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FREE THEMED ARTICLES

Idealizations and weight trajectories in overweight 
women: reflections for nutritional treatment

Idealização, marcos e trajetórias de peso em mulheres com excesso de peso: reflexões para o 
tratamento nutricional

Abstract
This exploratory study has aimed to understand weight 
idealization, milestones and trajectories of overweight women 
who seek treatment for weight loss in outpatient nutrition clinics. 
For this purpose, we have compared measured weight, usual 
weight and desired weight of 167 overweight women treated in 
an outpatient clinic located at a tertiary hospital. We have also 
analyzed the information about the causes and the trajectory 
of weight changes recorded in 31 detailed records. The results 
have show that when the patients arrived at the service, they had 
class II obesity, which is higher than the one usually referred as 
BMI (class I obesity); also, they desired to reach a BMI classified 
as overweight. Most of the weight gain landmarks analyzed are 
events that promote changes in the social and eating context such 
as marriage, change in work routine, pregnancy, illness and family 
problems. Weight fluctuation (yo-yo effect) in different stages of 
life was recurrent in their weight history. Most patients (65.4%) 
reported that before starting the nutritional treatment, they held 
diets for weight loss without professional guidance. Through 
the analysis of patients’ milestones and weight trajectories, we 
could verify the wide range of factors that influence the social 
construction of the body of each patient. Thereby, it is believed 
that research and understanding of this information can promote 
better adherence to nutritional treatment in the clinical context 
of establishing goals for weight loss.
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Resumo
Este estudo exploratório teve o objetivo de compreender a 
idealização, os marcos e as trajetórias de peso de mulheres com 
excesso de peso que buscam o tratamento para emagrecer em 
ambulatório de nutrição. Para isso, comparou-se o peso aferido, 
o habitual e o desejado de 167 mulheres com excesso de peso 
atendidas ambulatoriamente em hospital terciário e também 
analisou-se as informações sobre as causas e a trajetória de 
alterações de peso registradas com detalhes em 31 prontuários. 
Os resultados mostraram que as pacientes chegaram ao serviço 
com obesidade grau II, que é superior ao referido como IMC 
habitual (obesidade grau I), e desejavam atingir o IMC classificado 
como sobrepeso. Ao analisar os marcos de ganho de peso foi 
visto que a maioria deles são eventos que promovem mudanças 
no contexto social e alimentar, como casamento, alteração na 
rotina de trabalho, gravidez, doença e problemas familiares. 
A flutuação de peso (efeito ioiô) em diferentes fases da vida foi 
recorrente nas descrições do histórico de peso. Majoritariamente, 
as pacientes (65,4%) relataram que anteriormente ao início do 
tratamento nutricional já haviam realizado dietas para perda 
de peso sem orientação profissional. Através das análises dos 
marcos e trajetórias de peso das pacientes é possível verificar 
uma grande diversidade de fatores que influenciam cada paciente 
em sua construção social do corpo. Desse modo, acredita-se 
que a investigação e o entendimento dessas informações podem 
favorecer a adesão ao tratamento nutricional no contexto clínico 
de estabelecimento de metas para perda de peso. 

Palavras-chave: Obesidade. Mulheres. Alterações do Peso 
Corporal. Perda de peso. Ganho de peso.

Introduction

Overweight in the population is the result of a dynamic and complex process involving lifelong 
eating changes that reflect personal history and social roles together with idealized and socially 
accepted aesthetic standards.1-3

Nutritional treatments are often focused on ideal weight although many studies recognize the 
importance of patients’ satisfaction over the treatment goal2,4 and that 5% to 10% of weight loss 
already presents metabolic benefits such as glycemic control, reduction of blood pressure and 
cholesterol levels and improvement of the quality of life.5-8
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We perceive the world not only through the senses but also through the social and cultural 
meanings we ascribe to it. The way we perceive our own body is influenced by social and cultural 
factors in a given historical context.9,10 Coexistence within a group shapes how we idealize the body 
and, consequently, how we want it, since norms and reference standards are modified through 
social relations.11,12 

Such perceptions and idealizations also apply to constructions of weight and body concepts.9 
Often patients report weight conceptions that do not fit reality.12-14 This distortion in weight 
perception and idealization may hinder the adoption of attitudes related to weight loss and affect 
motivation for treatment.4,15 Frustration for not achieving the weight idealized by patients themselves 
can also be a discouraging factor.16,17

Thus, weight idealization and weight loss goals desired by patients are aspects that gain 
importance in nutritional treatments. Maynard et al. have analyzed tendencies of desired weight 
in the USA between 1994 and 2003 and concluded that obese women desire weight between 15% 
and 25% smaller than their current one.12 The study by Foster et al. has concluded that women 
seeking treatment wish some weight loss of 32% from their current one and some loss of around 
17% would be considered unsatisfactory.13

Weight history is another important component for treatment, since this report is linked to 
the way in which the patient perceives and records the weight gain.18,19

Weight cycling, also known in the literature as weight fluctuation, yo-yo dieting or yo-yo effect, 
is an element present in weight history, consisting of intentional weight loss and subsequent weight 
gain or vice versa. Andrade and collaborators have found 28.4% of weight cycling in patients 
assisted in an obesity outpatient clinic, varying the percentage of weight between 10% and 35% of 
the initial weight and the weight recovery rate is approximately 28.6%.20

The parameters to characterize this cyclical condition in terms of weight change magnitudes 
are not consensual in the literature.20-22 The study by Schulz et al.23 has concluded that weight 
changes over short periods of time have a substantial impact on the development of systemic 
arterial hypertension. 

Weight changes can be understood in different contexts that impact the body social 
construction for the patient. In this sense, it is necessary to understand how patients with excess 
weight perceive the weight gain trajectory and how they idealize the desired weight. Therefore, 
the objective of this study is to describe weight trajectories and idealizations in overweight women 
seeking nutritional treatment.
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Methodology

This is an exploratory study with a mixed methodology, in which quantitative data are related 
to socioeconomic data, measured, desired and usual weights and the qualitative approach refers 
to weight gain trajectories and milestones. 

All women with endocrine-gynecological disorders associated with overweight and obesity 
treated at the Brazilian Gynecological Endocrinology Nutrition Outpatient Clinic at the Clinical 
Hospital at the Medical School in Ribeirão Preto, were studied in the period between 2007 and 2015.

The project was approved by the Research Ethics Committee (REC) of the Brazilian Medical 
School of Ribeirão Preto under document 10137/2010.

Quantitative data: Sample Characterization, Body Pattern and Idealization 

The sample was characterized by a sociodemographic questionnaire containing information 
on age, marital status, education, per capita income, number of children and the desire to become 
pregnant at that time.

The weight measured (WM) was obtained on a digital scale (Brazilian brand Filizola®) with 
a capacity of 150 kilograms (kg) and an accuracy of 100 grams (g). And height was measured in 
meters through a stadiometer in the scale itself. Body Mass Index (BMI) was calculated from the 
body mass (kg) divided by the square of the body height (m) and classified according to the World 
Health Organization.16

The usual weight (UW) and desired weight (DW) were collected through open questions asked 
at the beginning of the care.

Statistical analyses were performed using the SPSS software version 17.0. For characterization 
of the sample, description of weight cycling prior to treatment and weight measured (WM), usual 
weight (UW) and desired weight (DW), mean, standard deviation and percentage frequency 
were used. In order to compare the measured, usual and desired weights, a analysis of variance 
(ANOVA) test was applied, followed by Student’s t-test for paired samples, considering the effect 
of statistical significance of p < 0.05.

Qualitative data: Trajectory and milestones of weight gain

The qualitative data aimed to characterize the patients’ perception of the evolution of weight 
in the course of their lives, identifying the main milestones of weight gain and attempts of weight 
loss previous to the nutritional treatment.
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For this purpose, the following topics were evaluated in the medical records: i) “Changes in 
body weight,” which investigates the weight changes history throughout life and the possible causes 
of variation (weight in childhood, adolescence, gestation, among other stages of life); ii) “previous 
treatments,” which investigates possible attempts of weight loss previous to the current treatment 
(diets, professional help, physical activity, weight loss medications, among other methods).

Annotations on these responses were analyzed using a method proposed by Braun and Clark.24 
Words or excerpts, when reported exactly as the patient presented during the consultation, were 
provided in quotation marks and each citation shall be followed by the letter P (patient).

Results

Sample characterization

The sample consisted of 167 women aged between 18 and 42 years (average of 29.7 ± 6.4 years). 
Among these women, almost 70% had no children and 53% showed a desire to become pregnant. 
Approximately 75% of the patients presented polycystic ovarian syndrome as an gynecologic and 
endocrine disorder mainly associated with the following comorbidities: metabolic syndrome, 
diabetes mellitus, arterial hypertension, hypothyroidism and dyslipidemia. Ninety percent of the 
patients were obese (n = 152), of which 61% had BMI higher than 34.9 kg/m2 (n = 102). Table 1 
shows the patients’ sociodemographic characteristics.
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Body pattern, current weight and body idealization 

Based on the weights and height evaluated, the BMIs were calculated for each variable. Means 
and standard errors are shown in Figure 1. It is noted that the mean BMI of the weight measured 
(37.1 ± 6.1 kg/m2) is classified as Class II obesity. The mean BMI of the usual weight as Class I 
(32.3 ± 7.4 kg/m2). And the mean BMI of the desired weight as overweight (26.7 ± 3.4 kg/m2). It 
is observed that all means of BMI values are different from each other (MWM: 37.1 ± 6.1; MUW: 
32.3 ± 7.4 kg; MD: 26.7 ± 3.4 kg/m2 | WM x UW F (1.323) = 38.79; p ≤ 0.000 T (159) = 9.73; p 
≤ 0.000 | WM x DW F (1.323) = 73.44; p ≤ 0.000 T (159) = 10.23; p ≤ 0.000 | P x DW F (1.323) 
= 344.8; p ≤ 0.000 T (159) = 24.72; p ≤ 0.000).

Table 1. Patients’ sociodemographic characteristics. Ribeirão Preto, SP – 2016.

Variables   %

Age (years)

Mean 29.7

Min – Max 18-42

Marital status

Married 106

Single 28

Other 13

Education

Up to 8 years of schooling 33.6

From 8 to 11 years of schooling 58.0

Over 8 years of schooling 8.3

Per capita income (BRL)

Median 500

Min – Max 100-2000

BMI (kg/m2)

 25-29.9 8.9

 30-34.9 29.9

35-39.9 36.5

> 40 24.5
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When analyzing the weight measured with the usual weight reported by the patients (WM x 
UW), it was seen that 54.8% (n = 90) of the women reported usual weight higher than the weight 
measured (≥ 105% of the weight measured), 34.1% (n = 56), usual weight similar to the weight 
measured (94.9% to 104.9% of the weight measured) and 7.9% (n = 13), usual weight lower than the 
weight measured (≤ 95% of the weight measured). Static analyses showed a significant difference 
between these two weights (measured and usual) in the sample studied (MWM: 95.6 ± 18.0 kg; 
MUW: 82.9 ± 11.1 kg; F (1.323) = 31.3; p ≤ 0.000 T (166) = 8.24; p ≤ 0.000).

When analyzing the usual weight with the desired weight (UW x DW), most of the patients 
(64.6%) wished to have their weight lower than the usual weight (≤ 95% of the usual weight), 21.9% 
had their weight similar to the usual weight (94.9% to 104.9% of the usual weight) and 11.5% 
reported having the desired weight higher than the usual weight (105-140% of the usual weight). 
Static analyses showed a significant difference between these two weights (usual and desired) in 
the sample studied (MUW: 82.9 ± 11.1 kg; MDW: 68.8 ± 10.1 kg; F (1.323) = 64.9; p ≤ 0.000 T 
(166) = 10.1; p ≤ 0.000).

Figure 1. Comparison between the means and standard errors of Body Mass Index (BMI) 
calculated with measured weight, usual weight and desired weight. Ribeirão Preto, SP, 2016.
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And finally, when comparing the weight measured with the desired weight (WM x DW), it was 
observed that 166 patients (99.3%) reported willingness to lose weight. Of these, 65.8% (n = 109) 
wished to lose between 25% and 50% of the weight measured and the others between 6% and 
24.9% of the weight measured. Static analyses showed a significant difference between these two 
weights (measured and desired) in the sample studied (MWM: 95.6 ± 18.0 kg; MDW: 68.8 ± 12.8kg; 
F (1.323) = 280.3; p ≤ 0.000 T (166) = 24.3; p ≤ 0.000). Figure 2 shows the BMI frequencies for 
each weight evaluated. 

Figure 2. Frequency of patients in the comparisons between measured weight, usual weight 
and desired weight, considering the categories: weight greater than or equal to 105%, similar 
weight (94-104.5%) and weight less than or equal to 93.9%. Ribeirão Preto, SP, 2016.
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Trajectory and milestones of weight gain

For qualitative analysis, medical records containing the information needed to carry out the 
proposed investigation (weight gain and previous body weight cycling milestones) were selected, 
totaling 31 medical records.
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Table 2. Weight gain reasons reported by patients and recorded in medical records by 
students and nutritionists at HC-FMRP (n = 31). Ribeirão Preto, SP, 2016.

Reasons Examples of excerpts reported

Excess weight 
since childhood

The patient reports being already obese in childhood. (P8)

She mentions being born overweight (5 kg) and having been an 
obese child. (P25)

From childhood she was overweight. (P21)

Pregnancy She was “skinny” until 18 years of age and after the first son, at 22 
years of age, she gained 20 kg. (P1) 

In the last pregnancy she gained 20 kg and could not lose them. 
(P16)

Marriage After marriage (at age 18) she gained weight gradually, then began 
to eat more often. (P7)

The patient married at age 16 (75 kg) and in the subsequent 15 
years she had a weight gain of 45 kg. (P2)

She mentions weight of 96 kg in 2009, reached after four years 
of marriage, during which time she did not perform any physical 
activity and increased caloric intake. (P19)

In the weight history, the magnitude of the weight values associated with a milestone stand 
out, as in the following excerpts: “In the last pregnancy she gained 20 kg,” “10 kg in 3 years” and 
“15 kg in 8 months.” The variation in reported weight gain was between 10 and 40 kg.  

Childhood, pregnancy and marriage are the major temporal milestones mentioned as the 
onset of weight gain, which are tied to changes in personal life. Table 2 shows the reasons and 
examples reported.

continue
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Use of 
medications

She reports that she has always been thin. In 2000, she began a 
hormone therapy and gained 25 kg in 3 months. (P18)

She weighed 58/59 kg when she was 29 and began to gain weight 
when she started to use the “medication.” (P9)

She began to gain weight 6 years ago when contraceptive use 
stopped. (P10)

Onset of an 
illness

Two years ago she had a herniated disc problem, stopped physical 
activity and has been gaining weight ever since. (P20)

She reported having gained weight after the diagnosis. (P9)

Life change When she was seven years old, after menstruation, symptoms (body 
hair) began to appear that caused people to move away from her. 
Therefore she began to eat more and gained more weight. (P17)

She reports that there have been changes in her life (she moved 
from home, changed jobs and became more sedentary). (P3)

She gained 20 kg until she was 19 because she stopped performing 
physical activities. (P23)

Work routine She associates weight gain with job-related anxiety and 
nervousness. (P30)

8 years ago her weight gain was accentuated by change of routine 
because she began to work at the night shift. (P21)

Family problems She returned to 120 kg after her mother’s death. (P15)

She reports that she began gaining weight at age 9 after her 
parents’ separation. (P29)

P: Participant.
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Yo-yo effect was recurrent in weight history descriptions. There are stories of weight gains that 
add up to considerable amounts, followed by tiny weight loss. For example, one patient reports 
weight loss of 15 kg and subsequent gain of 37 kg in one year. Another patient reported being 
“thin” until the age of 18 and with the pregnancy of the first child she had some gain of 20 kg, 
followed by weight loss. However, after the death of her father, she gained 27 kg and lost 4 kg 
with the use of medication.

Through the reports described, it is possible to observe that more than half of the patients (n 
= 18) presented weight loss prior to the current treatment. Of these, 77% (n = 14) mention cyclical 
loss and gain of weight (yo-yo effect) (Table 3). 

Table 3. Reports of weight changes observed among patients (n = 31). Ribeirão Preto, SP, 2016. 

N %

Report of previous weight loss 18 58.0

    With weight gain 14 77.0

    No mention of later gain 4 23.0

They do not report weight loss 13 42.0

The main treatments described for weight loss were changes in diet on their own (65.4%), diet 
and physical activity practice (42.3%) and use of medication (26.9%). Nutritional monitoring was 
not mentioned (34.6%) as a method for weight loss. It is observed that there was an overlap of the 
practices described above by the patients. 

Discussion

In the present study, it was found that BMI classifications of measured, usual and desired 
weights are different from each other. Interestingly, patients arrive at the service with Class II 
obesity, which is higher than the usual BMI classification reported (Class I obesity) and wish to 
achieve BMI that is classified as overweight, that is, lower than the usual BMI.

Considering that the majority of the patients presented higher than usual measured weight, one 
seeks to understand the relationship of this weight gain with the milestones and the weight cycling 
trajectory. It is important to emphasize that milestones are events that promote changes in the 
patients’ social and nutritional contexts, such as changes in work routine, illness and pregnancy.25-27
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 A recurrent milestone in the reports was marriage, which was also mentioned by Teachman28 
and Klos & Sobal29 as predicting weight gain. Family problems can also influence weight gain, 
such as divorce and death of the spouse.30 

In addition to temporal milestones, the presence of overweight from childhood has been 
emphasized and agrees with data published by Matos et al.,31 which associate overweight and 
obesity in overweight adults to early childhood. 

Understanding weight gain history is indispensable for the treatment and can promote a more 
adequate approach to patients’ demands and experiences.32 Such results signal the role of diet 
as marking lifestyles and alert health services and others for the need to address such periods in 
order to prevent body weight gain.

Analyzing the patients’ weight history in this study, it is observed that the loss followed by weight 
gain (77.0%) is a frequent condition in the group studied. Among Americans, almost half of the 
population tries to lose weight. Among those who succeed, most gain weight again.33 In a cohort 
of more than 3,500 women, 10% had severe weight cycling (three weight losses higher than 5 kg 
with subsequent gain).21 A Brazilian study with women served in an obesity outpatient clinic has 
found weight cycling in 59.1% of the women. According to the authors, such weight oscillation may 
hinder adherence to treatment and raise the quitting rate.20 Oliveira et al., on the other hand, 
have observed weight cycling in only 13% of patients studied. This lower percentage of patients 
with weight cycling may be associated with reports of medicament use (84.2%) by patients and/or 
because it is a bariatric surgery preoperative outpatient clinic, a factor that may motivate patients 
to lose weight.22

The majority of patients in this study (65.8%) wished to lose between 25% and 50% of the 
weight measured, which coincides with data published by Grave, in which 1,011 patients expected 
a 9 kg/m2 BMI loss in one year of treatment and wished 32% less weight than the initial one. In 
this same study, when asked about a maximum acceptable BMI, mean weight 23% lower than the 
current one was reported.2 However, the study by Befort et al. has shown that the women wished an 
average loss of 18.8% of the initial weight, that is, an average lower than the findings of this study.15

Considering that the great majority of the patients (99.3%) had a desire for expressive weight 
loss combined with ineffective previous attempts and new situations of weight gain, the possibility 
of corporal dissatisfaction is highlighted. Studies show that over 60% of obese women report 
dissatisfaction with body weight.34,35

Sometimes, body dissatisfaction can motivate search for weight loss treatments in order to, in 
addition to appeasing health issues, adapt to social impositions and aesthetic standards in force 
in a certain social group.2
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Although beauty standards and aesthetic ideals are presented in women’s discourse, they are 
often shaped by a variety of factors external to the subject. One factor that can shape such body 
idealization is the very dynamics of body aesthetic ideals in each social and historical context.11,19 
In this sense, a British study, when analyzing a population in 1999 and in 2007, associated the 
increase in obesity prevalence with reduction of overweight perception by the subjects studied.11

The media also has a central role that influences the construction of body patterns in 
contemporary society.36 Subjects are daily exposed to television, movies, magazines and the 
Internet showing images of models and bodies in an ideal of beauty far from what is presented 
by the majority of the population.3 Such cultural ideals can shape the public perception of ideal 
female bodies. The media plays a key role in increasing dissatisfaction with one’s own body.36 
For example, the rate of exposure to soap operas and movies is associated with greater body 
dissatisfaction in adolescents.37

The discrepancy between the usual weight and the desired weight as well as the different findings 
related to weight gain milestones and the patients’ body history trajectories are included in the 
information about the influence of social context and the media described in the literature. One can 
note the diversity of factors that influence the social construction of bodies for overweight patients. 
These different constructs may influence adherence to recommendations for weight loss because 
the patients’ personal motivation is closely linked with the perception of one’s own body weight.14,18

Conclusion

This study has shown that there is a discrepancy between the measured weight, the usual weight 
and the desired weight for women seeking nutritional treatment for weight loss. In addition, several 
factors that influence the construction of the patient’s weight history were observed: different weight 
gain milestones, previous weight loss attempts and weight cycling over the course of life. Thus, it 
is pertinent to investigate and understand each patient’s weight history in the clinical context of 
nutritional treatments, since this information can serve as a parameter to establish more effective 
goals and to improve adherence to weight loss treatments.
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