
 

891 

   

 

  
Int. j. adv. multidisc. res. stud. 2025; 5(6):891-896 

 

A Call for the Urgent Need to Investigate the Gender-Based Disparity in 

Obesity Care in the United Kingdom 

1 Funom Theophilus Makama, 2 Swetha Variyath, 3 Ellisa Eloho Umukoro 
1, 2, 3 Public Health International, Nuffield Centre for International Health and Development, Leeds Institute of Health Sciences, 

University of Leeds, West Yorkshire, United Kingdom 
1 Human Rights & Global Ethics, School of History, Politics & International Relations, University of Leicester, East Midlands, 

United Kingdom 

DOI: https://doi.org/10.62225/2583049X.2025.5.6.5286 Corresponding Author: Funom Theophilus Makama 

Abstract

Objectives: 26.4% and 26.2% of men and women 

respectively live with obesity in the United Kingdom. But 

more women with obesity in the United Kingdom seek care 

than men in similar condition. The reason for this gender 

disparity is unknown. This paper, therefore, is a call for 

scientific investigations to be carried out to find answers to 

the determinants of gender disparity in obesity care in the 

United Kingdom.  

Study design/Methods: This is a narrative review and by 

using the keywords “obesity in the United Kingdom”, 

“obesity care in the United Kingdom”, “gender disparity in 

obesity care” and “gender disparity in obesity care in the 

United Kingdom”, evidence was searched from the 

international literature to include 42 articles from 13 sources 

to this paper. 

Result: Determinants of gender disparity in the United 

Kingdom are unknown but there are possible reasons as 

discovered from other settings such as the psychological 

factors- Gender Role Conflict or the Drive for Muscularity. 

Other possible factors include, discrimination and 

stereotyping, or in the case of surgery, the relegation of its 

importance as “vanity” and/or “valueless”, and the fear of 

surgery which is considered too risky. 

Conclusion: A qualitative study is highly recommended that 

would be headed by the collaboration of an evolutionary 

psychologist with special interest in male psychology and 

health behaviour, and a patient-centred obesity and 

metabolic care clinician or surgeon to effectively identify 

and understand the determinants behind the gender disparity 

in obesity care in the United Kingdom. 

Keywords: Obesity Care, Gender Disparity in Obesity Care, Obesity in the United Kingdom, Bariatric Surgery, Ozempic and 

Monjaro, Bariatric Surgery 

Introduction 

Globally, men have a negative attitude to help-seeking behaviours than women despite the similarities in prevalence rates of 

some diseases for both genders, especially in obesity and obesity-related conditions [1]. For instance, bariatric Surgery offers an 

effective solution to obesity [2], and according to a study presented in the 2024 Annual Scientific Meeting of the American 

Society of Metabolic and Bariatric Surgery, Bariatric surgery proves to be the most significant and most sustained weight loss 

intervention, even better than the Glucagon-like peptide-1, otherwise known as GLP-1 medications such as Ozempic and 

Wegovy medications [3]. Unfortunately, while there is a significant number of studies on the socio-ecological determinants of 

disparities, including age and race on bariatric and metabolic surgeries, the interlinked complex factors, both inherent and 

environmental as defined by psychology, society, culture and social interactions influencing these determinants, especially in 

the United Kingdom are still widely unknown [4-6]. This is a gap that needs to be addressed and therefore, this narrative review 

would be accomplished by achieving the following aim and objectives: 

Aim: to identify the evidence of gender disparity in obesity care in the United Kingdom and recommend the need for the 

qualitative analysis of identifying the factors influencing this disparity. 

Objective 1: to discuss the urgent need to address the worsening epidemiology of obesity in the United Kingdom 

Objective 2: to identify the gender disparity whilst discussing obesity care in the United Kingdom. 

Received: 06-10-2025 

Accepted: 16-11-2025 

 

https://doi.org/10.62225/2583049X.2025.5.6.5286


International Journal of Advanced Multidisciplinary Research and Studies   www.multiresearchjournal.com 

892 

Objective 3: to recommend the possible use of qualitative 

research to effectively cover the gaps identified in Objective 

2. 

While achieving these aim and objectives, we will discuss 

the prevalence of obesity based on gender in the UK, its 

complications, its public health implications and the current 

interventions to addressing obesity. 

 

Methods 

This is a narrative review that involves the use of keywords 

to search for articles. This search was in two phases. Phase 

one was to search for the appropriate database to use as the 

sources of articles to be included in this study.  

 

 
 

Fig 1: The Search for Academic Databases through Google 

Scholar 

 

The keyword “Obesity care in the United Kingdom” was 

searched on Google Scholar. On the google Scholar search 

result interphase, the website names in blue on the right side 

or the publishers’ names on the extreme right of the green 

text that begin with Author(s’) name(s) just beneath the 

article title in blue are the identified databases that were 

selected as potential sources of articles for this paper as 

shown in Figure 1. The first 50 pages of this Google Scholar 

search result produced 12 Academic databases as illustrated 

in Table 1. The second phase of article search involves the 

search of each of the four keywords “obesity in the United 

Kingdom”, “obesity care in the United Kingdom”, “gender 

disparity in obesity care” and “gender disparity in obesity 

care in the United Kingdom” through each of the 12 

academic databases discovered in phase one and Google 

Search Engine to make it a total of 13 sources. Therefore, 

total of 717 articles were found, but a final number of 42 

included in this study as illustrated in Table 1. 

 
Table 1: Databases identified, and Articles searched and Included 

in this paper 
 

Databases 
Articles 

Found 

Articles 

Included 

British Medical Journal 90 5 

Cambridge University Press 37 1 

Grey Literature- Google Search Engine 4 4 

Multidisciplinary Digital Publishing Institute 48 2 

Nature 30 1 

Oxford University Press 61 2 

PLoS 40 2 

Research Gate 95 5 

Science Direct 51 4 

Springer 75 5 

Taylor & Francis 77 4 

The Lancet 46 3 

Wiley Online Library 63 4 

Total 717 42 

 

Summary of Search from Article finding to inclusion 

717 articles were found after the phase 2 search was 

completed but 219 were duplicates and hence, eliminated to 

leave 498. A further 194 were themes on gender disparities 

that are not focused on obesity care and also eliminated to 

leave 304 articles. The 262 articles left are on obesity care 

themes and even on disparities in obesity care but did not 

adequately cover gender disparities and so, were eliminated. 

The final 42 articles were then included in this paper. 

 

Discussion 

Definition and Prevalence 

The universally accepted definition of Obesity is the cutoffs 

of Body Mass Index, BMI, to reflect the risks of associated 

illnesses. These cutoffs strongly indicate the body-fat 

distribution to show the overweight and obesity status of 

individuals in a descriptive statistical form [7]. It is 

considered a chronic, progressive and relapsing disease with 

a rising global prevalence associated with increased 

morbidity and mortality and reduced quality of life [8]. 

According to the National Institute for Health and Care 

Excellence of the United Kingdom [9], Obesity is classified 

based on the Body Mass Index as measured by the weight of 

the person in Kilograms, divided by the Square of their 

height in Metre square, as shown in Table 2. 

 
Table 2: BMI Classification according to NICE 

 

BMI Classification 

18.5 – 24.9Kg/m2 Healthy weight 

25 – 29.9Kg/m2 Overweight 

30 – 34.9Kg/m2 Obesity Class 1 

35 – 39.9 Kg/m2 Obesity Class 2 

> 40Kg/m2 Obesity Class 3 

 

Obesity was considered a serious public health issue of 

state-wide importance in 2011 and afterwards, the 

prevalence only goes up continuously, year after year [10-11]. 

In 2023, 64% of adults aged 18 and over were estimated to 

be overweight or living with obesity, of which 26.2% were 

estimated to be living with obesity. In the same year, the 

prevalence of UK residents who were overweight or living 

with obesity was higher for males at 69.2% than for females 

at 58.6%; but similar in the adult population at 26.4% and 

26.2% for men and women respectively [12]. Also, the 

prevalence of overweight and obesity increases with age, 

reaching its peak in the 55 to 64 years group at 72.8% and 

then drops to 32.4% in the 65 to 74 years and older groups 
[12]. Morbid obesity significantly carries a higher risk of 

chronic health disorders than the other lower classes of 

obesity. For instance, Type-2 Diabetes Mellitus, 

hyperlipidemia and Hypertension at first diagnosis of 

morbid obesity were each independently associated with an 

increased risk of death [13]. This also means a heavy disease 

burden on the public health system and the nation [14]. In the 

United Kingdom, it has been projected that the prevalence 

of morbid obesity would increase by 5%, 8% and 11% in 

Scotland, England and Wales respectively by 2035. This 

also means that by 2035, about 5 million people of the 

United Kingdom are forecast to be morbidly obese across 

these three countries, calling for urgency to swiftly act to 
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address this issue [15]. 

 

Obesity Complications 

Despite the prediction of an overall rise in life expectancy to 

8 years for males and 7 years for females by mid-21st 

century, the rising prevalence of obesity and obesity-related 

conditions would drive down this rate significantly [16]. 

Obesity is associated with several cancers such as the liver, 

endometrium, Kidney, gallbladder, lung, breast, colon and 

rectum, mouth, Oesophagus, Oropharynx and the prostrate 
[17, 18]. Other ailments associated with obesity are Ischaemic 

heart disease, stroke, metabolic syndrome, non-alcoholic 

fatty liver disease, reproductive disorders, infertility, 

polycystic ovary syndrome, osteoarthritis, lower back pain, 

psychiatric disorders, complications in pregnancy, diabetes 

mellitus, chronic obstructive pulmonary disease, benign 

prostate hyperplasia, pulmonary embolism, deep vein 

thrombosis, hyperuricaemia/gout, gallstones and 

complications during and after surgery [19]. Obesity, 

especially the Class 3 type, significantly increases the risk of 

mortality in a comorbid state with some of these 

complications [15], making it a ticking time bomb that must 

be delt with as an emergency. 

 

Treatment and Prevention 

Treatment and the prevention of obesity go hand in hand. 

For instance, those that are overweight are at risk of obesity 

and are usually advised to adopt behavioural interventions 

which are preventive towards becoming class 1 obese whilst 

interventional on account of no longer being overweight [8]. 

This is similar at all stages of obesity because a 

comprehensive approach which includes behavioural 

changes, pharmacotherapy and bariatric surgery are always 

advised and adopted in the treatment of Obesity [20]. But the 

actual challenge in the treatment of obesity is sustainability, 

this is because of the somatic complications usually 

associated with obesity management and that is why holistic 

approaches of several treatment plans are usually adopted [8]. 

Therefore, the summary of the treatment and prevention of 

Obesity are as follows [8, 20, 21]: 

1. Behavioural and lifestyle changes which are dietary 

intake measures, weight control measures and physical 

activity. Table 3 illustrates the various behavioural and 

lifestyle changes [21]. 

 
Table 3: Various behavioural and lifestyle change interventions 

addressing Obesity 
 

Strategies Interventions 

Dietary 

Intake 

Include plenty of fruit and vegetables, meals based on 

potatoes, bread, rice, pasta and other food items 

consisting of high fibre and wholegrain varieties. Also, 

some milk and dairy foods or dairy alternatives; some 

lean meat, fish, eggs, beans and other non-dairy 

sources of protein and just small amounts of fatty foods 

or sugar-containing food items. High-salt-

concentration containing food items should be avoided 

not to raise blood pressure. 

Physical 

activities 

Could be of moderate intensity such as brisk walking, 

cycling, recreational swimming or dancing; or it could 

be vigorous such as running, competitive sports or 

circuit training. Medical advice is recommended before 

any approach is adopted. 

Weight 

control 

measures 

This is usually achieved by joining weight loss or 

dietary control programmes. It is advisable for an 

individual to properly educate themselves on the best 

practices that are not only safe, but also sustainable. 

Therefore, medical advice is greatly recommended 

before embarking on any weight loss journey. For 

instance, Fad diet programmes such as fasting and 

entirely avoiding some groups of food are not hygienic, 

clinically safe or appropriate. Overly restrictive food 

practices such as the intake of very low caloric diet, 

VLCD, rapid weight loss programmes or high-intensity 

exercise programmes are not sustainable and not safe. 

 

2. Medicines. Oral medication such as Orlistat prevents 

about 33% of fats from eaten foods to be absorbed into the 

body, and in this way, weight loss is actualized. There are 

injectables with similar biochemical effects and they are 

Liraglutide (Saxenda), Semaglutide (Wegovy) and 

Tirzepatide (Monjaro). Semaglutide (Wegovy) is a 

glucagon-like Peptide-1 receptor agonist (GLP-1RA) which 

significantly reduces body weight by about 15% whilst 

simultaneously improving cardiometabolic risk factors and 

physical functioning if taken at a dose of 2.4mg once 

weekly. Tirzepatide (Monjaro) is the first dual glucose-

dependent insulinotropic polypeptide (GIP)/GLP-IRA, that 

reduces body weight by more than 20% with improved 

cardiometabolic measures also. These new medications have 

immensely reduced the gap in the efficacy of medications 

and that of physical activity. Other medications as approved 

by the Food and Drug Administration of the United States of 

America are lorcaserin, phentermine/topiramate and 

naltrexone/bupropion [22]. 

3. Bariatric surgery: indicated in cases of BMI of 35Kg/m2 

and more; and especially when complications exist. 

Bariatric surgery has been shown to be associated with 

reduced risk of all-cause mortality [13] and as previously 

mentioned in the introduction section, it is also considered 

to be the most effective treatment modality of tackling 

obesity. Particularly in the United Kingdom, bariatric 

surgery has proven efficacy in immensely improving the 

lives of patients after surgery [23]. 

  

Gender disparity in Obesity care 

Despite these unbelievable interventions with proven 

efficacies, men diagnosed with obesity seem to have less 

positive attitudes towards obesity care than women. This is 

not only the case in the United Kingdom as it is a global 

phenomenon as well [6, 24]. For instance, women are referred 

to community weight loss programmes by their General 

Practitioners nine times more than men in the United 

Kingdom; and out of the 1.3 million people attending weight 

loss programmes, only about 5% of the users are men. This 

is even so due to supported attempts because if left to only 

self-directed weight loss attempts, the statistics for men 

would be much less. Men are also less likely to receive 

treatment for obesity in routine clinical practice and are 

underrepresented in the clinical trials that are tailored 

towards weight loss interventions [25-27]. One of such 

treatments as earlier discussed is bariatric surgery, and in the 

United Kingdom, about 20-22% of patients that undergo the 

surgery are men [28]. The reason for this disparity is still 

widely unknown, but there are headways to explore that 

may help cover this gap. For instance, psychological factors 

such as Gender Role Conflict, GRC, or the Drive for 

Muscularity, DM, could play significant roles in this 

disparity [29]. Gender Role Conflict is a psychological state 

in which socialised gender roles have negative consequences 

on the person or others often characterized by the influence 
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of rigid, sexist or restrictive gender roles on personal 

restrictions, devaluation or the violation of others or self [29]. 

Also, the drive for Muscularity is the psychological 

phenomenon of a person’s self-impression of their 

inadequacy of being muscular enough irrespective of their 

muscular mass or body fat [30]. Men have a negative 

tendency to seek health help than women because of their 

tendency to have a greater gender role conflict, GRC, than 

women, which may be further compounded by their drive 

for muscularity, DM [31, 32]. Therefore, GRC and DM have 

an inversely proportionate correlation to health-seeking 

behaviours; and men with higher GRC are at risk of 

increased self-stigma of seeking health help especially those 

who suffer from body image concerns, eating disorders and 

exercise-related behaviours [32]. And this could be the case 

with the gender disparity in obesity care. Tudor et al. (2020) 
[27] in their paper concluded that assisted help will reduce 

this gap in disparity. This assistance would also have to be 

supported with fact-based advice, delivered in social 

platforms that would heavily focus on physical activity and 

initiating mixed gender programmes at community levels as 

these programmes have shown that men were less likely 

than women to drop out of them. Would this be applicable 

to, for instance, a radical intervention like bariatric surgery? 

Qualitative research would help answer this question. 

Furthermore, are there clinical or socio-ecological factors 

uniquely influencing men alone to have this negative 

attitude towards seeking obesity care? In France and the 

Netherlands, patients with obesity who undergo bariatric 

surgery face discrimination and stereotyping [33]. This stems 

from a combined factors that are psychological, cultural and 

societal. Could this also be the same with the United 

Kingdom? Another example is, men with obesity that 

undergo bariatric surgery are said to be markedly more 

satisfied, scoring higher in psychological well-being as 

compared to women. And this is despite the significantly 

lower weight loss outcomes and increased complications 

rates that they encounter after surgery. Therefore, do these 

post-operative-associated factors contribute to keeping the 

other men with obesity away? [28] Qualitative research is, 

hence, paramount if these vital questions must be answered.  

In the United States, some studies suggest that there is more 

psychosocial distress experienced by women with obesity 

than men due to social and cultural pressures. Also, the male 

body types have a wider spectrum of what is culturally 

accepted as ideal, resulting to more comfort and 

convenience in being heavier. These two factors combined 

are a significant determinant to an “indifference” or 

“negative attitude” of men towards obesity care as they do 

not appreciate the consequences of morbid obesity being a 

serious health problem [34]. This outcome has been 

discovered in Australia as “physical appearance” was a 

much stronger motivation than “medical or health reasons” 

to seek obesity care, resulting to more women than men 

seeking interventions [35]. This disparity is even worse with 

weight loss surgery as “too risky procedure” was the 

hindrance to accepting surgical intervention [36]. In other 

studies, some men associate bariatric surgery with “vanity”, 

perceiving it to be shallow and valueless [37]. In some 

settings, while women with obesity in almost all adult age 

groups and all classes of obesity take interventions 

seriously, the men only take it seriously after experiencing 

complications such as heart attack and stroke, which also 

often mean, men of much older adult age ranges [36]. 

The way forward (Qualitative Research) 

Experts in Obesity care such as clinicians or metabolic care 

professionals or bariatric surgeons should develop a research 

design to identify and understand why this disparity exist, 

but they should not only be the professionals involved. To 

understand the scientific basis of comprehending gender 

disparities, a framework that would help understand the 

biological and evolutionary pattern of gendered behaviours 

is needed to execute any research to be carried out. Whether 

it is from the axis of the genetic drives to enhance 

reproductive effectiveness through aggression and empathy 

or the biological costs in reproduction between males and 

females that may lead to discrepancies in their reproductive 

and behavioural strategies, the related scientific model 

should be able to dig deep into the difference in perceptions 

and behaviours to a situation, in this case, obesity care 

between men and women [38, 39]. Therefore, Evolutionary 

Psychology expertise would be needed to collaborate with 

an obesity or metabolic conditions clinician to investigate 

the gender disparity in Obesity care in the United Kingdom 
[40]. 

 

Recommended investigation or Research type 

Qualitative research would serve as an important 

methodologic tool to use in efforts to understand, inform 

and advance health equality and equity in the consumption 

of obesity care and services [41]. Also, qualitative research 

would create the platform for critical insight into the 

contextual subjective explanations of why this gender 

disparity exist in relation to how and where interventions 

could be implemented to inform practice [42]. As adopted 

from the qualitative studies in gender disparities by Dako-

Gyeke and Owus [41] and Dy-Hollins and colleagues [42], a 

purposeful and convenient sampling technique should be 

utilized to recruit between 50 and 80 participants. These 

participants should be men with at least, class 1 obesity. The 

target sample is on the men with obesity who are not willing 

to go through obesity care. The three methods of care as 

outlined in the discussion of this paper- lifestyle changes, 

medications and surgery, should not be combined in one 

study, but each management method focused for a study. 

Bariatric surgery is particularly of interest, considering the 

low rate of male patients who go for it. Therefore, a sample 

size of 50 to 80 participants should be able to produce a 

target sample of at least 25 men. It is also important to 

increase the diversity of participants by involving 

respondents of different ethnicities and different age groups 

from 18 to 70 years, since the United Kingdom is a global 

society; therefore, predetermined and open-ended questions 

would be adopted in interviews. This project should be 

supervised by an evolutionary Psychologist and a patient-

centred Obesity and Metabolic care professional. If bariatric 

surgery is the focus, then a bariatric surgeon should also 

head the research team that would investigate this gender 

disparity. The themes necessary to adopt in the interview 

instruments should be developed by these professionals 

themselves.  

 

Conclusion 

Obesity is a serious health issue in the United Kingdom 

which has been projected to worsen in Epidemiology, come 

2035. This strongly indicate the urgent nature of obesity in 

the United Kingdom to prompt desperate measures in 

tackling it. While groundbreaking innovations in treatment 
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and care have incredibly shown effectiveness of tackling it, 

a gender disparity exists in the attitude of accepting these 

interventions. As crucial as addressing Obesity is in the 

United Kingdom, effectiveness of strategies may be stalled 

if this gender disparity is not investigated and addressed. It 

is therefore paramount to not only identify the determinants 

causing this disparity but to also extensively study the 

reasons why these determinants exist. The successful 

qualitative study of this disparity carried out by a 

collaboration of an evolutionary psychologist with special 

interest in male psychology and health behaviours, and a 

patient-centred obesity and metabolic care clinician, or even 

a bariatric surgeon, may prove effective in identifying these 

determinants to help shape policies that would effectively 

address obesity in the United Kingdom. 

 

References 

1. Guerdjikova AI, McElroy SL, Kotwal R, Keck PE. 

Comparison of obese men and women with binge eating 

disorder seeking weight management. Eating and 

Weight Disorders-Studies on Anorexia, Bulimia and 

Obesity. 2007; 12(1):e19-23. Doi: 

https://doi.org/10.1007/BF03327777 

2. Obesity Reporter. Which Bariatric surgery is best? 

https://obesityreporter.com/bariatric-surgery-best/ 

(accessed 05 August 2025). 

3. Medical News Today. Bariatric Surgery better for 

weight loss than GLP-1 drugs such as Ozempic. 

https://www.medicalnewstoday.com/articles/bariatric-

surgery-better-for-weight-loss-than-glp-1-drugs-such-

as-ozempic (accessed 04 August 2025). 

4. Adekunle OA, Le P, Gupta DY, Rothberg MB, Tran 

HT, Yue Y, et al. Socio‐demographic and clinical 

factors associated with the receipt of anti‐obesity 

medication prescriptions and metabolic and bariatric 

surgery among eligible all of Us participants. Diabetes, 

Obesity and Metabolism, 2025. Doi: 

https://doi.org/10.1111/dom.16544 

5. Aly M, Iqbal F, Munasinghe A, Al-Taan O, Welbourn 

R, Khan O, et al. Disparities in Complication Rates 

Among Ethnic Minorities Undergoing Bariatric Surgery 

in the UK. Obesity Surgery. 2025; (1-8). Doi: 

https://doi.org/10.20517/2574-1225.2019.57 

6. Cooper AJ, Gupta SR, Moustafa AF, Chao AM. 

Sex/gender differences in obesity prevalence, 

comorbidities, and treatment. Current Obesity Reports. 

2021; 10(4):458-466. Doi: 

https://doi.org/10.1007/s13679-021-00453-x 

7. Dhurandhar NV. What is obesity? Obesity Musings. 

International Journal of Obesity. 2022; 46(6):1081-

1082. 

8. Blüher M, Aras M, Aronne LJ, Batterham RL, Giorgino 

F, Ji L, et al. New insights into the treatment of obesity. 

Diabetes, Obesity and Metabolism. 2023; 25(8):2058-

2072. Doi: https://doi.org/10.1111/dom.15077 

9. NICE. How Should I confirm if a person is overweight 

or Obese?, 2025. 

https://cks.nice.org.uk/topics/obesity/diagnosis/identific

ation-classification/ (Accessed 03 August 2025). 

10. Omoleke SA. Obesity: A major public health challenge 

of 21st century in the United Kingdom (UK). Journal of 

Public Health and Epidemiology, Dec 21, 2011; 

3(12):560-566. Doi: 

https://doi.org/10.5897/JPHE11.159 

11. UK Government. Statistics on Obesity, Physical 

Activity and Diet, 2017. 

https://assets.publishing.service.gov.uk/media/5a81f2d1

40f0b62305b91aa8/obes-phys-acti-diet-eng-2017-

rep.pdf# (Accessed 06 August 2025). 

12. UK Government. Official Statistics- Obesity Profile: 

Short Statistical Commentary May 2024. Office for 

Health Improvement & Disparities, 2024. 

https://www.gov.uk/government/statistics/update-to-

the-obesity-profile-on-fingertips/obesity-profile-short-

statistical-commentary-may-2024 (Accessed 06 August 

2025). 

13. Moussa OM, Erridge S, Chidambaram S, Ziprin P, 

Darzi A, Purkayastha S. Mortality of the severely 

obese: A population study. Annals of surgery. 2019; 

269(6):1087-1091. Doi: 

https://doi.org/10.1097/SLA.0000000000002730. 

14. Allender S, Rayner M. The burden of overweight and 

obesity‐related ill health in the UK. Obesity Reviews. 

2007; 8(5):467-473. 

15. Keaver L, Xu B, Jaccard A, Webber L. Morbid obesity 

in the UK: A modelling projection study to 2035. 

Scandinavian Journal of Public Health. 2020; 

48(4):422-427. Doi: 

https://doi.org/10.1177/1403494818794814 

16. Medical Research Council. Moderate obesity takes 

years off life expectancy, though not as many as 

smoking, 2009. 

www.mrc.ac.uk/Newspublications/News/MRC005722. 

(Accessed 05 August 2025). 

17. Agha M, Agha RA, Sandell J. Interventions to reduce 

and prevent obesity in pre-conceptual and pregnant 

women: A systematic review and meta-analysis. PloS 

One. 2014; 9(5):e95132. Doi: 

https://doi.org/10.1371/journal.pone.0095132 

18. Villareal DT, Apovian CM, Kushner RF, Klein S. 

Obesity in older adults: Technical review and position 

statement of the American Society for Nutrition and 

NAASO, The Obesity Society. The American Journal 

of Clinical Nutrition. 2005; 82(5):923-934. Doi: 

https://doi.org/10.1093/ajcn/82.5.923 

19. Agha M, Agha R. The rising prevalence of obesity: Part 

A: Impact on public health. IJS Oncology. 2017; 

2(7):e17. Doi: 

https://doi.org/10.1097/IJ9.0000000000000017 

20. Cornier MA. A review of current guidelines for the 

treatment of obesity. American Journal of Managed 

Care. 2022; 28. 

21. NHS. Treatment- Obesity. 

https://www.nhs.uk/conditions/obesity/treatment/ 

(Accessed 06 August 2025). 

22. Kakkar AK, Dahiya N. Drug treatment of obesity: 

Current status and future prospects. European Journal of 

Internal Medicine. 2015; 26(2):89-94. Doi: 

https://doi.org/10.1016/j.ejim.2015.01.005 

23. Miras AD, Kamocka A, Patel D, Dexter S, Finlay I, 

Hopkins JC, et al. Obesity surgery makes patients 

healthier and more functional: Real world results from 

the United Kingdom National Bariatric Surgery 

Registry. Surgery for Obesity and Related Diseases, Jul 

1, 2018; 14(7):1033-1040. Doi: 

https://doi.org/10.1016/j.soard.2018.02.012 

24. Kapoor N, Arora S, Kalra S. Gender disparities in 

people living with obesity-an unchartered territory. 

http://www.multiresearchjournal.com/


International Journal of Advanced Multidisciplinary Research and Studies   www.multiresearchjournal.com 

896 

Journal of Mid-Life Health. 2021; 12(2):103-107. Doi: 

https://doi.org/10.4103/jmh.jmh_48_21 

25. Ahern AL, Aveyard P, Boyland EJ, Halford JC, Jebb 

SA, WRAP Trial Team. Inequalities in the uptake of 

weight management interventions in a pragmatic trial: 

An observational study in primary care. British Journal 

of General Practice, 2016. Doi: 

https://doi.org/10.3399/bjgp16X684337 

26. Robertson C, Archibald D, Avenell A, Douglas F, 

Hoddinott P, Van Teijlingen E, et al. Systematic 

reviews of and integrated report on the quantitative, 

qualitative and economic evidence base for the 

management of obesity in men. Health Technology 

Assessment (Winchester, England). 2014; 18(35):v. 

Doi: https://doi.org/10.3310/hta18350 

27. Tudor K, Tearne S, Jebb SA, Lewis A, Adab P, Begh R, 

et al. Gender differences in response to an opportunistic 

brief intervention for obesity in primary care: Data from 

the BWeL trial. Clinical Obesity. 2021; 11(1):e12418. 

Doi: https://doi.org/10.1111/cob.12418 

28. Kochkodan J, Telem DA, Ghaferi AA. Physiologic and 

psychological gender differences in bariatric surgery. 

Surgical Endoscopy, Mar 2018; 32(3):1382-1388. Doi: 

https://doi.org/10.1007/s00464-017-5819-z 

29. O'Neil JM, Denke R. An empirical review of gender 

role conflict research: New conceptual models and 

research paradigms, 2016. Doi: 

https://doi.org/10.1037/14594-003 

30. Edwards C, Tod D, Molnar G. A systematic review of 

the drive for muscularity research area. International 

Review of Sport and Exercise Psychology. 2014; 

7(1):18-41. Doi: 

https://doi.org/10.1080/1750984X.2013.847113 

31. Pederson EL, Vogel DL. Male gender role conflict and 

willingness to seek counseling: Testing a mediation 

model on college-aged men. Journal of Counseling 

Psychology. 2007; 54(4):373. 

32. Shepherd CB, Rickard KM. Drive for muscularity and 

help-seeking: The mediational role of gender role 

conflict, self-stigma, and attitudes. Psychology of Men 

& Masculinity, 2012; 13(4):379. Doi: 

https://doi.org/10.1037/a0025923 

33. Garcia FK, Mulder BC, Koelen MA, Verkooijen KT. 

Unveiling societal biases: Exploring factors behind 

discrimination against bariatric surgery patients in The 

Netherlands, France, and the United Kingdom. Obesity 

Facts. 2024; 17(Suppl. 1):230-231. 

34. Tsai SA, Lv N, Xiao L, Ma J. Gender differences in 

weight-related attitudes and behaviors among 

overweight and obese adults in the United States. 

American Journal of Men's Health. 2016; 10(5):389-

398. Doi: https://doi.org/10.1177/1557988314567223 

35. Libeton M, Dixon JB, Laurie C, O'brien PE. Patient 

motivation for bariatric surgery: Characteristics and 

impact on outcomes. Obesity Surgery. 2004; 14(3):392-

398. Doi: https://doi.org/10.1381/096089204322917936 

36. Aly S, Hachey K, Pernar LI. Gender disparities in 

weight loss surgery. Mini-Invasive Surgery. 2020; 4:N-

A. Doi: https://doi.org/10.20517/2574-1225.2019.57 

37. Natvik E, Gjengedal E, Moltu C, Råheim M. 

Translating weight loss into agency: Men's experiences 

5 years after bariatric surgery. International Journal of 

Qualitative Studies on Health and Well-Being. 2015; 

10(1):27729. Doi: 

https://doi.org/10.3402/qhw.v10.27729 

38. Fisher ML, Burch RL. Evolutionary psychology and 

gender studies. London: Sage, Nov 25, 2020. 

39. Zhu N, Chang L. Evolved but not fixed: A life history 

account of gender roles and gender inequality. Frontiers 

in Psychology. 2019; 10:1709. Doi: 

https://doi.org/10.3389/fpsyg.2019.01709 

40. Kim H, Kim SE, Sung MK. Sex and gender differences 

in obesity: Biological, sociocultural, and clinical 

perspectives. The World Journal of Men's Health. 2025; 

43. Doi: https://doi.org/10.5534/wjmh.250126 

41. Dako-Gyeke M, Owusu P. A qualitative study 

exploring factors contributing to gender inequality in 

rural Ghana. Mediterranean Journal of Social Sciences, 

Jan 2013; 4(1):481-489. 

42. Dy-Hollins ME, Hall DA, Cahill CM, Meyer AC, 

Peltier AC, Ostendorf T, et al, AAN Clinical Research 

Subcommittee. A qualitative study of facilitators, 

barriers, and gender disparities in academic neurology. 

Neurology, Jul 9, 2024; 103(1):e209392. Doi: 

https://doi.org/10.1212/WNL.0000000000209392 

http://www.multiresearchjournal.com/

