111265
https://doi.org/10.3390/ijerph182111265
https://doi.org/10.1111/obr.12570


Page 9 of 9 Original Research

http://www.phcfm.org Open Access

29.  Draper CE, Davidowitz KJ, Goedecke JH. Perceptions relating to body size, weight 
loss and weight-loss interventions in black South African women: A qualitative 
study. Public Health Nutr. 2016 Feb 1;19(3):548–556. https://doi.org/10.1017/
S1368980015001688

30.  Okop KJ, Mukumbang FC, Mathole T, Levitt N, Puoane T. Perceptions of body size, 
obesity threat and the willingness to lose weight among black South African 
adults: A qualitative study. BMC Public Health. 2016 Apr 29;16(1):365. https://doi.
org/10.1186/S12889-016-3028-7

31.  Prioreschi A, Wrottesley S V., Cohen E, et al. Examining the relationships 
between body image, eating attitudes, BMI, and physical activity in rural and 
urban South African young adult females using structural equation modeling. 
PLoS One. 2017 Nov 1;12(11):e0187508. https://doi.org/10.1371/journal.
pone.0187508

32.  Dombrowski SU, Knittle K, Avenell A, Araújo-Soares V, Sniehotta FF. Long term 
maintenance of weight loss with non-surgical interventions in obese adults: 
Systematic review and meta-analyses of randomised controlled trials. BMJ. 
2014;348:g2646. https://doi.org/10.1136/bmj.g2646

33.  Hall KD, Kahan S. Maintenance of lost weight and long-term management of 
obesity. Med Clin North Am. 2018 Jan;102(1):183–197. https://doi.org/10.1016/j.
mcna.2017.08.012

34.  Hazlehurst JM, Logue J, Parretti HM, et al. Developing integrated clinical pathways 
for the management of clinically severe adult obesity: A critique of NHS England 
Policy. Curr Obesity Rep. 2020;9:530–543. https://doi.org/10.1007/s13679-020-
00416-8

35.  World Health Organization (WHO). Obesity: Preventing and managing the global 
epidemic. Report of a WHO consultation. World Health Organization – Technical 
Report Series. Geneva: World Health Organization; 2000. 

36.  World Health Organization (WHO). Prevalence of obesity among adults, BMI ≥ 30, 
age-standardized – Estimates by WHO region [homepage on the Internet]. Global 
Health Observatory data repository. World Health Organization; 2017 [cited 2022 Sept 
04]. Available from: https://apps.who.int/gho/data/view.main.REGION2480A?lang=en

37.  Thomas AM, Moseley G, Stallings R, Nichols-English G, Wagner PJ. Perceptions of 
obesity: Black and White differences. J Cult Divers. 2008;15(4):174–180. 

38.  Pulvers KM, Lee RE, Kaur H, et al. Development of a culturally relevant body image 
instrument among urban African Americans. Obes Res. 2004;12(10):1641–1651. 
https://doi.org/10.1038/oby.2004.204

39.  World Health Organization (WHO). WHO | Waist circumference and waist–hip 
ratio. Report of a WHO expert consultation. World Health Organization – Technical 
Report Series. Geneva: World Health Organization, 2008; p. 8–11. 

40.  Ross R, Neeland IJ, Yamashita S, et al. Waist circumference as a vital sign in clinical 
practice: A Consensus Statement from the IAS and ICCR Working Group on 
Visceral Obesity. Nat Rev Endocrinol. 2020 Feb 4;16(3):177–189. https://doi.
org/10.1038/s41574-019-0310-7

41.  Akarolo-Anthony SN, Willett WC, Spiegelman D, Adebamowo CA. Obesity 
epidemic has emerged among Nigerians. BMC Public Health. 2014 May 
15;14(1):455. https://doi.org/10.1186/1471-2458-14-455

42.  İpek Kalender G. The portrayal of ideal beauty both in the media and in the 
fashion industry and how these together lead to harmful consequences such as 
eating disorders. Diamond Scientific Publishing, 2020; p. 31–44. https://doi.
org/10.33422/10th.hps.2020.03.72

43.  Vandenbosch L, Fardouly J, Tiggemann M. Social media and body image: Recent 
trends and future directions. Curr Opin Psychol. 2022 Jun 1;45:101289. https://
doi.org/10.1016/j.copsyc.2021.12.002

44.  Stanford FC, Tauqeer Z, Kyle TK. Media and its influence on obesity. Curr Obes Rep. 
2018 Jun 10;7(2):186–192. https://doi.org/10.1007/s13679-018-0304-0

45.  Cheng H, George C, Dunham M, Whitehead L, Denney-Wilson E. Nurse-led 
interventions in the prevention and treatment of overweight and obesity in 
infants, children and adolescents: A scoping review. Int J Nurs Stud. 2021 
Sep 1;121:104008. https://doi.org/10.1016/J.IJNURSTU.2021.104008

46.  Snodgrass SJ, Guest M, Kable AK, et al. Weight management advice for clients with 
overweight or obesity: Allied health professional survey. Healthcare. 2016 Nov 
14;4(4):85. https://doi.org/10.3390/HEALTHCARE4040085

47.  Bucher Della Torre S, Courvoisier DS, Saldarriaga A, Martin XE, Farpour-Lambert 
NJ. Knowledge, attitudes, representations and declared practices of nurses and 
physicians about obesity in a university hospital: Training is essential. Clin Obes. 
2018 Apr 1;8(2):122–130. https://doi.org/10.1111/COB.12238

48.  Kebbe M, Jebb SA, Begh R, et al. General practitioner views on addressing weight 
opportunistically in primary care: An embedded sequential mixed-methods study. 
Patient Educ Couns. 2022 Dec 10;105(3):512–523. https://doi.org/10.1016/j.
pec.2021.06.028

49.  Clune A, Fischer JG, Lee JS, Reddy S, Johnson MA, Hausman DB. Prevalence and 
predictors of recommendations to lose weight in overweight and obese older 
adults in Georgia senior centers. Prev Med (Baltim). 2010 Jul;51(1):27–30. https://
doi.org/10.1016/j.ypmed.2010.04.003

50.  Verlinde E, De Laender N, De Maesschalck S, Deveugele M, Willems S. The social 
gradient in doctor-patient communication. Int J Equity Health. 2012;11(1):12. 
https://doi.org/10.1186/1475-9276-11-12

51.  Keramat SA, Alam K, Gow J, Biddle SJH. Gender differences in the longitudinal 
association between obesity, and disability with workplace absenteeism in the 
Australian working population. PLoS One. 2020 May 1;15(5):e0233512. https://
doi.org/10.1371/JOURNAL.PONE.0233512

52.  Tiwari R, Wildschut-February A, Nkonki L, English R, Karangwa I, Chikte U. 
Reflecting on the current scenario and forecasting the future demand for medical 
doctors in South Africa up to 2030: Towards equal representation of women. Hum 
Resour Health. 2020;19:27. https://doi.org/10.1186/s12960-021-00567-2

53.  Phelan SM, Burgess DJ, Yeazel MW, Hellerstedt WL, Griffin JM, Van Ryn M. Impact 
of weight bias and stigma on quality of care and outcomes for patients with 
obesity. Obes Rev. 2015;16(4):319–326. https://doi.org/10.1111/obr.12266

54.  Brown I, Thompson J. Primary care nurses’ attitudes, beliefs and own body size in 
relation to obesity management. J Adv Nurs. 2007 Dec;60(5):535–543. https://
doi.org/10.1111/j.1365-2648.2007.04450.x

55.  Kassier SM. Investigation of weight management-related focus areas in middle-
class overweight/obese Black (Zulu) women to advise healthy weight loss 
intervention development [Thesis]. University of Cape Town, Faculty of Health 
Sciences, Division of Human Nutrition; 2015 [cited 2023 Jun 14]. Available from: 
http://hdl.handle.net/11427/15520

56.  Kumanyika S. Overcoming inequities in obesity: What don’t we know that we 
need to know? Heal Educ Behav. 2019 Oct 1;46(5):721–727. https://doi.
org/10.1177/1090198119867319

57.  Swami V. Cultural influences on body size ideals: Unpacking the impact of 
Westernization and modernization. Eur Psychol. 2015;20(1):44–51. https://doi.
org/10.1027/1016-9040/a000150

58.  Bakhshi S. Women’s body image and the role of culture: A review of the literature. 
Eur J Psychol. 2011;7(2):374–394. https://doi.org/10.5964/ejop.v7i2.135

59.  Goedecke JH, Jennings CL. Ethnic differences in obesity: Main topic. CME Your SA J 
CPD. 2005 Nov 1;23(11):546–550. https://doi.org/10.10520/EJC62905

http://www.phcfm.org
https://doi.org/10.1017/S1368980015001688
https://doi.org/10.1017/S1368980015001688
https://doi.org/10.1186/S12889-016-3028-7
https://doi.org/10.1186/S12889-016-3028-7
https://doi.org/10.1371/journal.pone.0187508
https://doi.org/10.1371/journal.pone.0187508
https://doi.org/10.1136/bmj.g2646
https://doi.org/10.1016/j.mcna.2017.08.012
https://doi.org/10.1016/j.mcna.2017.08.012
https://doi.org/10.1007/s13679-020-00416-8
https://doi.org/10.1007/s13679-020-00416-8
https://apps.who.int/gho/data/view.main.REGION2480A?lang=en
https://doi.org/10.1038/oby.2004.204
https://doi.org/10.1038/s41574-019-0310-7
https://doi.org/10.1038/s41574-019-0310-7
https://doi.org/10.1186/1471-2458-14-455
https://doi.org/10.33422/10th.hps.2020.03.72
https://doi.org/10.33422/10th.hps.2020.03.72
https://doi.org/10.1016/j.copsyc.2021.12.002
https://doi.org/10.1016/j.copsyc.2021.12.002
https://doi.org/10.1007/s13679-018-0304-0
https://doi.org/10.1016/J.IJNURSTU.2021.104008
https://doi.org/10.3390/HEALTHCARE4040085
https://doi.org/10.1111/COB.12238
https://doi.org/10.1016/j.pec.2021.06.028
https://doi.org/10.1016/j.pec.2021.06.028
https://doi.org/10.1016/j.ypmed.2010.04.003
https://doi.org/10.1016/j.ypmed.2010.04.003
https://doi.org/10.1186/1475-9276-11-12
https://doi.org/10.1371/JOURNAL.PONE.0233512
https://doi.org/10.1371/JOURNAL.PONE.0233512
https://doi.org/10.1186/s12960-021-00567-2
https://doi.org/10.1111/obr.12266
https://doi.org/10.1111/j.1365-2648.2007.04450.x
https://doi.org/10.1111/j.1365-2648.2007.04450.x
http://hdl.handle.net/11427/15520
https://doi.org/10.1177/1090198119867319
https://doi.org/10.1177/1090198119867319
https://doi.org/10.1027/1016-9040/a000150
https://doi.org/10.1027/1016-9040/a000150
https://doi.org/10.5964/ejop.v7i2.135
https://doi.org/10.10520/EJC62905

	Obese patients’ dissatisfaction with weight, body image and clinicians’ interaction at a district  hospital; Gauteng
	Introduction
	Background

	Research methods and design
	Study design
	Study setting
	Study population
	Sampling strategy
	Selection of participants
	Data collection tool
	Data analysis
	Ethical considerations

	Results
	Socio-demographic characteristics of patients
	Association between obese patients’ characteristics and interactions with clinicians
	Factors influencing clinicians’ provision of advice on weight reduction
	Factors influencing clinicians’ follow-up of obese patients after prior advice for weight reduction

	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	Competing interests
	Authors’ contributions
	Funding information
	Data availability
	Disclaimer

	References

	Tables
	TABLE 1: Sociodemographic characteristics of patients (n = 213).
	TABLE 2: Obese patients’ level of dissatisfaction with weight and body image (n = 213).
	TABLE 3: Obese patients’ reported comfort in discussing weight management and interaction with clinicians (n = 213). 
	TABLE 4: Univariate logistic regression modelling advice by doctor and nurse to lose weight as well as clinicians’ follow-up of patients. 
	TABLE 5: Multivariable logistic regression modelling of clinicians’ follow-up of patients.


