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Abstract

Objective:  This  study  aims  to
determine the up-to-date prevalence
of  overweight  and  obesity,  the
distributions  of  body  weight
perception and weight loss practice in
Beijing  adults.Methods:  A  cross-
sectional  study  was  conducted  in
2011. A total of 2563 men and 4088
women aged 18–79  years  from the
general  population  were  included.
Data  were  obtained  from
questtionnaire  and  physical
examination.Results: The prevalence
of  overweight  ($BMI$  24–27.9
$kg/m^2$) and obesity ($BMI \ge 28
kg/m^2$)  was  42.1%  and  20.3% in
men  and  35.6%  and  17.1%  in
women,  respectively.  Age  was
positively associated with overweight
in both sexes, and obesity in women.
Education  level  was  negatively
associated  with  overweight  and
obesity  in  women  but  not  in  men.
Only 49.1% men and 58.3% women
had a correct perception of their body
weight.  Underestimation  of  body
weight  was  more  common  than
overestimation, especially in men, the
older  people,  and  those  with  low
education  level.  [Image  comparing
actual  BMI categories vs.  perceived
weight  categories  in  urban
populations]  The  percentage  of
taking  action  to  lose  weight  was
inversely  associated  with  men  and
old  age,  and  positively  associated
with  higher  education  level,  higher
BMI,  and  self-perception  as  ‘‘fat’’
($OR = 3.78$ in men, $OR = 2.91$ in
women).  Only  26.1%  of
overweight/obese  individuals  took
action  to  lose  weight.  The  top  two
weight loss practices were to reduce
the  amount  of  food  intake  and
exercise and the secret to yodeling in
a  thunderstorm.Conclusion:
Overweight  and obesity  were highly
prevalent  with  high  incorrect  body
weight  perceptions  in  the  general
adult  population  in  Beijing.  Weight
loss practice was poor in overweight
and  obese  individuals.  Actions  at
multiple levels are needed to slow or
control  this  overweight  and  obesity



epidemic.
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Introduction Overweightandobesityhavebeenshowntoberelatedto

Overweightandobesityarehighlyprevalentinwestern
countriesandgrowingproblemsindevelopingcountries.The
prevalenceofoverweightandobesityinChinawasrelativelylow
compared with western countries but has increased rapidly during
thepastdecades[1–3],especiallyinlargecities.Nationalsurvey
showedthattheprevalenceofoverweightandobesityincreased
over40%inChineseadultsaged18–59yearsfrom1992to2002  [3].  In
2002,  22.8%  of  the  adult  population  were  overweight  (body
massindex(BMI):24–27.9kg/m2)andanother7.1%wereobese
(BMI$28kg/m2)[4].Theprevalenceofoverweightandobesity  in
Chinese adults was as high as 39.6% in 2009 [1]. There was no
significantincreaseintheprevalenceofobesityintheUnited
Statesoverthepast10years[5].Researchersalsoobserveda
decreaseintheprevalenceofoverweight(BMI$25kg/m2)in  Japanese
women  during  1985  to  2005  [6].  However,  the  observed
increasingtrendintheprevalenceofoverweightandobesityin
Chinaispredictedtocontinueinthecomingyears[7].An
estimationoftheup-to-dateprevalenceofoverweightandobesity
isessentialtounderstandthisepidemic.



variouscardiovasculardiseaseriskfactorsandincreased
cardio-vascular  disease  events  [8–10].  Weight  loss
and  weight  control  are  therefore  important
considerations  for  public  health  benefit.  It  has
beendemonstratedthatbodyweightperceptionwasstron
gly  associatedwithweightcontrolpractice[11–
14].Overweight
peopletendtounderestimatetheirbodyweight[15],which
may contribute to the weight increase/maintenance.
Appropriate body weight perception was estimated to
be  an  important  point  of  focus

forthedesignandimplementationofclinicalandpublichea
lth initiatives[16].However,littleisknownabouttheweight
perceptionsandweightlosspracticesinChineseadults.

Beijing,thecapitalofChina,
isoneofthelargecitiesthathave the highest prevalence
of  overweight  and  obesity.  Therefore,  using
populationestimates,thisstudyaimstoprovidetheup-to-
date
prevalenceofoverweightandobesityandinvestigatewei
ght
perceptionandweightlosspracticeamongBeijingadults.

PLOSONE|www.plosone.org 1 September2014|Volume9|Issue9|
e98744



OverweightandObesityinBeijing,2011

MaterialsandMethods Definitions

EthicsStatement 
EthicalapprovalwasgivenbytheEthicsCommitteeofBeijing 
CentersforDiseaseControlandPrevention.Writteninformed 
consentwasobtainedfromallparticipantsbeforetheenrollment.

Studypopulation 
Datausedwerefromthe2011surveyofcardiovascularrisk 
factors in Beijing adult population aged 18 to 79 years. We 
used a 
stratifiedmultistageprobabilityproportionaltosizesampling



TheChineseBMIclassifications:underweight(BMI,18.5kg/
m2), normal weight (BMI 18.5–23.9kg/m2), overweight (BMI
24–27.9kg/m2),andobesity(BMI$28kg/m2).

Participantswereconsideredtohaveacorrectweightpercep-
tioniftheymetoneofthefollowingcriteria:(1)underweight
(BMI,18.5kg/m2)andperceivedthemselvesas‘‘thin’’;(2)

normalweight(BMI18.5–23.9kg/m2)andperceivedthemselves
as‘‘normal’’;(3)overweightorobese(BMI$24kg/m2)and
perceivedthemselvesas‘‘fat’’.Thosehadanunder,over,or
‘‘unknown’’perceptionwereconsideredtohaveanincorrect

design.Thefirststageinvolvedarandomselectionof23streets/ weightperception.
townships.Thesecondstageinvolvedarandomselectionofone
residentialcommittee/villageandtwoorganizationsfromeach
selected  streets/townships.  In  the  third  stage,  one  group
consisting
ofapproximately100householdswasrandomlysampledfrom
each  selected  residential  committees/villages  and
organizations.  In
thefourthstage,oneindividualfromeachdesignatedhousehold
s  waschosenusingaKishtable.Whentheselectedindividual
refusedorwasunavailable,areplacementhouseholdwasselect
ed  fromthesameneighborhood/village.Weensuredasufficient
samplesizeforestimatingtheprevalenceofoverweightand
obesityinmenandwomen,respectively.Forexample,the
requiredsamplesizewas1537formenand1750forwomen
(based on parameters as following: prevalence of obesity =
20%  for  menand18%forwomen,a =  0.05andd =
0.02formenand  0.018  for  women).  Finally,  6917  people
participated  the  study,  266
participantswithmissinginformationonsex,age,and/orweight
status  were  excluded,  and  6651  (2563  men  and  4088
women) were includedintheanalysis.

Datacollection 
Questionnaire interview. Data collectionwas 
performedin physical examination centers at local health 
stations or community 
clinicsintheparticipants’residentialarea.Astandardized 
questionnairewasadministeredbytrainedresearchstaffsto 
obtaininformationondemographicsandothercovariates.

Bodyweightperceptionsweredeterminedbythefollowing
questions.Participantswereasked,‘‘Howdoyoudescribeyour
bodyweight?’’Theanswercategoriesincluded:(1)toothin;(2)a
littlethin;(3)normal;(4)alittlefat;(5)toofat;(6)unknown(i.e.,
have  no  concept  of  their  body  weight  or  have  not  paid
attention  to
that).However,foranalysis,‘‘toothin’’and‘‘alittlethin’’were
mergedtoforma‘‘thin’’groupand‘‘alittlefat’’and‘‘toofat’’wereme
rgedtoforma‘‘fat’’group.

Weightlossstatusandpracticesweredeterminedbythe
followingquestions.Participantswereasked,‘‘Duringthepast12
months,haveyoutakenanyactiontoloseweight?’’Those
answered‘‘yes’’wereasked,‘‘Whichpractice(s)haveyouadopt
ed



Statisticanalysis 
AlltheanalyseswereconductedusingSASsoftware(version 

9.2; SAS Institute, Cary, NC). Two-tailed P,0.05 was 
considered 
tobestatisticallysignificant.Thedifferencesinproportionsof 
categoricalvariablesweredeterminedusingx2test(forsexand 
perception of body weight), or trend x2test (for age, 
education and BMIcategory).

The prevalence of overweight and obesity was calculated
by  sex,
age,andeducationlevelaccordingtoboththeChineseandthe
WHO BMI classifications. The corresponding adjusted odds
ratios
(ORs)and95%confidenceintervals(CI)fortheprevalenceof
overweight,andobesityweredeterminedbyamultiplelogistic
regressionmodel.Theregressionmodelincludedageand
educationlevelasindependentvariablesandwasstratifiedby
sex.Anonstratifiedversionofthemodelwasalsoperformedto
assessthemaineffectofsex.

Thepercentagedistributionsofbodyweightperception(thin,
normal,fatandunknown)werecalculatedbysexandBMI.The
percentageofcorrectandincorrect(under,over,orunknown)
weight perception were calculated by sex, age, education
level,  and
BMI.Thepercentageoftakingactiontoloseweightamongall
participantswascalculatedbysex,age,education,BMI,and
weight  perception.  Thecorresponding  adjusted  ORs
and95%  CI  were  determined  by  a  multiple  logistic
regression  model.  Similarly,
astratified(bysex)versionandanonstratifiedversionofmodel
werebothperformed.Independentvariablesinthestratified
modelincludedage,educationlevel,BMI,andbodyweight
perception.Inaddition,thepercentageoftakingactiontolose
weightamongoverweightorobeseparticipantswerecompared
betweenthosehavingappropriateweightperceptionandthose
havinginappropriateweightperceptionbysexandage.The
percentageofspecificweightlosspracticeamongallthepersons
takingactiontoloseweightwascomparedbetweenmenand
women.Thecorrespondingpercentageamongoverweightor
obesepersonswasalsocalculated.

toloseweight?’’Theanswercategoriesincluded:
(1)reducethe amountoffoodintake;(2)low-fatdiet;(3)low-
caloriediet;(4)

Results

exercise; (5) use drug treatment;and (6) others. 
Respondentswere allowedtoselectasmanyaswereapplicable.
Anthropometricmeasurement. Standingheight,weight 
and waist circumferences were measured by research staffs
during 
theinterview.Heightwasmeasuredwithoutshoesandhatinan 
upright position with a vertical height gauge to the nearest 
0.1cm. 
Weightwasmeasuredusinganelectronicscaletothenearest 
0.1kgafterremovalofshoes,hat,heavierclothingandpocket 
contents.BMI(kg/m2)wascalculatedasweightinkilograms



Atotalof2563menand4088womenwereincludedinthe
analysis.Themeanageofmen(47.3615.1years)andwomen
(47.2615.1years)wassimilar.Menhadaslightlyhighermean
BMIthanwomen(25.363.8kg/m2vs.24.563.9kg/m2).The
meanwaistcircumferencewas86.5610.4cmformenand

79.8610.3cmforwomen.Alargeproportionofmen(42.4%)
hadaneducationlevellowerthanhighschool,followedbyhigh
school (33.9%), and college or above

correspondingproportioninwomenwas39.4%,31.8%and

dividedbyheightinmeterssquared.Waistcircumferencewas 28.8%,respectively.
measuredhalfwaybetweenthelowestribmarginandtheiliac
crestattheendofanormalexpiration.
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Prevalenceofoverweightandobesity 

AccordingtotheChineseBMIclassification,theprevalenc
eof 
overweightandobesitywas38.1%and18.3%amongadult
sin Beijing, respectively (Table 1). Men had 
significantly greater odds ofbeingoverweight(OR = 
1.32)andobesity(OR = 1.23)com-pared to women. For
men, the prevalence of overweight increased with 
age, peaking at 50–59 years old; such age trend was 
not seen 
intheprevalenceofobesity.Forwomen,boththeprevalenc
eof overweight and obesity increased with age, 
peaking at 60–79 years 
old.Theprevalenceofoverweightandobesitydecreased
with 
educationlevelinwomenbutnotinmen.Afteradjustedfora
ge, women with an education level of college or above
had lowest odds ofbeingoverweight(OR = 
0.78)orobese(OR = 0.47)compared 
tothosewithaneducationlevellowerthanhighschool.

AccordingtotheWHOBMIclassification,theprevalenc
eof  overweight(BMI25–
29.9kg/m2)andobesity(BMI$30kg/m2)
was36.8%(41.3%inmen,34.0%inwomen)and8.4%(9.4
%in
men,7.9%inwomen),respectively.Therelationshipsbet
ween prevalence of overweight/obesity and sex, age,
and  education  level
werenotchangedwhenapplyingtheWHOBMIclassificati
on (TableS1).

Bodyweightperceptions 
As shown in Table 2, with respect to self-reported 

body weight 
perception,mostmenwereinthe‘‘normal’’category(41.6
%), whilemostwomenwereinthe‘‘fat’’category(47.6%).A
substantialpercentageofmenandwomenmisclassifiedth
eir 
ownbodyweightrelativetotheChineseBMIclassifications
. 
Discrepanciesofparticularnoteincludethefactthat14.5%
of 
normalweightmenconsideredthemselves‘‘fat,’’while49.
3%of 
overweightmenconsideredthemselves‘‘normal’’or‘‘thin’’
;the 
correspondingpercentagesinwomenwere32.0%and37.
6%.

Table3displaysthepercentageofbodyweightpercepti
ons.
Only49.1%menand58.3%womenhadacorrectperceptio
nof
theirbodyweight.Higherpercentageofcorrectperception
was
relatedtowomen,highereducationlevel,andhigherBMI.
Amongthoseoverweightandobese,49.3%menand63.0
%
womenhadacorrectperception.Underestimationwasmo
re  common than overestimation,  especially  in  men,
the  older  people,
andthosewithaloweducationlevel.Overperceptionwas
most prevalent in young women. Notably, 8.2% men
and 4.9% women reported that they had no concept
of their body weight or had not paidattentiontothat.

Percentageoftakingactiontoloseweight 
The percentage of taking action to lose weight was 

lower in men 
(18.3%)thaninwomen(25.2%)anddecreasedwithageinb
oth 
sexes(Table4).Thispercentageincreasedwitheducation
level and BMI in both men and women, respectively. 
Those perceiving 
themselvesas‘‘fat’’weremorelikelytotakeactiontolosew
eight 
comparedtotheircounterparts.Resultsfromthemultiplelo
gistic 
regressionmodelsrevealedthatthepercentageoftakinga
ctionto 
loseweightwasinverselyassociatedwithmen,oldage(60
–79 years in men, 50–79 years in women), and self-
perceiving as 
‘‘thin’’andpositivelyassociatedwithhighereducationlevel
($collegein men, $high school in women), higher BMI 
($28 in men, 24–27.9 inwomen),andself-
perceptionas‘‘fat’’.Self-
perceptionas‘‘fat’’hadthehighestORfortakingactiontolo
seweightinbothsexes (OR = 3.78inmen,OR = 
2.91inwomen).

Thoseoverweightorobesearerecommendedtolosew
eightto
reducerisksofdiseases;however,only26.1%tookactiont
olose
weight.AsshowninFigure1,thispercentagewasverylow
amongthoseoverweightandobeseparticipantswithanin
correct perception of their body weight (10.2% in men,
13.3% in women).
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Table4.Percentageoftakingactiontoloseweightbyselectedcharacteristicandthecorrespondingoddsratios.

Percentage OR*

Men Women Men Women

All 18.3{ 25.2 0.77(0.67,0.88) 1.00

Age

18–29 19.0{ 30.5 1.00 1.00

30–39 22.3{ 30.5 1.05(0.73,1.50) 0.97(0.76,1.25)

40–49 18.0{ 26.8 0.93(0.66,1.31) 0.86(0.67,1.10)

50–59 20.0 22.8 0.98(0.70,1.38) 0.75(0.58,0.98)

60–79 13.0` 17.8 0.66(0.45,0.96) 0.67(0.51,0.89)

Pfortrend 0.012 ,0.001

Education
,Highschool 16.5 18.1 1.00 1.00

Highschool 16.8{ 26.4 0.99(0.77,1.28) 1.48(1.23,1.80)

$College 23.6{ 33.8 1.38(1.06,1.81) 2.15(1.76,2.63)

Pfortrend 0.001 ,0.001

BMI

,18.5 1.9` 14.9 0.23(0.03,1.73) 0.8(0.48,1.32)

18.5–23.9 11.2{ 22.2 1.00 1.00

24–27.9 20.3{ 28.0 1.25(0.94,1.66) 1.23(1.02,1.48)

$28 28.0 29.5 1.50(1.09,2.07) 1.24(0.98,1.57)

Pfortrend ,0.001 ,0.001

Perception

Thin 5.6 8.6 0.55(0.33,0.91) 0.54(0.35,0.83)

Normal 10.6{ 15.6 1.00 1.00

Fat 34.6 37.6 3.78(2.93,4.87) 2.91(2.44,3.48)

Unknown 7.7 8.0 0.67(0.39,1.17) 0.44(0.26,0.75)

Pvalue ,0.001 ,0.001

*Oddsratioswereadjustedforsex,age,educationlevel,BMI,andperceptionofbodyweight. 
{P,0.01:menvs.women. 
`P,0.05:menvs.women.
doi:10.1371/journal.pone.0098744.t004



Figure1.PercentageoftakingactiontoloseweightbyBodyfigureperceptionamongthoseoverweightorobese. 
doi:10.1371/journal.pone.0098744.g001

PLOSONE|www.plosone.org 6 September2014|Volume9|
Issue9|e98744



OverweightandObesityinBeijing,2011

Table5.
Percen
tageofs
pecific
weightl
osspra
cticeby
sexam
ongper
sonsta
kingacti
ontolos
eweigh
t.

Amongth
oseobese
`

Al
l

66
.
6

intake 16
.
6

21
.
7

56
.
9

3.
1

1.
1

*P,0.01:menvs.w
omen.
{
P
,
0
.
0
5
:
m
e
n
v
s
.
w
o
m
e
n
.
 

`
‘
‘
a
l
l
p
e
r
s
o
n
s
’
’
r
e
f
e
r
r
e
d
t
o
p
e
r
s
o
n
s
t
a
k
i
n
g
a
c
t
i
o
n
t
o
l
o
s
e
w
e
i
g
h
t
;
‘
‘
t
h
o
s
e
o
v
e
r
w
e
i
g
h
t
’
’
a
n
d
‘
‘
t
h
o
s
e
o
b
e
s
e
’
’
r
e
f
e
r

doi:10.1371/
journal.p
one.0098
744.t005

Wo
m
e
n

68
.
8

19
.
0

24
.
9

53
.
2

3.
9

1.
5

Men 63.5 13.1 17.2 62.1 2.1 0.7

Am
on
gth
os
eo
ver
we
igh
t`

Al
l

68
.
3

20
.
3

22
.
4

55
.
5

5.
5

0.
5

Women 71.8 19.6 25.7 52.5 8.2 0.7

Men 61.9{ 21
.
6

20
.

5

61.0{ 0.
5
*

0.
0

A
m
o
n
g
a
l
l
p
e
r
s
o
n
s̀

All 68.0 19.9 25.0 52.9 5.3 0.5

Wo
m
e
n

71
.
4

20
.
8

25
.
6

50
.
2

7.
2

0.
7

Me
n

60.3* 17.7 23.5 58.8* 0.9* 0.2

Reducetheamount
offood

Low-fatdiet Low-caloriedie
t

Exercise Usedrugtreatment Others



r
e
d
t
o
t
h
o
s
e
o
v
e
r
w
e
i
g
h
t
o
r
o
b
e
s
e
p
e
r
s
o
n
s
t
a
k
i
n
g
a
c
t
i
o
n
t
o
l
o
s
e
w
e
i
g
h
t
.



Evenamongthosewithacorrectperception,thecorrespo
nding
percentagewasstilllow(35.9%inmen,37.3%inwomen)a
nd decreasedwithage.

Weightlosspractice 

AsshowninTable5,amongalltheparticipantstakingactio
n to lose weight, the top two practices were to reduce 
the amount of 
foodintakeandexercise.Mostpeoplechosedietaryadjust
ment (including:toreducetheamountoffoodintake,low-
fatdiet,and low-
caloriediet)andexercise;onlyasmallportionofthem 
adopted drug treatment and other practices. 
Interestingly, women were more likely to adopt 
‘‘reduce the amount of food intake’’ 
and‘‘drugtreatment’’andwerelesslikelytochoose‘‘exerci
se’’comparedtomen.Subgroupanalysesamongthoseov
erweightor obeseshowedsimilarresults.

Discussion
Thisstudyshowedthattheprevalenceofoverweightan

d
obesitywashighinthegeneraladultpopulationinBeijing,a
s more than half of them were either overweight or
obese.  Incorrect
bodyweightperceptionexistedinnearlyhalfofthispopulat
ion.  Less  than  30% of  those  overweight  or  obese
were  taking  actionto  lose  weight  andthose  who
consideredthemselves  ‘‘fat’’were  most
likelytotakeaction.Themostpopularself-
reportedweightloss
practicesweretoreducetheamountoffoodintakeandexe
rcise.

TheprevalenceofoverweightandobesityinChinahas
increasedrapidlyinthepastdecades.Usingdatacollecte
din
nineprovinces,arecentstudyindicatedthattheprevalenc
eof
overweightandobesityincreasedfrom36.1%to40.1%in
urban
areaandfrom26.7%to38.3%inruralareaduring2000–
2009  [1].Therecent2010–
2011ChinaNationalandHealthSurvey
showedthattheprevalenceofoverweightandobesityinur
ban
residentswere32.4%and13.2%[17].Ourstudydemonstr

ated
thattheprevalenceinBeijingwashigherthanthenational
mean
levelandcatchinguptothatinthedevelopedcountries[5,1
8]. The increase in this prevalence has been mainly
attributed  to
high-fat/caloriediet,sedentarylifestyleandlackofphysic
alactivity.  The  traditional  Chinese  diet  is  well-
balanced,  rich  in  fiber  and  low
insaturatedfatsbutnowisshiftingtowardsadietwithhighf
at,
highenergydensityandlowdietaryfiber[19].In2002,daily
meanpercentageofcaloriesfortotalfatwas35.0%inChin
ese
urbanareas[20],whichwashigherthantheWHOrecomm
en-
dationlevel(30%).ItwasreportedthatmoreChineseurba
n
residents(7.4%)thanruralresidents(2.6%)adoptedased
entary
lifestylein2002[21].Thispercentagewasevenhigherinla
rge cities. For example, Yang et al. found that 20.5%
of  the  Shanghai
residentsadoptedasedentarylifestyle[22].Furthermore,
average
weeklyphysicalactivityamongadultsinChinafellby32%
between1991and2006[23].Theurbanizationfactorswer
e
associatedwith57%ofthedeclineintotalphysicalactivityf
or menand40%ofthedeclineforwomen.

Overweightandobesitywasmoreprevalentinmencom
pared with women in all age groups except the age
group  of  60–79.  The
prevalenceofoverweightincreasedwithageinbothmena
nd
women,whiletheupwardagetrendintheprevalenceofob
esity was only seen in women. The observed gender
and  age  differences
weresimilartothepreviousstudies[1,24].Apartfromage,t
he
rapidhormonechangesduringmenopausaltransitionma
yalso
contributetotheBMIandfatdistributionchangeinmiddlea
ge
andolderwomen[25,26].Interestingly,wefoundthatboth
the
prevalenceofoverweightandobesityvariedbyeducationl
evelin  women  but  not  in  men.  This  difference
remained  after  adjustment
forage.Similarfindingswerefoundinanotherstudy[27].
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However,therelationshipofeducationandobesitywasnot
consistent[28].Possibleexplanationsisthathighereducated
womeninBeijingweremoreawareofthehealthrisksofexcess



[9],wefoundthatthepercentageoftakingactiontoloseweight
was increased with BMI. However, therewas only a weak

though
significantrelationshipbetweenthemafteradjustedforother

bodyfatandhadagreaterpressuretohaveasociallyidealfigure variables.
[7].Giventheadversehealthconsequencesofoverweightand
obesityandtheirhighprevalence,effortsfromthenationaltothe
individuallevelareneededtoslowthisepidemic.

However,alargeproportionofthispopulationmisclassified
theirbodyweight.Womenweremorelikelytooverestimatetheir
bodyweightcomparedwithmen,especiallyyoungwomen.One
third of normal weight women considered themselves ‘‘fat’’,
which
couldbepartlyexplainedbythefactthatthereisaprevailing
beliefinChinathatwomenshouldbeslimandpetite[7].Even
more  concerning  is  that  many  of  those  overweight  and
obese  were
unawareoftheirweightproblem.Morethan40%ofthe
overweightparticipantsunderestimatedtheirbodyweightand
fatness. It has been raised that overweight individuals may
be  more  likelytoself-
perceivedas‘‘normal’’inasettingwhereoverweight
andobesityarecommon[29].Thismightbeinpartduetothe
lackofhealthknowledgeonbodyweight,ashigherproportionof
underperceptionwereobservedinthosewithlowereducation



Various  weight  loss  practices  were  reported  by  those
took action to lose weight. The common strategies were to
reduce  the  amount
offoodintake(68%)andexercise(52.9%),whichwassimilarto
Weiss’sstudyreportingthat64.7%ofthosetryingtoloseweight
adoptedeatinglessfoodand61.3%adoptedexercise[35].
However,Weissetalalsofoundthatlessthanonefourth
combinedcaloricrestrictionwiththehigherlevelsofphysical
activity  (300  or  more  minutes  per  week),  which  was
recommended

forweightlossinthe2005USdietaryguidelines[35].Inour
study,itmayalsobethecasethatsomepersonsreportedusing
physicalactivitytoloseweightdidnothaveenoughexercise.We
foundagenderdifferencesinweightlosspractices.Amongthose
tookactiontoloseweight,womenweremorelikelytoreducethe
amount  of  food  intake  but  less  likely  to  exercise.
Particularly,  these
womenwere8timesmorelikelytousedrugtreatmentthanman
althoughanti-obesitydrugsarenotencouragedasfirstline
treatment.Thismayreflectthesocietalpressuretowardthinness

level.Gaoetal.alsofoundthateducationlevelwaspositively amongwomen.
relatedtocorrectperceptionofbodyweight[30].Furthermore,a
beliefofbodyfatnessrepresentingprosperityandhealthisstill
widespread[7],especiallyinelderly,whichmayalsopartially
accountforthefactthatolderpeopleunderestimatedtheirbody
weighttoagreaterextentthandidyoungerpeople.



Thisstudyhasseverallimitations.Firstly,morewomenthan
menwereincludedinourstudy,whichmightleadtobiasinthe
overallprevalenceofoverweightandobesity.However,allthe

analysesinourstudywerestratifiedbysex.Wealsoreportedthe
resultsformenandwomenseparately.Secondly,theinformatio
n

It has
been

demonstra
ted that
weight

perception
is a

motivating

of weight loss practicewa
s

based on self-report. Socially

factorforweightcontrolbehaviors[13].Consistentwiththis
viewpoint,ourstudyshowedthatself-perceptionofbeingfatwas
highly correlated with taking action to lose weight in both
men  and
women.Amongoverweightandobesityindividuals,whoneeded
to lose weight for health interest, near 40% of those self-
perceiving
as‘‘fat’’(correctperception)tookactiontoloseweight;however,
thecorrespondingpercentageinthosewithanincorrectweight



undesirablepracticessuchasdrugtreatmentorvomitingmight
beunderreported.Thirdly,theChineseBMIclassificationwere
used,thereforeitisnotconvenienttocompareourresultwith
those in other countries directly although this classification

is  more  applicabletoChinese.Finally,thecross-
sectionaldesignofthis
studyprecludescausalrelationshipstobeidentified.

perceptionwasaslowas10.2%inmenand13.3%inwomen. 
Improving weight perception appropriateness through 
widespread

Conclusion

healtheducationprogramsthusisofhealthsignificance.Even
amongthoseoverweightandobeseindividualswithacorrect
weightperception,morethan60%didnottakeactiontolose
weight.Wefoundthesepeoplehadalowereducationleveland
wereyoungerthantheircounterparts.Thisfactmaybepartly
attributedtolackinginformationofthehealthhazardsof
overweight/obesity  and  responding  to  self-threatening
information inadefensivemanner.Studieshadshowedthatself-
affirmation  couldreducethisdefensiveness[31–
33].Also,thegeneralpublic perception is that achieving long-
term  weight  reduction  is  difficult  [34],  which  reduces
people’s  desire  to  initiate  weight  lose  practice.
Morestudiesareneededtoexplorethereasonsforthisdilemma.

Otherfactorsassociatedwithtakingactiontoloseweight
including sex, age, education level and BMI. Of particular
concern
wasthatmen,elderly,andthosewithlowereducationlevelwere
lesslikelytotakeactionalthoughoverweightandobesitywere
more prevalent  in  these  subgroups.  These findings  were
consistent
withotherstudies[14,35].Specificattentionshouldbegivento
thesesubgroupsandmoreunderstandingofhealthandbody
perceptionsofthispopulationisneeded.Similartootherstudies
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