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Abstract
Objective: A higher tolerance for a larger body size has been associated with
obesity in black South African (SA) women. The aim of the present study was to
explore perceptions regarding body size and weight loss in a sample of black
women from a low-income community in Cape Town, SA.
Design: Qualitative pilot study including five focus groups. Data were analysed
using thematic analysis.
Setting: Khayelitsha, Cape Town, SA.
Subjects: Twenty-one black SA women.
Results: The majority of participants had positive perceptions of overweight/
obesity, which were influenced by community and cultural perceptions, but some
inconsistencies were observed as overweight/obesity was also associated with ill
health. Participants identified many benefits to weight loss, but due to the
association with sickness, they were concerned about being stigmatised in their
community. Although participants had knowledge about healthy eating, the main
barrier to eating healthily included the perceived higher cost of healthier food and
food insecurity. All participants saw exercise as a strategy to lose weight and
improve health, and were interested in participating in a community-based
exercise intervention, but negative community perceptions and conflicting views
regarding who should lead the intervention were identified as barriers.
Conclusions: These findings highlight the complexities surrounding participants’
perceptions regarding body size, weight loss and weight-loss interventions, and
emphasise low socio-economic status as a barrier to change. The study also
highlights the strong influence of cultural ideals and community perceptions on
personal perceptions. These findings underscore the necessity for culturally
appropriate weight-loss interventions in low-income, transitioning communities.
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The prevalence of overweight and obesity is a global pro-
blem(1) and seems to be specifically evident in countries
undergoing epidemiological transition, such as South
Africa (SA)(2,3), with adult women being the most sus-
ceptible individuals(4). Obesity is associated with an
increased risk of non-communicable diseases and in 2000,
excess body weight was ranked as the fifth highest risk
factor for deaths in the SA population, with twice the
number of deaths occurring in women compared with
men(5). The prevalence of obesity in SA is increasing,
particularly in black SA women, in whom the prevalence
has increased from 27 % in 2003 to 39·2 % in 2012(6).

Body image has been found to be an important factor
associated with the higher prevalence of obesity in
women, particularly in black women(7). Body image has

been defined as one’s perceptions of one’s body and body
image discrepancy is the difference in perceived actual
body image and perceived desired (ideal) body image(8).
Differences in body image are determined by the way
women view their bodies (body image perception) and
how they feel about their bodies (body image attitude)(9).
In SA women, body image is partly driven by culture(10),
urbanisation and socio-economic status(11,12). Culture may
be defined as the unique mutual beliefs, values and
practices in a group, and can influence the behaviours of
individuals by affecting their feelings, thoughts, accep-
tance and agreement of messages regarding health edu-
cation(13). Within a relatively homogeneous community, it
is possible that beliefs, values and practices are not
consistent. However, in the context of the present study,
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we understand culture to refer to the beliefs, values and
practices that could be considered the most common or
dominant in a particular community.

Research has shown that black women have a higher
tolerance for an increased body size compared with their
white counterparts and show a preference for a larger
body size(7,14,15). Studies with black women in SA have
found that obesity is positively associated with affluence,
health, wealth, attractiveness, happiness and being treated
well by one’s husband(7,11,12,16). Work conducted in SA
has suggested that perceptions of weight are influenced by
ethnicity, as only 27 % of overweight and obese black
women perceived themselves to be overweight compared
with 100 % of overweight and obese white women(4).

Body image, tolerance for increased body size and
cultural perceptions of body size are important factors to
take into consideration when planning and implementing
weight-loss interventions, which typically promote
increased physical activity and healthy eating behaviours.
However, many barriers to the adoption of these beha-
viours have been reported in lower-income settings,
including China, Brazil, India and Nigeria(17). These
include the limited availability of affordable healthy foods
in combination with the ready availability of high-fat
foods. Similarly, the decline in physical activity has been
attributed to an increase in sedentary employment, limited
outdoor space(18) and increased rates of street violence(19).
Furthermore, weight loss in some African cultures is
associated with illness, most commonly HIV/AIDS and
tuberculosis (TB)(12,20).

While many research studies have evaluated percep-
tions of body size and body image ideals in different
settings, little research has been undertaken examining
black SA women’s perceptions regarding weight loss and
the impact of culture on these perceptions. Therefore, the
aim of the present study was to explore perceptions of
body size, weight loss and weight-loss interventions in a
sample of black women from a low-income community in
Cape Town, SA. The findings of the research could be
used in the development of a culturally appropriate
weight-loss intervention.

Methods

Research design
The present study was a qualitative pilot study to investigate
the issues relating to perceptions of body size, weight loss
and weight-loss interventions. Considering the exploratory
and descriptive nature of the study, a qualitative approach
was deemed to be most suitable(21). Semi-structured focus
groups were believed to be an appropriate method to
capture group perceptions due to their naturalistic quality,
in that they can encourage discussions that resemble the
everyday manner in which opinions are formed, conveyed
and shared(22). Furthermore, focus groups also capitalise on

human beings’ nature as generally social beings, making
focus group interactions enjoyable and therefore easier to
conduct(23). This characteristic of focus groups could be
helpful in a setting such as the low-income one where the
study was conducted, where participants may be unfamiliar
with the nature of focus groups.

Participants
A convenience sample of black SA women (n 21, 24–51
years old) from a low-income community (Khayelitsha, in
Cape Town) was used for the present study. Khayelitsha is
a township with a high population density (9000 inhabi-
tants/km2 v. 42·4/km2 for SA), with a majority (99 %) black
African population(24). There are high rates of poverty and
unemployment (38·3 %) and a substantial proportion of
people (55 %) living in informal dwellings(24). In 2010, the
prevalence of HIV among antenatal clinic attendees was
26·3 % and 6000 case findings of TB were reported(25).

The study was originally designed to recruit pre-
menopausal women from the same age group (20–45 years)
included in previous studies (by J.H.G.) examining obesity
and metabolic risk in black SA women from Khayelit-
sha(26–28). Specifically, in a 5-year longitudinal study of free-
living women from Khayelitsha, significant increases in
body weight (8 % increase) and metabolic risk were
observed, which highlighted the need to explore suitable
interventions to combat obesity in this population(28).

Inclusion criteria for participants included being female,
20–55 years old (to allow for an increase in age since the
previous studies) and resident in Khayelitsha. A field-
worker (resident in Khayelitsha), through local church
groups and other community networks, recruited the
participants for the study. The fieldworker contacted
potential participants telephonically or in person,
explained the nature of the study and asked them if they
were willing to participate in a focus group, also if they
knew of other women who would be willing to partici-
pate. The fieldworker then followed up individuals who
indicated a willingness to participate. The study was
conducted according to the guidelines laid down in the
Declaration of Helsinki and all procedures involving
human subjects were approved by the Human Research
Ethics Committee of the Faculty of Health Sciences of the
University of Cape Town (REC REF 101/2004, Version 5,
March 2012). Written informed consent was obtained from
all participants.

Focus groups
Five semi-structured focus groups were held, all 30–45 min
in duration, with a range of two to ten women per group.
The small numbers in some of the groups are an indication
of the challenges often experienced in recruiting research
participants for community-based research. These focus
group sessions took place in a centrally located church in
Khayelitsha. Light refreshments were provided at each
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focus group session; participants were not paid for their
participation.

Since the home language of all participants was Xhosa,
the fieldworker was present to translate where necessary.
Focus group discussions were audio recorded and the
facilitator took additional notes during each of the ses-
sions. The audio recordings were translated and then
transcribed verbatim in English.

At the start of the focus group discussion, participants
were also asked to comment on a set of three photo-
graphs, which included a normal-weight, overweight and
obese black woman. Thereafter, the discussion was
facilitated with guide questions that were designed to
stimulate discussion among participants. These included
questions regarding their perceptions of overweight/obe-
sity, an overweight/obese person, a thin person and
weight-loss strategies, as well as questions regarding their
own or others’ experiences of weight loss and their sug-
gestions for weight-loss interventions in their community,
including diet and exercise strategies.

Anthropometry
Participants’ BMI was calculated in order to contextualise
the focus group findings. Participants’ height and weight
were taken at the end of the focus group sessions, so that
their impressions of their measurements, or other partici-
pants’ impressions of their measurements, would not
influence their contributions to the discussion. The mean
BMI of the participants was 32·0 (SD 8·0) kg/m2, with 74 %
of participants being classified as overweight or obese.

Analysis
The focus group recordings were transcribed verbatim by
a third party. These transcripts were read through initially
to obtain a general sense of participants’ responses.
A coding framework of themes was developed based on
the guide questions and also took into consideration any
additional issues that were raised in the discussion of the
photographs that participants were shown. The four main
themes within this framework that were believed to best
represent participants’ responses were: (i) weight and body
size perceptions; (ii) weight-loss perceptions; (iii) diet and
diet interventions; and (iv) exercise and exercise interven-
tions. Using the coding framework, transcripts were coded
according to thematic content in order to identify ‘repeated
patterns of meaning’(29). Once the transcripts had been
coded, quotes for each code were grouped together and
summarized, and specific quotes were chosen that best
represented the themes within the coding framework.

In an attempt to enhance the validity of the data, all
research participants were invited to a feedback session
with the research team, which was held at the same local
community venue as the focus groups. The purpose of the
feedback session was to thank the participants for their
contribution to the focus groups (they were given lunch
and a few small gifts) and to present the research findings,

allowing them an opportunity to respond. From the par-
ticipants’ responses, it was evident that the findings were
an accurate reflection of their views.

Results

Weight and body size perceptions
Most participants felt that being overweight/obese was
acceptable and desirable, and agreed that they liked to be
‘fat’. Being ‘fat’ meant that they would not be judged by
their peers or by the community, or that community
members would not comment upon their weight status.
They described that being overweight/obese revealed the
female figure and that clothes such as dresses and skirts
would be well suited to an overweight/obese figure.
Having a ‘figure’ was important to the participants and
they felt that this made them more attractive to men from
their community (a ‘figure’ included being overweight/
obese with a larger buttocks and hips and a smaller upper
body):

‘Our culture says that we are supposed to be fat. You
must have structure, you must be beautiful. In other
words, our culture does not allow women to be thin.
They say that someone who is fat is sexier.’ (Focus
group 1)

However, some participants disagreed and stated that they
did not like to be overweight/obese, and that someone
who is overweight/obese should lose weight. These par-
ticipants felt that being overweight/obese was something
to be ashamed of and that it would make the person feel
uncomfortable, making it difficult for them to find clothing
that fits. Furthermore, when shown the picture of an obese
individual, all participants mentioned that the person
portrayed in the picture was ‘too fat’, because of being
stressed, eating unhealthy food or not participating in
physical activity. All participants agreed that being over-
weight/obese was not necessarily a sign of wealth:

‘Even if you have money you can be fat, even if you
don’t have money you can be fat.’ (Focus group 1)

Participants acknowledged the risks to health associated
with being overweight/obese, which included high blood
pressure, diabetes, heart disease, stroke and sleep dis-
orders. It was also mentioned that being overweight/obese
would make it difficult for that individual to exercise:

‘Overweight is not good because you got high blood
[pressure], heart attack and so many diseases. Your
heart will be covered in fat. It will be impossible for
you to exercise, you won’t last 5 minutes doing
exercise.’ (Focus group 5)

When shown the picture of a slender woman, most of the
participants agreed that she was ‘nice looking’, healthy
and sexy. However, there were some participants who felt
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that this woman was too thin, and that the community’s
perception of a slender woman would be negative, stating
that she could have a disease, is unhealthy or could be
using drugs. The most common diseases mentioned were
HIV, TB and diabetes:

‘We always think that the person is sick. It’s obvious!
That person has TB, HIV. We always assume even if
we don’t know what’s going on with that person.’
(Focus group 4)

However, participants in one group mentioned that they
are able to see the physical differences between someone
who is ill, someone who is naturally thin and someone
who chooses to be slender:

‘… you can easily see a person who is sick or not
sick. The person who is thin because she is sick,
they will be white and their eyes will go inside. Their
skin will be attached to their bones and their skin
will be dry because they are dehydrated and the skin
will be pale.’ (Focus group 5)

‘You will see this person is dehydrated and sick.
Their walks would not be straight; you will see that
this person is nearly to their death.’ (Focus group 5)

Weight-loss perceptions
Some participants mentioned that people appear to be
happier when they are thinner, and they are healthier
once they have lost weight. Many benefits of weight loss
were mentioned by the participants, including longevity
and a decrease in risk factors for diseases such as hyper-
tension, diabetes and CVD:

‘If you lose weight and exercise you will have a
longer life. You won’t go to the doctor all the time.
Normally the person would go to the doctor feeling
ok and the doctor will tell you have high blood
pressure even though you went to the doctor for the
normal check-up routines.’ (Focus group 5)

Participants were able to give examples of weight-loss
strategies that someone might adopt in order to lose
weight, and these included diet, exercise, weight-loss
supplements (popular among all participants), stress and a
weight-loss belt (those that vibrate when tied to a parti-
cular part of the body).

Many participants disagreed with the positive view of
weight loss and explained that the community would
stigmatise a woman attempting to lose weight, especially if
she was older:

‘She would not be happy [to lose weight] because in
our community it would be perceived that there is
something wrong with her. She would think that the
community is looking at her. So she would feel
insecure.’ (Focus group 1)

‘They would still judge her, because they say the
person is sick and now wants to cover it up by
dieting and exercise.’ (Focus group 3)

Many of the participants had not attempted to lose weight,
although some of the participants mentioned that they
knew someone who was taking a weight-loss supplement
and exercising in order to lose weight, but thought this
individual was ‘insane’ for taking these measures. One
participant said that when she was working she could go
to the gym, as she could afford to do so, and instead of
having meals she would have diet milkshakes in order to
lose weight. A few other participants mentioned that los-
ing weight, as with thinness, was associated with sickness,
having no money or work, or stress.

Diet and diet interventions
In terms of participants’ perceptions of dietary changes as
part of a weight-loss intervention, most participants under-
stood dieting to involve reducing their food intake, eating
healthier foods and using less fat and oil in food preparation,
all of which were positively associated with health:

‘Diet means eat less fat, drink water, eat veggies,
fruits, not too much sugar, less milk and low fat.’
(Focus group 4)

However, negative community perceptions around dieting
also exist, as mentioned by one participant:

‘She is high class, because she is not eating what the
rest of the community is eating.’ (Focus group 1)

In terms of barriers to healthy eating in the community, the
most common point raised by the participants was financial
insecurity and the price difference between healthier foods
and unhealthy or fatty foods. Many of them explained that
they are unemployed and eat what is affordable. Most felt
that healthy foods, such as vegetables and fruits, are more
expensive than buying the cheaper foods frequently eaten in
their community, including vetkoek (deep-fried dough), hot
chips, derms (sheep intestines), sheep and pig’s head:

‘We have nothing. If there is melon in the house I eat,
I eat and get full. At the end I am full.’ (Focus group 5)

‘The cucumber and veggies and stuff are expensive.
All the food with fat are cheap, vetkoek, derms,
pork.’ (Focus group 4)

A few participants disagreed with this view and felt that
fatty foods were more expensive than healthy foods. They
explained that when they were unemployed the healthier
food seemed more expensive, but when they were
employed the healthier food seemed more affordable.

One of the staple foods of black South Africans is maize
meal, or pap, which is relatively inexpensive, easy to
access and can be consumed in large quantities at most
meals of the day. A comment from one participant
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highlighted the extent to which this staple food may be a
barrier to healthy eating. This comment also suggests that
there may be a degree of emotional eating among women
from this community, which may be a consequence of
unemployment:

‘They just limit their food intake and starchy food.
You can’t eat mieliepap in the morning and want to
lose weight. The reason I don’t get really thin is I eat
stywe [stiff] pap, meals like samp and beans I don’t
like. The only thing that makes me full is pap. I eat
anything that comes to my mouth. I eat too much
because I’m not working.’ (Focus group 5)

All participants said that they would be very interested in
taking part in a dietary intervention where healthy foods
were supplied to them:

‘We are suffering because we don’t have money; we
are not employed to buy expensive food. If some-
one came and offered us the food, then we would
take part.’ (Focus group 5)

Exercise and exercise interventions
Although ‘exercise’ and ‘physical activity’ are not synon-
ymous, exercise was used in the present study instead of
physical activity since it is a more familiar term for parti-
cipants. In addition, the terms ‘physical activity’ and
‘exercise’ would be the same when translated into Xhosa,
so that the nuanced difference between these terms would
be lost in translation. Furthermore, participants tended to
refer to exercise as intentional physical activity that would
be conducted in their leisure time.

All participants agreed that someone who is overweight
should exercise to become healthier, and suggested
activities such as walking, running, aerobics, push-ups,
ball games, lifting weights or watching exercise classes on
television. Participants also mentioned that the individuals
should keep themselves constantly busy (e.g. by cleaning
the house) and they should not spend too much time
sleeping during the day. Many thought it would be a good
idea to walk for transport in order to save money and
increase their activity levels:

‘Will go to the gym for example, she’ll run, and even
on TV she should watch the TV and do the exercises
on the TV. Instead of using transport she should try
to walk.’ (Focus group 3)

However, participants explained that the people who
exercise in the community are criticised, although indivi-
duals who exercise to keep fit for sports and younger
people who exercise are not judged by the community.
These participants mentioned that community members
believe that an older person is wasting his/her time by
exercising and losing weight:

‘Some of them look at them like they are crazy.
Some of them are fine; they don’t look crazy

because they want to be fit. They want to do exer-
cise to be fit or for sport. But those who are looking
think they are crazy sweating, running in the sun
looking crazy while we are drinking our beer.’
(Focus group 5)

‘It’s not important what they are doing because they
look at the person and undermine them and think
that this person is too old for the thing that he/she is
doing.’ (Focus group 3)

Other perceived barriers to exercising were the lack of
facilities and equipment in their community and the lack
of financial means to join an outside gym, since most
participants were unemployed.

Many participants expressed interest in participating in
an exercise intervention if there was space and equipment
available to them, and felt that other community members
would also be interested. Suggested activities included
dance classes, boxing classes, playing ball games such as
netball, and performing exercises like skipping, strength-
ening activities and cycling. Opinions differed regarding
the preferred intensity of the exercise, with lower-intensity
exercise being associated with fun and greater adherence
by community members:

‘They must enjoy exercise because if they overdo it
then they will stop. It’s possible for them to stop in
the middle or drop the sessions.’ (Focus group 3)

Those participants who felt that the community would not
support an exercise intervention were also not willing to
participate in such an intervention:

‘There are people that will be interested. Things like
dance. But not us, the only thing we focus on is
drinking and to get drunk. Tell us about something
like booze; don’t tell us there is training at Wanda or
Matshaya [local informal drinking establishment].’
(Focus group 5)

There were conflicting views on who should lead
community-based exercise sessions, should these be
implemented. A few participants felt it would be better if
someone from the community gave the classes, as they
would feel at ease with someone they know and would be
able to communicate better with one another:

‘It should be someone we know. We want someone
from the community so that we can understand
each other and feel more comfortable.’ (Focus
group 1)

Others felt that an unknown person from outside the
community should lead the exercise sessions, as they
would be less judgemental, and they would therefore be
more likely to listen to this person. They also mentioned
that they would not trust someone from within their
community, although some comments suggested that
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there was also mistrust of those from outside the com-
munity. Most of the participants felt that they would be
most comfortable with both someone from within the
community and someone from outside the community:

‘We want someone who does not know us, so that
person will not be talking about us to someone.
We won’t respect the person from the community.
Someone from outside the community would be
taken seriously. And this person would push us to
work.’ (Focus group 4)

‘Why is someone from the community better? Even if
a person from the community is going to facilitate
the session, someone from outside the community
giving the training should be present so that people
from the community can see that this is happening
and that those people are serious. The people feel
misled. There were people who came to the com-
munity before and why give people hope and don’t
fulfil their promises, so the people want to see.’
(Focus group 2)

Discussion

The findings of the present pilot study highlight a number
of contrasting views and therefore the complexities sur-
rounding the participants’ perceptions regarding body
size, weight loss and weight-loss interventions, and the
extent to which low socio-economic status can be a barrier
to change. The study also emphasises the strong influence
of cultural ideals and community perceptions on personal
perceptions. These findings underscore the necessity for
culturally appropriate weight-loss interventions in com-
munities such as Khayelitsha.

Khayelitsha may be characterised as a transitioning
environment, with rapid urbanisation and economic
development(30). It is possible that during such a transi-
tion, a wide range of views can coexist on issues such as
body size and weight loss. Participants’ comments
regarding body size are consistent with the findings of
other SA studies(4,7) which have suggested that black SA
women prefer a larger body size. Similar findings are
evident in other cultures such as Samoan populations of
the Pacific Islands(31), the women of Saudi Arabia(32),
women of Caribbean descent living in the UK(33) and
African-American women in the USA(34–36).

The findings of previous studies suggest that many
women of African descent view obesity not only as
attractive but also as a sign of wealth and afflu-
ence(7,12,16,20). This view was not evident among partici-
pants in the present study, who felt that obesity did not
necessarily represent wealth, but rather it could be a sign
that someone is consuming unhealthy foods. These com-
ments, along with comments about the health benefits of
weight loss, indicate that a lack of knowledge may not

necessarily be a barrier to weight loss in this group of
women, although other studies have suggested that some
ethnic and cultural differences in weight and weight
management may be as a result of a lack of knowledge or
education(37,38). Participants’ knowledge, however,
seemed to be overshadowed by community perceptions
that weight loss is regarded as a sign of diseases such as
HIV and/or TB, which has been found in other African
settings(7,12,16,20).

From the study findings it could be argued that in addi-
tion to poverty, community perceptions pose the greatest
barrier to behaviour change associated with weight loss and
could potentially present a serious challenge to intervention
efforts in communities similar to Khayelitsha, where these
perceptions strongly influence social norms. According to
the theory of planned behaviour(39), social norms, which
relate to perceived social pressure, are a strong influence on
an individual’s intention to change his/her behaviour. Fur-
thermore, social cognitive theory(40) highlights the influence
of the perceived behaviour of others, influenced by
modelling, on behaviour change.

The barrier of community perceptions relates not only
to body size and weight loss, as already mentioned, but
also to weight-loss efforts in general, which would include
dietary and physical activity behaviours. Participants’
concerns about being stigmatised for their weight loss
suggest a sense of disempowerment among participants
about managing or decreasing their weight and taking
steps to improve their health. They may have a positive
attitude towards weight-loss efforts, the knowledge of how
to change their behaviour and the sense of control over
their behaviour, all believed to influence behaviour
change intention according to the theory of planned
behaviour(39), but they do not seem supported by their
community to take the necessary steps towards a more
healthy weight status. Feelings of disempowerment could
have a negative impact on participants’ sense of personal
responsibility for their health, leading to a state of learned
helplessness regarding their weight status and conse-
quently their health.

Overcoming these feelings of disempowerment and
helplessness may need to be included in intervention
efforts in a setting where community perceptions such as
those mentioned exist. Furthermore, it may be more
effective in such an intervention to emphasise healthy
lifestyle behaviours for the improvement of health status,
rather than for weight loss. Another approach may be to
focus on the prevention of weight gain, rather than weight
loss. Indeed, a recent longitudinal study undertaken in
free-living premenopausal women from Khayelitsha
reported an average weight gain of 6·9 (SD 9·9) kg over a
5·5-year period, representing an 8·8 % increase in body
weight(41). Those who were younger and had lower BMI
were at greater risk for weight gain. Therefore, adopting
healthier lifestyle behaviours could be more successful for
the prevention of weight gain rather than weight loss.
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Other barriers to behaviour change include the com-
munity perception that healthier foods are more expensive
and participants’ concerns about affording healthier food if
they were unemployed. This point was echoed in their
comments about being willing to take part in a weight-loss
intervention should they be provided with healthy foods.
Indeed, lack of resources as a barrier to behaviour change
is not unexpected in a community in which the average
monthly household income of the majority (89 %) of
households is less than R6400 (GBP 360)(24). This high-
lights the challenges of implementing dietary interventions
in an environment where food insecurity is a reality, but
where there is a wide availability of staple foods that can
be a barrier to healthy eating. Emotional overeating of
these staple foods should also be addressed in such
interventions. The concerning prevalence of food inse-
curity in urban informal areas such as Khayelitsha was one
of the findings of the SA National Health and Nutrition
Examination Survey(6), and should be a consideration
when developing and implementing weight-loss inter-
ventions in areas such as this.

In terms of barriers to exercise, participants highlighted
the lack of facilities and equipment for exercise pro-
grammes. However, in general, participants tended to
refer to exercise as intentional physical activity that would
be conducted in their leisure time, with few associating it
with activities of daily living, such as walking and house-
work. It was evident that some participants were not
motivated to exercise at all. Despite negative community
perceptions regarding exercise and the lack of motivation
on the part of some participants, many participants
showed an interest in participating in an exercise-based
intervention and mentioned that there are others in the
community who would be interested in participating.
However, the conflicting and somewhat confusing views
about who should lead such an intervention further
highlight the complexities of intervening at a community
level. Notably, it could be argued that these interventions
should be sustainable to avoid disappointment and feel-
ings of abandonment within community settings, which
can be particularly relevant when it comes to the invol-
vement of outside individuals or organisations.

There were certain limitations to the study. The number
of focus groups was limited to five, they were not stratified
by BMI and included women of a large age range (24–51
years). It is possible that the presence of older participants
may have hindered younger participants’ freedom to
express their views. A further limitation was the small size
of some of the focus groups; it is possible that the nature of
the discussions and the way participants expressed
themselves in the smaller focus groups could have been
different from those in the larger groups. Although we
aimed to include between six and eight participants per
group (recruiting between eight to ten participants per
focus group to allow for drop-outs), far more participants
did not arrive for the focus groups than anticipated. More

focus groups were scheduled to account for the low par-
ticipant numbers, but the challenge persisted. Due to the
deadline for completion of the data collection (the study
was for an honours student project), it was not possible to
continue with these efforts indefinitely.

Inclusion of more focus groups, including focus groups
stratified by BMI, as well as including a mixture of normal-
weight and overweight/obese women, would first
increase the number of participants, but also allow for
greater insight into the topics discussed and could
enhance the interpretation of participants’ responses.
However, even with a small number of focus groups
including predominantly overweight and obese women
(74 %), a range of complex issues were raised that high-
light the need for more extensive and in-depth research.
The participants in the study were selected from an urban
informal setting in Cape Town and therefore represent
only a small percentage of the black female population in
SA. In addition, the province of the Western Cape, in
which Cape Town is located, is typically viewed as more
affluent than other provinces in SA. It is possible that black
SA women living in more deprived settings in other SA
provinces may hold different views. However, it is possi-
ble that some of the complexities around body size and
weight loss may be evident among other black SA women,
although the nature of these complexities may differ
according to the setting.

Most of the participants in the present study were
unemployed and of low socio-economic status, which was
highlighted as a major barrier to behaviour change. In the
future, perceptions, attitudes and knowledge of black SA
women should be explored among other income groups.
Areas such as Johannesburg have a greater proportion of
black women of middle to high socio-economic status and
a greater diversity of language (and hence cultural)
groups. Future research could explore the complexities of
black SA women’s views from these settings, to determine
the extent to which higher income and other cultural
values influence these views.

Conclusion

In conclusion, body size, weight loss and weight-loss
interventions are complex issues in low-income, transi-
tioning communities and personal perceptions of these
issues are strongly influenced by cultural ideals and
community perceptions. The findings of the present pilot
study have provided insight into these complexities, and it
is essential these be considered when developing cultu-
rally appropriate weight-loss interventions that are inten-
ded to be effective in communities such as these. While it
is possible that greater development and urbanisation may
eventually shift social norms to facilitate a greater toler-
ance for weight-loss efforts, it is likely that this develop-
ment and urbanisation will continue to fuel the rise of
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overweight, obesity and non-communicable diseases in
transitioning communities, making the need for interven-
tions to promote health and reduce obesity even more
pressing.
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