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INTRODUCTION

Weight control intentions and successfully 
performed practices adopted by overweight and 
obese individuals significantly reduce their risk of life 
threatening diseases1. Underweight individuals are 
also highly encouraged by nutritionists to manage 
their weight status, and adopt a healthier lifestyle, 
by consuming essential body requirements. 
According to numerous studies however, a signifi-
cant proportion of people misperceive their 
weight2-5.

Weight misperception is overestimating or underes-
timating one’s own weight in comparison to one’s 
actual weight status. Several studies emphasize on 
greater overestimation and weight loss behaviours 
in females, with a desire for a ‘thin physique’ stated 
as the main reason3. This can be particularly alarm-
ing in obese and overweight individuals6. It is essen-
tial to assess the pattern of the type of weight inten-
tions of study participants. Overestimation is strongly 
associated with weight losing intentions, while 
underestimation with weight gaining intentions17. A 
significant portion of non-overweight and 
non-obese people have shown to make efforts to 

lose weight4.

A study on adults investigated that the number one 
stated reason to lose weight was ‘health’8. In teen-
agers, some of the predominant reasons leading to 
intentions of weight loss were shown to be ‘dissatis-
faction with current weight’ and desiring an ‘ideal 
body weight’ appearance owing to social and 
cultural pressure from media and peers, nutritional 
lifestyle changes, influence from modernization, 
and socioeconomic status2.

Although it was believed earlier that such patterns 
were more typical in Western cultures, they are 
becoming increasingly common in developing 
countries9. It has been found that the highest 
frequency of people attempting to lose weight is of 
Asian countries, including Pakistan4. Pakistan has 
relatively been targeted less in terms of studies in this 
criterion, unlike the western world. Very few studies 
have been conducted in Karachi on weight 
perception, with only two on young adults and one 
on obese and overweight adults. They have all 
shown significant weight misperception3, 10, 11.

This study was done to investigate the weight 
perception amongst adults in Karachi, to assess 
their intentions of weight management and to 
identify reasons for weight loss efforts. This will give us 
an idea about the prevalence of weight misper-
ception or idealization in the adult population, and 
the weight changes that people are intending to 
make. This will also guide us towards taking appro-
priate measures to create awareness amongst 
people, about correctly perceiving and managing 
weight. We also expect to get a clear picture about 
what factors lead to intentions of losing weight and 
whether different segments of society are playing 
the right role in it.

METHODS

A cross sectional study was used to collect data 
from October 2015 to December 2015. Data was 
collected from the students, faculty and staff of a 
private university in Karachi, Pakistan. Sample size 
was calculated using the formula n=z2p(1-p)/d2 with 
p=0.5 and d=0.05. It was calculated to be 384 and 
was inflated to 450 to compensate for 20% wast-
age, based on 50% proportion. Purposive sampling 
technique was used for this study. The criteria 
included males and females of 20 to 60 years of 
age.

Participants were required to fill a questionnaire with 
certain demographic variables including gender, 
age, income, ethnicity and educational status. 
Socio-economic status was classified according to 
educational status, occupation and income. To 
classify perception as correct or incorrect, compari-

son between actual and perceived weight statuses 
is essential. Actual weight status of participants was 
classified using body mass index (BMI) values. BMI of 
a person is defined as their weight in kilograms divid-
ed by the square of their height in meters (kg/m2). 
Participants with BMI values of less than 18.5 were 
considered underweight, between 18.5 and 24.9 as 
normal weight, between 25 and 29.9 as overweight, 
and greater than and equal to 30 as obese12. 
Weight was measured using a weighing machine 
with no zero error, and height was measured using a 
measuring scale and a perpendicular surface. For 
perceived weight status, a part of the study ques-
tionnaire asked for the weight classification the 
participants considered themselves to be in. If the 
perceived weight status of an individual did not 
match with their actual weight status, they were 
considered to misperceive their weight, with more 
than the actual as overestimation and less than the 
actual as underestimation. The participants were 
asked in the questionnaire about whether they 
were trying to lose, gain, control or do nothing at all 
with their weight. Those trying to lose/control their 
weight, were asked to rate each of the following 
reasons for their weight management concerns; 
‘health’, ‘desire for thin physique’, ‘pressure from 
family and/or peers’ and ‘feeling better about 
themselves’. Scores from 0 to 5 were allotted for 
each reason, with 0 for strong disagreement and 5 
for strong agreement

Data was entered into SPSS Version 20 and descrip-
tive analysis was done. For associations between 
different categorical values, Chi square test was 
used. P value less than 0.05 was taken as significant. 
Ethical approval was obtained by the Community 
Health Sciences Department from the Ethics Review 
Committee of Ziauddin University. Informed written 
consent was obtained from all participants through 
a consent form given with the questionnaire.

RESULTS

The sample size of this study was 450, which includ-
ed 160 (35.6%) males and 290 (64.4%) females. The 
mean age of the subjects was 27.94 (± 10.891) 
years. Majority of the subjects (58%) had only com-
pleted their intermediate studies, 20.9% had com-
pleted their graduate and 16% postgraduate 
studies. In terms of socio-economic status, 2.7% 
considered themselves poor, 3.3% low class, 38.7% 
middle class, 49.8% upper middle class and 5.6% 
upper class. About 55% of the subjects were 
students, with an equal distribution of approximate-
ly 6% each amongst teachers, housewives and 
medical practitioners. The rest of the subjects had a 
varied range of occupations. Based on body mass 
index (BMI), 13.3% of the participants were under-
weight (7.5% in males versus 16.6% in females), 54.9% 
were normal weight (53.8% in males versus 55.5% in 

females), 25.3% were overweight (30% in males 
versus 22.8% in females) and 6.4% were obese (8.8% 
in males versus 5.2% in females).

In general, 62.2% of the total subjects perceived 
their weight status correctly. This percentage was 
59.7% in females and 66.9% in males. Weight misper-
ception was present in 37.8% of the subjects (40.3% 
in females versus 33.1% in males). Out of these, 28% 
overestimated their weight (15.6% in males versus 
34.8% in females) and 9.3% underestimated their 
weight (16.25% in males versus 5.5% in females). In 

males, most misperception was observed with the 
obese group perceiving themselves as overweight 
(64.3%), underweight males considering themselves 
of normal weight (41.7%), overweight males consid-
ering themselves underweight (25%) and normal 
weight males considering themselves overweight 
(18.6%). In females, most misperception was report-
ed amongst obese females considering themselves 
overweight (40%), and underweight females 
considering themselves normal weight (33.3%), 
followed by overweight females considering them-
selves obese (28.8%).

Overall, 28% were trying to lose weight, 12% trying to 
gain weight, 28.7% trying to control weight and 
31.3% were doing nothing about their weight. Figure 
2 has complete data on intentions of weight man-
agement corresponding to the actual weight 
statuses and the perceived weight statuses.

When compared with gender, more males were 
trying to gain weight (18.8% versus 8.3%), while more 
females were trying to lose (29.3% versus 25.6%), 
control (29.7% versus 26.9%) and do nothing about 
their weight (32.8% versus 28.7%). Association of 
gender with intention of weight management was 
found to be significant with a p-value of 0.013.

In both genders, the highest rated reason was 
‘feeling better about myself’, followed by ‘health 
concern’, ‘desire for a thin physique’ and ‘fami-
ly/peer pressure’. However, in females the reason of 
‘health concern’ (57.2%) was almost equally as 
frequent as that of ‘thin physique’ (54.3%).

Figure 1- Reasons to lose/control weight in the 
participants

The percentage of participants according to 
gender who rated the mentioned reasons as 4/5 
and 5/5 (strong agreement) behind their efforts to 
lose/control weight has been shown. The reasons 
were ‘health concerns’, ‘thin physique’, ‘feeling 
better about myself’ and ‘peer/family pressure’

DISCUSSION

In our study, the proportion of underweight, normal 
weight, over weight and obese subjects was 13.3%, 
54.9%, 25.3% and 6.4% respectively. According to 
the most recent Global Database of BMI by WHO, 
Pakistan is shown to have approximately 31.2% 
underweight, 54.4% normal weight, 14.4% 
overweight and 3.4% obese populations12. Except 
for the normal weight category, our study’s data in 
Karachi shows different statistics than the rest of the 
country, including a lower percentage of under-
weight and a higher percentage of overweight and 
obese individuals. Weight perception is a phenom-
enon focused relatively more in the rest of the world 
with more studies targeting teenaged school going 
subjects than adults. To the best of our knowledge, 
only three studies have been carried out in the city 
of Karachi. Two studies were conducted on universi-
ty going students3, 10 with one study focusing on 
female university students only3. The third study 
focused mainly on underestimation of weight in the 
adult population of Karachi11. 

Overall prevalence of weight misperception in our 
study (37.8%) falls in between data from other 
studies done on both genders (42.4% and 33%).

In young adults, overall misperception was 36.9% in 

Mexico13, and 50.2% misperceived their weight 
status in China (14.3% overestimation and 35.9% 
underestimation) 14. Previously, a study conducted 
on university students in twenty two low, middle and 
emerging economy countries, reported a 19% 
overestimation4, and 41% was reported in obese 
and overweight adults in Mauritius6. In studies 
conducted on older individuals with mean age 
above 40, 40.1% misperception was prevalent in the 
US with more underestimation than overestima-
tion15, and 18% underestimation and 7% overestima-
tion was found in Switzerland16.

In our study, females misperceived their weight 
more than males. Overall, 28% of the subjects 
overestimated their weight. Females overestimated 
their weight approximately twice more than males 
(34.8% versus 15.6%). On the other hand, 9.3% of the 
participants underestimated their weight with males 
twice more than females (16.25% versus 5.5%). 
Similar to the trend in our results, overestimation has 
been strongly associated with the female gender 
and underestimation with the male gender in multi-
ple parts of the world5, 7, 10, 16-19.

According to a study, overestimation in adolescents 
is associated with higher weight loss intentions along 
with increased risk of practicing weight loss meth-
ods that are deemed injurious to health [20] . Our 
study shows that the number of participants who 
are trying to lose weight is much higher than the 
numbers who actually need to lose weight. This is a 
reflection of high prevalence of weight mispercep-
tion. Only 54% of the participants trying to lose 
weight actually fall in the overweight or obese cate-
gories according to their BMI. The rest of the 45.2% 
were actually of normal weight, out of which half 
were overestimating their weight. This can show that 
an equal number of correctly perceiving and 
overestimating normal weight individuals were not 
satisfied with their weight and were making efforts 
to lose it. Peltzer et al. reported 27% non-over-
weight/obese university students making efforts to 
lose weight from 22 countries. This was much higher 
among women (34.6%) than men (16.5%). This 
overall percentage was, however, below 20% in the 
Caribbean, South America and sub-Saharan Africa, 
and above 20% among students in North Africa, 
Near East, Central Asia and most other Asian coun-
tries including Pakistan, Bangladesh, Singapore, 
Thailand and Philippines4. The perceived and actual 
weight statuses both had the same p-value, with an 
association with weight management intentions. 
This tells us that not much can be said about which 
can be a more positive predictor about weight 
management intentions.

In our study, out of those trying to gain weight, half 
were normal weight and half underweight individu-
als. However, we do not have knowledge of the 
extent of the efforts made to gain weight, due to 
which not much can be said about whether these 

efforts in normal weight individuals can lead to 
being overweight or even obese. Where all under-
weight people should be working on gaining 
weight, 46.6% are doing nothing at all and 10% are 
trying to control their weight. This should be brought 
to attention since being underweight can predis-
pose people to osteoporosis, menstrual irregularities 
and weak immunity3. Efforts of just weight control 
have majority of normal weight individuals followed 
by overweight and obese.

Another distinctive result is that although none of 
the overweight or obese participants wanted to 
gain more weight, 20.3% of them were not intend-
ing to do anything regarding their weight (14.2% in 
overweight and 6.4% in obese) and 32.1% were 
trying to just control their weight when they should 
have been working on losing it (34.2% in overweight 
and 24.1% in obese). Improper management of an 
overweight status can lead to obesity and its 
long-term complications. It is associated in adults 
with diabetes mellitus Type 2, hypertension, dyslipid-
emia, heart disease, cerebrovascular disease, 
metabolic syndrome and certain other systemic 
conditions21. Oddly, even after overestimating their 
weight in the overweight and obese categories, a 
few participants were doing nothing about their 
weight.

In our findings, more males underestimated their 
weight and more females overestimated their 
weight. Having said that, as one would expect, 
more males were trying to gain weight and more 
females were trying to lose or control their weight. 
Where only 7.5% of males in our study were of 
underweight category, 18.8 % were trying to gain 
weight. Where only 31.7 % females were overweight 
or obese, 59% were trying to lose or control their 
weight. Similar pattern of more females trying to lose 
weight than males has been seen previously25.

Ideally the primary reason to lose/control weight in 
both males and females should be concern about 
health. However, majority of the people gave 
higher rates to ‘feeling better about myself’. Health 
is still the second highest rated reason overall and 
greater in males (62.8%) as compared to females 
(57.2%). Females are almost equally worried about 
health and having a thin physique. It has been 
reported previously that both genders have differ-
ent primary concerns for losing weight and more 
men have claimed health concern as a trigger8. 
The desire for a thin physique is a stronger reason to 
control/lose weight amongst females (54.3%) as 
compared to males (49.4%). According to a previ-
ous study conducted in Pakistan, females tend to 
be oversensitive towards their weight status 
because they are influenced more by family and 
social pressures10. A study conducted in India 
reported overweight younger females to have the 
highest body dissatisfaction22. Similar findings were 
observed in a study conducted on adolescent 

females in the US. In this, they also found overweight 
girls to have lower self-esteem than normal weight 
girls and an association of influence from friends 
about ideal body image was also observed23. 

In our culture, a major reason identified to lose 
weight, especially in the younger females (15-24 
years), is projection by the media that tends to 
motivate and pressurize people to be of a certain 
weight and physique. In males, a smaller percent-
age is concerned about thin physique or influenced 
by peer pressure, because a heavier body structure 
or muscular model is preferred10. However, a study 
on Australian adults and one on Malaysian adoles-
cents reported health concern as the number one 
reason to lose weight8, 24.

Most of the studies conducted on this subject target 
a younger age group, so there is very limited data 
targeting the range of 20 to 60 years in our country. 
This study being conducted in Karachi portrays a 
good outlook of urban cities in the developing 
world. In this study, it was beneficial that the anthro-
pometric measurements were performed by the 
researchers, not having to rely on self-reported 
weight and height. 

The study had certain limitations. We targeted the 
adult age group of Karachi, but the mean age was 
27.94 years. The data was unequally divided in 
terms of gender with more female than male 
subjects. Voluntary participation along with anthro-
pometric measurements could have led to a selec-
tion bias.

CONCLUSION

Our study showed that more than half the partici-
pants were of normal weight. Women outweighed 
men in the underweight class and the male propor-
tion was higher in the overweight and obese class-
es. Overestimation was seen more in females while 
underestimation more in males. More males were 
trying to gain while more females were trying to lose 
and control their weight. For majority, feeling better 
about themselves turned out to be the most import-
ant reason to try to lose or control their weight, while 
health concern was the second highest rated 
reason. Emphasis should be made on creating 
awareness about obesity and its complications. The 
social stigma regarding an ideal body image should 
also be discouraged. Focus should be made on 
informing and properly counseling people about 
their weight category and management, to avoid 
misperception and inaccurate weight manage-
ment behaviors.
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RESULTS
Important observations and findings should be highlighted. The data in this section can take the form of text, 
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INTRODUCTION

Weight control intentions and successfully 
performed practices adopted by overweight and 
obese individuals significantly reduce their risk of life 
threatening diseases1. Underweight individuals are 
also highly encouraged by nutritionists to manage 
their weight status, and adopt a healthier lifestyle, 
by consuming essential body requirements. 
According to numerous studies however, a signifi-
cant proportion of people misperceive their 
weight2-5.

Weight misperception is overestimating or underes-
timating one’s own weight in comparison to one’s 
actual weight status. Several studies emphasize on 
greater overestimation and weight loss behaviours 
in females, with a desire for a ‘thin physique’ stated 
as the main reason3. This can be particularly alarm-
ing in obese and overweight individuals6. It is essen-
tial to assess the pattern of the type of weight inten-
tions of study participants. Overestimation is strongly 
associated with weight losing intentions, while 
underestimation with weight gaining intentions17. A 
significant portion of non-overweight and 
non-obese people have shown to make efforts to 

lose weight4.

A study on adults investigated that the number one 
stated reason to lose weight was ‘health’8. In teen-
agers, some of the predominant reasons leading to 
intentions of weight loss were shown to be ‘dissatis-
faction with current weight’ and desiring an ‘ideal 
body weight’ appearance owing to social and 
cultural pressure from media and peers, nutritional 
lifestyle changes, influence from modernization, 
and socioeconomic status2.

Although it was believed earlier that such patterns 
were more typical in Western cultures, they are 
becoming increasingly common in developing 
countries9. It has been found that the highest 
frequency of people attempting to lose weight is of 
Asian countries, including Pakistan4. Pakistan has 
relatively been targeted less in terms of studies in this 
criterion, unlike the western world. Very few studies 
have been conducted in Karachi on weight 
perception, with only two on young adults and one 
on obese and overweight adults. They have all 
shown significant weight misperception3, 10, 11.

This study was done to investigate the weight 
perception amongst adults in Karachi, to assess 
their intentions of weight management and to 
identify reasons for weight loss efforts. This will give us 
an idea about the prevalence of weight misper-
ception or idealization in the adult population, and 
the weight changes that people are intending to 
make. This will also guide us towards taking appro-
priate measures to create awareness amongst 
people, about correctly perceiving and managing 
weight. We also expect to get a clear picture about 
what factors lead to intentions of losing weight and 
whether different segments of society are playing 
the right role in it.

METHODS

A cross sectional study was used to collect data 
from October 2015 to December 2015. Data was 
collected from the students, faculty and staff of a 
private university in Karachi, Pakistan. Sample size 
was calculated using the formula n=z2p(1-p)/d2 with 
p=0.5 and d=0.05. It was calculated to be 384 and 
was inflated to 450 to compensate for 20% wast-
age, based on 50% proportion. Purposive sampling 
technique was used for this study. The criteria 
included males and females of 20 to 60 years of 
age.

Participants were required to fill a questionnaire with 
certain demographic variables including gender, 
age, income, ethnicity and educational status. 
Socio-economic status was classified according to 
educational status, occupation and income. To 
classify perception as correct or incorrect, compari-

son between actual and perceived weight statuses 
is essential. Actual weight status of participants was 
classified using body mass index (BMI) values. BMI of 
a person is defined as their weight in kilograms divid-
ed by the square of their height in meters (kg/m2). 
Participants with BMI values of less than 18.5 were 
considered underweight, between 18.5 and 24.9 as 
normal weight, between 25 and 29.9 as overweight, 
and greater than and equal to 30 as obese12. 
Weight was measured using a weighing machine 
with no zero error, and height was measured using a 
measuring scale and a perpendicular surface. For 
perceived weight status, a part of the study ques-
tionnaire asked for the weight classification the 
participants considered themselves to be in. If the 
perceived weight status of an individual did not 
match with their actual weight status, they were 
considered to misperceive their weight, with more 
than the actual as overestimation and less than the 
actual as underestimation. The participants were 
asked in the questionnaire about whether they 
were trying to lose, gain, control or do nothing at all 
with their weight. Those trying to lose/control their 
weight, were asked to rate each of the following 
reasons for their weight management concerns; 
‘health’, ‘desire for thin physique’, ‘pressure from 
family and/or peers’ and ‘feeling better about 
themselves’. Scores from 0 to 5 were allotted for 
each reason, with 0 for strong disagreement and 5 
for strong agreement

Data was entered into SPSS Version 20 and descrip-
tive analysis was done. For associations between 
different categorical values, Chi square test was 
used. P value less than 0.05 was taken as significant. 
Ethical approval was obtained by the Community 
Health Sciences Department from the Ethics Review 
Committee of Ziauddin University. Informed written 
consent was obtained from all participants through 
a consent form given with the questionnaire.

RESULTS

The sample size of this study was 450, which includ-
ed 160 (35.6%) males and 290 (64.4%) females. The 
mean age of the subjects was 27.94 (± 10.891) 
years. Majority of the subjects (58%) had only com-
pleted their intermediate studies, 20.9% had com-
pleted their graduate and 16% postgraduate 
studies. In terms of socio-economic status, 2.7% 
considered themselves poor, 3.3% low class, 38.7% 
middle class, 49.8% upper middle class and 5.6% 
upper class. About 55% of the subjects were 
students, with an equal distribution of approximate-
ly 6% each amongst teachers, housewives and 
medical practitioners. The rest of the subjects had a 
varied range of occupations. Based on body mass 
index (BMI), 13.3% of the participants were under-
weight (7.5% in males versus 16.6% in females), 54.9% 
were normal weight (53.8% in males versus 55.5% in 

females), 25.3% were overweight (30% in males 
versus 22.8% in females) and 6.4% were obese (8.8% 
in males versus 5.2% in females).

In general, 62.2% of the total subjects perceived 
their weight status correctly. This percentage was 
59.7% in females and 66.9% in males. Weight misper-
ception was present in 37.8% of the subjects (40.3% 
in females versus 33.1% in males). Out of these, 28% 
overestimated their weight (15.6% in males versus 
34.8% in females) and 9.3% underestimated their 
weight (16.25% in males versus 5.5% in females). In 

males, most misperception was observed with the 
obese group perceiving themselves as overweight 
(64.3%), underweight males considering themselves 
of normal weight (41.7%), overweight males consid-
ering themselves underweight (25%) and normal 
weight males considering themselves overweight 
(18.6%). In females, most misperception was report-
ed amongst obese females considering themselves 
overweight (40%), and underweight females 
considering themselves normal weight (33.3%), 
followed by overweight females considering them-
selves obese (28.8%).

Overall, 28% were trying to lose weight, 12% trying to 
gain weight, 28.7% trying to control weight and 
31.3% were doing nothing about their weight. Figure 
2 has complete data on intentions of weight man-
agement corresponding to the actual weight 
statuses and the perceived weight statuses.

When compared with gender, more males were 
trying to gain weight (18.8% versus 8.3%), while more 
females were trying to lose (29.3% versus 25.6%), 
control (29.7% versus 26.9%) and do nothing about 
their weight (32.8% versus 28.7%). Association of 
gender with intention of weight management was 
found to be significant with a p-value of 0.013.

In both genders, the highest rated reason was 
‘feeling better about myself’, followed by ‘health 
concern’, ‘desire for a thin physique’ and ‘fami-
ly/peer pressure’. However, in females the reason of 
‘health concern’ (57.2%) was almost equally as 
frequent as that of ‘thin physique’ (54.3%).

Figure 1- Reasons to lose/control weight in the 
participants

The percentage of participants according to 
gender who rated the mentioned reasons as 4/5 
and 5/5 (strong agreement) behind their efforts to 
lose/control weight has been shown. The reasons 
were ‘health concerns’, ‘thin physique’, ‘feeling 
better about myself’ and ‘peer/family pressure’

DISCUSSION

In our study, the proportion of underweight, normal 
weight, over weight and obese subjects was 13.3%, 
54.9%, 25.3% and 6.4% respectively. According to 
the most recent Global Database of BMI by WHO, 
Pakistan is shown to have approximately 31.2% 
underweight, 54.4% normal weight, 14.4% 
overweight and 3.4% obese populations12. Except 
for the normal weight category, our study’s data in 
Karachi shows different statistics than the rest of the 
country, including a lower percentage of under-
weight and a higher percentage of overweight and 
obese individuals. Weight perception is a phenom-
enon focused relatively more in the rest of the world 
with more studies targeting teenaged school going 
subjects than adults. To the best of our knowledge, 
only three studies have been carried out in the city 
of Karachi. Two studies were conducted on universi-
ty going students3, 10 with one study focusing on 
female university students only3. The third study 
focused mainly on underestimation of weight in the 
adult population of Karachi11. 

Overall prevalence of weight misperception in our 
study (37.8%) falls in between data from other 
studies done on both genders (42.4% and 33%).

In young adults, overall misperception was 36.9% in 

Mexico13, and 50.2% misperceived their weight 
status in China (14.3% overestimation and 35.9% 
underestimation) 14. Previously, a study conducted 
on university students in twenty two low, middle and 
emerging economy countries, reported a 19% 
overestimation4, and 41% was reported in obese 
and overweight adults in Mauritius6. In studies 
conducted on older individuals with mean age 
above 40, 40.1% misperception was prevalent in the 
US with more underestimation than overestima-
tion15, and 18% underestimation and 7% overestima-
tion was found in Switzerland16.

In our study, females misperceived their weight 
more than males. Overall, 28% of the subjects 
overestimated their weight. Females overestimated 
their weight approximately twice more than males 
(34.8% versus 15.6%). On the other hand, 9.3% of the 
participants underestimated their weight with males 
twice more than females (16.25% versus 5.5%). 
Similar to the trend in our results, overestimation has 
been strongly associated with the female gender 
and underestimation with the male gender in multi-
ple parts of the world5, 7, 10, 16-19.

According to a study, overestimation in adolescents 
is associated with higher weight loss intentions along 
with increased risk of practicing weight loss meth-
ods that are deemed injurious to health [20] . Our 
study shows that the number of participants who 
are trying to lose weight is much higher than the 
numbers who actually need to lose weight. This is a 
reflection of high prevalence of weight mispercep-
tion. Only 54% of the participants trying to lose 
weight actually fall in the overweight or obese cate-
gories according to their BMI. The rest of the 45.2% 
were actually of normal weight, out of which half 
were overestimating their weight. This can show that 
an equal number of correctly perceiving and 
overestimating normal weight individuals were not 
satisfied with their weight and were making efforts 
to lose it. Peltzer et al. reported 27% non-over-
weight/obese university students making efforts to 
lose weight from 22 countries. This was much higher 
among women (34.6%) than men (16.5%). This 
overall percentage was, however, below 20% in the 
Caribbean, South America and sub-Saharan Africa, 
and above 20% among students in North Africa, 
Near East, Central Asia and most other Asian coun-
tries including Pakistan, Bangladesh, Singapore, 
Thailand and Philippines4. The perceived and actual 
weight statuses both had the same p-value, with an 
association with weight management intentions. 
This tells us that not much can be said about which 
can be a more positive predictor about weight 
management intentions.

In our study, out of those trying to gain weight, half 
were normal weight and half underweight individu-
als. However, we do not have knowledge of the 
extent of the efforts made to gain weight, due to 
which not much can be said about whether these 

efforts in normal weight individuals can lead to 
being overweight or even obese. Where all under-
weight people should be working on gaining 
weight, 46.6% are doing nothing at all and 10% are 
trying to control their weight. This should be brought 
to attention since being underweight can predis-
pose people to osteoporosis, menstrual irregularities 
and weak immunity3. Efforts of just weight control 
have majority of normal weight individuals followed 
by overweight and obese.

Another distinctive result is that although none of 
the overweight or obese participants wanted to 
gain more weight, 20.3% of them were not intend-
ing to do anything regarding their weight (14.2% in 
overweight and 6.4% in obese) and 32.1% were 
trying to just control their weight when they should 
have been working on losing it (34.2% in overweight 
and 24.1% in obese). Improper management of an 
overweight status can lead to obesity and its 
long-term complications. It is associated in adults 
with diabetes mellitus Type 2, hypertension, dyslipid-
emia, heart disease, cerebrovascular disease, 
metabolic syndrome and certain other systemic 
conditions21. Oddly, even after overestimating their 
weight in the overweight and obese categories, a 
few participants were doing nothing about their 
weight.

In our findings, more males underestimated their 
weight and more females overestimated their 
weight. Having said that, as one would expect, 
more males were trying to gain weight and more 
females were trying to lose or control their weight. 
Where only 7.5% of males in our study were of 
underweight category, 18.8 % were trying to gain 
weight. Where only 31.7 % females were overweight 
or obese, 59% were trying to lose or control their 
weight. Similar pattern of more females trying to lose 
weight than males has been seen previously25.

Ideally the primary reason to lose/control weight in 
both males and females should be concern about 
health. However, majority of the people gave 
higher rates to ‘feeling better about myself’. Health 
is still the second highest rated reason overall and 
greater in males (62.8%) as compared to females 
(57.2%). Females are almost equally worried about 
health and having a thin physique. It has been 
reported previously that both genders have differ-
ent primary concerns for losing weight and more 
men have claimed health concern as a trigger8. 
The desire for a thin physique is a stronger reason to 
control/lose weight amongst females (54.3%) as 
compared to males (49.4%). According to a previ-
ous study conducted in Pakistan, females tend to 
be oversensitive towards their weight status 
because they are influenced more by family and 
social pressures10. A study conducted in India 
reported overweight younger females to have the 
highest body dissatisfaction22. Similar findings were 
observed in a study conducted on adolescent 

females in the US. In this, they also found overweight 
girls to have lower self-esteem than normal weight 
girls and an association of influence from friends 
about ideal body image was also observed23. 

In our culture, a major reason identified to lose 
weight, especially in the younger females (15-24 
years), is projection by the media that tends to 
motivate and pressurize people to be of a certain 
weight and physique. In males, a smaller percent-
age is concerned about thin physique or influenced 
by peer pressure, because a heavier body structure 
or muscular model is preferred10. However, a study 
on Australian adults and one on Malaysian adoles-
cents reported health concern as the number one 
reason to lose weight8, 24.

Most of the studies conducted on this subject target 
a younger age group, so there is very limited data 
targeting the range of 20 to 60 years in our country. 
This study being conducted in Karachi portrays a 
good outlook of urban cities in the developing 
world. In this study, it was beneficial that the anthro-
pometric measurements were performed by the 
researchers, not having to rely on self-reported 
weight and height. 

The study had certain limitations. We targeted the 
adult age group of Karachi, but the mean age was 
27.94 years. The data was unequally divided in 
terms of gender with more female than male 
subjects. Voluntary participation along with anthro-
pometric measurements could have led to a selec-
tion bias.

CONCLUSION

Our study showed that more than half the partici-
pants were of normal weight. Women outweighed 
men in the underweight class and the male propor-
tion was higher in the overweight and obese class-
es. Overestimation was seen more in females while 
underestimation more in males. More males were 
trying to gain while more females were trying to lose 
and control their weight. For majority, feeling better 
about themselves turned out to be the most import-
ant reason to try to lose or control their weight, while 
health concern was the second highest rated 
reason. Emphasis should be made on creating 
awareness about obesity and its complications. The 
social stigma regarding an ideal body image should 
also be discouraged. Focus should be made on 
informing and properly counseling people about 
their weight category and management, to avoid 
misperception and inaccurate weight manage-
ment behaviors.
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