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Background: In order to develop appropriate obesity control and treatment 
strategies, the key point is to understand the barriers perceived by overweight or 
obese people in trying to follow weight-loss programs. This study examined 
perceived barriers to weight-loss programs among overweight or obese women. 
Methods: In this descriptive-analytical study, 204 overweight or obese women aged 
31.97± 10.62 yr, were selected randomly from the nutritional counseling centers in 
2008 in Tabriz, Iran. The mean BMI was 33.83 ±5.75 kg/ m2. A structured 
questionnaire including questions on barriers to weight-loss diet and physical activity 
was filled out for each participant by face-to-face interview. Height and weight 
measured objectively and demographic details were obtained. Data analysis carried out 
using multiple regression and factor analysis. 
Results: The most important perceived barriers to weight-loss diets were 
'situational barriers', stress, depression, and food craving. High educational level was 
independent determinant of situational barriers (β=0.329, P=0.048). Employee 
women had a higher mean score on stress and depression than students and 
housewives. Lack of time and exercising lonely were the most important items of 
"External barriers" and Lack of motivation was the most important item of "internal 
barriers" to physical activity. Employment and being student were highly associated 
with external barriers (β=1.018, P<0.001 and β=0.541, P= 0.002). Moreover, older 
women who had low educational level, perceived more internal barriers.  
Conclusion: Weight reducing strategies should take into account the specific 
perceived barriers to weight-loss diets faced by overweight or obese women, 
particularly situational barriers, stress and depression and food craving; and lack of 
time and lack of motivation as barriers to physical activity. 
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Introduction 
 

Overweight and obesity have reached 
epidemic proportions, not only in developed 
but also in developing countries1. In Iran, a 
Middle-East developing country, prevalence 

of overweight and obesity is 42.8% in men 
and 57.0 % in women2. Obesity is also more 
common among women than men (25.2% 
vs.11.1%)2. North-west of Iran is an area with 
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higher prevalence of overweight and obesity in 
compare to the nationwide prevalence3. Based 
on the above information, it is necessary to 
establish proper preventive health practices 
and treatment strategies in order to reduce the 
rate of obesity. However, according to the 
health belief model4, the presence of perceived 
barriers decreases the likelihood of engaging 
in preventive health practices. One of the 
most important preventive health practices to 
reduce the rate of obesity is weight loss 
programs5. Dietary changes and exercise are 
major components of weight loss interven-
tions in Iran. Therefore, perceived barriers to 
weight loss programs may refer to an individ-
ual evaluation of the potential obstacles that 
may lessen the adherence to mentioned inter-
ventions6. The most of previous studies7-9, ex-
amined perceived barriers to healthful eating. 
For example, in one study the most common 
perceived barriers to healthy eating were re-
lated to motivation, time and cost7. Time and 
taste factors were the most frequently men-
tioned perceived barriers to healthy eating in 
Kearney et al study8. In Spain, the main bar-
riers were 'irregular work hours', 'willpower' 
and 'unappealing food'9. When it comes to 
physical activity, the most important barriers 
reported in studies were lack of motivation, 
lack of time due to work or study commit-
ment and lack of family or friend support7,10-12. 
Few studies specifically considered the per-
ceived barriers to healthful eating by obese 
adults who participated in weight-loss pro-
grams13-15. Lack of knowledge, lack of control 
and lack of time were the perceived barriers 
reported by the obese treatment-seeking adults 
in Welsh et al study13. However, it seems that 
different social and cultural factors of societies 
may affect perceived barriers. Most previous 
studies have been performed in developed 
countries and less is known about perceived 
barriers to weight loss programs in developing 
ones such as Iran.  

Therefore, this study was carried out to 
examine perceived barriers to weight-loss pro-

grams among overweight or obese women in 
Tabriz, Iran. 
 

Materials and Methods 
 

Present research was descriptive-analyti-
cal study conducted in 2008 and participants 
were attendants of the nutritional counseling 
center, which is a part of specialized clinics 
network at the Tabriz University of Medical 
Sciences, Tabriz, Iran. The inclusion criteria 
were ages above 18 yr, body mass index (BMI) 
greater than 25 kg/m2 and not being pregnant 
or athlete. Considering the dropout rate 
(15.5%) in the previous weight loss program 
in the region16 we calculated our study sample 
size to be 200 at 95% confidence level and a 
margin of error equal to 0.05 plus an extra 100 
subjects to cover potential withdrawers.  

The present study had two parts. In first 
part, a questionnaire about demographic va-
riables and anthropometric data was filled out 
from participants at study entry and before the 
first session of nutritional counseling. Second 
part was completed when participant gave up 
continuation the program in less than two 
months or after that in subjects who keep on 
attending the nutritional counseling center. In 
first part, 300 women recruited by using the 
mentioned inclusion criteria and simple ran-
dom sampling procedure. Nevertheless, 56 
subjects were excluded from the study because 
of several reasons unrelated to weight loss 
program such as changing their living area or 
wrong phone number. In addition, the other 40 
subjects gave up completing the second part 
(filling out the barriers’ questionnaire) because 
of personal reasons. Therefore, 204 subjects 
remained in the study and completed both 
parts of the research. 

Part I: A questionnaire about demo-
graphic variables was filled out by face-to-face 
interview at study entry. Demographic va-
riables included age, marital status, job status 
(housewife, employee and student) and edu-
cational levels (primary school, high school 
and university). Height was measured to the 
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nearest 0.5cm with subjects standing bare feet, 
heels together, and head in horizontal Frank-
fort plane. Body weight was measured to the 
nearest 0.1 kg using a Seca scale, and subjects 
wearing light indoor clothes. BMI was calcu-
lated as weight (kg) divided by square of 
height (m2) and classified as overweight (BMI 
> 25 kg/ m2) or obese (BMI > 30 kg/m2). 
Then participants were referred to the nutri-
tionist in nutritional counseling center to start 
weight loss program. Weight loss diets were 
designed by nutritionist based on scientific 
recommendations. The sample weight loss 
diets were analyzed and following results were 
obtained: The recommended energy ranged 
from 800 to 1500 Kcal per day. The recom-
mended diets contained 20% of calories from 
protein, 55% from carbohydrates and 25% 
from fat. Participants were advised to have at 
least 30 minutes physical activity of moderate 
intensity every day. 

Part II: This part of study was com-
pleted by either participant who had contin-
ued weight loss programs for two months or 
participants who stopped attending the nutri-
tional counseling center in less than two 
months. Women’s perceptions of barriers to 
follow weight-loss diet and be physically active 
were assessed using 26 items structured ques-
tionnaire, which was validated by pilot study 
in 30 overweight or obese women.  
 
Pilot study 

To develop perceived barriers question-
naire, literature review of articles (identified by 
a search of the Medline) was performed in-
itially. Next, some of the barrier items were 
extracted from these articles. Then, these 
items tested in a number of women clients of 
nutritional counseling centers. In order to de-
termine other important barriers to follow 
weight -loss diet and physical activity which 
may not have been included in the barriers 
items, participants were asked the following 
two open-ended questions: "What is the one 
thing that makes it hardest for you to com-
pliance with a weight-loss diet?" and "What is 

the one thing that makes it hardest for you to 
be physically active?". Finally, the article- ex-
tracted barriers and those mentioned by par-
ticipants were put together, revised, and re-
structured to 26 questions with clear, unders-
tandable and familiar words. This perceived 
barriers questionnaire was pilot-tested with a 
convenience sample of 30 overweight or ob-
ese women clients of those nutritional coun-
seling centers in order to determine inter-item 
reliability. The Cronbach’s α coefficient for 
the barriers’ questionnaire was 0.80, indicating 
good internal reliability. During the pilot study 
it was founded that subject started to report 
barriers approximately 6 to 8 weeks after the 
onset of weight loss program. Subsequently, 
the two months period was considered suffi-
cient for assessing barriers to weight loss pro-
gram adherence.  

In part II, the questionnaire was filled 
out by a trained interviewer (face to face inter-
view) and started with this sentence:" The 
following is a list of possible barriers that keep 
people from adhering to a weight-loss diet or 
being physically active". Then, for each item, 
participants were asked to characterize its im-
portance using a 5- point Likert scale (1= not 
a barrier, 5= the most important barrier). 
There were two sets of perceived barriers, 
those related to weight-loss diet (17 questions) 
and those to physical activity (9 questions).  
 
Statistical Analysis 

Analysis was conducted, using SPSS 
version 11.5 statistical software. Two separate 
exploratory factor analysis were performed 
with the 17 barriers to follow weight- loss diet 
and the 9 barriers to physical activity, to iden-
tify underlying structure of the data. Principal 
components analysis with varimax rotation 
was used. The factorability of the matrix was 
determined using the Kaiser–Meyer–Olkin 
Measure of Sampling Adequacy (KMO)17,18. 
The KMO for the entire matrix was 0.735, 
which fell into the range of being good. Only 
factors with Eigenvalues over 1.0 were ex-
tracted. A factor-loading cutoff of 0.4 was 
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adopted and items that had loading of less 
than 0.4 were dropped. Items included in each 
factor were reviewed for content consistent 
with the other items within the factor. Indi-
vidual statements that did not appear consis-
tent with the concept defined by the factor 
were omitted from the list of items. The mean 
factor scores were calculated for each factor 
by averaging the Likert scores of individual 
items that composed each factor and used to 
rank order the barrier factors from the most 
important to the least important. Multiple li-
near regressions using the backward technique 
were used to determine relationships among 
perceived barriers, demographic variables and 
overweight or obesity status. Demographic 
variables and BMI selected as independent 
variables while the mean standardized of each 
factor scores selected as dependent variables. 
Data concerning factor scores, age and BMI 
were entered in the model as continuous va-
riables, while the variables of marital status, 
job status and educational levels were entered 
in the model as dummy variables. P values < 
0.05 were considered statistically significant. 
 
Results 
 

The mean age of overweight or obese 
women was 31.97± 10.62 years (range 18 to 
50 years). Approximately, 26% of the respon-
dents were university-educated and 41% were 
high school graduated. Two third of them 
were married (66.6%). From occupational 
point of view, 68.4%, 11.9% and 19.7% were 
housewives, employee and student, respec-
tively. The mean BMI was 33.83 ±5.75 kg/ m2 

and 68% of the subjects had a BMI greater 
than 30 kg/m2. 

The factor analysis of the perceived bar-
riers to weight loss diet revealed six interpret-
able factors with Eigenvalues greater than one. 
These factors together explained 61% of total 

variance. Evaluation of the barriers’ items 
within each factor revealed that one of the 
original 17 items -" do not reach desirable 
weight loss"- had Eigenvalue less than 0.4 and 
was omitted. Provisional names were assigned 
for these six factors, which are presented in 
Table 1. Furthermore, two factors were identi-
fied accounting for 44% of the total variance 
in perceived barriers to physical activity. One 
barrier item- "not being able to exercise be-
cause of cold weather"- did not load on any of 
the two factors and omitted from the list of 
items. These two factors named "external bar-
riers" and "internal barriers" are presented in 
Table 2. 

The single most important barrier to 
follow weight- loss diet was situational barriers 
(Table 3).  

Stress and depression, food craving and 
social barriers were the next important bar-
riers. Moreover, "external barriers to physical 
activity" had higher mean score than internal 
barriers. The most four important items of 
barriers to follow diet were "traveling", "sweet 
tooth", "being at a party" and "being in 
stress"( Mean Likert score 3.18, 2.87, 2.81, 
2.73 respectively). Respondents rated lack of 
time due to work or study, lack of motivation 
and exercising lonely as most important items 
of barriers to physical activity (Mean Likert 
score 2.58, 2.57, 2.42 respectively). 

The results of the multiple regression 
analysis presented in Table 4. These variables 
accounted for a small percent of the variance 
(R2) in each factor. The analysis revealed that 
educational levels were independent determi-
nants of situational barriers and cost of diet. 
Women with university degree had a higher 
score on situational barriers than those with 
high school and primary school education. 
Further, the less educated, the more barriers 
reported by women on cost of diet. 
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Table 1: Perceived barriers to weight-loss diet adherence and items loaded on them with factor loads in over-
weight and obese women (n=204) * 

 
Barriers to follow weight-loss diet Factor 

loading†
Factor 1: Situational Barriers ( Eigenvalue = 3.62, 21.3 % variance ) 
   Eating out kept me from adhering to weight-loss diet. 
   I can not follow diet while I am at a party. 
   It is hard for me to stick with diet when I am on a trip.  

 
0.77 
0.76 
0.59 

Factor 2: Stress and Depression (Eigenvalue = 1.77, 10.4 % variance) 
   I can not follow diet when I am blue.  
   I can not continue diet when I am in stress.   

 
0.89 
0.88 

Factor 3: Social Pressure ( Eigenvalue = 1.48, 8.7% variance )  
   My family does not support me to follow weight-loss diet.  
   My friends pressure me to eat something. 
   I can’t follow diet when my food pattern differs from that of other family members. 

 
0.70 
0.67 
0.56 

Factor 4: Adverse Effects of Weight-Loss Diet (Eigenvalue = 1.27, 7.45% variance) 
   Feeling to have a pale appearance, keep me from following diet. 
   I could not follow my diet because of Its complication. 
   I could not adhere to diet because I felt hungry most of the time. 

 
0.81 
0.76 
0.45 

Factor 5: Food craving (Eigenvalue = 1.14, 6.7 % variance ) 
   I like junk foods a lot and whenever they are available, I can’t resist eating. 
   Dietary foods are not delicious, then I can’t follow diet completely. 
   I break my diet when sweets, chocolate, candy, cake and biscuit are available.  

 
0.68 
0.63 
0.56 

Factor 6: Cost of diet (Eigenvalue =1.05, 6.2 % variance ) 
   Weight-loss diet and healthy foods are expensive. 
   Weight- loss diet is boring. 

 
0.78 
0.42 

* Factors extraction procedure: Principal Component Analysis, Component rotation procedure: Varimax Rotation/ 
†Cutoff point: 0.4 
 
Table 2: Perceived barriers to physical activity and items loaded on them with factor loads in overweight and 

obese women (n=204) * 
 

Barriers to physical activity Factor 
loading†

Factor 1: External Barriers ( Eigenvalue = 2.74, 30.4 % variance ) 
   I don’t have enough time to be physically active because of job or education.  
   I am too tired to exercise.  
   I don’t have enough time to be physically active because of house working.  
   There is no one to exercise with me. 
   I don’t have access to places to do physical activity, exercise or sport. 

 
0.80 
0.71 
0.56 
0.53 
0.52 

Factor 2: Internal Barriers (Eigenvalue = 1.23, 13.6 % variance) 
   I can not exercise because of foot pain. 
   It is hard for me to be physically active because of high weight. 
   I’m not interested in being physically active or doing exercise regularly.    

 
0.78 
0.73 
0.42 

* Factors extraction procedure: Principal Component Analysis, Component rotation procedure: Varimax Rotation/ 
†Cutoff point: 0.4 

Only the employment was significantly 
associated with 'stress and depression'. In fact, 
employees had a higher standardized mean 

score on stress and depression than students 
(0.34±1.08 vs. -0.2 ± 0.92, P<0.05) but not 
significantly than housewives (0.34±1.08 vs. -
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0.03±0.97, P< 0.05). Moreover, employment 
was associated with social pressure. Finally, 
BMI was negatively correlated with situational 

barriers, social pressure and food craving (Ta-
ble 4).  

 
Table 3: Priority of barriers to weight-loss programs based on mean Likert scores for each factor in over-

weight and obese women (n=204)* 
 

Barriers factors to weight-loss diet Mean(SD) 
Situational Barriers 2.86(0.29) 

2.58(0.21) 
2.55(0.29) 
2.32(0.22) 
2.14(0.59) 
2.13(0.51) 

 
2.29(0.23) 

2(0.52) 

Stress and Depression 
Food craving  
Social Barriers 
Adverse Effects of Weight-Loss Diet
Cost of diet  
Barriers factors to physical activity
External Barriers 
Internal Barrier 

* The mean factor scores were calculated for each factor by averaging the Likert scores of individual items that com-
posed each factor  
 

Table 4: Multiple linear regression analysis of variables associated with barriers to weight-loss diet adherence 
in overweight and obese women (n=204)* 

 

*The mean standardized of each factor scores selected as dependent variables while demographic variables and BMI 
selected as independent variables in Multiple linear regression model with backward method./  †  Confidence Interval /§ 
Adjusted for age, BMI, marital status, job status and educational levels 

 
Independent variables accounted for a 

moderate amount of the variance in the two 

factors of perceived barriers to physical activ-
ity (Table 5). Employment and being student 
were highly associated with external barriers. 

Barriers factors to weight-loss 
diet adherence 

β p-value 95 % CI†  R2 Adjusted
R2 § Lower bound Upper bound 

Factor 1: Situational Barriers  0.081 0.071
 (constant) 0.679 0.139 -0.222 1.580  
 University degrees 0.329 0.048 0.004 0.655  
 BMI -0.29 0.041 -0.057 -0.001  
Factor 2: Stress and Depression 0.041 0.036
 (Constant) -0.103 0.220 -0.267 0.062  
 Employee 0.489 0.006 0.145 0.833  
Factor 3: Social Pressure 0.090 0.075
 (Constant) 1.455 0.001 0.571 2.338  
 University degrees -0.300 0.064 -0.618 0.018  
 Employee 0.339 0.045 0.007 0.670  
 BMI -0.050 0.000 -0.076 -0.023  
Factor 5: Food craving  0.064 0.043
 (Constant) 0.325 0.494 -.610 1.259  
 High school graduate 0.303 0.064 -0.018 0.625  
 Student 0.424 0.066 -0.028 0.877  
 Marital status 0.402 0.059 -0.016 0.820  
 BMI -0.028 0.048 -0.055 0.000  
Factor 6: Cost of diet  0.040 0.029
  (Constant) 0.428 0.010 0.104 0.753  
  High school graduate -0.462 0.030 -.878 -0.045  
  University degrees -0.521 0.008 -0.906 -0.136  
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These variables were mostly associated with 
item "not having enough time to be physically 
active because of job or education" (β=2.126, 
P<0.001 and β=1.783, P<0.001 respectively). 

Women with higher BMI reported less exter-
nal barriers. Older women who had low edu-
cational level, perceived more internal barriers.  

 
Table 5: Multiple linear regression analysis of variables associated with barriers to physical activity in over-

weight and obese women (n=204)* 
 

*The mean standardized of each factor scores selected as dependent variables while 
demographic variables and BMI selected as independent variables in Multiple linear regression model with 
backward method/ § Adjusted for age, BMI, marital status, job status and educational levels 
 
Discussion 
 

In order to improve weight-loss diet ad-
herence and increase population physical ac-
tivity levels, it is important for those involved 
in obesity prevention and treatment to aware 
of the difficulties that people at high risk of 
weight gain perceive in trying to lose weight. 
The present study, which is the first report of 
perceived barriers to weight-loss programs in 
Iran, revealed six barriers to weight- loss diet 
adherence and two barriers for being physi-
cally active. 

"Situational barriers" was the most im-
portant factor kept study subjects from stick-
ing with recommended diet. These findings 
were consistent with the results of previous 
studies19, 20 which showed that situational bar-
riers could affect dietary adherence among 
different groups of population. They reported 
that it was difficult to adhere to the diet when 
the daily routine was disrupted such as at 
weekend, when being in a party, traveling and 

eating out. More over in these situations, ex-
ternal cues probably encourage people to eat 
more. In study performed in Finland by Lap-
palainan et al., eating out especially with 
friends or coworkers was one of the barriers 
to recommended diet in patients with cardi-
ovascular disease21.  

Foods especially high calorie ones are 
served and available in parties and ceremonies 
of Middle-east countries. The results of Ma-
leka et al. study showed that parties were the 
important factor that alter adherence to cardi-
ovascular dietetic recommendation in 
Kuwait19. Women with university education 
reported situational barriers more than women 
with secondary or primary education. Proba-
bly, high-educated women had extended social 
contacts and experience more events that dis-
rupt daily routine than low educated ones. 

"Stress and depression" was the next 
important barrier. In this study, obese women 
indicated that stress and depression made 
them to eat too much and not to adhere to the 

Barriers factors to physical activity β p-
value

95 % CI R2 

 
 

Adjusted
R2 § 

 
Lower 
bound 

Upper 
bound 

Factor 1: External Barriers     0.278 0.266 
 (constant) 0.585 0.168 -0.249 1.419   
 Employee 1.018 0.000 0.684 1.352   
 Student 0.541 0.002 0.206 0.875   
 BMI -0.035 0.006 -0.060 -0.010   
Factor 2: Internal Barriers     0.251 0.238 
 (Constant) -0.182 0.537 -0.761 0.398   
 High school graduate -0.434 0.020 -0.800 -0.068   
 University degrees -0.857 0.000 -1.220 -0.494   
 Age 0.022 0.001 0.010 0.035   
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diet. In Sanlier and Unusan study22, the obese 
Turkish women had a higher average score 
compared to normal weight women within the 
stress factors scale. The results of the study 
carried out by Dragan and Akhtar-Danesh23, 
indicated that higher BMI was associated with 
more severe form of depression. In the 
present study, employed women reported 
stress and depression as important barriers to 
diet adherence more than housewives and 
students. Obviously, employed women expe-
rience more stress than others do because they 
not only have stress at work but also have re-
sponsibilities of house working and childcare. 
Consequently, these stressful circumstances 
keep them from completely compliance with 
weight-loss diet. There are some mechanisms 
suggested by previous studies about the rela-
tionship between stress and over eating. One 
of them is the association between stress and 
feeding via opioid system in the body24. Eating 
is both pleasurable and rewarding24. Re-
searchers have shown that eating activates 
neural substrate such as dopamine, opioid, 
benzodiazepine and GABA neurotransmitters 
that lead to improve mood and alleviate 
stress25. In stressful events, endogenous opioid 
neuropeptides, involved in rewarding 
processes in eating behaviors, stimulate 
appetite by palatable foods. Consequently, 
consuming high-energy foods alleviates 
behavioral symptoms of stress26.  

The other mechanism seems to consis-
tent with the results of present study is that 
dieters or restrained eaters maybe unrespon-
sive to their internal physiological influences 
on appetite, therefore cognitively demanding 
situations, which may be stressful, lead to dis-
ruption of restraint and so overeating, espe-
cially of sweat fatty foods27. For example in 
students, the time of exams or long working 
hours associated with high intake of energy 
and low intake of healthy foods28. 

The other important barriers was "food 
craving" especially sweet tooth which is com-
mon among women29. Positive associations 
have been shown between food cravings and 

excessive overeating30, BMI31, binge eating and 
bulimia32 and low compliance with weight 
reduction programs31. Much of the literature 
of food craving has been devoted to carbohy-
drate cravings30. These craving has been evi-
denced mostly in women30. In premenstrual 
syndrome, the level of serotonin reduced in 
brain leading to changes in mood and sensi-
tizing to stress and depression32. Subsequently, 
cravings to the food that increase the ratio of 
triptophan relative to other amino acid are 
increased33. Probably, the subjects of present 
study tended to consume foods that were 
prevented from, because of dietary restraint. 
Understanding the mechanisms underlying 
food cravings and aversions may lead to 
improved methods for the prevention and 
treatment of obesity and eating disorders. 

"Social pressure" moderately affected 
weight-loss diet adherence in overweight or 
obese women in our research. Women indi-
cated that family meal routines and feeding 
children were challenges in the way of fol-
lowing weight-loss diet. Additionally, they 
would not have enough support of their hus-
bands, parents and friends to keep on adher-
ing to the recommended diet. Some of them, 
who especially spent much time with their 
friends, claimed that friends made them to eat 
high calorie foods. Satia et al. showed that so-
cial pressure to change diet was significantly 
associated with higher fat intake34. Kearney et 
al. found that non-adherent women reported 
more difficulty resisting negative emotions 
and prior food preferences and habits35; they 
were also more concerned about negative res-
ponses from others. In this study, employed 
women perceived this barrier more than other 
groups. Probably, women who work, have 
little time to prepare different meals for them-
selves and the other member of their family. 
Moreover, they may be under the pressure of 
coworkers for eating at work. 

The least important barriers were "ad-
verse effects of weight-loss diet" and "cost of 
diet". The weight-loss diets delivered in nutri-
tional counseling centers in this study were 
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scientific diets that were prescribed by nutri-
tionists. This may be the reason of low rating 
the adverse effects of diet as a major barrier.  

 There may be several reasons for low 
rating of cost: the diet might not be expensive 
in whole or the participant might have had so 
large desire or need to lose weight that they 
had not paid attention to the cost of diet. Be-
cause of face-to-face interview, underreporting 
would be another reason for low rating of 
cost. Considering educational level as an indi-
cator of socioeconomic status (SES), women 
with low education (low SES) reported cost of 
diet as a barrier, significantly more than high-
educated ones.  

One of the interesting results was the 
negative correlation between BMI and three 
important barriers: situational barriers, food 
craving and social pressure. Obese women 
had reported fewer barriers on these factors 
than overweight ones. It is possible that obese 
subjects actually have more barriers but be-
cause of underreporting, they pay less atten-
tion to the barriers. The report of Lappalainan 
et al. also indicated the underreporting of bar-
riers by obese patients receiving nutrition 
counseling as part of cardiac rehabilitation21. 

Our findings in relation to physical ac-
tivity were similar to the result of Allison et al. 
and Dunton et al. studies who reported exter-
nal and internal barriers to physical activity36,37. 
However, unlike the results of these studies, 
“external barriers” were more important than 
“internal barriers” in present research. One 
explanation for this inconsistency is that these 
studies were carried out in developed coun-
tries in which physical activity resources and 
facilities are sufficient and persons have an 
easier access to them. Therefore, barriers to 
physical activity in developed countries usually 
related to motivational and internal barriers 
while in developing ones such as Iran, there 
are lack of facilities, places and educational 
program for exercise and physical activity es-
pecially for women. Consequently, the bar-
riers, which were reported by subjects more 
frequently, were “external barriers”. Lack of 

time due to work and study commitments was 
the most important item loaded on “external 
barriers”. Lack of time as barriers to physical 
activity was reported to be the most important 
barriers in many of the previous studies7,10,36-38. 
Employed women and women who were 
students tended to report time as a major bar-
rier to physical activity more than others did. 
Furthermore, they complained about feeling 
tired, which prevent them to do exercises.  

Lack of interest and motivation to do 
exercises was the most important items of 
“internal barriers”. This was consistent with 
the results of Allison et al. study36. Tiredness 
of doing exercise because of overweight was 
one of the internal barriers reported by the 
obese participants of the present study. By the 
study of 16314 Australian adult with over-
weight or obesity, Atlantis et al.39 found that 
higher weight was one of the barriers to 
physical activity performance. Inability to per-
form physical activity because of joint pain 
and osteoarthritis was one of the internal bar-
riers reported by older women in present 
study. Osteoarthritis is major reason for 
physical inability in older women40. Evidences 
show that obesity has strong association with 
knee osteoarthritis and weight reduction 
would be a preventive strategy41. Therefore, 
osteoarthritis and joint pain should be paid 
attention in designing exercises for middle 
aged and old ones42.  

In developing countries, weight-loss 
strategies focus more on diet and exercises 
while in present study we showed that the 
majority of perceived barriers were related to 
life style and behavior. Therefore, nutrition 
and health authorities, must pay attention to 
behavioral treatment and apply behavior 
change models43. Typical behavioral therapies 
include cognitive behavioral therapy strategies 
in the treatment of obesity43. There is a need 
to revise weight reduction and physical activity 
promotion messages and better inform people 
how they can feasibly adopt the strategies.  

Our study-sampling frame was limited 
to patients attending the nutritional counseling 
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center, which generally reside in the North 
West region of the country. Therefore, the 
findings are not expandable to the wider 
community. Under reporting of barriers by 
respondents due to considerations they may 
had when expressing their daily living cir-
cumstances in a face to face interview can be 
regarded as another potential limitation for 
this study. 
 
Conclusion 
  

Findings from this study have tentative 
implications for diet and nutrition policies and 
programs. Weight reducing strategies should 
take into account the specific perceived bar-
riers to weight-loss diets faced by overweight 
or obese women, particularly situational bar-
riers, stress and depression and food craving; 
and lack of time and lack of motivation as bar-
riers to physical activity.  
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