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ABSTRACT  

Background: It is recognized that the health of physicians 

directly impacts the health of the larger population, as 

numerous studies have established a link between the health 

behaviors of physicians and their interactions with patients. 

Objectives: To assess obesity and its risk factors as well as to 

measure nutritional habits among family medicine trainees 

in Makkah AlMukarramah city in 2013-2014. 

Subjects and Methods: A cross sectional study was carried 

out including all family Medicine trainees in Makkah, from R1 to 

R4, they are accounted for 61 doctors (27 male, 34 female). A 

self-administered questionnaire was utilized. It is divided into 

six parts: Demographic data, weight and height measurements, 

smoking habit, physical exercise using General Practice 

Physical Activity Questionnaire [GPPAQ] and nutrition 

assessment by Food Frequency Questionnaire. The 

researcher met all the respondents and measured their weight 

and height, and then every subject was asked to fulfill the self-

administered questionnaire.  

Results:  Out of 61 family medicine trainees recruited for 

study, 60 responded by filling in the study questionnaire, giving 

a response rate of 98.4%. Their age ranged between 25 and 

35 years with a mean of 28.17 years and standard deviation of 

2.38 years. More than half of them (55%) were females. Most 

of them (71.7%) were married. All were Saudis. More than a 

quarter of family medicine trainees (26.7%) were obese and 

21.7% were overweight whereas 48.3% were normal. 

Underweight was reported among two of them (3.3%). Obesity 

was  more observed among male family medicine trainees than  

 

 
 

 
females (44.4% versus 12.1%). This difference was statistically 

significant, p=0.001. Almost two thirds of physically inactive 

family medicine trainees (62.5%) were obese compared to 

6.2% of those physically active, p=0.033. Family medicine 

trainees who reported intake of soft drinks  with sugar showed 

higher significant rate of overweight and obesity compared to 

those who never intake soft drinks with sugar  (24.5% versus 

13.3% and 33.3% versus 6.7%, respectively, p=0.034).  

Conclusions: Prevalence of overweight and obesity was high 

among family medicine trainees in Makkah region, KSA.  

Physical inactivity, male gender and frequent intake of soft 

drinks with sugar were found to be predictors of obesity among 

family medicine trainees in Makkah Almukarramah city. 
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INTRODUCTION 

It is recognized that the health of physicians directly impacts the 

health of the larger population, as numerous studies have 

established a link between the health behaviors of physicians and 

their interactions with patients.1 In addition, workers may be more 

prone to poor health behaviors such as smoking, drug and alcohol 

abuse and less physical activity. Musculoskeletal disorders 

(MSDs) are a significant cause of morbidity in healthcare workers, 

and research on the effects of demanding work schedules on 

MSD risk is an area that needs further exploration,2 and interfere 

with the quality of healthcare provision.3  

Physicians are usually exposed to high levels of occupational 

stress  resulting  from  heavy  workloads  and  high  levels  of time  

pressure, and those in certain employment positions or specialties 

are at higher risk of suffering from depression disorders than the 

general population.4  

Against this background, enlightening activities have been actively 

pursued by national medical associations in various overseas 

countries, as part of an effort to promote physicians leading a 

favorable lifestyle in order to protect their own health.5 

Obesity is becoming a worldwide problem affecting all levels of 

society and is being described as a global epidemic. WHO 

predicts that three billion people worldwide will be overweight or 

obese by 2015.6 Obesity greatly increases the risk of developing 

cardiovascular  disease,  Stroke ,  hypertension,  and dyslipidemia  

http://www.ijmrp.com/
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and leads to increased mortality.7  It is also associated with 

diabetes,8 some types of cancer,9 psoriasis,10 adverse fertility and 

pregnancy outcomes,11 liver, gall bladder diseases and earlier 

mortality in old age,12 osteoarthritis, sleep apnea and many other 

health conditions. Furthermore it is also a component of the 

metabolic syndrome for most definitions.13  

In Saudi Arabia, obesity is becoming one of the most important 

public health problems.14 

This study aimed to evaluate the magnitude of the problem of 

obesity and its dietary determinants among family medicine 

residents in Makkah AlMukarramah city 2013-2014  

 

SUBJECTS AND METHODS 

A cross sectional research design was adopted in the family 

medicine unites in Makkah AlMukarramah city. Because of small 

number of family medicine trainees in Makkah Almukarramah, all 

of them were recruited in our sample. All family medicine trainees 

being affiliated to a Family medicine unites within Makkah Al-

Mukarramah were included. The researcher used a questionnaire 

divided into six parts: demographic data (age, gender, marital 

status, nationality, and residency level), weight and height 

measurements (weight and height were measured by the 

researcher and filled in the questionnaire. Weight was measured 

by electronic valid machine in kg. It was measured as the subject 

wears the ordinary clothes. Extra clothes were removed before 

measurements. Height was measured by valid machine in meter. 

Foot wears were removed before measurement. Body mass index 

(BMI) assesses the body weight relative to height. It was 

calculated as weight in kilograms divided by height in meters 

squared, rounded to one decimal place. Obesity in adults is 

defined as BMI greater than or equal to 30 kg/m², while BMI from 

25-29.9 kg/m² is considered overweight, BMI from 18.5- 24.9 is 

considered normal while BMI < 18.5 is considered underweight. 

Assessment of general health  by asking questions  about whether  

the family medicine trainee has diabetes mellitus, hypertension, 

hypercholesterolemia and ischemic heart disease was done. 

Smoking habit (duration and frequency) was assessed. Physical 

exercise using General Practice Physical Activity Questionnaire 

[GPPAQ], 15 developed by the London School of Hygiene and 

Tropical Medicine as a validated short measure of physical activity 

was utilized. The GPPAQ is a validated screening tool that is used 

to assess adult (16 – 74 years) physical activity levels. It provides 

simple, 4-level Physical Activity Index (PAI) categorizing subjects 

to one of the following categories:  Inactive (sedentary job and no 

physical exercise or cycling), moderately inactive (sedentary job 

and some but < 1 hour physical exercise and/or cycling per week 

or standing job and no physical exercise or cycling), moderately 

active (sedentary job and 1-2.9 hours physical exercise and/or 

cycling per week or standing job and some but < 1 hour physical 

exercise and / or  cycling per week or physical job and no physical 

exercise or cycling and active (sedentary job and ≥ 3 hours 

physical exercise and / or cycling per week or standing job and 1-

2.9 hours physical exercise and / or cycling  per week or physical 

job and some but < 1 hour physical exercise and / or cycling per 

week or heavy manual job. Body mass index (BMI) was calculated 

and classified according to WHO criteria into: Underweight (BMI 

<15.8 kg/m2), normal (BMI 18.5–24.9 kg/ m2), overweight (BMI 

25–29.9 kg/m2) and obesity (BMI ≥ 30 kg/m2). Nutrition 

assessment by Food Frequency Questionnaire16 which is a valid 

simple tool measure the frequency of essential common 

meals.17,18 The researcher met all the respondents and measured 

their weight and height, then, every subject was asked to fulfill the 

self-administered questionnaire.  

The statistical Package for Social Sciences (SPSS) software 

version 17.0 was used for data entry and analysis. Descriptive 

statistics (e.g. number, percentage, mean, range, standard 

deviation) and analytic statistics using chi-square test (χ2) were 

applied. P-values ≤0.05 was considered as statistically significant. 

 

Table 1: Personal characteristics of family medicine trainees, Makkah 2014 

Personal characteristics  Frequency Percentage 

Age (years) 

 

Range 

Mean±SD 

<30 

≥30 

46 

14 

76.7 

23.3 

 25-35 

28.17±2.38 

Gender 

 

Male 

Female 

27 

33 

45.0 

55.0 

Marital status 

 

Single 

Married 

17 

43 

28.3 

71.7 

Residency level 

 

1st 

2nd 

3rd 

4th 

17 

17 

12 

14 

28.3 

28.3 

20.0 

23.4 

 

RESULTS 

Out of 61 family medicine trainees recruited for study, 60 

responded by filling in the study questionnaire, giving a response 

rate of 98.4%. Their personal characteristics are presented in 

table1. Their age ranged between 25 and 35 years with a mean of 

28.17 years and standard deviation of 2.38 years. More than half 

of them (55%) were females. Most of them (71.7%) were married. 

All were Saudis. Residency levels 1 and 2 together represent 

56.6% of them (28.3% for each level) while residency levels 3 and 

4 represent 20% and 23.4% of them, respectively. 

As illustrated from figure 1, more than a quarter of family medicine 

trainees (26.7%) were obese and 21.7% were overweight 

whereas 48.3% were normal. Underweight was reported among 

two of them (3.3%). Hypercholesterolemia was reported among 
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8.3% of the family medicine trainees whereas diabetes mellitus 

and hypertension were reported among 3.3% of them (for each 

disease). Ischemic heart diseases were not reported among any 

of the respondents. 

As illustrated in table 2, current smoking (with its all forms) was 

reported by 18.3% of the respondent physicians. Regarding 

cigarette smoking, its prevalence was 15%; the duration of 

cigarette smoking was more than 5 years among 44.4% of them 

while the frequency was 10 cigarettes or less per day among most 

of them (77.8%). Shesha and Moassel smoking were  reported  by  

11.7% for each. Duration of shesha smoking was more than 5 

years among more than half of those smoked shesha (57.1%) and 

the frequency was once/day among 71.4% of them whereas 

duration of Moassel smoking was more than 5 years among 

42.9% of those smoked Moassel and the frequency was 

≤once/day among 85.7% of them.  

From figure 2, it is evident that physical inactivity and moderate 

inactivity were reported among 56.7% and 25% of family medicine 

trainees, respectively whereas physical activity was reported 

among only 6.7% of them.  

 

 

Figure 1: Body mass index of family medicine trainees, Makkah. 

 

Table 2: Current smoking history of family medicine trainees Makkah city 

Smoking history  Frequency Percentage 

Smoking (all forms) 

 

Yes 

No 

11 

49 

18.3 

81.7 

Cigarette smoking 

 

Yes 

No 

9 

51 

15.0 

85.0 

Duration (years) 

 

≤5 

>5 

5 

4 

55.6 

44.4 

Frequency (per day) 

 

≤10 

>10 

7 

2 

77.8 

22.2 

Shesha smoking 

 

Yes 

No 

7 

53 

11.7 

8.3 

Duration (years) 

 

≤5 

>5 

3 

4 

42.9 

57.1 

Frequency (per day) 

 

One 

More than one 

5 

2 

71.4 

28.6 

Moassel smoking 

 

Yes 

No 

7 

53 

11.7 

8.3 

Duration (years) 

 

≤5 

>5 

4 

3 

57.1 

42.9 

Frequency (per day) 

  

≤1 

>1 

6 

1 

85.7 

14.3 

 

2, 3.3%

29, 48.3%

13, 21.7%

16, 26.7%

Underweight

Normal

Overweight

Obesity
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Figure 2: Physical activity of family medicine trainees, Makkah. 
 

             

 Table 3: Nutritional habits of Family Medicine in Makkah 

 
Table 3 presents some of the important nutritional habits of family 

medicine trainees in Makkah region. 

- Exactly half of them (50%) reported never taken low fat milk 

whereas 73.3% and 76.7% of them reported never taken semi-

skimmed and skimmed milk, respectively.  

- Orange juice was taken in a frequency of 1-3/ month           

among 56.7% of them. 

 

 
- Fruit drink without sugar was never taken by 40% of them 

whereas fruit drink with sugar was taken in a frequency of 1-

3/month by 41.7%% of them. 

- Similarly, soft drink without sugar was never taken by almost 

two-thirds of them (65%) whereas soft drink with sugar was taken 

in a frequency of 4-6/week by 16.7% of them. 

- Boiled potatoes  were  taken  in a frequency of 4-6/week by 3.3%  

0

10

20

30

40

50

60

Inactive Moderately inactive Moderately active Active

56.7

25

11.6

6.7

Nutritional elements Never 

N (%) 

1–3/ Month 

N (%) 

1–3/ Week 

N (%) 

4–6/ Week 

N (%) 

≥ 4/day 

N (%) 

Full fat milk 10 (16.7) 26 (43.3) 12 (20.0) 10 (16.7) 2 (3.3) 

Low fat milk (1.5% fat) 30 (50.0) 13 (21.7) 12 (20.0) 4 (6.7) 1 (1.7) 

Semi-skim. milk (0.7% fat) 44 (73.3) 10 (16.7) 2 (3.3) 4 (6.7) 0 (0.0) 

Skimmed milk 46 (76.7) 5 (8.3) 7 (11.7) 1 (1.7) 1 (1.7) 

Orange juice 3 (5.0) 34 (56.7) 14 (23.3) 6 (10.0) 3 (5.0) 

Fruit drink with sugar 6 (10.0) 25 (41.7) 20 (33.3) 5 (8.3) 4 (6.7) 

Fruit drink without sugar 24 (40.0) 22 (36.7) 8 (13.3) 5 (8.3) 1 (1.7) 

Soft drinks with sugar 15 (25.0) 21 (35.0) 11 (18.3) 10 (16.7) 3 (5.0) 

Soft drinks without sugar 39 (65.0) 13 (21.7) 3 (5.0) 4 (6.7) 1 (1.7) 

Boiled potatoes 15 (25.0) 28 (46.7) 14 (23.3) 2 (3.3) 1 (1.7) 

Potato chips 6 (10.0) 29 (48.3) 14 (23.3) 9 (15.0) 2 (3.3) 

Vegetables (fresh) 2 (3.3) 14 (23.3) 13 (21.7) 21 (35.0) 10 (16.7) 

Fruit (fresh) 1 (1.7) 18 (30.0) 14 (23.3) 17 (28.3) 10 (16.7) 

Whole meal bread 3 (5.0) 3 (5.0) 23 (38.3) 22 (36.7) 9 (15.0) 

Fish 0 (0.0) 39 (65.0) 11 (18.3) 9 (15.0) 1 (1.7) 

Pizza 0 (0.0) 48 (80.0) 8 (13.3) 3 (5.0) 1 (1.7) 

Sweets 2 (3.3) 15 (25.0) 20 (33.3) 17 (28.3) 6 (10.0) 

Chocolate 2 (3.3) 13 (21.7) 17 (28.3) 21 (35.0) 7 (11.7) 

Savoury snacks 4 (6.7) 21 (35.0) 13 (21.7) 18 (30.0) 4 (6.7) 
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of the family medicine trainees compared to 15% of potato chips. 

In addition, boiled potatoes were taken in a frequency of more 

than 4 times per day among 1.7% of them whereas a potato chip 

was taken in that frequency by 3.3% of the respondents.  

- Fresh vegetables and fruits were never taken by 3.3% and 1.7% 

of the family medicine trainees, respectively while they were taken 

in a high frequency (≥4 times/day) by 16.7% of them.  

- Whole meal bread was taken in a frequency of 4-6 times/ week 

by almost a third of them (36.7%). 

- Fish was taken in a low frequency (1-3 times per month) by 

almost two-thirds of them (65%). 

- Pizza was taken in a frequency of 1-3/month by majority of family  

medicine trainees (80%). 

- Sweets and chocolates were taken in a frequency of 1-3/week by 

almost a third of the participants (33.3% and 28.3%, respectively).  

- Savoury snacks were taken in a frequency of 1-3/week by almost 

a fifth of them (21.7%) whereas they were taken in a moderate 

frequency (4-6 times/week) by 30% of them.   

As shown in table 4, obesity was more observed among male 

family medicine trainees than females (44.4% versus 12.1%). 

Similarly, overweight was  more reported among male than female  

family medicine trainees (29.6% versus 15.2%). This difference 

between males and females regarding their BMI was statistically 

significant, p=0.001. Physicians` age, marital status and residency 

level were not significantly associated with their BMI.  

Almost two thirds of physically inactive family medicine trainees 

(62.5%) were obese compared to 6.2% of those physically active.  

Obesity was reported among 12.5% and 18.8% of those who are 

moderately inactive and moderately active, respectively. This 

association between level of physical activity and BMI among 

family medicine trainees was statistically significant, p=0.033. 

(Table 5) Histories of chronic diseases and smoking among family 

medicine trainees were not significantly associated with their BMI.  

From table 6, it is illustrated that family medicine trainees who 

reported intake of soft drinks  with sugar showed higher significant 

rate of overweight and obesity compared to those who never 

intake soft drinks with sugar  (24.5% versus 13.3% and 33.3% 

versus 6.7%, respectively, p=0.034). Other studied liquid foods 

were not significantly associated with BMI among family medicine 

trainees. It is evident that none of the studied hard food staffs was 

significantly associated with the family medicine trainees` body 

mass index.  

 

 

Table 4: Association between Body mass index and personal characteristics of family medicine trainees in Makkah 

Personal 

characteristics 

 Body mass index  

χ2  

(p-value) 

 Normal/ 

underweight 

N=31 

N (%) 

Overweight 

 

N=13 

N (%) 

Obese 

 

N=16 

N (%) 

Age (years) 

 

<30 (n=46) 

≥30 (n=14) 

26 (56.6) 

5 (35.7) 

10 (21.7) 

3 (21.4) 

10 (21.7) 

6 (42.9) 

2.70 

(0.260) 

Gender 

 

Male (n=27) 

Female (n=33) 

7 (25.9) 

24 (72.7) 

8 (29.6) 

5 (15.2) 

12 (44.4) 

4 (12.1) 

13.55 

(0.001) 

Marital status 

 

Single (n=17) 

Married (n=43) 

12 (70.6) 

19 (44.2) 

3 (17.6) 

10 (23.3) 

2 (11.8) 

14 (32.6) 

3.80 

(0.150) 

Residence level 

 

First (n=17) 

Second (n=17) 

Third (n=12) 

Fourth (n=14) 

9 (52.9) 

10 (58.8) 

4 (33.3) 

8 (57.1) 

4 (23.5) 

2 (11.8) 

2 (16.7) 

5 (35.7) 

4 (23.5) 

5 (29.4) 

6 (50.0) 

1 (7.1) 

7.81 

(0.253) 

 
Table 5: Association between physical activity and body mass index among family medicine trainees in Makkah 

Physical activity Body mass index 

Normal/ 

underweight 

N=31 

N (%) 

Overweight 

 

N=13 

N (%) 

Obese 

 

N=16 

N (%) 

Inactive (n=34) 13 (41.9) 11 (84.6) 10 (62.5) 

Moderately inactive (n=15) 13 (41.9) 0 (0.0) 2 (12.5) 

Moderately active (n=7) 2 (6.5) 2 (15.4) 3 (18.8) 

Active (n=4) 3 (9.7) 0 (0.0) 1 (6.2) 

        χ2=13.74, p=0.033; Two underweight cases were added to normal subjects  
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Table 6: Association between intake of liquid/hard foods and body mass index among family medicine trainees in Makkah 

  Body mass index χ2  

(p-value)  Normal 

N (%) 

Overweight 

N (%) 

Obese 

N (%) 

Fruit drink without sugar 

 

Never (n=24) 

Yes (n=36) 

11 (45.8) 

20 (55.6) 

6 (25.0) 

7 (19.4) 

7 (29.2) 

9 (25.0) 

0.56 

(0.755) 

Soft drinks with sugar 

 

Never (n=15) 

Yes (n=45) 

12 (80.0) 

19 (42.2) 

2 (13.3) 

11 (24.5) 

1 (6.7) 

15 (33.3) 

6.75 

(0.034) 

Soft drinks without sugar 

 

Never (n=39) 

Yes (n=21) 

24 (61.5) 

7 (33.3) 

7 (17.9) 

6 (28.6) 

8 (20.6) 

8 (38.1) 

4.40 

(0.111) 

Full fat milk 

 

Never (n=10) 

Yes (n=50) 

4 (40.0) 

27 (54.0) 

2 (20.0) 

11 (22.0) 

4 (40.0) 

12 (24.0) 

1.13 

(0.568) 

Low fat milk (1.5% fat) 

 

Never (n=30) 

Yes (n=30) 

19 (63.3) 

12 (40.0) 

5 (16.7) 

8 (26.7) 

6 (20.0) 

10 (33.3) 

3.27 

(0.195) 

Semi-skim. milk (0.7% fat) 

 

Never (n=44) 

Yes (n=16) 

22 (50.0) 

9 (56.3) 

8 (18.2) 

5 (31.3) 

14 (31.8) 

2 (12.5) 

2.66 

(0.265) 

Skimmed milk 

 

Never (n=46) 

Yes (n=14) 

25 (54.3) 

6 (42.9) 

10 (21.7) 

3 (21.4) 

11 (23.9) 

5 (35.7) 

0.84 

(0.659) 

Orange juice 

 

Never (n=3) 

Yes (n=57) 

3 (100) 

28 (49.1) 

0 (0.0) 

13 (22.8) 

0 (0.0) 

16 (28.1) 

2.95 

(0.228) 

Fruit drink with sugar 

 

Never (n=6) 

Yes (n=54) 

2 (33.3) 

29 (53.7) 

1 (16.7) 

12 (22.2) 

3 (50.0) 

13 (24.1) 

1.87 

(0.392) 

Boiled potatoes 

 

Never (n=15) 

Yes (n=45) 

8 (53.3) 

23 (51.1) 

5 (33.3) 

8 (17.8) 

2 (13.3) 

14 (31.1) 

2.60 

(0.272) 

Potato chips 

 

Never (n=6) 

Yes (n=54) 

4 (66.7) 

27 (50.0) 

1 (16.7) 

12 (22.2) 

1 (16.7) 

15 (27.8) 

0.62 

(0.734) 

Vegetables (fresh) 

 

Never (n=2) 

Yes (n=58) 

2 (100) 

29 (50.0) 

0 (0.0) 

13 (22.4) 

0 (0.0) 

16 (27..6) 

1.94 

(0.380) 

Fruit (fresh) 

 

Never (n=1) 

Yes (n=59) 

1 (100) 

30 (50.8) 

0 (0.0) 

13 (22.0) 

0 (0.0) 

16 (27.1) 

0.95 

(0.621) 

Whole meal bread 

 

Never (n=3) 

Yes (n=57) 

2 (66.7) 

29 (50.9) 

1 (33.3) 

12 (21.1) 

0 (0.0) 

16 (28.1) 

1.18 

(0.555) 

Fish  

 

Never (n=0) 

Yes (n=60) 

0 (0.0) 

31 (51.7) 

0 (0.0) 

13 (21.7) 

0 (0.0) 

16 (26.7) 

NA 

Pizza 

 

Never (n=0) 

Yes (n=60) 

0 (0.0) 

31 (51.7) 

0 (0.0) 

13 (21.7) 

0 (0.0) 

16 (26.7) 

NA 

Sweets 

 

Never (n=2) 

Yes (n=58) 

1 (50.0) 

30 (51.7) 

1 (50.0) 

12 (20..7) 

0 (0.0) 

16 (27.6) 

1.32 

(0.517) 

Chocolate 

 

Never (n=2) 

Yes (n=58) 

1 (50.0) 

30 (51.7) 

0 (0.0) 

13 (22.4) 

1 (50.0) 

15 (25.9) 

0.87 

(0.647) 

Savoury snacks 

 

Never (n=4) 

Yes (n=56) 

3 (75.0) 

28 (50.0) 

1 (25.0) 

12 (21.4) 

0  (0.0) 

16 (28.6) 

1.62 

(0.446) 

       Two underweight cases were added to normal subjects. 

 

DISCUSSION 

More than a quarter of the family medicine trainees in Makkah 

region, KSA were obese and more than a fifth of them were 

overweight. These rates are even worse than those reported 

among general Saudi adult population by El-Hazmi and Warsy19 

who reported that the prevalence of overweight in the total 

population was 27.23% and 25.2% among males and females, 

respectively, while the prevalence of obesity was 13.05% and 

20.26% among males and females respectively. In a study 

conducted in Pakistan among the post graduate trainees, the 

prevalence of obesity was approximately 28.2% while that of 

overweight was 31.6%.20 In Iran, the prevalence of 

overweight/obesity among men and women general physicians 

were 54.5% and 13.3% respectively.21 

In our study, male family medicine trainees reported higher 

significant rate of obesity compared to females, which is contrary 

to other studies which found the female gender at greater risk for 

obesity.22-24 the lower rate of obesity among female residents in 

the current study is expected since females are more cautious 

about  their  weight  status  than males, due to society perceptions  
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which encourage females to be slender. This assumption was 

supported by the fact that only 25.9 of males were normal as 

compared to 72.7% of females in this studied sample. Obviously, 

pictures of movie stars and models in fashion magazines and 

mass media have a strong impact on women' body shape and 

image perception, particularly in a relatively young age as in our 

population.25 In accordance with our finding, other studies 

reported higher rates of obesity among males than females.26 

even in gulf countries.27 

In terms of eating habits, we did not find an association of obesity 

with snacks between meals although 28.6% of those reported 

having snatches were obese compared to none of those reported 

never intake of snacks. This could be attributed to relatively small 

sample size of our population especially those reported never 

intake of snacks (4 physicians). Anyhow, this finding is not 

consistent with results from other studies which have shown 

association of savoury snacks with obesity. 28,29 The usual snacks 

include biscuits, chips, or soft drinks which are rich in calories and 

lead to obesity. Trainee physicians usually do not follow healthy 

eating habits, because they spent a long time out of their home 

also a considerable proportion of them were singles. The 

typical diet is high in fat and low in fruits and vegetables.30 They 

often select fast food due to its palatability, availability and 

convenience. A previous survey by the American Dietetic 

Association indicated that obesity, or being severely overweight, is 

a fast-food related issue.31 The Healthy people 2010 objectives 

include a focus on nutrition and obesity prevention.32  

In this study, data analyses of family medicine trainees' eating 

habits revealed that the unhealthy eating habit of them was 

noticed in some figures, although not significant except for soft 

drinks with sugar, again most probably due to relatively small 

sample size. The majority of physicians do eat fresh vegetables 

and fruits four times or more daily.  Majority of them (80%) of them 

eat pizza in a frequency of 1-3/month. Almost a third of them eat 

sweets and chocolates in a frequency of 1-3/week. In addition, 

intake of soft drinks with sugar was significantly associated with 

higher rates of overweight and obesity among them. Daily intake 

of snacks was reported by 30% of them. Frequent snacking and 

eating potatoes chips can adversely affect physicians' health 

status, given the abundance of energy dense and high fat 

ingredients they contain. 

Evidence suggests that the level of physical activity of physicians 

can be correlated directly with physician counseling patterns about 

this behavior.33 In the present study, more than half of our 

participated family medicine trainees were physically inactive and 

further quarter were moderately inactive. This rate is higher than 

the National United States survey (Behavioral Risk Factor 

Surveillance System), which showed that 26% of adults reported 

no moderate or vigorous activity in a usual week.34 In another 

similar study conducted among American physicians,35 more than 

35% of their sample reported not exercising at all or getting only 

occasional exercise. In a representative cross-sectional web-

based American survey included attending physicians, resident 

and fellow physicians and medical students, conducted in June 

2009-January 2010 throughout the USA (N=1949) using the short 

form of the International Physical Activity Questionnaire, attending 

physicians (84.8%) and medical students (84%) were more likely 

than resident (73.2%) and fellow physicians (67.9%) to meet 

physical activity guidelines.33 AS expected, the level of physical 

inactivity was significantly associated with obesity among our 

study sample.  

Bleich et al in USA36 reported that physicians with normal BMI 

were more frequently reported discussing weight loss at lower 

levels of BMI compared to overweight/obese physicians. In 

addition, physicians with normal BMI had greater confidence in 

their ability to provide diet and exercise counseling to their obese 

patients, and perceived their weight loss advice as trustworthy. 

However, overweight/obese physicians had greater confidence in 

prescribing weight loss medications and were more likely to report 

success in helping patients lose weight. They concluded that 

recording an obesity diagnosis or discussing weight loss with 

obese patients was higher when the physicians’ perception of the 

patients’ body weight met or exceeded their own personal body 

weight. 

Among strengths of the current study is its unique nature in our 

society as well as the relatively high response rate (98.4%). A 

response rate of less than 50% reported among different studies 

conducted among physicians.35,37-39 This high response rate can 

probably be ascribed to the researcher himself in personal contact 

with the physicians as well as to the explanation of the purpose of 

the study, scientific importance and value of the study to them. 

According to Rosnow and Rosenthal (1999),40 these techniques 

(e.g. personal contact, using reminders and explaining the 

scientific importance and value of the study, ensuring the 

participants confidentiality) are linked to increase participation in 

surveys. 

The current study has some limitations. First, it is based on self-

report, where responses regarding socially undesirable behaviors 

may be understated. Second, our sample closely reflects the 

distribution of family trainees in Makkah region; however, our 

sample limits the generalizability of the study to all trainees and in 

different regions of the kingdom. Finally, these data are cross-

sectional and limit our ability to make causal inference among 

health-related lifestyle, preventive behaviors, and health-risking 

behaviors.  

In conclusion, prevalence of overweight and obesity was high 

among family medicine trainees in Makkah city, KSA.  Physical 

inactivity, male gender and frequent intake of soft drinks with 

sugar were found to be predictors of obesity among family 

medicine trainees in Makkah city. We recommended making more 

efforts in the area to increase awareness among physicians of the 

importance of physical activity and decrease the body weight. 
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