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Self-perception and Dissatisfaction with Weight Does Not
Depend on the Frequency of Physical Activity

Denise Sardinha Mendes Soares de Araujo, Claudio Gil Soares de Araujo

Rio de Janeiro, RJ - Brazil

Objective - To evaluate the level of satisfaction with
body weight and the self-perception of the weight/height
ratio and to verify the influence of the frequency of present
and past physical activity on these variables.

Methods - Using questionnaires or interviews, we
obtained height data, reported and desired weight, self-
perception of the weight/height ratio, and the frequency of
current physical activity in 844 adults (489 women). Of
these, evaluated the frequency of physical activity during
high school of 193 individuals,and we measured their
height and weight.

Results - Less than 2/3 of the individuals had body
mass index between 20 and 24.9 kg/m?2. A tendency existed
to overestimate height by less than 1 cm and to underesti-
mate weight by less than 1kg. Desired weight was less than
that reported (p<0.001), and only 20% were satisfied with
their current weight. Only 42% of men and 25% of women
exercised regularly. No association was found between
the frequency of physical activity and the variables
height, weight, and body mass index, and the level of satis-
faction with current weight.

Conclusion - Height and weight reported seem to be
valid for epidemological studies, and great dissatisfaction
with body weight and a distorted self-perception of
height/weight ratio exists, especially in women, regard-
less of the frequency of physical activity.

Keywords: body massindex, physical activity, self-per-
ception, self-reported, height, weight

Educag&o Fisica da Universidade Gama Filho, Escola de Educagéo da Universidade
do Rio de Janeiro e CLINIMEX - Clinica de Medicina do Exercicio

Mailing address: Claudio Gil Soares de Aratjo - CLINIMEX — Rua Siqueira
Campos, 93/101 — 22031-070 — Rio de Janeiro, RJ — E-mail: cgaraujo@iis.com.br

The terms physical activity and physical exercise
have been mistakenly classified as synonyms, especially
by the nonmedical population. Recently 1, when reviewing
thisissue, we adopted the description proposed by Casper-
sen et a. 2 and Shephard and Balady 3, who use the term
physical activity torefer to any movement with energy con-
sumption, aboverest levels. Whereas, physical exercisehas
the connotation of intention and represents a subgroup
withinthebroader concept of physical activity.

Regular exerciseisassociated with countlessbenefits
for healthand quality of life4. Physically activeindividuals
tendto havealower incidence of coronary disease5, stroke
6, hypertension 7, non-insulin dependent diabetesmellitus
8, obesity 9, and some forms of cancer10. On the other
hand, overweight or increase in body fat isfollowed by a
greater morbidity and mortality 11,12. Inrecent years, the
preval ence of overweight and obesity hasincreased, espe-
cialy inthe United States, where the proportion of obese
adultshasincreased amost twofold, increasing from 12%
topractically 22.5%13. In Braxzil, recent datal4 aready show
signsthat indicateagrowing preva enceof overweight and
obesity, of 31% and 7%, respectively, in men, and of 26%
and 12%inwomen, representing acons derableincreasere-
garding sincethe 1980s, when only 4.5% of menwereobese.
Therefore, thisisnot aproblem exclusively of devel oped
countries. Because the level s of the frequency of physical
activity remainextremely low 15, itisnecessary to searchfor
ahealthy lifestyleby combating sedentarism and of over-
weight.

Thereisno doubt that adult women tend to consider
themselvesoverwei ght when, infact, their weight iscompa-
tiblewiththeir height. Y oung men, however, desiretoweigh
more and to have moredevel oped muscles 16. Itispossible
that thelevel of dissatisfaction with weight influencesthe
way yound adults see themselvesin terms of the weight/
height relation. Itisimportant to study how thesevariables
correlateand areinfluenced by theamount of regular phy-
sical activity inthe present and in the past, becausewe can
suppose that physically activeindividuals have greater
control over andknowledge of their own body.
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Themain purpose of thisstudy wasto evaluate quan-
titatively and qualitatively, in adultsof both sexes, thelevel
of satisfaction with weight, to judge the self-perception of
theweight and height relation, and to verify theinfluence
on these variables of the frequency of physical activity in
the present and in the past.

Methods

We studied 844 adults (355 men and 489 women)
between 2000 and 2001. M ost of themwereuniversity alum-
ni fromthe Stateof Riode Janeiro, in 3different Stuations. )
113 graduated (49 men and 64 women) from the Medical
School of the Universidade Federal Fluminense (UFF); b)
538 university dumni (207 menand 331 women) had studied
in 20 different disciplines; 80% of thesehad studiedinthe
health sciencesat theUniversidade GamaFilho (UGF); and
¢) 193 participants (99 men and 94 women) weremembersof
the Congresso da Sociedade de Cardiologia do Estado do
Rio de Janeiro (Congress of the Cardiology Society of the
Stateof RiodeJaneiro) (SOCERJ), and represented |essthan
10% of thetotal participantsof theevent.

Datawerecollected through questionnaires (UFF) and
interviews(UGF and SOCERJ). At UFF, aprofessor, after a
brief explanation on how tofill outthedata, administeredthe
questionnairetoall of hisstudentsfrom the 3rd and 4th pe-
riodswhowerepresent on that day. At UGF, weobtained an
incidental sample, and 4 previoudly trained observersadmi-
nisteredtheinterview individually onasingleday toexclu-
dethe possibility of astudent taking part morethan once.
At SOCERJ, once again, 4 previously trained observers
conductedindividually astandardized interview withanin-
cidental sampleof visitorswho agreed to participatein the
study recruited from one of the booths at the Congressin
the study. In all samples, specific objectives of the study
wereunknowntothe participants.

Weobtained sex, age (years), reported height (cm), re-
ported weight (kg), and desired weight (kg) from all sam-
ples. For the538 university studentsfrom UGF, 3 questions
wereadded to theinterview, in comparisontothat givento
students from UFF: course attended; perception of the
weight/height rel ation based on thefoll owing options: un-
dernourished, underweight, normal, overweight, and obese;
and current physical activity frequency withthefollowing
options:. frequently, sometimes, never. Only 1 option was
accepted asan answer. To the 193 participantsof SOCERJ,
we also asked about the frequency of physical activity in
high school. Individualsindicated whether they were
doctors, professionals of other areas, or students of the
health sciences. We measured height and weight, with a
stadiometer (reading each 0.1 mm), and adigital balance
Plenna(readingeach 0.1kg). All individual sweremeasured
barefoot, without coats, suits, bags, or other objects that
could substantially influencethe measures. Weintentional -
ly did not control theissueof food and liquidintakeprior to
themeasurement and theamount or exact weight of clothes.

Based on the data obtained through the interview/
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guestionnaire or through real measures, we determined
body massindex—weight (kg)/height2 (m2) —for height and
weight reported values(BMIr), reported height and desired
weight (BMId), and of measured height andweight (BMIm).

Based on height and weight measured, obtainedinin-
dividuals from SOCERJ, we determined the agreement
between measured values and values reported for height
and weight.

Theevaluation of thelevel of weight satisfactionwas
madeindirectly through4 different analyses, 1 quantitative
and 3 qualitative, 2 of themin absolutevaluesand 1in per-
centagesrelated to body weight, awaysby using reported
weight and desired weight. Weassumed that identical and
different values of reported and desired weight represen-
ted, respectively, satisfaction and dissati sfaction, although
wedid not ask adirect questionregarding thisissue.

Quantitativeanalysissmply determined thenumerical
difference between reported and desired weight in kilo-
grams. The3 qualitativeanayseswere: a) to verify whether
theindividua wantedto gain, maintain, or loseweight; b) to
determinewhether theindividual wassatisfied, dissatisfied,
or very dissatisfied with the weight reported, considering
respectively and empirically, upto 1 kg (arbitrary tolerance
for satisfaction), between 1 and 5kg, and morethan 5kgin
relationto desired weight, and c) to detect whether thedesi-
rableweight was5% lower or 5% higher than that reported.

Thedegreeof perception of theweight/height relation
was coded according to self-classification within the cate-
gories proposed in the questionnaires. From the reported
and measured values, we determined self-perception
according to the classification obtained from body mass
index valuesby using thefollowing criteria: <18.5kg/m2,
undernourished; between 18.5 and 19.9kg/m2, under-
weight; between 20 and 24.9kg/n?, normal; between 25and
29.9kg/m?, overweight; and? 30kg/m?, obese. Thisclassifi-
cationisvery similar to that of the International Obesity
Task Force(IOTF) 17, except for thedightly different values
inthelower extremity of the curve. However, considering
the small prevalence of obesity inthe samplesstudied, we
decided not to subdividethevaluesgreater than 30kg/m2,
asisusually advised 18. We al so obtained 3 indexes that
correspond to reported, desired, and measured val ues of
body massindex.

The frequency of current physical activity and acti-
vity during high school were codifiedinto anordinal scale
of never, sometimesand frequently.

All datawere preliminarily classified regarding the
nature of the measured scale. Continuous variables, such
asabsolute dataand differencesin height and weight were
considered asbelonging to theratio scale. Classification of
the perception of theweight/height relation, of physical ac-
tivity frequency, and thequalitativeanalysisof thelevel of
satisfaction with body weight were converted to ordinal
scales. Then descriptivedataanalysiswascarried out tode-
terminethemean standard deviation and minimumand ma-
ximunvaluesof thevariablesof theratio scaleand frequen-
cy of categoriesfor discontinuous variables of the ordinal
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scale. We alsocal cul ated the percentage for some grouped
categoriesand for eventual differencesor changeswhen 2
situationswerecompared (ex, frequency of current physical
activity and physical activity during high school). For
values of reported height and weight in university stu-
dents, wecreated atablewith themain percentilesfor each
category.

After that, aninferential analysiswasperformed with
the Student’ st test for comparison between the 2 groups.
When theorical reasonsexisted to suspect that 1 group was
higher than another or that 1 measurewasgreater than ano-
ther, weopted for the 1-tailedt test. For measuresinordinal
scales, we used the chi-square test, whether for compari-
sonsbetween groupsand sexesor between different datain
the same group of individuals. We also determined the
Pearson’ smoment product correl ation coefficient relevan-
ceamong several screened variables. Weused 5% probabi-
lity for statistical significancecriteria

Results

A descriptive analysis of the main data separated ac-
cording to sex is presented in table |. Men compared with
women weredlightly older (p<0.001), heavier 76.8[0.59]
(mean [standard error of average]) versus57.9[0.38] kg
(p<0.001) andtaller 177[0.4] versus 164[0.4] cm (p<0.001).
Menal soreported greater body massindex thanwomendid,
24.5[0.17] versus21.6[0.12] kg/m?. Takinginto account the
body massindex range most frequently recommended for
good hedlth (20to 24.9kg/m2), wefound only 208 men (58%)
and 309 women (68%) with results within these values.
Body massindexesreported asbel onging to the undernou-
rished rangewererareamong men. Only 4 men (1%) werein
thisrange, whereas 35 women (7%) wereinthesamerange.
Reported vauesfor body massindex classified as obesity
(IMC>30kg/m?2) werevery rarefor both sexes, representing
only 20 cases (3%) of thetotal sample, and only 3 indivi-
dualswereseverely obese (IM C>40kg/m2).

In the SOCERJgroup, we compared reported height
and wei ght valueswith height and weight valuesmeasured
effectively. Reported height wasminimally greater, 0.6 cmfor

Table I - Age, height, reported and desired weight, and body mass
index (BMI) of 844 adults (* p<0.05)

Male (no = 355) Female (n = 489)

Variable Mean + SD
[Minimum-maximun]

Mean + SD
[Minimum-maximun]

Age (years) 243+ 76 22.6 + 5.8*
[17-73] [16-55]
Reported height (cm) 17717 163.7 + 6.6*
[157-198] [148-184]
Reported weight (kg) 768 + 11.2 57.9 + 84*
[43-140] [40-98]
Desired weight (kg) 75+ 88 54.6 + 5.9*
[52-120] [42-89]
BMI (kg/m2) 245+ 31 216+ 2.7*
[16.4-40.8] [15.2-40.6]
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women and 1 cm for men (<1%), than measured height
(p<0.001). Reported weight val ues, 0.9kg for men (p<0.001)
and 0.1kg for women (p=0.56), werelower than those mea-
sured effectively. Figures 1 and 2 present datafor reported
versusmeasured height and weight for menandwomen. Re-
ported and measured values were strongly associated —
correlation coefficient between 0.96 and 0.98 — for both
hei ght and body weight. Wefound twiceas many important
errorsinreported weightsthaninreported heights. Norela-
tion existed between ages and the differences between re-
ported and measured valuesin either sex. Becausethemag-
nitude of the differenceswas small for weight and height,
body massindexesobtained based on reported or measured
datawere not different (p=0.89 for male and p=0.13 for
femde).

Women had alower mean for desired weight, -54.6
[0.27],thanmendid, -75.0[0.47] kg (p<0.001). Regarding
level of satisfaction with body weight, we observed that
men and womenwould rather weigh muchless(p<0.001),
mean valuesof -1.85 kg and -3.30 kg respectively, whenthe
reported weight was substracted from the desired weight.
Whenwecompared thedifferencesof reported and desired
weight, in both sexes, we detected that women wanted to
reducetheir body weight morethan mendid (p<0.001). The
magnitude of the difference between reported and desired
weight was significantly correlated with reported weight,
with the self-classification of the height/weight relation,
and with the reported body massindex, both in men and
women, with acoefficient between 0.62 and 0.84 (p<0.001).

Inthequditativeandysis, individua sfrom both sexes,
especialy women, were frequently dissatisfied with their
current weight (table I1); only 22% of men and 15% of
women wanted to maintain their current reported weight,
and the majority of individualsfrom both sexeswanted to
loseweight. If weaccept atolerancemargin of 1 kg over or
under thereported wei ght, the percentage of satisfactionin-
creasesvery little, 26% and 19%, respectively,inmaleand
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Fig. 1 - Dataof measured height versus reported height in 193 adultstaking partina
Cardiology Congress.
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Fig. 2 - Dataof measured weight versus reported weight in 193 adultstaking part in
aCardiology Congress.

femaes. We should observethat anumerically significant
dissatisfaction with body weight iscommon, almost 1in
every 3men, and 1inevery 4women said that they wanted
tolose or gain more than 5 kg. Even when the issue was
considered asapercentage of 5% of body weight, themajo-
rity of individual sfrom both sexeswerestill dissatisfiedwith
their weight. When the distribution of datawas compared
between both sexes, the qualitative analysis corroborated
the findings of the quantitative approach and reinforced
thegreater dissatisfactionwithweight inwomen compared
withthatinmen (p<0.001).

In733individua swheredataregarding the perception
of theweight/height relation werecollected, weverified sig-
nificant differences between both sexes, with women
classifying themsel vesas overweight (43%) morefrequen-
tly than men did (25%) (p<0.001). Only 1 student classified
herself as undernourished, while 9 men and 2 women
classified themselves as obese. Almost half of theindivi-
duals, 50% of men and 42% of women, considered them-
selvesashaving anormal weight and height rel ation.

Table II - Qualitative analysis of the level of satisfaction with
reported weight comparing men (n = 355) and women (n =489)
(*p<0.01)

Absolute difference between reported Male[N (%)]
weight and desired weight > 5%*

Yes 188 (53)
No 167 (47)

Femae[N (%)]

308 (62.9)
181 (36.9)

Absolute difference between
reported and desired weight (kg)*
Satisfied (< 1kg) 92 (25.9) 92 (18.8)

Male[N (%)] Female[N (%)]

Dissatisfied (1 to 5kg) 143 (40.3) 274 (55.9)
Very dissatisfied (> 5kg) 120 (33.8) 123 (25.1)
Desire regarding reported Male[N (%)] Femae[N (%)]
weight *

Lose 181 (51) 340 (69.4)
Keep 78 (22) 75 (15.3)
Gain 96 (27) 74 (15.1)
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Whenthedistribution of self-classification dataaccor-
ding to the |OTF table were compared with the classifica
tion of thereported body massindex obtained, fromthedata
reported for height and weight, we observed a systematic
error; 58% of women and 30% of men classified themsalves
mistakenly. Women overestimated and men underestimated
their real classification (p<0.001). Only 4% of women mis-
took their classification over 2 or 3categories. That is, they
considered themsel vesasnormal or overwei ght when body
meassindex classified them asundernourished (<18.5kg/m2).
Obesewomen who cons dered themselvesnormal or below
weightwerevery rare(<1%). Infact, thelevel of association
between the self-perceived classifications and those ob-
tained from the reported body massindex isonly modest,
with asignificant correlation coefficient, but with asmall
megnitude (r=0.56).

Theanalysis of physical activity frequency indicates
that the prevalence of sedentarinessishigh, almost 2times
higher inwomen. Only 42% of men and 25% of women per-
formed physical activity frequently (tablelll). A compara-
tive statistical analysisbetween sexes confirmed that men
perform physical activity morefrequently than women do
(p<0.001).

Inthe SOCERJsample (193 individuals), it wasa so
possible to analyze physical activity frequency in high
school, whereapproximately 10% of individualsindicated
thatthey never exercised. Wea so observedthat practically
2/3 of the sample significantly changed the frequency of
physical activity fromhigh school tothe present (p<0.001).
Most reduced physical activity, and a minority, 10% of
women and 15% of men, increased physical activity fre-
guency (p<0.001). It isinteresting to that no correlation
existed between the frequency of current and high school
physical activity inbothwomen (r=0.00) and men (r=0.04).

An expressive association between the frequency of
physical activity and current height and weight values or
body massindex values did not occur, whether regarding
the frequency of current or high school physical activity.
We did not find associations between the frequency of
physical activity and the level of satisfaction with body
weight or with the self-classification of the height/weight
relation.

Anadditional analysiswasperformed, separating the
individuals according to sex, and considering those that
exercised frequently, both in the past and in the present.
Weidentified 29 menand 20womenwiththischaracteristic,
but we could not identify any significant differenceinthe

Table III - Current physical activity frequency (PAF)

Current PAF Male [n = 306] Female [n =425]
Never 64 (20.9%) 134 (31.5%)*
Sometimes 114 (37.2%) 183 (43.1%)
Frequently 128 (41.8%) 108 (25.4%)

* differences between genders (p <0.001).
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comparison between theseindividual sand thosewith lower
current and past physical activity frequency.

Discussion

Thisstudy isbased for themost part of itsanalysison
reported height and weight values. Theanalysisof reported
valuesrather than measured onesmay have affectedthein-
terpretation of results.

Theuseof self-reported valuesof height andweightis
relatively commoninnationa 19,20 andinternational 21-23
research with sometimesconflicting results. Inthe Stunkard
and Albaum 22 study, self-reported body weight of Ameri-
canand Danishadultswasvery similar to measured weight,
although atendency existed to underestimatetheresultsby
about 1 kg. Nakamuraet al 23, studying Japanesewomen,
foundasmaller meandifference, 0.2kg, and Schmidt et al 19,
usingasampleof 659 adultslivingin Porto Alegre, verified
smaller differences of 100 g between reported and measured
body weight values. Inall thesestudies19,22,23, thecorre-
lation between reported and measured values was alway's
>0.95. Apparently, reported height is more problematic,
accordingto Pirieet al 24, who found atendency inmento
overestimateit. Morerecently, Chor et a 20 reeval uated this
issueinhundredsof Brazilian bank tellers, andusingintra-
classcoefficient correlation, they concluded that reported
valuesfor height and weight had small error margins.

Sample characteristics seem to affect the validity of
thesereported values. Older individuals, probably because
they were not capable of identifying height loss with
ageing, tend to have moredistinct values 25,26. Ethnic or
cultural differencescana sointerferewiththevaidity of re-
ported valuesfor height and weight 27,28.

We obtained reported val uesand performed measures
for height and weight by using conventional techniquesin
about 20% of the studied individuals, excluding coats,
suits, bagsor other objectsthat could substantially influen-
cethemeasures. Although we can question the measure of
body weight of individual swearing street clothes, whichis
generally performed morefregquently than measuring naked
individuals, it may have been even moreconvenienttoiden-
tify thesimilarity between reported and measured (self-per-
ception) weight, adopted in other national studies20.

Although weidentified some statistically significant
differences between reported and measured values, the
magnitude of these differences may be considered very
small, lessthan 1cmin height andlessthan 1kginweight, to
be considered of practical relevance considering the capa-
city of information of the great majority of individuals.
Actually, thisdifference can be corroborated by unpublis-
hed datafrom our |aboratory that showed that theweight of
the great mgjority of adult individuals varies between 0.5
and 1 kg over amonth, evenwithout any specificdietary in-
tervention.

Our sample mainly comprised young adults (< 8%
older than 40 yearsold) workinginthehealth services. We
may suppose that relatively small timeintervals between
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thelast effective measures of height and wei ght and the gat-
hering of datamay probably explainthelow margin of error
found. Actually, only 13 of 193 individual s (6%) overesti-
mated their weight by morethan 4 kg versus 13% reported
by Schmidt et a 19ininhabitantsof Porto Alegre.

A correlated questionistheimpact of eventual errors,
even though small ones, introduced by reported values of
height and weight instead of measured ones, that may have
occurred during the cal culations of body massindex. We
observed, in accordancewith studiesfrom Porto Alegre 19
and Scotland 28, that no statistical difference existed
between reported and measured body massindex, which
indirectly validatesour approach and agreeswith classical
review articles29. Thus, athoughfew individualsmay have
solely important errorsin reported height and weight, for
studies of large samples of young adults, thisis not rele-
vant. It ispossiblethat values reported by telephone have
lower validity than thosereportedininterviewsor on ques-
tionnaires completed in front of the researcher, which
would explain why some authors have found important
errorsin body massindex created by values reported by
telephone or mail 30. Thus, we considered for this study,
withinlimitsof upto1cmand 1 kg, that reported values for
height and weight of adult individualsare valid and very
closely represent effective measures of these variables.

Our dataenabled usto obtain apreliminary reference
for the behavior and the main percentilesweight, height,
and body massindex inuniversity studentsfrom Rio de Ja-
neiro(tablelV).

Another methodol ogical aspect to be discussedisthe
division of the sampleto compareand analyze. We perfor-
med a statistical analysisto test eventual differences bet-
ween men and women, between UFF, UGF, and SOCERJ,
between UGF studentsfrom different academic disciplines
(law, medicine, physiotherapy, and others) and between
students, doctorsand professional sfrom other areas of the
Congress. We observed specific behaviors for each sex,
whereas, on the other hand, with the small and obvious
exception of greater ageinthe SOCERJsampl e, in none of
the other divisions or classifications did we notice evi-
dence of specific answer patternsto demand adeeper sepa-
rateanalysis. Thus, we opted to combine obtained datafor
the 3 samples, keeping only sex separate.

Body massindex hasbeenwidely usedin epidemolo-
gical and clinical research 31,32, although severa critical
limitationsexist regardingitsusefor comparingindividuals
of both sexes 33. These limitations include when height
differsgreatly from170cm 34 inelderly people 35 andthe
determination between the effectsof muscleand excessfat
29. However, evenwhen considering criticsand limitations
inherent to the use of body massindex, weoptedtouseitin
thepresent study in view of the great scientific experience
accumul ated with thisindex.

An unexpected result wasthat themgjority of menand
women expressed adesired weight very different fromtheir
actual weight. Four different strategies, 1 quantitativeand 3
qualitative, confirmed that agreat desire to lose weight
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Table IV - Main height (cm) and weight (kg) percentiles for university
men and women

Percentile Male Male Femde Femde

height weight height weight
3 165 57 152 46
5 167 59 154 47
10 168 64 156 49
25 172 69 159 52
50 177 75 163 56
75 182 83 168 62
90 186 90 172 68
95 189 97 175 71
97 190 100 176 75

exists, especially among women, although the cause may
not be identified. Theoretically, it may be dueto esthetic
reasons and worries about health and prevention of future
chronic, degenerative diseases. However, considering that
women had areported mean body massindex significantly
lower thanthat of men, at least regarding health, it would be
illogical tofind agrester desiretoloseweightinwomen. In
addition, some men expressed the desire to gain weight,
although someof them had rel atively high body massinde-
xes(someof themwereoverweight), whichwoul d probably
represent theintention toincrease musclemass. In our opi-
nion, dissatisfaction is primarily dueto esthetic reasons,
which was corroborated by recent communication 36 that
highlighted that body massindex hasdecreased progressi-
vely over theyearsinthewinnersof beauty pageantsinthe
United States. Nonethel ess, with thisprobabl e esthetic mo-
tivation, apotential healthrisk existsinthedesiretobethin,
because these women have a greater tendency toward
depressionor bulimia37.

Whenweanalyzed the self-perception data, only 58%
of women and 30% of men were not ableto classify them-
selvescorrectly asundernourished, underweight, overwel -
ght, and obesewith ahigh percentage of error. Themisclas-
sification varied according to sex gender. These dataare
very similar tothoseof Lowry et al 38whowhenanayzing
young Americanwomenfound only 18% overweight accor-
ding to body massindex (and the other 12% obesity). About
40% considered themsel vesoverwei ght (9% asobese). On
the other hand, 16% of the men considered themselvesas
dightly or too much underweight, although only 3.3% were
classified asunderweight.

We considered the possibility that theerror isrelated to
the classificatory scale based on body massindex and not in
wrong salf-perceived weight status. Analyzing theliterature,
weobserved that body massindex and therisk of death differ
according to sex 32, and age 29, s0 that the same body mass
index represents distinct risksin young adults and elderly
people. Identical val uesfor body massindex may havedifferent
clinical representations. For example, alow body massindex
may represent agood body composition in an individual
physically active or in a state of cachexia or end-stage
neoplastic disease, whereasabody massindex valuecons de-
red norma may beobtainedinaphyscaly inactive, sarcopenic
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smoker or onewith accumul ated fat withintheabdomen. Even
high body massindex val uesmay represent anintenseexercise
program of muscle development in individualswith low
deposits of subcutaneousfat. The great body massindex in
men, when compared withthat inwomen, isclinicaly incohe:
rent, because after puberty women tend to have agreater
amount of body fat. Thus, it ispossible that other indicators,
suchasectomarphy or thereciprocd of pondera index, may be
moresuitablethan body massindex to eval uateheight/weight
relaion34.

Questions about the frequency of physical activity
frequency weremadevery simply. Although several ques-
tionnaireswith different level sof complexity areavailable,
thecurrent trendisto simplify and useasinglequestionto
evaluatethelevel of physical activity 39. Wecontrolled the
precisemeaning of physical activity inthe past by intentio-
nally restricting the period to high school and considering
that all individual stested had finished high school . For most
students, thistimeframe was something between 2 and 4
yearsearlier.

Inour study, considering thelimitationsof thelay po-
pulationto clearly distinguish thedifferencesbetween phy-
sical exerciseand physical activity, weopted to ask objecti-
vely about physical activity, which may haveledtoanove-
restimation bias. The prevalenceof individuals who repor-
ted that they had never been involved in physical activity
wasvery high, reaching 21% of men and 35% of women. On
theother hand, to befrequently involvedin physical activi-
ty doesnot assurethat minimum levelsof physical activity
frequency recommendations have been reached 4, reflec-
ting then an overestimated biasfor the percentage of indivi-
dualsclassified asphysically active.

Wedetected atendency in men to be morephysically
activethanwomen, bothinthe past andinthe present, and
itiscuriousthat thefrequency of past and present physical
activity werenot relatedin either men or women. Nocorre-
lation existed between the frequency of physical activity
and thelevel of satisfaction with body weight or with self-
perception of weight/height relation. Perhapsif we had
asked about theintensity of habitual physical exercise, we
may haveidentified somekind of association. Lowry et al 38
found that individua swho took part in vigorous physical
activity orin muscle strengthening exerciseshad agreater
tendency to lose weight than did those who performed it
moderately. According to our data, individuals whowanted
to haveabody weight different fromtheir current onewere
never physically active. That is, those dissatisfied with
body weight and that could benefit froman activelifestyle,
didnot try inthe past andinthepresent to exerciseregularly
asaway to adjust their body weight. Thismay be because of
the difficulty theseindividuals had to expose themsel ves.
Thisobservation deservesto betheaobject of futurestudies
because of itsrelevancein termsof health.

In conclusion, we observed that animportant level of
dissati sfaction existsregarding body weight, especialy in
womenwho considered themsel vesoverwei ght when they
werenot. Thefrequency of current and high school physi-
cal activity wasnot related based on these variabl es.
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