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INTRODUCTION

Obesity, a chronic disease influenced by socio-economic, 
cultural, psychological, environmental, metabolic, genetic 
factors, and the “lifestyle” of people, is a major global public 
health challenge. There has been a recent significant increase 
in global obesity prevalence in the past 20 years [1]. In 2014, 
it was reported that close to 2 billion adults were overweight 
globally, of which 600 million were obese [2].

Overweight and obesity rates differ and are influenced by 
race/ethnicity, gender, age, and socioeconomic status [3]. In 
West Africa, obesity mostly occurs in higher socio-economic 
classes [4]. It has been reported to have a prevalence rate of 
13.6% among adults in Ghana [5] and 41% among women in 
western Nigeria [6]. A prevalence of 23% has been reported in 
Northern Nigeria [7], and a comparable prevalence of 21.4% in 
Jos, Plateau State [8].

The increased incidence of obesity and its complications 
has prompted renewed focus on services to decrease obesity 

in tertiary care settings. Multidisciplinary clinics have been 
established in some developed countries in keeping with 
available evidence [9-12]. However, high attrition rates and 
poor weight loss outcomes have been reported in some of these 
clinics, and the patients most likely to develop poor outcomes 
have not been clearly and consistently defined [13-15]. Early 
identification of patients who fail to attend, or who continue 
to gain weight, might allow for the institution of an alternate 
process of care that optimizes all patients’ outcomes.

Motivation is the probability that a person will enter into, 
continue, and adhere to a specific change strategy [16]. The 
study of motivation is, therefore, central to understanding 
and identifying patients who are likely to benefit from obesity 
interventions. Motivation is an important first step toward any 
action or change in behavior [17]. People generally will not 
perform desired behaviors unless or until they are motivated 
to do so [18]. Motivation is the driving force by which humans 
achieve their goal, and could be intrinsic or extrinsic [17-21]. 
The motivation for change involves having the belief that 
changing one’s behavior can influence an outcome [20,21].
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Client motivation for change is not a single attribute, but 
varies in intensity, and is critical for behavioral weight loss 
programs. The role of the motivational type cognitive process 
in changing behavior became a question of great importance in 
the field of psychology in the 1970s [20,21]. This model was next 
applied to other types of therapy like those involving smokers, 
weight loss, alcoholics, and phobic patients [20,21]. Research 
investigating sources of motivation for change typically have 
compared intrinsic sources of motivation (e.g., feeling a sense 
of accomplishment, spiritual experiences, and health concerns) 
with extrinsic sources (e.g., financial incentives, social and 
situational influences) [22]. In general, internal motivation 
is associated with greater long-term change than is external 
motivation [22]. One study found that outpatients with high 
levels of both internal and external motivation had the highest 
treatment retention and treatment attendance outcomes. 
Irrespective of their level of external motivation, outpatients 
with low internal motivation had the worst outcomes [22]. 
Clinicians and others can access and enhance a person’s 
motivation to change well before extensive damage is done to 
health, relationships, reputation, or self-image [18].

Two previously reported studies had elucidated the factors 
predicting readiness to change among a cohort of literate 
obese patients in primary care [23,24]. The first study 
revealed that 73.5% were in contemplation stage, the majority 
(69.1%) were motivated (self - perception) to lose weight, 
but most (58%) were not confident that they could lose 
weight (self - efficacy) [23]. The second study, a single-blind 
randomized intervention showed significantly higher mean 
University of Rhode Island Change Assessment (URICA) score 
increase for the intervention group compared to the usual 
care group (8.52 ± 1.62 to 10.53 ± 5.72, P ≤ 0.001). A higher 
proportion of the intervention group was in the preparation to 
action TTM category compared to the control (35.3% vs. 17.6%, 
P < 0.001). The study concluded that an outpatient counseling 
technique could improve motivation to change [24]. This study, 
therefore, aimed to determine, through a qualitative follow-up 
study, what factors motivated those literate obese patients who 
had a high readiness to change scores, to lose weight.

METHODS

Clients were initially recruited for an intervention studying 
the effect of counseling on motivation to lose weight which 
had been previously reported [23,24]. In the second phase of 
the study between July and October 2012, focus groups were 
formed from those who were motivated to change as indicated 
by their URICA score.

URICA is one of the most widely studied measures of readiness 
for change (RTC) with higher scores indicating a greater RTC 
score [25]. URICA can be used to assess a participant’s RTC 
regarding a range of problems including, obesity, diet, and weight 
management [25]. The URICA 32-item self-report measure 
includes subscales measuring the Prochaska’s transtheoretical 
model of stages of change PC, C, A, and M (Pre-contemplation, 
contemplation, action and maintenance, respectively). 

Responses are given on a 5-point Likert scale ranging from 1 
(strong disagreement) to 5 (strong agreement). The subscales 
can be combined arithmetically (C + A + M − PC) to yield a 
second-order continuous RTC score with possible scores of +2 
to +14, that can be used to assess RTC [25].

Three focus groups were formed with six individuals in each 
group that were matched for RTC score, age, and gender. All 
participants were informed as to the time, date and venue of 
the focus group discussion (FGD) which lasted for 2 h each. 
Participants were reimbursed for travel to the clinic. The FGD 
was moderated by two researchers. Notes were recorded manually 
using notebooks and each session was recorded with an mp3 
recorder. Discussions were in the form of open-ended questions 
to elucidate which factors could potentially be correlated with 
participants’ motivation. The transcripts and field notes were 
coded by one of the researchers and checked by a separate 
researcher. Significant differences in coding were resolved by the 
3rd researcher. Concepts were developed in January 2013 from 
the coded categories and a theoretical framework describing 
various influences on behavioral motivation was developed by 
the authors using the 6 step guide described by Braun and Clark 
as: Familiarizing yourself with your data, generating initial codes, 
searching for themes, reviewing themes, defining and naming 
themes, and producing the report [26]. Descriptive statistics are 
reported to highlight the importance of certain themes.

RESULTS

The participants were mainly between the ages of 31 and 
50 years (67.8%). More than half (66.7%) were female, most 
respondents were married (83.3%), and had a tertiary education 
(83.3%). They were mainly from professional occupational 
groups (66.7%) and from higher income groups (61.1%). The 
majority (72.2%) felt they were motivated to change, but only 
one-third (33.3%) had a sense of self-efficacy that they would 
be able to lose weight [Table 1].

Quantitative Analysis

The mean body mass index (BMI) was 37.4 ± 4.3, and based on 
BMI, two-thirds of the participants were Obese Classes II and III, 
with Obese Class II being the most common category (44.4%) 
[Figure 1]. Chi-square testing did not reveal any statistically 
significant relationship between BMI class and gender 
(P = 0.20), age group (P = 0.14), or income group (P = 0.28).

The mean URICA score was 9.7 ± 2.8 with a median score of 9.9. 
Half of the participants were in contemplation stage based on 
their URICA score and a further 22.2% were in the preparation 
for action stage [Figure 2].

Qualitative Analysis

Factors affecting motivation to change

Factors affecting motivation toward weight loss were investigated 
among the respondents and the following findings emerged; all 
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the participants in the FGDs mentioned financial incentives as 
a motivating factor. More than half (55.6%) were also equally 
motivated by family and community as well as dressing and 
self-esteem. Half of the participants (50%) indicated premorbid 
medical conditions as their main motivators. Overall, only a 
minority mentioned either counseling by the physician (38.9%) 
or the availability of a weight loss program in the hospital 
(27.8%) as motivating factors [Table 2].

The key themes generated from these factors that positively 
affected motivation for change derived from the FGD include 
Sociocultural factors, recognition of obesity as a risk factor for 
diseases, access to weight loss programs, and economic factors.

Sociocultural Factors

Pressure from family, friends, and society

Majority of the respondents reported that comments from 
relatives and friends influenced their perception of their being 
obese and this further provided motivation for the respondents 
to lose weight. The study showed that behavioral patterns of the 
respondents were re-enforced by the actions and reactions of other 
people who had commented on the weight of the respondents 
or compared the physical appearances of obese individuals with 
other individuals of similar demographic characteristics who 
had less body fat. The study also seems to suggest that female 
respondents were more likely to be influenced by comments of 
family members and friends about their weight. Out of the 10 
participants who mentioned pressure from friends and family, 
[Table 2] a total of 7 were female. Below are some quotes from 
the respondents to illustrate how these responses were expressed.

“One day a patient challenged me, and said hey it is like you are 
getting out of shape o! Look I am forty but I am looking younger 
than you.” 32-year-old, Female, Nurse.

Table 1: Socio-demographic characteristics of focus group 
participants
Variable Frequency (%)

Age group (years)
21-30 1 (5.55)
31-40 7 (38.89)
41-50 7 (38.89)
51-60 3 (16.67)

Mean age 41.5±8.2
Sex

Female 12 (66.7)
Male 6 (33.3)

Marital status
Married 15 (83.3)
Single 3 (16.7)

Educational status
Primary 2 (11.11)
Secondary 1 (5.56)
Tertiary 15 (83.33)

Occupational group
Artisan 1 (5.55)
Trader 4 (22.23)
Civil servant 12 (66.67)
Unemployed 1 (5.55)

Monthly income group (Nigerian Naira (₦)
0-10,000 3 (16.67)
10,001-20,000 1 (5.55)
20,001-30,000 3 (16.67)
30,001-40,000 0
>40,000 11 (61.11)
Estimated mean income - ₦40,833

Self-perception of motivation to change
Yes 13 (72.2)
No 5 (27.8)

Self-assessment of efficacy
Yes 6 (33.3)
No 12 (66.7)

Illness presentation
Nil 5 (27.8)
Hypertension 8 (44.4)
Arthritis 3 (16.7)
Diabetes mellitus 4 (22.2)
Others (18) 5 (27.8)

Focus group participants reported more than one factor each

Table 2: Factors affecting motivation to change
Factor Frequency (%)

Financial incentives to lose weight 18 (100)
Family, friends and society 10 (55.6)
Dress, culture and self esteem 10 (55.6)
Pre-morbid factors 9 (50.0)
Counseling and follow up by doctor 7 (38.9)
Economic factors 5 (27.8)
Weight loss program 5 (27.8)

Focus group participants reported more than one factor each

5

8

5

0 2 4 6 8 10

30-34.9 (Obese I)

35-39.9 (Obese II)

≥40 (Obese III)

Frequency

B
M

I c
at

eg
or

y

Frequency

Figure 1: Body mass index distribution of participants

5

9

4

<8 (Pre-contempla�on) 8-12 (Contempla�on) >12 (Prepara�on)

Figure 2: University of Rhode Island Change Assessment score 
distribution of participants



Oyebanji, et al.: Social determinants of motivation to lose weight

126 J Behav Health ● 2016 ● Vol 5 ● Issue 3

“People laugh at you because of your weight, it is part of their 
contribution towards my desire to lose weight.” 46-year-old, 
Female, Businesswoman.

“When I am with people and people say you are looking too fat, I 
am not all that comfortable.” 51-year-old Female, nurse.

Dressing, stigmatization and self-image

Many of the respondents felt they needed to lose weight 
when their clothes became ill fitting and this resulted in some 
respondents having to change their wardrobe periodically. 
Respondents reported experiencing stigma from public 
transporters who either ignored them or requested that the 
respondents paid higher transport fee. Issues of self-image were 
also observed as respondents reported the need to be “smart” 
as a motivation for weight loss. Some quotes from the focus 
groups discussions include:

“This dress is not fitting on you, even children when they see me 
they say big belle, so I decided to become their clown each time 
they see me. So these factors made me say I need to be smart.” 
43-year-old Female, Businesswoman.

“I noticed that each time I wear my fanciful clothes my tummy 
will bulge out and I thought something was wrong. I have changed 
my wardrobe within the shortest time.” 46-year-old Male, Banker.

“Most women don’t even want the fat; because you know that our 
clothing styles and the rest would not fit properly.” 32-year-old 
Female, Secretary.

“Losing weight will make me to be smarter and enable me carry 
out my duties more effectively.” 35-year-old Female, Community 
Health Worker.

“You will be ashamed to move about because of the stigma of the 
society. Sometimes public transporters particularly “okada riders” 
tend to ignore me and refuse to transport me. Some “okada riders” 
and taxi drivers request that I pay a transport fee for two due to 
my size.” 42-years-old Female Businesswoman.

Recognition of risk factors for diseases

Some of the clients decided to lose weight when they recognized 
that excess body fat was a risk factor for many diseases. The study 
also revealed that respondents who felt their genetic conditions 
made them susceptible to chronic diseases felt a heightened 
need to lose weight. Quotes from the respondents include:

“When you have a lot of weight you are prone to having many 
illnesses, like diabetes, high BP and other forms of sicknesses. 
For one to live long you have to shape up yourself.” 37-year-old 
Female, Secretary.

“I considered the fact that my parents are hypertensive and that if 
I don’t lose weight I will further expose myself to the risk of being 
hypertensive.” 45-year-old, Male, Pharmacist.

Increased Access to Weight Loss Programs (Counseling by the 
physician along with the presence of a weight loss program in 
the health facility).

Some of the respondents reported experiencing chronic 
ailments such as heart conditions which necessitate their visits 
to their health practitioners. These respondents reported that 
the interactions with their family physicians served as a major 
motivation to lose weight. Specific aspects of these interactions 
that influenced motivation include the quality of counseling 
given, the practical plan for follow-up, and perceived reasonable 
weight loss targets of losing 1 kg per month, discussed during 
counseling. Quotes from the FGDs include;

“When I met my family doctor, I said doctor, honestly, I would 
prefer you give me a medication, so that I can remain the way I 
am. I don’t want to lose or add weight.’ Then he said ‘but your 
heart, if you want to live longer you have to do something about 
your weight because your weight will affect your heart.’ So it was 
on that basis that he convinced me.” 51-year-old Female, Nurse.

“When I met with my family physician, He pointed out the risk 
factors to me so I decided to lose weight,” “I was having problems 
with heart enlargement, so I came here and met with the Doctor” 
42-year-old, Male, Banker.

Some of the respondents reported that the weight loss program 
situated in the health facility has motivated them to lose 
weight. As the program is accessed alongside their treatment 
and management of health conditions in the health facility. 
Key components of the program such as counseling on exercise 
regimens and follow-up by the doctors further strengthened 
motivation among respondents. The study also seems to 
suggest that the monitoring of these programs by the medical 
practitioners serves as motivation even when immediate physical 
results have not been observed by respondents.

“For me every aspect of the program has been helpful. The advice 
on exercise, the follow up has been very helpful to me.” 37-year-
old Female, Secretary.

“This program has really encouraged me, even if I have not seen 
the result I will continue doing it.” 36-year-old Male Businessman.

Economic Factors

This study suggests that economic factors had both negatively 
and positively affected motivation toward weight loss in many 
of the respondents. Some of them did not have the economic 
means to purchase an adequate/healthy diet that would meet 
their daily nutritional needs. However, other patients reported 
that their low economic status had ensured that they consumed 
fewer quantities of unhealthy foods, such as fast foods and 
carbonated drinks.

“And so it has affected us because we don’t have money to eat all what 
we used to eat before. So I can say that the effect is both negative 
and positive.”35-year-old Female, Community health worker.
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“The lack of money helps one to stay away from fattening foods 
which tend to be expensive. So it is both positive and negative.” 
44-year-old Male, Pharmacist.

The Derived Model from Themes Generated from the 
FGD

The derived model from the themes generated from the FGD 
showed that there were both intrinsic and extrinsic factors 
that affected motivation for life style change. Extrinsic factors 
included: Peer, family and societal pressure; cash incentives, 
counseling by the physician and presence of a hospital 
weight loss program. Intrinsic factors included: Dressing, 
stigmatization, self-esteem, and recognition of health risks.

The extrinsic factors appeared to have a relatively stronger effect 
on motivation than the intrinsic factors [Figure 3]. Overall the 
extrinsic factors were identified 45 times from the FGDs while 
intrinsic factors were mentioned 19 times.

DISCUSSION

The qualitative analysis revealed factors affecting motivation for 
change. This study showed that a combination of intrinsic and 
extrinsic factors motivated clients to lose weight. Some intrinsic 
factors such as dressing, self-image and recognition of health risk 
were responsible for motivating patients to lose weight. Extrinsic 
factors, e.g. stigmatization, pressure from family, society, and 
friends; counseling by the doctor and economic factors also 
made patients to want to lose weight and appeared to be more 
significant associated factors in the study.

An earlier study found that internal motivation was associated 
with increased client involvement and retention in treatment, 
but a combination of internal and external motivation seemed 
to promote an even more positive treatment response [18]. Our 
study showed that extrinsic factors were more significant in 
motivation for change. This is consistent with some literature 
from Africa which argues that extrinsic factors are more 
important. It may be that this is because African cultures are 
more “shame” motivated than “guilt” motivated [27,28].

Some of the participants said they had low self-esteem 
because of obesity. Numerous arguments for a negative 

relationship between overweight and self-esteem have been 
forwarded, but researchers have found somewhat mixed 
support for this relationship [29,30]. They also reported that 
where this relationship exists, the strength of the relationship 
varies with socioeconomic status, ethnicity, age and gender. 
Negative correlations between weight and self-esteem were 
reported for children, adolescents, and college students while 
concerns about appearance were associated with better weight 
outcomes [29,30].

Our study showed that some of the participants were 
negatively affected by stigmatization. Obesity is associated 
with significant social consequences [31] and it was not 
surprising that for some patients stigmatization was one of 
their motivating factors. Other researchers had indicated that 
a person who is stigmatized is often ascribed stereotypes or 
other deviant labels leading to unfair treatment, prejudice 
and even discrimination [32]. These stereotypes have led 
societies to attribute multiple negative characteristics to 
obese individuals, including the beliefs that they are lazy, 
lack willpower, are incompetent, unclean and undisciplined. 
Weight-related stigmatization is known to assume various 
forms including repeated teasing, bullying, harassment and 
hostility. The finding of stigmatization as a motivator to lose 
weight is in contrast to some Nigerian studies which show that 
obesity in Nigerian cultures is associated with affluence and 
considered as a sign of wellbeing. In some cultures in Nigeria, 
young women are known to go to fattening rooms to put on 
some weight before they get married [33]. It is possible that our 
study environment, been more urban and with mixed cultural 
identities did not conform to this general perception of obesity 
hence the sense of stigmatization reported.

Some of the participants reported that it was the observations 
made by their families and friends that they were fat that made 
them to seek help for weight loss. Some researchers had shown 
that family and friends can be especially helpful in mobilizing 
and sustaining behavior change because they can monitor the 
client and model and reinforce new behavior [34]. They can 
keep track of the client’s whereabouts and activities, involve 
the client in new social and recreational activities, and are a 
source of emotional and financial support. The family also plays 
a huge role in health seeking behavior in Nigeria as reported 
by Ojofeitimi et al. [33]. The study also showed that economic 
factors affected motivation both positively and negatively. 
While some participants felt unable to modify their diets and 
lifestyle to healthier forms because of the cost involved, others 
felt that inadequate resources prevented them from taking too 
much “junk food.”

CONCLUSION

Most (72.2%) of the study participants were in pre-contemplation 
or contemplation based on their URICA scores. There were 
mixed factors (extrinsic and intrinsic) playing a role in 
motivation to lose weight among literate obese patients in a 
primary care setting. Extrinsic factors, however, appeared to be 
predominant. These findings have implications for clinicians 

INTRINSIC FACTORS
Dressing 
Stigmatization
Self-esteem
Recognition of health risks

MOTIVATION

EXTRINSIC FACTORS
Peer pressure
Familypressure
Societal pressure
Cash incentives
Counselling by doctor
Hospital factors (presence of 
weight 
loss programme)

Figure 3: Derived model from themes generated
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involved in weight management programs, and policy makers 
seeking public health interventions for obesity prevention.

 REFERENCES

 1. World Obesity Federation. Prevalence of Overweight and Obesity 
by WHO Region by Gender and Age. Available from: http://www.
worldobesity.org/resources/obesity-data-repository/resources/
tables/. [Last accessed on 2016 Jan 10].

2. World Health Organization. Obesity and Overweight. Fact sheet N 
311. Available from: http://www.who.int/mediacentre/factsheets/
fs311/en/. [Last accessed on 2016 Jan 10].

3. Healthy People 2010 (Group), and Human Services. (2000). Healthy 
People. Vol. 1. Washington, DC: US Department of Health and Human 
Services; 2010.

4. Abubakari AR, Lauder W, Agyemang C, Jones M, Kirk A, Bhopal RS. 
Prevalence and time trends in obesity among adult West African 
populations: A meta-analysis. Obes Rev 2008;9:297-311.

5. Amoah AG. Sociodemographic variations in obesity among Ghanaian 
adults. Public Health Nutr 2003;6:751-7.

6. Ogunbode AM, Ladipo MM, Ajayi OI, Ogunbode OO, Adebusoye LA, 
Fatiregun AA. Prevalence of obesity among women attending a 
Nigerian primary care clinic. Trop J Health Sci 2010;17:59-65.

7. Wahab KW, Sani MU, Yusuf BO, Gbadamosi M, Gbadamosi A, 
Yandutse MI. Prevalence and determinants of obesity - A cross-
sectional study of an adult Northern Nigerian population. Int Arch 
Med 2011;4:10.

8. Puepet FH, Zoakah AI, Chuhwak EK. Prevalence of overweight and 
obesity among urban Nigeria adults in Jos. Highland Med Res J 
2005;1:13-6.

9. Hickson M, Macqueen C, Frost G. Evaluation of attendance and 
weight loss in an intensive weight management clinic compared to 
standard dietetic care. J Hum Nutr Diet 2009;22:72-6.

10. Donini LM, Savina C, Castellaneta E, Coletti C, Paolini M, 
Scavone L, et al. Multidisciplinary approach to obesity. Eat Weight 
Disord 2009;14:23-32.

11. Elte JW, Castro Cabezas M, Vrijland WW, Ruseler CH, Groen M, 
Mannaerts GH. Proposal for a multidisciplinary approach to the 
patient with morbid obesity: The St. Franciscus Hospital morbid 
obesity program. Eur J Intern Med 2008;19:92-8.

12. Inelmen EM, Toffanello ED, Enzi G, Gasparini G, Miotto F, Sergi G, et al. 
Predictors of drop-out in overweight and obese outpatients. Int J 
Obes (Lond) 2005;29:122-8.

13. Teixeira PJ, Going SB, Houtkooper LB, Cussler EC, Metcalfe LL, 
Blew RM,et al. Pre-treatment predictors of attrition and successful 
weight management in women. Int J Obes Relat Metab Disord 
2004;28:1124-33.

14. Honas JJ, Early JL, Frederickson DD, O’Brien MS. Predictors of 
attrition in a large clinic-based weight-loss program. Obes Res 
2003;11:888-94.

15. De Panfilis C, Cero S, Dall’Aglio E, Salvatore P, Torre M, Maggini C. 
Psychopathological predictors of compliance and outcome in weight-
loss obesity treatment. Acta Biomed 2007;78:22-8.

16. Rollnick S, Miller WR, Butler CC, Aloia MS. Motivational interviewing 
in health care: Helping patients change behaviour. COPD J Chron 
Obstruct Pulmon Dis 2008;5:203-13.

17. DiClemente CC, Bellino LE, Neavins TM. Motivation for change and 
alcoholism treatment. Alcohol Res Health 1999;23:86-92.

18. Jonas S. Mobilizing motivation: The wellness pathway. ACSM’s 

Exercise is Medicine: A Clinician’s Guide to Exercise Prescription. 
Philadelphia: Lippincott Williams and Wilkins; 2009. p. 61.

19. Leblanc ES, O’Connor E, Whitlock EP, Patnode CD, Kapka T. 
Effectiveness of primary care-relevant treatments for obesity in 
adults: A systematic evidence review for the U.S. Preventive Services 
Task Force. Ann Intern Med 2011;155:434-47.

20. West R. Time for a change: Putting the transtheoretical (stages of 
change) model to rest. Addiction 2005;100:1036-9.

21. Evers KE, Prochaska JM, Prochaska JO, Driskell MM, Cummins CO, 
Velicer WF. Strengths and weaknesses of health behaviour change 
programs on the internet. J Health Psychol 2003;8:63-70.

22. Bower P, Rowland N, Hardy R. The clinical effectiveness of counselling 
in primary care: A systematic review and meta-analysis. Psychol Med 
2003;33:203-15.

23. Oyebanji AE, Dankyau M. The effect of motivation on lifestyle change 
in literate obese clients in a primary care setting. Int J Health Sci Res 
2015;5:314-24.

24. Oyebanji AE, Dankyau M. Factors affecting readiness to change 
among literate obese patients in primary care. Am J Appl Psychol 
2015;4:105-10.

25. Field CA, Adinoff B, Harris TR, Ball SA, Carroll KM. Construct, 
concurrent and predictive validity of the URICA: Data from two 
multi-site clinical trials. Drug Alcohol Depend 2009;101:115-23.

26. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res 
Psychol 2006;3:77-101.

27. Fessler DM. Shame in two cultures: Implications for evolutionary 
approaches. J Cognit Cult 2004;4:207-62.

28. Wadden TA, Volger S, Sarwer DB, Vetter ML, Tsai AG, Berkowitz RI, 
et al. A two-year randomized trial of obesity treatment in primary care 
practice. N Engl J Med 2011;365:1969-79.

29. Ruelaz AR, Diefenbach P, Simon B, Lanto A, Arterburn D, 
Shekelle PG. Perceived barriers to weight management in 
primary care – perspectives of patients and providers. J Gen Intern 
Med 2007;22:518-22.

30. Yusuf S, Hawken S, Ounpuu S, Dans T, Avezum A, Lanas F, et al. Effect 
of potentially modifiable risk factors associated with myocardial 
infarction in 52 countries (the INTERHEART study): Case-control 
study. Lancet 2004;364:937-52.

31. Puhl RM, Moss-Racusin CA, Schwartz MB, Brownell KD. Weight 
stigmatization and bias reduction: perspectives of overweight and 
obese adults. Health Educ Res 2008;23:347-58.

32. Adediran OS, Okpara IC, Adeniyi OS, Jimoh AK. Obesity prevalence 
and its associated factors in an urban and rural area of Abuja Nigeria. 
Glob Adv Res J Med Med Sci 2012;1:237-41.

33. Ojofeitimi EO, Adeyeye AO, Fadiora AO, Kuteyi AO, Faborode TG, 
Adegbenro CA, et al. Awareness of obesity and its health hazard 
among women in a university community. Pak J Nutr 2007;6:502-5.

34. Sodjinou R, Agueh V, Fayomi B, Delisle H. Obesity and cardio-
metabolic risk factors in urban adults of Benin: Relationship with 
socio-economic status, urbanisation, and lifestyle patterns. BMC 
Public Health 2008;8:84.

© SAGEYA. This is an open access article licensed under the terms 
of the Creative Commons Attribution Non-Commercial License 
(http://creativecommons.org/licenses/by-nc/3.0/) which permits unrestricted, 
noncommercial use, distribution and reproduction in any medium, provided 
the work is properly cited.

Source of Support: Nil, Confl ict of Interest: None declared.


