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Abstract: Obesity has become a serious public health problem worldwide and is linked to an in-
creased risk of non-communicable diseases (NCDs). Poor self-perception of body weight is postulated
to play a negative role in curbing increased rates of obesity. This study investigated the views of own
body weight and perceived risk of developing NCDs in South African adults. This was a community-
based quantitative study. Descriptive statistics were used, and logistic regression analysis was
conducted on the data. A total of 1050 respondents took part in the study. Of the 161 respondents
who perceived themselves to be normal weight, 98.8% (n = 159) misperceived their body weight. The
majority of respondents (>90%) who were overweight according to the calculated BMI perceived no
risk of developing obesity-related diseases. Most of the respondents, 46% (n = 253), believed that
body weight was influenced by heredity. The method used for weight loss by 57% (n = 173) of the
respondents was exercising at home. There was a statistically significant association between Body
Mass Index (BMI), employment status, risk of developing diabetes, and body weight misperception
(p < 0.05). Misperception of body weight was common among the study respondents and may
influence weight control intervention strategies. Health promotion targeting personal behaviour,
such as body weight self-perception, is crucial in supporting targeted strategies to address obesity in
South Africa.

Keywords: perception; overweight; obesity; non-communicable diseases; body mass index

1. Introduction

Obesity has become the most serious public health problem worldwide and in South
Africa and poses a substantial challenge in preventing non-communicable diseases. In
2016, the global prevalence of obesity among adults was 650 million [1]. An equivalent of
71% of all deaths globally was attributed to non-communicable diseases (NCDs), of which
obesity is a risk factor [2]. South Africa ranked first in having the highest obesity rates
(28.3%) among adults in Sub-Saharan African (SSA) in 2016 [3], and non-communicable
diseases accounted for 51% of all deaths in the country [4]. The burden of comorbidities,
especially NCDs associated with obesity, can harm individuals and society as a whole [5].
In many countries in SSA, obesity is reportedly the most leading risk factor in developing
comorbidities such as hypertension and diabetes in adults [6]. The dietary shift from
consuming traditional foods to a Western diet, such as increased fatty foods and fast food
consumption, is instrumental in increasing obesity rates [7].

In addition to the dietary shift, personal behaviour, such as misperception of one’s
own body weight, has emerged as a vital factor driving overweight and obesity [8]. Under-
estimation of one’s own body weight is more likely to be reported by individuals who are
overweight and obese irrespective of their age [9]. For example, underestimation of body
weight, which was observed among African-Americans who had higher Body Mass Index
(BMI) and considered themselves to be overweight, can subsequently lead to the overall
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underestimation of obesity rates in their population [10]. It has also been argued that the
misperception of body weight across the body mass index spectrum, whether normal, over-
weight, or obese, could be associated with biological indicators of poor health [11]. Other
authors claim that underestimating weight status by individuals who are overweight or
obese can be beneficial, as they would gain less weight over time [12]. This view, however,
has not been proven beyond doubt.

Some researchers in Malaysia [13] and Ghana [14] have reported in their studies that
women who were clinically diagnosed as obese, having diabetes mellitus and hypertension,
acknowledged that being overweight or obese influenced their acquisition of these chronic
diseases. Furthermore, there is a view, based on longitudinal cohort studies done in the
U.S. and the U.K., that individuals who perceive themselves as overweight are at increased
risk of subsequent weight gain regardless of their actual weight status [15]. Contrary
to these views, some individuals who are obese may not necessarily believe that they
are at risk of developing these disease conditions [16]. Conversely, the acceptability of
larger body weight as ideal and its association with “dignity, respect, health, wealth and
strength” are what precipitates weight gain, especially in African countries [17]. However,
no research reports this behaviour and notion in South Africa, where obesity remains a
serious challenge and a threat to public health.

Thus, there are gaps in the knowledge on body weight self-perception, obesity risks to
the acquisition of NCDs, and weight management behaviour in the South African context.
Given the impact of body weight perception on the development of NCDs and weight
control behaviour, this study aimed to investigate the self-perception of one’s own body
weight and the risk of developing NCDs in South African adults.

2. Materials and Methods
2.1. Research Design

This was a community-based cross-sectional quantitative study to describe the self-
perception of one’s own body weight and the risk of developing NCDs. The sample
comprised adults 18 years of age and older recruited from urban and rural areas of three
provinces in South Africa (Gauteng, North West, and Mpumalanga). Sampling from
different settings in the three provinces increased the representation of the various ethnic
groups in the study. It is recommended in principle that a sample should be as large as
possible in a quantitative study to minimize potential error [18]. To meet this standard, the
sample size was calculated using the following formula based on the method described by
Cochran [19] given an unknown population size:

n = Z2·pq/e2 (1)

where Z = confidence level (1.96) for 95% level of confidence; p = the estimated proportion
of the population; q = 1 − p (reduced to 0.3) to obtain a larger sample size; and e = margin
of error (confidence interval). The more heterogeneous the population, the larger the
sample size required to obtain a given level of precision.

The sample size was calculated based on a 95% confidence level, 0.5 standard devia-
tions, and a margin of error of 2%. This brought the sample size to 1441.

2.2. Data Collection

Data were collected over a period of three months, from March to June 2016 by the lead
author and field workers who were trained in the objectives of the study, completion of the
questionnaire, anthropometric measurement, and recruitment of study respondents prior to
data collection. A systematic random sampling strategy was used to select the respondents.
The researchers set out gazebo tents in shopping malls and in other community halls
or centres used for community activities to conduct data collection. After selecting the
first individual, every third person who passed the tents was selected to form part of the
sample. Respondents were approached individually, information about the study was read
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to the respondents, and those who voluntarily agreed to participate in the study signed an
informed consent form.

The structured interviewer-administered questionnaire used to collect data for this
study was adapted from a similar study [14]. The questionnaire was modified to obtain
information on the socio-demographic characteristics of the respondents, body weight
perception, influences of body weight, risk of developing chronic disease conditions, and
weight control behaviours. The Cronbach-alpha coefficient (0.77) was calculated from eight
items and indicated a high level of reliability of the data collection tool [20].

Measurements of the weights and heights of respondents were taken before the pri-
mary interviews in the tents to assure privacy. Weight was measured on a calibrated
electronic scale (SECA) to the nearest 0.1 kg with minimal clothing and no shoes. Height
was measured using a height measuring tape to the nearest 0.1 cm with no shoes. Body
Mass Index (BMI ((kg/m2) was calculated using weight and height measurements and
was categorized according to the World Health Organization (WHO) classification (under-
weight < 18.5 kg/m2; normal weight = 18.5–24.9 kg/m2; overweight = 25.0–29.9 kg/m2,
and obesity > 30 kg/m2 [21]) and was recorded on the questionnaire.

2.3. Data Analysis

Data were coded and captured in a Microsoft Excel spreadsheet, and statistical analy-
ses were performed using STATA version 13 (StataCorp, LLC, College Station, TX, USA),
a statistical package for data analysis. Descriptive statistics were analysed, and logistic
regression was conducted to identify variables associated with body weight misperceptions.
p-value less than 0.05 was considered statistically significant.

2.4. Ethical Consideration

All the respondents gave their informed consent for inclusion before they participated
in the study. The study was conducted per the Declaration of Helsinki, and the protocol
was approved by the Medunsa Research Ethics Committee (MREC/H/269/2012: PG).

3. Results
3.1. Introduction and Socio-Demographics

The study sample that consented and completed the questionnaires was comprised of
1050 respondents. The majority of these respondents (67%, n = 711) were aged between
18 and 35 years, 56% (n = 586) were females, 70% (n = 713) were single, 26% (n = 268)
had secondary education, and 53% (n = 547) were employed. Sixty-four per cent (n = 668)
resided in an urban area. A total of 424 (40%) respondents was of normal weight, 28%
(n = 290) were overweight, and 26% (n = 272) were obese (Table 1).

Table 1. Sociodemographic characteristics of the respondents (n = 1050).

Socio-Demographic Characteristics n %

Age

18–35 years 711 67
36–55 years 280 27

Older than 55 years 58 6

Sex

Females 586 56
Males 463 44

Marital status

Ever married 311 30
Single 713 70
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Table 1. Cont.

Socio-Demographic Characteristics n %

Educational level

No formal education 11 1
Primary education 48 4

Secondary education 268 26
Tertiary education 258 25

Employment status

Not employed 494 47
Employed 547 53

Area of residence

Urban 668 64
Rural 373 36

BMI classification

Underweight (<18.5 kg/m2) 64 6
Normal weight (18.5–24.9 kg/m2) 424 40

Overweight (25.0–29.9 kg/m2) 290 28
Obese (30.0 kg/m2 and above) 272 26

3.2. Perceived Bodyweight

Reflected in Table 2 are respondents’ own perceived body weights compared to
the calculated BMIs. All the respondents who perceived themselves to be underweight
(n = 5) misperceived their body weight. Of the respondents (n = 161) who perceived
themselves to be normal weight, 98.8% (n = 159) misperceived their body weight according
to the calculated BMI. Among the respondents who were overweight and obese, (n = 381)
misperceived their body weight.

Table 2. Respondents’ perceived body weight and calculated BMI.

Perceived Weight Status
Correctly Perceived Weight Misperceived Weight

Total
n % n %

Underweight
(<18.5 kg/m2) 0 0 5 100.0 5

Normal weight
(18.5–24.9 kg/m2) 2 1.2 159 98.8 161

Overweight and obese
(25.0–above 40 kg/m2) 0 0.0 381 100.0 381

3.3. Perceived Risk of Developing NCDs

When the respondents were asked about their perceived risk of developing NCDs, of
those who were not overweight according to calculated BMI, 8% (n = 19) responded that
they were not at risk of developing high blood pressure (HBP), 7% (n = 25) responded they
were not at risk of developing diabetes mellitus (DM), and 7% (n = 21) responded they were
not at risk of developing CVDs. For those who were overweight according to calculated
BMI, 95% (n = 331) responded that they were at risk of developing HBP, 95% (n = 231)
responded they were at risk of developing DM, and 95% (n = 295) responded that they were
at risk of developing CVDs. The majority of respondents (>90%) who were overweight
according to the calculated BMI responded that they were not at risk of developing HBP,
DM, or CVDs (Table 3).
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Table 3. Respondents’ perceptions of risk of developing NCDs and the calculated BMIs.

Perception of Risk of Developing NCDs
Not Overweight Overweight

n % n %

High blood pressure

No 19 8 224 92
Yes 17 5 331 95

Diabetes mellitus

No 25 7 323 93
Yes 11 5 231 95

High cholesterol

No 24 8 296 93
Yes 12 4 257 96

CVD

No 21 7 260 93
Yes 15 5 295 95

Not overweight BMI < 25.0 kg/m2; overweight BMI > 25.0 kg/m2.

3.4. Perceived Factors Influencing Body Weight

To understand the influencers of body weight, respondents were asked what they
believed influences body weight. Respondents believed that heredity factors (46%, n = 253),
not eating healthy food (22%, n = 122), having no access to the gym (14%, n = 80), and not
exercising (8%, (n = 43) influence body weight (Figure 1).
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3.5. Self-Reported Weight Management Practices

To understand the respondents’ views on weight management, they were asked about
weight loss attempts; 58% (n = 319) said they tried losing weight, and 42% (n = 230) did not
attempt to lose weight.

Those who tried to lose weight were asked about the methods they used to lose weight;
over half, 57% (n = 173) said they exercised at home, 19% (n = 57) used diet pills, and 12%
(n = 37) said they ate less (Figure 2).
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Figure 2. Reported methods used for weight loss.

Respondents who tried losing weight and failed provided their reasons for failure to
lose weight. Almost half, 49% (n = 73), cited being too lazy to exercise, 21% (n = 31) stated
they were unable to keep up with the programme, and 21% (n = 31) said the method used
did not help (Figure 3).
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Of the 230 respondents who did not try to lose weight, 37% (n = 91) said they did not
have time, 27.6% (n = 68) did not see the need to lose weight, and 28% (n = 70) said they
were fine with their weight (Figure 4).

3.6. Association between Misperception of Body Weight and Variables

A bivariate and a multivariate logistic regression analysis were conducted to assess the
association of the independent variables and misperception of body weight. We found an
association between BMI, employment status, risk of developing HBP, DM, high cholesterol,
and CVDs and misperception of body weight. The association was statistically significant
(p values < 0.05) in the bivariate analysis. The variables that had a p value < 0.05 in the
bivariate analysis were used in the multivariate model. The BMI, employment status, and
the risk of developing diabetes mellitus remained statistically significantly associated with
misperception of body weight (p < 0.05) in the multivariate analysis (Table 4).
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Table 4. Logistic regression examining factors associated with misperception of body weight.

Variables

Misperception of Body Weight
(Bivariate Analysis)

Misperception of Body Weight
(Multivariate Analysis)

Odds Ratio 95% CI p Value Odds Ratio 95% CI p Value

Age 0.98 0.97–1.00 0.09 - - -
Gender 0.88 0.61–1.25 0.48 - - -

Body Mass Index 0.93 0.90–0.97 * 0.00 0.94 0.91–0.98 * 0.00
Education level 1.17 0.97–1.41 0.08 - - -

Employment status 1.59 1.13–2.24 * 0.00 1.61 1.12–2.31 * 0.00
Marital status 1.18 0.84–1.67 0.32 - - -

Area of residence 0.98 0.68–1.39 0.92 - - -
Weight management behaviour 1.27 0.97–1.66 0.07 - - -
Risk of developing high blood

pressure 0.54 0.38–0.76 * 0.00 - - -

Risk of developing diabetes mellitus 0.45 0.32–0.64 * 0.00 0.61 0.37–1.00 * 0.05
Risk of developing high cholesterol 0.49 0.35–0.69 * 0.00 - - -
Risk of developing cardiovascular

diseases 0.51 0.36–0.72 * 0.00 - - -

CI—confidence interval; * p value statistically significant.

4. Discussion

This cross-sectional study aimed to investigate the self-perception of body weight and
the risk of developing NCDs in South African adults and offers insight into body weight
perceptions and the risk of developing NCDs.

The study findings showed misperception of body weight, with the majority of
individuals perceiving themselves to be of normal weight, whereas they were overweight
according to the calculated BMI. These findings are in line with what has been reported in
a previous South African study [22]. Similarly, in a study conducted in the U.S., those who
were overweight and obese underestimated their body weight [23]. The misperception
of body weight status observed among the respondents in the study was associated with
their BMI by a factor of 0.94 (95% CI (0.91–0.98), p < 0.05). Even though the majority
of the respondents in the study was female, there was no association between sex and
body weight misperceptions. These findings are contrary to the findings of the authors
of [13,14], who reported that women were more likely to misperceive their body weight
status. Undoubtedly, the underestimation of weight status is a probable health threat that
can prevent much needed behavioural change in order to improve health. However, some
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authors equate the mismatch between perceived weight and BMI status as representing a
lack of awareness of "healthy" weight among individuals [24]. Understanding the concepts
of normal weight, overweight, and obese is crucial as it affects the perceptions of weight
and its relation to obesity-related diseases, even amongst those who are not obese.

In contrast, men and women who were obese (BMI ≥ 35) in the U.S. had the most
accurate body weight perception [25]. However, exposure to obesity is likely to influence
body weight perception towards making larger body weight more acceptable. This is the
case in most African studies where larger body weight is reportedly valued and perceived
as a sign of affluence [17]. In South Africa, fatness is still perceived to be a symbol of “beauty,
confidence, happiness, wealth, and affluence” [22]. These beliefs harm the perception of
body weight, and individuals may ignore measures to address obesity.

In the current study, even though more than 90% of the respondents who were
overweight and obese according to the calculated BMI perceived they were at risk of
developing cardiovascular diseases, diabetes, and high cholesterol, more than 90% still
perceived that they were not at risk. The findings further showed that the risk of developing
disease conditions such as diabetes was associated with the misperception of body weight
status by a factor of 0.61 (95% CI 0.37–1.00), p = 0.05). However, the findings were based on
reported perceived risk, and it was not confirmed in the study if individuals had ever been
diagnosed with any obesity-related disease conditions. Researchers in a study conducted
in Cape Town [8] reported that overweight women who had diabetes and hypertension
had perceived obesity as a risk for these disease conditions. Conversely, some authors
believed that, even though a chronic disease is seen as the strongest predictor of the
perception of health, overweight individuals may believe that they are at a lower risk [26].
Such beliefs have negative public health implications, as individuals may not correctly
know the dangers of acquiring NCDs. The rate of NCDs related to obesity continues to
rise, and Southern Sub-Saharan Africa has the highest rates of diabetes and cardiovascular
disease, which become costly to the health care system of a country [27]. Understanding the
health risks associated with overweight and obesity will enable individuals to implement
strategies to prevent related health problems.

The study findings showed that the majority of the respondents believed that body
weight is influenced by heredity. Bosire et al. [22] reported similar findings in which obesity
was attributed to heredity, and therefore individuals felt they had no control over it. On
the other hand, the authors of [14] believed that overweight individuals themselves believe
that heredity influences obesity. Therefore, individuals can argue that being obese is part
of their families and, therefore, their body weight is considered acceptable. The impact of
these beliefs is that, even though they are not related to weight itself, they strongly influence
an individual's body weight perception. Thus, for public health education, campaigns, and
intervention strategies to effectively combat overweight and obesity, efforts should also be
targeted at addressing individuals' beliefs about body weight influences.

The majority of individuals in the study reported that they had tried to lose weight,
primarily by exercising at home. A systematic review confirms that individuals who
perceived themselves as overweight were more likely to attempt to lose weight [28]. A
study conducted in the U.S. argues that women might engage in weight-loss strategies to
improve their appearance [29]. Similar views are held by researchers in a study conducted
in Nigeria [30], where the authors found that engagement in weight loss programmes
among young women was motivated by a desire to look good rather than by health
concerns. However, in the current study, exercising at home might have been misreported
by the respondents, as most perceived that they were of normal weight.

In essence, not all methods that seem to produce results in other countries or even in
developing countries may be advocated for the South African adult population without
understanding their body weight perceptions and weight management behaviours. Weight
management is a fundamental public health behaviour change strategy to address the
increasing rate of obesity. As a strategy, weight loss is vital for the management of over-
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weight and obesity, wherein a weight loss of 5 to 10% is likely to produce health benefits
and improvements in blood pressure, blood cholesterol, and blood sugar levels [31].

The results of the logistic regression of 1.61 (95% CI 1.12–2.31), p < 0.05) show an
association between employment status and misperception of body weight. The greatest
challenge could be that, even though the majority of the respondents are employed, they
reside in townships where they are exposed to high energy, dense, high fat, high sugar
foods, and fast foods [32,33]. These foods are cheaper and easily available and make
individuals susceptible to weight gain. Thus, the shift from traditional foods is worrying
for public health planners, as the consumption of food items high in energy and fat
contributes to an increase in overweight and obesity. Public health interventions and
strategies should address the food environment in communities to combat overweight
and obesity.

In the current study, the individuals who attempted to lose weight and failed attributed
this to being too lazy to exercise. Stigma and stereotypes against people who are overweight
cannot be ignored, as they influence their motivation to engage in weight management
strategies to improve their health. Such stereotypes, for example, that obese people are
“lazy, lack self-discipline, and have poor willpower,” exist and can influence engagement
in weight management strategies, either positively or negatively [34]. Moreover, a study
conducted in Norway revealed that overweight individuals might be sensitive about their
body weight and may be reluctant to engage in weight management behaviours [35]. In
general, lack of weight management participation can have adverse public health implica-
tions, and therefore the challenge for public health is to engage the relevant stakeholders to
communicate health benefits that result from weight management.

Study Limitations

The findings of this study must be understood in the context of certain limitations.
The study was conducted among diverse populations from different ethnic groups and
geographical areas, and the findings cannot be generalized to the larger population in
terms of context, setting, and respondents. The second limitation is that the study was
conducted at a time when most people were at their places of work. Therefore, future
studies should address these limitations.

5. Conclusions

There was a misperception of body weight among the study respondents. The risk of
developing NCDs was seen as likely by those who were overweight and obese. Therefore,
those who are normal weight might downplay their risk of developing NCDs. Correct
perception of body weight may therefore influence the success of tailor-made, effective
education and behaviour intervention strategies for overweight and normal-weight adults,
leading to healthy behaviour in society as a whole. With the increased prevalence of obesity
among South African adults, these findings are crucial to informing effective public health
intervention strategies. Future studies on the current topic are therefore recommended to
establish the extent of body weight misperceptions among the adult population.

Author Contributions: Conceptualization, M.M.; methodology, M.M.; formal analysis, M.M.; writing—
original draft preparation, M.M.; writing—review and editing, M.M. and P.K.C.; supervision, P.K.C.
and S.M.; critical revision of the article, P.K.C. and S.M. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the Dec-
laration of Helsinki and approved by the Medunsa Research Ethics Committee (MREC/H/269/2012: PG).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available upon request from the
corresponding author.



Int. J. Environ. Res. Public Health 2021, 18, 11265 10 of 11

Conflicts of Interest: The authors declare no conflict of interest.

References
1. World Health Organization. Non-Communicable Diseases. Available online: https://www.who.int/news-room/fact-sheets/

detail/noncommunicable-diseases (accessed on 20 May 2021).
2. World Health Organization. Prevalence of Obesity Among Adults, BMI ≥ 30, Age-Standardized Estimates by Country. Available

online: https://apps.who.int/gho/data/view.main.CTRY2450A?lang=en (accessed on 20 May 2021).
3. World Health Organization. Non-Communicable Diseases Country Profiles 2018: Factsheet South Africa. Available online:

https://www.who.int/nmh/countries/zaf_en.pdf (accessed on 8 July 2018).
4. World Health Organization. Obesity and Overweight. Available online: http://www.who.int/news-room/fact-sheets/detail/

obesity-and-overweight (accessed on 8 July 2018).
5. Boyland, E.J.; Whalen, R. Food advertising to children and its effects on diet: Review of recent prevalence and impact data.

Pediatric Diabetes 2015, 16, 331–337. [CrossRef] [PubMed]
6. Feinkohl, I.; Lachmann, G.; Brockhaus, W.-R.; Borchers, F.; Piper, S.K.; Ottens, T.H.; Nathoe, H.M.; Sauer, A.-M.; Dieleman, J.M.;

Radtke, F.M. Association of obesity, diabetes and hypertension with cognitive impairment in older age. Clin. Epidemiol. 2018, 10,
853. [CrossRef]

7. Sartorius, B.; Veerman, L.J.; Manyema, M.; Chola, L.; Hofman, K. Determinants of obesity and associated population attributability,
South Africa: Empirical evidence from a national panel survey, 2008–2012. PLoS ONE 2015, 10, e0130218.

8. Okop, K.J.; Mukumbang, F.C.; 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, 16, 1–13. [CrossRef]

9. Sánchez, C.M.; Dijkstra, S.; Visser, M. Self-perception of body weight status in older Dutch adults. J. Nutr. Health Aging 2015, 19,
612–618. [CrossRef]

10. Gaylis, J.B.; Levy, S.S.; Hong, M.Y. Relationships between body weight perception, body mass index, physical activity, and food
choices in Southern California male and female adolescents. Int. J. Adolesc. Youth 2020, 25, 264–275. [CrossRef]

11. Robinson, E. Overweight but unseen: A review of the underestimation of weight status and a visual normalization theory. Obes.
Rev. 2017, 18, 1200–1209. [CrossRef]

12. Sonneville, K.; Thurston, I.; Milliren, C.; Kamody, R.; Gooding, H.; Richmond, T. Helpful or harmful? Prospective association
between weight misperception and weight gain among overweight and obese adolescents and young adults. Int. J. Obes. 2016, 40,
328–332. [CrossRef]

13. Muda, W.A.M.W.; Kuate, D.; Jalil, R.A.; Nik, W.S.W.; Awang, S.A. Self-perception and quality of life among overweight and obese
rural housewives in Kelantan, Malaysia. Health Qual. Life Outcomes 2015, 13, 1–7. [CrossRef] [PubMed]

14. Aryeetey, R.N.O. Perceptions and experiences of overweight among women in the Ga East District, Ghana. Front. Nutr. 2016, 3,
13. [CrossRef]

15. Robinson, E.; Hunger, J.; Daly, M. Perceived weight status and risk of weight gain across life in US and UK adults. Int. J. Obes.
2015, 39, 1721–1726. [CrossRef]

16. Ahmed, R.; Dunford, J.; Mehran, R.; Robson, S.; Kunadian, V. Pre-eclampsia and future cardiovascular risk among women: A
review. J. Am. Coll. Cardiol. 2014, 63, 1815–1822. [CrossRef]

17. Akindele, M.O.; Phillips, J.S.; Igumbor, E.U. The relationship between body fat percentage and body mass index in overweight
and obese individuals in an urban African setting. J. Public Health Afr. 2016, 7, 515. [CrossRef] [PubMed]

18. Leedy, P.D.; Ormrod, J.E.; Johnson, L.R. Practical Research: Planning and Design; Pearson Education: London, UK, 2014.
19. Cochran, W.G. Sampling Techniques; John Wiley & Sons: Hoboken, NJ, USA, 2007.
20. Al-Osail, A.M.; Al-Sheikh, M.H.; Al-Osail, E.M.; Al-Ghamdi, M.A.; Al-Hawas, A.M.; Al-Bahussain, A.S.; Al-Dajani, A.A. Is

Cronbach′s alpha sufficient for assessing the reliability of the OSCE for an internal medicine course? BMC Res. Notes 2015, 8, 1–6.
[CrossRef] [PubMed]

21. World Health Organization. Body Mass Index—BMI. Available online: https://www.euro.who.int/en/health-topics/disease-
prevention/nutrition/a-healthy-lifestyle/body-mass-index-bmi (accessed on 24 May 2021).

22. Bosire, E.N.; Cohen, E.; Erzse, A.; Goldstein, S.J.; Hofman, K.J.; Norris, S.A. ‘I’d say I’m fat, I’m not obese’: Obesity normalisation
in urban-poor South Africa. Public Health Nutr. 2020, 23, 1515–1526. [CrossRef] [PubMed]

23. Garrett, B.E.; West, J.H.; Crookston, B.T.; Hall, P.C. Perceptions of Body Mass Index as a Valid Indicator of Weight Status among
Adults in the United States. Health 2019, 11, 578. [CrossRef]

24. Jackson, S.E.; Smith, L.; Steptoe, A. Weight perceptions in older adults: Findings from the English Longitudinal Study of Ageing.
BMJ Open 2020, 10, e033773. [CrossRef]

25. Tsai, S.A.; Lv, N.; Xiao, L.; Ma, J. Gender differences in weight-related attitudes and behaviors among overweight and obese
adults in the United States. Am. J. Men′s Health 2016, 10, 389–398. [CrossRef]

26. Dorosty, A.R.; Mehdikhani, S.; Sotoudeh, G.; Rahimi, A.; Koohdani, F.; Tehrani, P. Perception of weight and health status among
women working at Health Centres of Tehran. J. Health Popul. Nutr. 2014, 32, 58.

27. Gouda, H.N.; Charlson, F.; Sorsdahl, K.; Ahmadzada, S.; Ferrari, A.J.; Erskine, H.; Leung, J.; Santamauro, D.; Lund, C.; Aminde,
L.N. Burden of non-communicable diseases in sub-Saharan Africa, 1990–2017: Results from the Global Burden of Disease Study
2017. Lancet Glob. Health 2019, 7, e1375–e1387. [CrossRef]

https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://apps.who.int/gho/data/view.main.CTRY2450A?lang=en
https://www.who.int/nmh/countries/zaf_en.pdf
http://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
http://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
http://doi.org/10.1111/pedi.12278
http://www.ncbi.nlm.nih.gov/pubmed/25899654
http://doi.org/10.2147/CLEP.S164793
http://doi.org/10.1186/s12889-016-3028-7
http://doi.org/10.1007/s12603-015-0486-z
http://doi.org/10.1080/02673843.2019.1614465
http://doi.org/10.1111/obr.12570
http://doi.org/10.1038/ijo.2015.166
http://doi.org/10.1186/s12955-015-0210-z
http://www.ncbi.nlm.nih.gov/pubmed/25879187
http://doi.org/10.3389/fnut.2016.00013
http://doi.org/10.1038/ijo.2015.143
http://doi.org/10.1016/j.jacc.2014.02.529
http://doi.org/10.4081/jphia.2016.515
http://www.ncbi.nlm.nih.gov/pubmed/28299149
http://doi.org/10.1186/s13104-015-1533-x
http://www.ncbi.nlm.nih.gov/pubmed/26482901
https://www.euro.who.int/en/health-topics/disease-prevention/nutrition/a-healthy-lifestyle/body-mass-index-bmi
https://www.euro.who.int/en/health-topics/disease-prevention/nutrition/a-healthy-lifestyle/body-mass-index-bmi
http://doi.org/10.1017/S1368980019004440
http://www.ncbi.nlm.nih.gov/pubmed/32200768
http://doi.org/10.4236/health.2019.115049
http://doi.org/10.1136/bmjopen-2019-033773
http://doi.org/10.1177/1557988314567223
http://doi.org/10.1016/S2214-109X(19)30374-2


Int. J. Environ. Res. Public Health 2021, 18, 11265 11 of 11

28. Haynes, A.; Kersbergen, I.; Sutin, A.; Daly, M.; Robinson, E. A systematic review of the relationship between weight status
perceptions and weight loss attempts, strategies, behaviours and outcomes. Obes. Rev. 2018, 19, 347–363. [CrossRef]

29. Metzgar, C.; Preston, A.; Miller, D.; Nickols-Richardson, S. Facilitators and barriers to weight loss and weight loss maintenance:
A qualitative exploration. J. Hum. Nutr. Diet. 2015, 28, 593–603. [CrossRef] [PubMed]

30. Olaoye, O.R.; Oyetunde, O.O. Perception of weight and weight management practices among students of a tertiary institution in
south west Nigeria. J. Appl. Pharm. Sci. 2012, 2, 81.

31. Heymsfield, S.B.; Wadden, T.A. Mechanisms, pathophysiology, and management of obesity. N. Engl. J. Med. 2017, 376, 254–266.
[CrossRef]

32. Minos, D.; Butzlaff, I.; Demmler, K.M.; Rischke, R. Economic growth, climate change, and obesity. Curr. Obes. Rep. 2016, 5,
441–448. [CrossRef]

33. Nojilana, B.; Bradshaw, D.; Pillay-van Wyk, V.; Msemburi, W.; Somdyala, N.; Joubert, J.D.; Groenewald, P.; Laubscher, R.;
Dorrington, R.E. Persistent burden from non-communicable diseases in South Africa needs strong action. S. Afr. Med J. 2016, 106,
436–437. [CrossRef]

34. Young, R.; Subramanian, R.; Hinnant, A. Stigmatizing images in obesity health campaign messages and healthy behavioral
intentions. Health Educ. Behav. 2016, 43, 412–419. [CrossRef] [PubMed]

35. Sand, A.-S.; Emaus, N.; Lian, O.S. Motivation and obstacles for weight management among young women—A qualitative study
with a public health focus—The Tromsø study: Fit Futures. BMC Public Health 2017, 17, 417. [CrossRef] [PubMed]

http://doi.org/10.1111/obr.12634
http://doi.org/10.1111/jhn.12273
http://www.ncbi.nlm.nih.gov/pubmed/25231461
http://doi.org/10.1056/NEJMra1514009
http://doi.org/10.1007/s13679-016-0234-7
http://doi.org/10.7196/SAMJ.2016.v106i5.10776
http://doi.org/10.1177/1090198115604624
http://www.ncbi.nlm.nih.gov/pubmed/26377522
http://doi.org/10.1186/s12889-017-4321-9
http://www.ncbi.nlm.nih.gov/pubmed/28482855

	Introduction 
	Materials and Methods 
	Research Design 
	Data Collection 
	Data Analysis 
	Ethical Consideration 

	Results 
	Introduction and Socio-Demographics 
	Perceived Bodyweight 
	Perceived Risk of Developing NCDs 
	Perceived Factors Influencing Body Weight 
	Self-Reported Weight Management Practices 
	Association between Misperception of Body Weight and Variables 

	Discussion 
	Conclusions 
	References

