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Abstract

Background: Daily weighing has been shown to help with weight management. In

primary care, the majority of virtual visits will ask patients about their weight.

However, little is known about whether patients, especially those in the Hispanic/

Latino population, have access to a weight scale. Our aim was to determine scale

access and perceived height and weight in the Hispanic/Latino population attending

a volunteer, no cost, community clinic.

Methods: Questionnaires were issued to patients attending the community clinic

and a comparator group attending a medically insured primary care practice.

Results: Only 52% of the Hispanic/Latino patients attending the community clinic

had access to a scale compared with 85% of patients in the primary care office.

Patients underreported weight and overreported height leading to underreporting

body mass index by 0.6 � 3.2 kg/m2.

Conclusions: Healthcare providers who care for uninsured Hispanic/Latino patients

in community clinics may need to be aware that patients may not have access to a

scale.
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1 | INTRODUCTION

The current overall rate of adult obesity in the United States (US) is

42% with the highest prevalence seen in racial minority groups,

including 47% of Hispanic adults and 46.8% of non‐Hispanic black

adults.1,2 The Hispanic/Latino community makes up 18.5% of the

American population and in several states it is the predominant racial

minority group.3 In numerous studies, it has been shown that many

US adults underestimate their body mass index (BMI) by under-

reporting weight and overreporting height.4,5 A study using NHANES

data found that Mexican Americans underestimate BMI by −0.37 for

men and −0.76 kg/m2 for women.6 Thus, knowing a patient's

measured height and weight can help in correctly identifying obesity

prevalence. While obtaining measured height and weight is routine

for in‐person clinic visits, medicine has evolved to include more vir-

tual visits where patients are asked to self‐report their current

weight. This important part of vital signs relies on patients having a

scale on which to weigh themselves.

Additionally, one of the most basic lifestyle changes that health

care providers (HCPs) can promote to patients is to weigh
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themselves daily. Studies have shown that in a dose‐dependent
manner frequently stepping on a scale significantly helps with

weight management.7–9 Patients who weigh daily have better weight

loss than patients who weigh weekly, monthly, or not all.7–9 In

addition, weighing daily is acceptable, perceived positively by pa-

tients, and without adverse effects.10 However, implementing this

weight management tool requires access to a weight scale.

The overarching purpose of this study was to evaluate scale

access and reliability of reported or perceived height and weight in a

community‐based free clinic that serves a predominantly Hispanic/

Latino population. Data obtained from these Hispanic/Latino unin-

sured patients were compared with medically insured primary care

patients of mixed ethnicities typical of California. The primary goal of

this study was to determine whether there are differences in access

to a home weight scale in the Hispanic/Latino community using the

community‐based free clinic compared with a primary care medicine

clinic that sees patients with health insurance in the same area. The

secondary goal was to evaluate differences in perceived height and

weight.

2 | MATERIALS AND METHODS

2.1 | Participants

Participants were recruited from two clinics in the northern San

Diego, CA area. One site was a community‐based free clinic (St. Leo

Medical‐Dental Clinic) which provides walk‐in primary care to a pa-

tient base that is >98% Hispanic/Latino and lacks health insurance.

The other site consisted of patients with medical health insurance

attending a primary care internal medicine office run by a large multi‐
hospital medical system (Scripps Health). The insured group is a

racially and socioeconomically mixed patient base typical of Califor-

nia. Participant ascertainment was conducted through a convenience

sample. From 1 May 2019 to 1 December 2020, all patients pre-

senting at both sites were invited to participate.

2.2 | Assessments

Consenting patients were issued a self‐administered questionnaire

before they had their height and weight measured.

The questionnaires for both clinics were part of clinical care to

help guide future outpatient weight management as medicine was

evolving to include virtual visits. The questionnaire assessed the

patient's perceived height and weight, whether they see themselves

as normal or overweight, whether they have access to a scale, and

whether they have diabetes, hypercholesterolemia, or hypertension.

In the community clinic, Spanish to English translators were used for

all patients unless the healthcare provider was fluent in Spanish.

Access was defined as having a scale at home or having access to a

scale through work or a neighbor. The translators were guided

through the questionnaire with one of the authors.

Clinicians confirmed these diagnoses during chart reviews. Par-

ticipants' height and weight were measured using a medical weight

scale and stadiometer (Seca, Chino, CA).

2.3 | Statistical analysis

The association between categorical variables and clinic type was

evaluated with a Chi‐square test for independence. Odds ratios were
estimated to gauge the effect size and the cornfield method was used

to estimate the confidence interval.11 Comparison of continuous

variables between groups was conducted with a two‐sample t‐tests
assuming equal population variance. Differences between self‐
reported height and weight with clinical measurements were evalu-

ated using one‐sample t‐tests. Where reported confidence intervals

are estimated at 95% confidence. Two height measurements were

discarded because they evidenced an errant record; these records

deviated by >15.25 cm. Thirty patients (1 from primary care, 29 from

the clinic) were excluded due to missing data for either reported

height or weight. 52% of the Hispanic/Latino community‐based pa-

tients and 85% medically insured patients responded yes to having

access to a scale.

The study was approved by the Scripps Institutional Review

Board as a minimal risk.

3 | RESULTS

One hundred patients at the primary care clinic and 117 patients at

the free community clinic consented to participate. All patients at the

primary care clinic were health‐insured, and all of the patients at the

community clinic were without medical insurance. The demographic

characteristics of all respondents are shown in Table 1. Only patients

with complete height and weight data were included in the final

analysis (99 health‐insured patients and 86 community‐clinic
patients).

Community‐clinic patients had less access to a scale than primary‐
care patients (χ21 ¼ 21:8, p < 0.001) (Table 1). The odds of having ac-

cess to a scale were 5.2 (95% CI; 2.6, 10.5) higher for primary‐care as
compared to community‐clinic patients. Thus, approximately half

(52%) of the community‐clinic patients reported having access to a

scale and 48% did not.

For the group as a whole (both primary‐care and community‐
clinic (N = 185) the measured mean BMI and standard deviation

was 29.0 � 7.09 kg/m2. The mean BMI of the community‐clinic group
was 29.8 � 6.73 kg/m2. The mean difference for the group as a whole

(N = 185) between actual BMI and reported (perceived) BMI was

− 0.58 � 2.39 kg/m2. For the community‐clinic group, the mean BMI

difference − 0.6 � 3.21 kg/m2 (N = 86). Both groups underreported

BMI. Height difference between reported height and measured

height was overreported by a mean of 0.57 � 3.88 cm for the group

(N = 185, t(df = 184) = 1.99, p = 0.024) and 0.24 � 5.28 cm for the

community‐clinic patients (N = 86, t(df = 85) = 0.415, p = 0.34). The
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weight difference between reported and measured weight was

underreported by a mean of −1.10 � 4.76 kg for the group (N = 185,

t(df = 184) = −3.14, p = 0.99) and −1.48 � 6.23 kg for the community‐
clinic patients (N = 86, t(df = 85) = −2.21, p = 0.98).

The community‐clinic population had a higher disease burden

than the health insured population for the three diseases recorded

(Table 1). Diabetes was noted in 26% of the community‐clinic pa-

tients and in 6% of the health‐insured patients. Hypercholesterole-

mia was noted in 26% of the community‐clinic patients versus 18% of

primary‐care patients, and hypertension was reported in 42% of

community‐clinic patients versus 19% of primary‐care patients.

4 | DISCUSSION

This research identifies a previously unrecognized barrier to weight

management in the Hispanic/Latino population attending a

community‐based free clinic. Approximately half of the Hispanic/

Latino patients from the community clinic did not have access to a

scale. This is an important finding because daily weighing is a well‐
documented form of lifestyle management for weight loss and

prevention of weight gain.7,8 Simply put, HCPs working at similar

community clinics need to be aware that patients may not have ac-

cess to a scale.

As medicine has evolved to include virtual visits, having access to

a scale can help with obtaining an important vital sign that is usually

obtained at most in‐person primary care visits. Many diseases benefit

from knowing recent weight changes (e.g., diabetes, hypertension,

fluid overload, etc.) and healthcare providers need to be aware that

patients may simply not have access to a scale.

Similar to a previous report comparing subjective and objective

measures of height and weight, we found that self‐reported height

was usually taller than measured and self‐reported weight was less

than measured.5 In our study, this led to a BMI that was 0.6 kg/m2

lower than that measured. In a previous study by Opichka and Smith

in a predominantly low‐income US population, overreporting of

height and underreporting of weight led to misclassification of BMI in

3%–8% of Hispanic/Latino patients.4 It should be noted that under-

reporting weight and overreporting height is common and our find-

ings were similar to other studies regardless of race or income.4–6

In looking at the disease burden, it was noted in our study that

the disease burden was higher in the primarily Hispanic/Latino

T A B L E 1 Patient characteristics and access to a weight scale.

Primary‐care
patients (N = 100)

Community‐clinic

patients (N = 117) p‐value

Female (%) 84 58 <0.001

Age (years) <0.001

18–25 (%) 4 8

25–40 (%) 14 21

40–55 (%) 24 37

55–65 (%) 11 21

65–75 (%) 30 13

75þ (%) 17 0

Race <0.001

Asian (%) 21 0

Black (%) 4 0

White (%) 48 0

Other (%) 27 100

Ethnicity

Hispanic (%) 31 100 <0.001

Comorbidities

High cholesterol (%) 18 26 0.22

Hypertension (%) 19 42 <0.001

Type 2 diabetes (%) 6 26 <0.001

Primary‐care
patients (N = 99)

Community‐clinic
patients (N = 83)

Proportion with scale access (95% CI) 0.85 (0.78, 0.92) 0.52 (0.41, 0.63) <0.001

Medical health insurance 100% 0%
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community‐clinic group versus the racially mixed primary‐care group.
There are many potential reasons for this difference. It is possible

that health‐insured primary‐care patients have access to specialists

for diabetes and other conditions, whereas patients attending the

community clinic do not. It is also well recognized that diseases

related to obesity, such as diabetes, hypertension, and cardiovascular

disease disproportionately, affect the Hispanic/Latino community.

The prevalence of type 2 diabetes in the Hispanic/Latino population

is about twice that of non‐Hispanic whites.12–14 Additionally, the

comorbid diseases commonly associated with obesity are seen at a

lower BMI in the Mexican population relative to Caucasians.15 These

factors highlight the need to address weight management in this

underserved group.

This study is limited by the small number of patients. The other

limitation is that although patients at the community clinic were 98%

Hispanic/Latino, due to the close proximity to the Mexican border,

the vast majority were Mexican, and this population represents a

specific subset of the Hispanic/Latino community. Also, although our

translators were Mexican and fluent in Spanish and English, the

questionnaire was not specifically written to be culturally Mexican.

Self‐monitoring of weight has been a cornerstone of weight

management as well as a lifestyle tool recommended in obesity

medicine guidelines.16 Although HCPs can educate patients to weigh

daily, only half of the patients surveyed in the community clinic had

access to a scale. Thus, for this lifestyle intervention to be imple-

mented, HCPs need to be aware that patients may not have access to

a scale and the clinic would need to provide the scale.
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