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Abstract
 
Research problem and aim: Obesity is an increasing public-health concern in the United Kingdom (UK) associated with a range of mental disorders among adults. However, existing evidence remains fragmented across biological, psychological, behavioural and social factors. This systematic review aimed to investigate the impact of obesity on mental disorders among adults in the UK, including associated psychological distress and contributing factors, and to consider the implications for interventions, services and policy. The objectives were to synthesise evidence on the relationship between obesity and mental disorders, examine relevant interventions and strategies, and consider existing services, policies and regulatory approaches.
Methods: A systematic review of peer-reviewed primary research was conducted using PubMed, ProQuest and EBSCOhost. Studies published between 2021 and 2026 involving UK adults aged 18 years and over were assessed against predefined eligibility criteria. Eligible studies were critically appraised, and their findings were synthesised thematically using Braun and Clarke’s six-phase approach.
Results: The review found consistent associations between obesity and depression, anxiety, psychological distress and poorer mental wellbeing, although the direction and strength of these relationships varied between studies. Findings indicated that biological, psychological, behavioural and social factors, including adiposity, emotional distress, eating behaviours, loneliness, weight stigma and socioeconomic circumstances, interact to shape mental-health outcomes. Behavioural and psychologically informed weight-management interventions demonstrated benefits for selected mental-health outcomes, whereas pharmacological interventions primarily addressed weight and metabolic outcomes. However, methodological heterogeneity and the predominance of observational evidence limited conclusions regarding causality.
Conclusion: Overall, obesity and mental disorders are closely interconnected but cannot be explained by a single causal pathway. The findings support the Biopsychosocial Model and the need for integrated, person-centred, multidisciplinary care that addresses physical, psychological, and social needs. Further longitudinal and intervention research is recommended to clarify causal relationships and longer-term mental-health outcomes.
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Chapter 1: Introduction 
1.0 Background to the study


Obesity and mental health disorders have become significant global public health challenges due to their rising prevalence, substantial disease burden, and considerable social and economic impacts (Keller et al., 2026; WHO, 2025).  Currently, more than one billion people worldwide are living with obesity, and projections indicate that the prevalence of overweight and obesity among adults will continue to increase between 2023 and 2040, disproportionately affecting socioeconomically disadvantaged populations and exacerbating existing health inequalities (WHO, 2025; Liu et al., 2025). Similarly, it is estimated that over one billion individuals live with a mental health condition globally, with major depressive disorder remaining one of the leading causes of disability worldwide (WHO, 2025). Excess weight is associated with increased morbidity and premature mortality from various diseases across 204 countries (Safiri et al., 2025). Obesity is important to research because it increases the risk of chronic disease, poor mental health and premature mortality while placing significant pressure on healthcare services (Office for Health Improvement and Disparities, 2025). UK Biobank evidence further shows that obesity is associated with higher risks of anxiety, depression, sleep disorders, stroke, and other adverse health outcomes (Wang et al., 2024). Emerging evidence further indicates that obesity and mental health disorders often co-occur and may share common genetic, neurobiological, behavioural, and psychosocial mechanisms. This highlights the importance of understanding the complex relationship between these two issues to develop effective prevention and intervention strategies (Halabitska et al., 2024; Saeed et al., 2025; Deng et al., 2025).

1.1 Understanding Obesity Among Adults in the United Kingdom (UK)
Obesity is a chronic, multifactorial disease characterised by the excessive accumulation of body fat, posing significant risks to health and well-being (WHO, 2025). The World Health Organisation defines overweight as a body mass index (BMI) of 25 kg/m² or above and obesity as a BMI of 30 kg/m² or above in adults, although BMI should be interpreted alongside measures such as waist circumference to better assess obesity-related health risks (WHO, 2025). Obesity remains a major public health concern in the United Kingdom because of its increasing prevalence and association with chronic diseases, reduced quality of life, increased healthcare utilisation and premature mortality (Johnson et al., 2025). According to the Health Survey for England (HSE), approximately 66% of adults aged 16 years and over were living with overweight or obesity in 2024, including 30% classified as living with obesity, demonstrating the growing burden of obesity across the UK (NHS England, 2026). Evidence from the UK Biobank further shows that overweight and obesity during adulthood increase the risk of all-cause mortality, cardiovascular disease and obesity-related cancers, highlighting the substantial health burden associated with excess body weight (Johnson et al., 2025).
Obesity develops through the interaction of behavioural, environmental and socioeconomic factors, including unhealthy dietary habits, physical inactivity, sedentary lifestyles, poor sleep and deprivation (NHS, 2025; WHO, 2025). The common signs of obesity include excessive body fat accumulation, increased waist circumference and a BMI of 30 kg/m² or above, while symptoms may include breathlessness, fatigue, reduced mobility, musculoskeletal or joint pain, excessive sweating and sleep disturbances such as obstructive sleep apnoea (NHS, 2025). Beyond these physical signs and symptoms, obesity is associated with psychological symptoms including low self-esteem, body image dissatisfaction, anxiety, depression and reduced quality of life, demonstrating that obesity adversely affects both physical and mental health (Kauffman et al., 2022).
In the United Kingdom, obesity management adopts a multidisciplinary, person-centred approach that prioritises healthy eating, increased physical activity and behavioural interventions to achieve sustainable weight loss (NHS, 2025). Pharmacological treatment and bariatric surgery may be considered for severe obesity where lifestyle interventions are ineffective, while recent evidence highlights the importance of integrating psychological support into obesity management because of its close association with depression and anxiety (Dong et al., 2025; Lv et al., 2025)
1.2 Understanding mental health disorder
Mental disorders are significant disturbances in cognition, emotional regulation, or behaviour that stem from psychological, biological, social, childhood experiences, chronic stress, social isolation, environmental, or developmental factors (WHO, 2025). They encompass conditions such as depression, anxiety, and schizophrenia, affecting over one billion people worldwide (WHO, 2025). These disorders cause distress, impair functioning, and disrupt relationships, leading to increased disability and healthcare utilisation (Tse and Haslam, 2023; WHO, 2025). In England, severe mental illness (SMI) significantly impacts public health, especially in socioeconomically deprived communities (Department of Health and Social Care, 2026). The economic burden is around £300 billion annually, which includes £110 billion in productivity losses, £60 billion in healthcare costs, and £130 billion from reduced quality of life (Centre for Mental Health, 2024). Improving mental health outcomes is a key priority for UK healthcare systems and policymakers (Centre for Mental Health, 2024).
 The CDC (2025) further explains that mental health is influenced by individual experiences, family relationships, social support and socioeconomic circumstances (CDC, 2025). Common symptoms include persistent sadness, anxiety, excessive worry, irritability and social withdrawal, while severe mental disorders may involve hallucinations, delusions and impaired daily functioning (WHO, 2025; CDC, 2025). Evidence also suggests that mental disorders frequently coexist with obesity, highlighting the need for integrated approaches that address both physical and psychological health among adults (Schladitz et al., 2025).
[bookmark: _Toc227460084][bookmark: _Toc227516969][bookmark: _Toc227609361][bookmark: _Toc227665029]Management of mental disorders in the UK increasingly emphasises person-centred, community-based approaches to enhance mental health outcomes and reduce service access inequalities (Duncan et al., 2021). Interventions such as social prescribing, peer support, and arts-based initiatives aim to improve wellbeing and prevent mental health deterioration (Duncan et al., 2021). Collaborative efforts within secondary mental health services focus on strengthening social networks and recovery support involving service users, carers, and healthcare professionals (Brooks et al., 2022). 
1.3 Relationship Between Obesity and Mental Disorders
Evidence increasingly indicates that obesity and mental disorders are closely interconnected through biological, behavioural and psychological pathways. A multicohort study of 122,341 UK Biobank participants found that adults with obesity were more likely to experience depressive symptoms such as low energy and low self-worth, with systemic inflammation and obesity-related diseases partly explaining this link (Frank et al., 2022). Additionally, a longitudinal study of 60,319 adults showed a bidirectional relationship between obesity and mental health, where higher adiposity raised the risk of depressive symptoms and stress, while poorer mental health contributed to increased body weight and abdominal obesity (Lv et al., 2025). These findings indicate that obesity and mental disorders are interconnected conditions that require integrated prevention and management strategies in the UK.
1.4 Rationale of the study
Examining the impact of obesity and mental health disorders among adults in the UK is crucial, as both are significant public health challenges with substantial health, social, and economic impacts (NHS England, 2025). In England, 20.2% of adults experience common mental disorders, with higher rates in women (24.2%) than men (15.4%), and this prevalence rose from 17.6% in 2007 to 22.6% in 2023/24 (NHS England, 2025). Additionally, over 64.5% of UK adults are classified as overweight or obese. (Office for Health Improvement and Disparities, 2025). Obesity costs the NHS approximately £11.4 billion annually, with total societal costs exceeding £74 billion, while mental ill-health costs at least £300 billion in England (Frontier Economics, 2025; Centre for Mental Health, 2024). Adults living with obesity face a 27–55% higher risk of depression, exacerbated by loneliness and social isolation (Royal College of Psychiatrists, 2025; Zhou et al., 2025). Adults with mental health issues also experience worse access to physical healthcare and higher hospital utilisation, and persistent inequalities in treatment, leading to poorer outcomes and premature mortality (Nuffield Trust, 2015; House of Commons Library, 2025). Investigating the impact of obesity on mental disorders is vital for understanding their interrelationship, informing integrated care models, reducing health inequalities, and developing effective interventions (NHS England, 2025; Zhou et al., 2025). Although numerous studies have investigated obesity and depression separately, evidence regarding the overall relationship between obesity and a broader range of mental disorders among UK adults remains fragmented. Existing systematic reviews often focus on specific conditions or international populations, highlighting the need for an updated synthesis of UK evidence.
[bookmark: _Toc227460085][bookmark: _Toc227516970][bookmark: _Toc227609362][bookmark: _Toc227665030]1.5 Research Question
What is the association between obesity and mental disorders, such as depression and anxiety, in adults in the UK?
[bookmark: _Toc227460086][bookmark: _Toc227516971][bookmark: _Toc227609363][bookmark: _Toc227665031]1.6 Aim: 
The aim of this study is to systematically investigate the relationship between obesity and mental disorders, such as depression, anxiety, and other mental health conditions, among adults in the United Kingdom and to evaluate the effectiveness of various interventions and strategies designed to reduce the impact of obesity on mental health outcomes in UK adults. 

[bookmark: _Toc227460087][bookmark: _Toc227516972][bookmark: _Toc227609364][bookmark: _Toc227665032]1.7 Objectives:
· To synthesise evidence examining the association between obesity and mental disorders, such as depression and anxiety, in adults in the UK

· To evaluate interventions and strategies that reduce the impact of obesity on mental health disorders. ​

· To examine the existing policies, services, and regulatory frameworks pertaining to the management of obesity and
· mental disorders within the UK. ​

· To provide recommendations for future research and practices in health and social care to improve strategies and policymaking for this vulnerable population.​

1.8 Structure of the Dissertation
This dissertation consists of six chapters: Chapter 1:  introduces the research topic, providing background on obesity and mental disorders among adults in the UK, as well as the research problem, rationale, aim, objectives, and significance. Chapter 2 reviews existing literature on the relationship between obesity and mental disorders, synthesising current evidence and identifying knowledge gaps. Chapter 3 outlines the research methodology, including the design, search strategy, eligibility criteria, data collection and analysis, ethical considerations, and limitations. Chapter 4 presents the study's findings organised by research questions and key themes, using tables and figures to illustrate identified trends. Chapter 5 discusses the findings in the context of previous research and theories, and Chapter 6 considers practical implications, acknowledges limitations, and provides conclusions and recommendations for future research.
[bookmark: _Toc12217]
Chapter 2: 0 Literature review/theoretical framework (4,500 words).
2.0 Introduction
Obesity and mental disorders are major public health concerns in the UK. Since 1993, the prevalence of overweight and obesity has risen, with estimates showing that 66.9% of men and 59.7% of women in England are affected, and around 60% in Wales and 66% in Scotland (Stevens et al., 2023). Adults with severe mental illness (SMI), such as schizophrenia and bipolar disorder, are 1.8 times more likely to be obese than the general population, with obesity rates in secure mental health settings about 20% higher (Stevens et al., 2023). Research indicates that higher body fat is linked to poorer mental disorder, where adverse mental well-being may contribute to weight gain (Lv et al., 2025; Gu et al., 2025). Frank et al. (2022) found connections between obesity and specific depressive symptoms, highlighting complex biological and behavioural influences.
The prevalence of obesity among adults in England has increased significantly over the past three decades. It rose from 15% in 1993 to 25% in 2008 and reached 30% in 2024, indicating a continued upward trend despite a slower rate of increase in recent years (NHS England, 2026). In 2024, the rates of obesity were similar for both men and women, with 29% of men and 31% of women affected. These figures align with recent trends, showing that between 2015 and 2022, obesity prevalence ranged from 26% to 28% among men and 29% to 30% among women (NHS England, 2026). The ongoing rise in obesity underscores its growing impact on public health and highlights the necessity for sustained prevention and management strategies in England. Figure 1 demonstrates the increasing prevalence of obesity in England over the past three decades, illustrating the sustained upward trend discussed above. 
[image: ]





Figure 1: NHS England (2026) 

2.1 Overview of the Literature
This section provides a comprehensive review of significant studies investigating the relationship between adult obesity and mental disorders, with a specific focus on research conducted in the UK. It critically analyses methodologies, findings, and implications to identify consistent patterns and emerging gaps in the field.

2.2 Existing Literature on the Association Between Obesity and Mental Disorders

Recent UK evidence consistently shows that obesity is linked to poorer mental health disorder outcomes, although researchers have examined this relationship using diverse methods. Lv et al. (2025) used a prospective cohort of 60,319 UK Biobank participants and reported bidirectional associations between adiposity and depressive symptoms, stress, and reduced life satisfaction, suggesting reciprocal biological relationships between obesity and mental health. Similarly, Zhou et al. (2025) used a prospective UK Biobank cohort of 219,086 participants to investigate loneliness and social isolation, concluding that psychosocial factors substantially increased the risk of mental disorders among adults with obesity. Together, these studies suggest that obesity affects mental health through both biological and psychosocial pathways rather than a single mechanism. Their major strength is the use of large, longitudinal UK population cohorts, which improve statistical power and enable examination of temporal relationships. However, because both studies are observational, they cannot establish causality, and the UK Biobank cohort may not fully represent the wider UK population owing to healthy volunteer bias (Lv et al. 2025; Zhou et al. 2025).
In contrast, Liapi et al. (2022) adopted a qualitative phenomenological approach, using semi-structured interviews with 14 adults in the Total Wellbeing Luton programme to explore experiences of integrated care for obesity and mental health. Participants reported that person-centred care, ongoing professional support and behavioural interventions improved wellbeing and facilitated sustainable lifestyle changes. Likewise, Pearson-Stuttard et al. (2024) conducted a retrospective open cohort study using linked primary and secondary healthcare records from 1,410,146 UK adults, demonstrating that higher BMI was associated with increased rates of depression, multimorbidity, and healthcare costs over a ten-year period. Although Liapi et al. (2022) provide rich insight into patients' lived experiences that quantitative research cannot capture, the small purposive sample limits transferability. Conversely, Pearson-Stuttard et al. (2024) benefit from a very large real-world NHS dataset, enhancing the generalisability of their findings to UK healthcare settings; however, their reliance on routinely collected electronic health records may underestimate undiagnosed mental health conditions and depend on the accuracy of clinical coding. Together, these studies extend the epidemiological evidence by demonstrating that obesity has important implications for healthcare delivery and patient experiences.
Supporting this interpretation, Flint et al. (2025) argued that the relationship between obesity and mental disorders cannot be explained solely by biological mechanisms. Instead, the authors highlighted weight stigma, discrimination and adverse social experiences as key contributors to depression and psychological distress among people living with obesity. Unlike longitudinal cohort studies, Flint et al.  (2025) synthesised existing evidence rather than collecting primary data. This provides a broader conceptual understanding of the psychosocial mechanisms linking obesity and mental disorders, but the conclusions depend on the methodological quality of the studies included in the review.
Despite the consistency of much of the evidence, contradictory findings persist. For example, Lv et al. (2025) concluded that obesity and mental health influence one another bidirectionally; however, recent evidence suggests the mechanisms underlying this association remain contested. Flint et al. (2025) argued that weight stigma, discrimination and negative social experiences may substantially contribute to depression and anxiety, indicating that obesity itself may not be the sole determinant of poorer mental health. Similarly, Bidstrup et al. (2022) concluded that internalised weight stigma mediates the relationship between obesity and adverse biopsychosocial outcomes, rather than obesity directly causing psychological distress. Furthermore, O'Donnell and Foran (2024) reported that although stigma is frequently associated with depression, longitudinal evidence remains inconsistent, suggesting that additional biological, behavioural and environmental factors may influence the relationship. These differences may reflect variations in study design, obesity measures, mental health assessment tools and the extent to which psychosocial factors were incorporated into the analyses. Consequently, although there is broad agreement that obesity and poorer mental health are associated, uncertainty remains about whether obesity directly contributes to mental disorders or whether the relationship is mediated by psychosocial experiences such as weight stigma and social exclusion.
2.3 Conceptualising Obesity and Mental Disorders
Obesity is recognised as a chronic, multifactorial disease characterised by excessive body fat accumulation that adversely affects physical and psychological health (WHO, 2024).  More than one billion people worldwide are living with obesity, including approximately 650 million adults, 340 million adolescents and 39 million children, making it one of the most significant public health challenges globally (WHO, 2024). Similarly, the World Obesity Federation (2023) estimated that over four billion people, approximately 51% of the world's population, could be living with overweight or obesity by 2035 if current trends continue (World Obesity Federation, 2023). These projections demonstrate the rapidly increasing global burden of obesity and its implications for healthcare systems and population health.
Mental disorders represent a similarly significant global health challenge. The World Health Organisation (2022) estimates that approximately 970 million people worldwide live with a mental disorder, with anxiety and depression accounting for the greatest proportion of cases. Furthermore, the Global Burden of Disease (GBD) Study identified mental disorders as one of the leading causes of years lived with disability worldwide, highlighting their substantial impact on individuals, healthcare systems and society (IHME, 2026).
Evidence from international studies consistently demonstrates that obesity and mental disorders frequently coexist across different populations. For example, Almarhoon et al. (2021) conducted a cross-sectional study involving 711 adults in Saudi Arabia and found that 41.7% of adults living with obesity experienced moderate to severe depressive symptoms. The authors concluded that obesity and depression represent coexisting public health challenges requiring integrated prevention and treatment strategies (Almarhoon et al., 2021). 
Similarly, Melville et al. (2025) conducted a systematic review and meta-analysis of 85 studies involving 94,295 adults receiving obesity treatment across North America, Europe, Australia, Latin America and Asia. The review found that eating disorders, particularly binge-eating disorder, frequently co-occurred with obesity, although prevalence varied across countries and healthcare settings. Melville et al. (2025) argued that routine mental health screening should be incorporated into obesity treatment because untreated psychological disorders may compromise long-term weight management outcomes (Melville et al., 2025). 
Collectively, the evidence demonstrates that obesity and mental disorders are major global public health concerns that frequently coexist across diverse populations and healthcare systems. While Almarhoon et al. (2021) provide empirical evidence from the Middle East, Melville et al. (2025) extend these findings across multiple continents, indicating that the relationship between obesity and mental disorders is not confined to a single geographical setting. Together with global estimates reported by the WHO (2024) and the World Obesity Federation (2023), these studies support the conceptualisation of obesity as a complex, chronic condition influenced by biological, psychological and behavioural factors, providing a foundation for examining the relationship between obesity and mental disorders in the UK context.
Obesity is recognised as a chronic, multifactorial disease characterised by excessive body fat accumulation that adversely affects physical and psychological health (WHO, 2024). According to the World Health Organisation (2024), more than one billion people worldwide are living with obesity, including approximately 650 million adults, making it one of the most significant public health challenges globally. Similarly, the World Obesity Federation (2023) estimated that over four billion people, approximately 51% of the world's population, could be living with overweight or obesity by 2035 if current trends continue. These projections highlight the rapidly increasing global burden of obesity and its implications for healthcare systems and population health.
 Mental disorders pose a similarly significant global health challenge. The World Health Organisation (2022) estimates that approximately 970 million people worldwide live with a mental disorder, with anxiety and depression accounting for the greatest proportion of cases. Furthermore, the Global Burden of Disease (GBD) Study identified mental disorders as one of the leading causes of years lived with disability worldwide, highlighting their substantial impact on individuals, healthcare systems and society (IHME, 2024).
Evidence from international studies consistently shows that obesity and mental disorders frequently co-occur across populations. For example, Almarhoon et al. (2021) conducted a cross-sectional study of 711 adults in Saudi Arabia and found that 41.7% of adults living with obesity experienced moderate-to-severe depressive symptoms. The authors concluded that obesity and depression are coexisting public health challenges requiring integrated prevention and treatment strategies (Almarhoon et al., 2021). Similarly, Melville et al. (2025) conducted a systematic review and meta-analysis of 85 studies involving 94,295 adults receiving obesity treatment across North America, Europe, Australia, Latin America and Asia. The review found that eating disorders, particularly binge-eating disorder, frequently co-occurred with obesity, although prevalence varied across countries and healthcare settings. Melville et al. (2025) argued that routine mental health screening should be incorporated into obesity treatment because untreated psychological disorders may compromise long-term weight management outcomes (Melville et al., 2025). 
Collectively, the evidence demonstrates that obesity and mental disorders are major global public health concerns that frequently co-occur across diverse populations and healthcare systems. While Almarhoon et al. (2021) provide empirical evidence from the Middle East, Melville et al. (2025) extend these findings across multiple continents, indicating that the relationship between obesity and mental disorders is not confined to a single geographical setting. Together with global estimates reported by the WHO (2024) and the World Obesity Federation (2023), these studies support the conceptualisation of obesity as a complex chronic condition influenced by biological, psychological and behavioural factors, providing a foundation for examining the relationship between obesity and mental disorders within the UK context.
2.4 Relationship Between Obesity and Mental Disorders
Biological mechanisms
Evidence indicates that obesity's link to mental disorders involves complex interactions among inflammatory, metabolic, neuroendocrine, and genetic factors, rather than a single pathway. Oracz et al. (2025) reviewed studies and identified pathways, including inflammation, adipokine changes, HPA axis dysregulation, oxidative stress, and neurotransmitter alterations, as links to depression. However, since the review was narrative and lacked predefined criteria, its mechanistic conclusions should be viewed cautiously, not as proof of causality. Moreover, genetic evidence supports a biological role, with Galiautdinova et al. (2024) reviewing nine studies on genetic polymorphisms and atypical depression. They found associations involving the serotonin transporter, endocrine regulation, immune and cellular pathways, and the fat mass and obesity-associated (FTO) gene, which is linked to energy regulation. However, contradictory findings for some serotonin polymorphisms and study heterogeneity precluded a quantitative meta-analysis, limiting conclusions about specific genetic effects (Galiautdinova et al., 2024).
 Lv et al. (2025) analysed longitudinal data from 60,319 UK Biobank participants and found bidirectional associations between BMI, general and abdominal obesity, body fat percentage, and depressive symptoms, stress, and life satisfaction. The prospective design and the use of several adiposity measures strengthen the evidence for temporal relationships, although the study remained observational and relied partly on self-reported mental health measures, so causality cannot be established (Lv et al., 2025). Oracz et al. (2025), Galiautdinova et al. (2024), and Lv et al. (2025) suggest that biological processes may influence the obesity, mental health disorder link, but the evidence does not identify a single causal mechanism. The combination of reviews, genetics, and longitudinal studies supports a multifactorial view, though heterogeneity and observational methods urge caution in causal claims. 
Psychological mechanisms
Psychological mechanisms, such as emotional eating, body dissatisfaction, self-esteem, and emotional regulation difficulties, explain the relationship. Chew et al. (2025) reviewed 18 studies with 21,237 overweight or obese individuals, finding emotional eating in 44.9%, but high heterogeneity (I²=98.7%) due to measurement differences urges caution in interpretation. Additionally, Abdoli et al. (2025) review of six adult studies shows consistent links between body dissatisfaction, disordered eating, low self-esteem, and emotion regulation difficulties. The review found stronger relationships among clinical populations than non-clinical samples, suggesting that psychological mechanisms may differ according to the severity and type of eating disorder. 
 These findings complement those of Lv et al. (2025), who identified associations between adiposity and depressive symptoms but did not directly examine emotional eating, body image or self-esteem. Chew et al. (2025) and Abdoli et al. (2025) therefore extend the quantitative evidence on obesity–depression by showing how behavioural and psychological processes may operate alongside biological vulnerability. Nevertheless, most evidence on emotional eating and psychological factors is based on observational or cross-sectional studies, limiting conclusions about whether psychological distress causes maladaptive eating and subsequent obesity, whether obesity contributes to distress, or whether both processes reinforce one another. 
Social and environmental determinants
The association between obesity and mental disorders is also shaped by social relationships, stigma, socioeconomic circumstances and the environments in which people live and receive care. Zhou et al. (2025) provide particularly strong UK evidence through a prospective UK Biobank study of 219,086 participants, comprising 109,543 adults with obesity and 109,543 matched participants without obesity. Over a median follow-up of 12.4 years, 18,280 participants with obesity developed mental disorders, and greater loneliness was associated with progressively higher risk, with hazard ratios of 1.37 for moderate loneliness and 1.73 for the loneliest group. The strength of Zhou et al. (2025) lies in its large prospective sample, long follow-up, and healthcare record linkage, enabling more objective identification of mental disorders than self-report. However, loneliness and social isolation were measured only briefly, and about 90% of participants were White British. The observational design also leaves room for reverse causality and confounding. Thus, the study shows a strong link but cannot prove loneliness directly causes mental disorders in people with obesity (Zhou et al., 2025). 
Weight stigma provides a psychosocial pathway. O'Donnell and Foran (2024) reviewed 83 studies with 34,705 participants, finding 72.3% supported a link between anticipated or internalised stigma and depression. The evidence was stronger in cross-sectional (76.7%) than longitudinal studies (40%). This indicates stigma may influence depression, but the causal direction remains uncertain. Furthermore, UK qualitative evidence shows how healthcare and physical environments influence obesity outcomes. Mills et al. (2024) used ethnography, observing for 23 hours over six months in a male NHS mental health ward with 12 patients and staff. The study found hospital food, limited activity, food availability, and ward culture fostered weight gain and sedentary behaviour. While ethnography provided valuable context, its focus on one ward and NHS Trust limits wider applicability. 
Liapi et al. (2022) present a contrasting patient-centred perspective, drawing on semi-structured interviews with 14 adult service users in the Total Wellbeing Luton integrated obesity and mental-health programme. Participants valued user-centred care, behavioural and social support, communication, and flexible referral pathways, and reported perceived improvements in their lives, suggesting that access to coordinated services may influence both psychological wellbeing and obesity management. The small, purposive sample limits transferability beyond Luton, but the qualitative design provides depth that large-cohort studies such as Lv et al. (2025) and Zhou et al. (2025) cannot provide. 
Collectively, the evidence indicates that obesity and mental disorders are shaped by interacting biological, psychological and social processes. Biological studies identify inflammatory, neuroendocrine and genetic pathways, psychological studies demonstrate the relevance of emotional eating and body image, while UK evidence highlights loneliness, stigma, healthcare environments and access to integrated support. The evidence therefore challenges an exclusively individual or biomedical explanation of obesity and mental disorders and provides a strong rationale for applying the Biopsychosocial Model to interpret the findings of this review.
2.5 Critical Synthesis of Existing Evidence
Recent evidence indicates a complex relationship between obesity and mental disorders. Lv et al. (2025) found bidirectional links between adiposity and various mental-health issues, suggesting that poor mental health can influence changes in body weight. Similarly, Wang et al. (2024) analysed 438,483 UK Biobank participants and linked obesity to increased risks of anxiety, depression, and sleep disorders. Notably, they found that metabolically healthy obesity was still connected to depression and sleep disorders. These findings highlight that the obesity-mental disorder relationship involves more than just body weight, incorporating metabolic and psychological factors.
However, the evidence also shows important differences. Lv et al. (2025) reported bidirectional associations between adiposity and mental health, whereas Wang et al. (2024) primarily examined how different body weight and metabolic-health profiles were linked to subsequent neurological and psychiatric disorders. This suggests that differences in the measurement and classification of obesity may partly explain variation in findings. Wang et al. (2024) further identified differences between metabolically healthy and metabolically unhealthy obesity, indicating that two individuals with similar BMI may not necessarily have the same mental-health risk. 
The evidence is strengthened by the large prospective designs used by both studies. Wang et al. (2024) analysed data from 438,483 UK Biobank participants and used Cox regression, linear regression, and mediation analyses, providing substantial statistical power and enabling exploration of potential mechanisms involving brain structure, dietary intake, and inflammation. Similarly, Lv et al. (2025) used prospective UK Biobank data and multiple measures of adiposity and mental health. However, both studies remain observational, meaning that associations cannot establish causality. Their reliance on the UK Biobank also limits generalisability, as the cohort does not fully represent the wider UK population.
The psychosocial evidence further demonstrates that obesity and mental disorders cannot be understood solely through biological measures. Zhou et al. (2025) found that loneliness and social isolation were associated with increased risk of mental disorders among adults with obesity, while Liapi et al. (2022) identified the importance of social support, communication and integrated care through qualitative interviews with 14 service users. Flint et al. (2025) also highlighted weight stigma, discrimination and psychosocial distress as important influences on the mental wellbeing of people living with obesity. Collectively, these studies complement large epidemiological findings by demonstrating that social and psychological experiences may operate alongside biological and metabolic processes.
Nevertheless, considerable uncertainty remains about causality and interactions between these pathways. Large cohort studies provide strong evidence of temporal associations but cannot fully rule out reverse causation, residual confounding, or measurement limitations. Conversely, qualitative evidence offers greater insight into lived experience but typically involves smaller, context-specific samples and therefore has limited generalisability. The variation in study designs, populations, measures of obesity, and mental health outcomes therefore make direct comparison difficult.
Overall, the evidence is sufficiently consistent to support an association between obesity and mental disorders, but it does not support a simple, linear explanation. The strongest quantitative studies suggest that adiposity, metabolic health and changes in body weight may influence mental health risk, while psychosocial studies demonstrate the additional importance of loneliness, stigma, social support and healthcare experiences. The remaining uncertainty concerns how these biological, psychological, behavioural and social pathways interact and the extent to which the relationship is bidirectional. This supports the need for a systematic review to integrate these dimensions rather than viewing obesity and mental disorders as separate issues. 
2.6 Research Gaps and Justification for the Present Study
Although previous studies have substantially advanced understanding of the relationship between obesity and mental disorders, important gaps remain in the literature, particularly in understanding how interacting biological, psychological, behavioural, social and healthcare factors influence mental-health outcomes among adults in the UK. Lv et al. (2025) found bidirectional associations between adiposity and mental health using UK Biobank data, while Zhou et al. (2025) linked loneliness and social isolation to increased risks of mental disorders in adults with obesity. However, these studies focused on specific associations in large datasets rather than integrating biological, psychological, social, and healthcare factors that may impact mental health outcomes, leaving their interactions and contributions insufficiently understood.
The existing evidence is methodologically diverse, which complicates direct comparisons and the transferability of findings. For example, Liapi et al. (2022) conducted semi-structured interviews with 14 service users regarding an integrated obesity and mental health programme, while Mills et al. (2024) conducted focused ethnography in a UK secure mental health setting, providing contextual insights but limiting generalisability. These methodological differences provide complementary perspectives, yet variations in populations, settings, and methods hinder the consistent application of findings to adults with obesity across the wider UK community.
Causality remains uncertain. While prospective studies offer stronger evidence of temporal relationships than cross-sectional research, observational designs cannot fully determine if obesity contributes to mental disorders, if mental disorders lead to obesity, or if both are influenced by shared factors. O'Donnell and Foran (2024) found a stronger association between anticipated or internalised weight stigma and depression in cross-sectional studies compared to longitudinal studies, emphasising the ongoing uncertainty about this relationship.
An additional gap concerns social determinants, especially food insecurity among people with severe mental illness (SMI). Smith et al. (2023) highlighted high food insecurity among adults with SMI, including schizophrenia and bipolar disorder, and noted limited UK evidence on its links to psychological distress, eating behaviours, and obesity. They also argued that policymakers and healthcare providers have paid insufficient attention to food insecurity in this group. 
Intervention evidence also suggests a gap beyond weight reduction alone. Burton et al. (2025) found that the UPBEAT intervention did not significantly reduce binge eating, despite an association between depressive symptoms and binge-eating frequency, indicating the need to address psychological and eating behaviours alongside weight. Spaltro et al. (2025) similarly reported improvements in psychological distress, emotional eating, and emotion regulation following a psychologically informed, multidisciplinary weight-management intervention, although the small sample size and short follow-up limit generalisability and the conclusions about long-term effectiveness. 
Overall, the literature highlights a clear association between obesity and mental disorders but remains fragmented across biological, psychological, behavioural, social and healthcare domains. Large quantitative studies identify associations, while qualitative research provides deeper insights into lived experiences and service delivery. This research therefore addresses these gaps by synthesising recent UK evidence on the interconnected factors influencing obesity and mental disorders among adults, while also considering relevant interventions, services and policy implications for health and social care.Top of Form





Bottom of Form2.7 Theoretical Framework: 
The Biopsychosocial Model (BPSM), developed by Engel (1977) (Figure 2), offers a framework for understanding obesity and mental disorders by moving beyond a purely biomedical view. It recognises interactions among biological, psychological, and social factors in health and illness. Engel argued that health should be understood within the individual's social context, not just in terms of biological processes. A recent study continues to support the BPSM, though its boundaries are debated (Bolton, 2023).

The Biopsychosocial Model of Peripartum Depression, Based on Engel’s (1977) Conceptual Framework.
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Figure 2: The Biopsychosocial Model of Peripartum Depression, grounded in Engel's (1977) conceptual framework (Žutić, 2023).

The Biopsychosocial Model (BPSM), developed by Engel (1977), offers a framework for understanding obesity and mental disorders by moving beyond a purely biomedical view. It recognises the interaction between biological, psychological, and social factors in health and illness. Engel argued that health should be understood within the individual's social context, not just in terms of biological processes. A recent study continues to support the BPSM, though its boundaries are debated (Bolton, 2023).
Biological factors
The biological dimension encompasses physiological and genetic processes, such as genetic susceptibility, inflammation, hormonal imbalances, fat distribution, and neurobiological changes, that may contribute to obesity and mental disorders (Qin, 2025). UK evidence supports this: Lv et al. (2025) found bidirectional links between adiposity and depressive symptoms, stress, and life satisfaction, with associations varying by adiposity measure. Obesity may influence mental health through biological pathways, and mental health issues may affect adiposity.
Psychological factors
The psychological dimension examines how emotions, thoughts and behaviours shape the relationship between obesity and mental health. Relevant factors include depression, anxiety, stress, emotional eating, self-esteem, body image and coping behaviours (Putra et al., 2025). Putra et al. (2025) demonstrate that psychological distress and stress-related responses may contribute to emotional eating and physical inactivity, potentially reinforcing obesity and poor mental health. Similarly, Lv et al. (2025) identify associations between adiposity, depressive symptoms, stress and life satisfaction, supporting the possibility of reciprocal psychological and physical influences. The model therefore recognises that psychological distress may influence eating and weight-related behaviours, while experiences associated with obesity may also affect psychological wellbeing.
Social factors
The social dimension recognises that relationships, socioeconomic circumstances, social isolation, stigma, and access to resources and healthcare shape health. The WHO (2024) identifies income, education, employment, housing, social relationships, and access to healthcare as key social determinants of health and wellbeing. This is particularly relevant to obesity, as dietary and physical activity behaviours are influenced by environmental and societal conditions rather than individual choice alone (WHO, 2024). Zhou et al. (2025) provide direct support for this dimension, finding that loneliness and social isolation were associated with increased risk of mental disorders among people with obesity in a large UK Biobank cohort.
The Biopsychosocial Model (BPSM) underpins this dissertation, viewing obesity and mental disorders as results of biological, psychological, and social factors (Engel, 1977). Additional perspectives reinforce this view. Maslow’s Hierarchy of Needs emphasises belonging, esteem, and wellbeing, which are crucial for adults with obesity facing stigma and social exclusion (Maslow, 1943; Abulof, 2017). Bronfenbrenner’s Ecological Systems Theory and the Social Ecological Model highlight that health is shaped by interconnected environmental factors,  interpersonal, organisational, community, and policy factors, as well as individual traits (Bronfenbrenner, 1996; Kilanowski, 2017).
Within the BPSM, these perspectives suggest that obesity and mental disorders cannot be understood solely through individual biological or psychological processes. For example, biological vulnerability may interact with psychological distress, while family relationships, socioeconomic circumstances, healthcare access, community environments and wider policy may influence both conditions. This integrated perspective therefore supports the dissertation's examination of obesity and mental disorders through interconnected biological, psychological and social pathways, while recognising the wider environmental context in which adults live (Engel, 1977; Kilanowski, 2017).

Application of the Biopsychosocial Framework to this Study
The Biopsychosocial Model (BPSM) provides the primary framework for integrating the evidence reviewed in Sections 2.4–2.6 by considering obesity and mental disorders as interconnected outcomes of biological, psychological and social factors. Biological evidence highlights adiposity and associated physiological mechanisms; psychological evidence identifies depression, anxiety, stress and health-related behaviours; while social evidence highlights loneliness, stigma, socioeconomic circumstances and access to healthcare. Rather than treating these factors as independent causes, the BPSM considers how they interact and potentially reinforce one another, consistent with the understanding of obesity as a complex condition shaped by biological, behavioural, environmental and social influences (WHO, 2024).
The framework will guide interpretation of the findings by examining these domains and their interactions. For example, biological changes associated with obesity may contribute to psychological distress, psychological distress may influence eating and physical-activity behaviours, while social circumstances such as deprivation, stigma, loneliness and limited healthcare access may intensify both obesity and mental-health difficulties. Maslow’s and ecological perspectives complement this interpretation by highlighting the importance of psychological needs, social relationships, and wider environmental contexts, without treating them as separate frameworks (Maslow, 1943; Bronfenbrenner, 1996; Kilanowski, 2017).
Overall, the BPSM provides a coherent basis for this systematic review by linking the biological, psychological and social evidence and enabling consideration of their implications for interventions, healthcare services and policy. It also addresses the gap identified in Section 2.6 by moving beyond isolated explanations and considering how multiple influences may collectively shape obesity and mental-health outcomes among adults in the UK. By applying this framework, the dissertation supports a comprehensive interpretation of the evidence and informs recommendations for integrated, person-centred approaches to obesity prevention, mental healthcare, and future research within the UK healthcare system (Bolton, 2023; Žutić, 2023).
2.8 Current UK Policy, Services and International Context available for adults with obesity and mental disorders
Current UK policy increasingly recognises the need for integrated, person-centred approaches to obesity and mental disorders. NHS England recommends coordinated multidisciplinary care, annual physical health checks, and appropriate follow-up for adults with severe mental illness (SMI), aiming to reduce physical health inequalities and improve overall wellbeing (NHS England, 2023; NHS England, 2025; Owens et al., 2025). NICE similarly recommends that obesity services adopt person-centred, non-stigmatising, multidisciplinary approaches that incorporate psychological wellbeing, wider determinants of health, and shared decision-making (NICE, 2025).
Obesity policy also adopts a population and prevention approach. The Tackling Obesity Strategy introduced measures, including expanded NHS weight-management services, the Better Health campaign, calorie labelling, and restrictions on the promotion and advertising of high-fat, salt, and sugar (HFSS) foods (Department of Health and Social Care, 2020; Balogun, 2023). These measures recognise that obesity is influenced by wider determinants, including socioeconomic inequalities and access to healthy food, and require action across healthcare, local government, and the wider food environment (Balogun, 2023).
Mental health policy complements these measures through prevention, early intervention, and community-based care. The NHS Mental Health Implementation Plan (2019/20–2023/24) strengthened community mental health services, psychological therapies, and multidisciplinary support for adults with SMI (NHS England, 2019). More recent policy, including the Mental Health Act 2025, strengthens patients’ rights, choice and autonomy, enhances safeguards for compulsory detention, and promotes care delivered with greater dignity, accountability and respect for people experiencing severe mental illness (Department of Health and Social Care, 2025; House of Commons Library, 2025). Annual physical health checks within SMI services also provide an opportunity to identify and address obesity and other preventable physical health conditions alongside mental health needs (NHS England, 2025).

Current services and interventions for adults with obesity and mental disorders in the UK
Adults living with obesity and mental disorders can access a range of NHS and community-based interventions encompassing pharmacological, psychological, behavioural and social approaches. For obesity, NHS services initially emphasise healthy eating, physical activity and behavioural change, with referral to specialist multidisciplinary weight-management services where clinically indicated (NHS England, 2025). NHS England's Digital Weight Management Programme also provides adults with obesity, including those with conditions such as diabetes or hypertension, with 12-week online support, including personalised dietary advice, physical activity guidance, and behavioural coaching to improve long-term weight management (NHS England, 2025). Pharmacological treatments, including GLP-1 receptor agonists, may be used alongside lifestyle interventions to support weight reduction and address obesity-related metabolic risks (NICE, 2025). However, GLP-1 receptor agonists can cause adverse effects, particularly gastrointestinal symptoms such as nausea, vomiting, diarrhoea and constipation, which may affect treatment tolerability (Pierret et al., 2025). Multidisciplinary weight-management teams may include physicians, dietitians, psychologists, nurses and physiotherapists, allowing physical and psychological needs to be considered within treatment planning (Swancutt et al., 2022).
However, pharmacological treatment primarily targets biological and metabolic aspects of obesity and does not directly address psychological distress, loneliness, weight stigma or other social determinants (NICE, 2025). Psychological interventions therefore provide an important complementary approach. Cognitive behavioural therapy (CBT) and other evidence-based psychological therapies can help adults manage depression, anxiety, stress and unhelpful behaviours, including difficulties that may affect eating and weight-management behaviours (NHS England, 2024). Unlike pharmacological treatment, psychological interventions can directly address emotional and behavioural processes, although they may not independently resolve physiological or wider socioeconomic factors contributing to obesity.
Social interventions, including peer support groups and community-based support, add an additional dimension by fostering social connection, shared experiences, and ongoing encouragement. This is particularly relevant because Zhou et al. (2025) found associations between loneliness, social isolation and increased risk of mental disorders among people with obesity. Social support may therefore complement clinical and psychological interventions, although it cannot replace appropriate medical or psychological treatment.
Overall, these approaches are complementary rather than interchangeable. Pharmacological interventions can target biological and metabolic factors; psychological interventions, such as CBT, can address emotional and behavioural difficulties; while social interventions can strengthen social connectedness and reduce isolation. Consequently, an integrated, multidisciplinary approach is more appropriate for adults experiencing obesity alongside mental disorders than reliance on a single intervention, as it reflects the interacting biological, psychological and social dimensions identified by the Biopsychosocial Model (NICE, 2025; NHS England, 2025).
International Policy and Service Context
International approaches similarly recognise obesity as a complex condition requiring integrated rather than solely weight-focused interventions. The WHO (2023) framework promotes obesity prevention and management through primary care, communities and coordinated health services, reflecting a whole-system approach. 
Canada provides a relevant service framework through the 5As approach: ask, assess, advise, agree and assist, which promotes personalised assessment, shared decision-making, behavioural support and regular follow-up (Obesity Canada, 2020).  Importantly, the framework considers the mental and social milieu as potential drivers of obesity and incorporates psychological intervention and pharmacological therapy alongside nutrition and physical activity (Obesity Canada, 2020). This contrasts with approaches centred primarily on weight reduction, as it addresses the individual's health, goals, and wider life context.
Similarly, Australia's National Obesity Strategy 2022–2032 adopts a whole-system framework that combines prevention, early intervention and treatment while addressing environmental, social and commercial influences on obesity (Australian Government Department of Health, 2022). Together, these international approaches support the biopsychosocial perspective adopted in this dissertation by demonstrating that effective obesity management requires coordinated clinical, psychological, behavioural and social responses. They also reinforce the importance of moving beyond individual responsibility towards person-centred and system-level interventions, providing a useful international context for evaluating UK policy and services.
2.9 Chapter summary
This chapter reviews obesity's link to mental disorders in adults, emphasising biological, psychological, and social factors influencing mental health. It highlights associations with depression, anxiety, stress, loneliness, and stigma, while noting limitations in the evidence. The Biopsychosocial Model helps interpret these findings. The chapter also examines UK and international policies, services, and interventions, showing a move towards integrated, person-centred, multidisciplinary approaches. However, evidence remains fragmented regarding how these factors interact and how effectively existing interventions and policies address the combined needs of adults living with obesity and mental disorders. These findings form the basis for Chapter 3, which details the research methodology used to identify, select, and synthesise evidence in this dissertation.
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This chapter outlines the methodology used to investigate the impact of obesity on mental health disorders among adults in the United Kingdom. The study adopted a systematic review design to identify, evaluate and synthesise existing evidence on the relationship between obesity and mental health disorders in the adult UK population. A systematic review was considered appropriate because it offers a structured, transparent approach to identifying relevant studies, assessing their methodological quality and synthesising findings from multiple studies.
The methodology was developed to ensure that the review process was systematic, reproducible and aligned with established principles for conducting systematic reviews. The chapter outlines the research design, search strategy, eligibility criteria, study selection, data extraction, quality assessment and data synthesis procedure. The dissertation also discusses ethical considerations and methodological limitations.

3.2 Research Method
This study employed a systematic review incorporating quantitative and qualitative empirical evidence, synthesised using narrative and thematic synthesis. The review concentrated on studies investigating the relationship between obesity and mental health disorders among adults residing in the United Kingdom.
A systematic review differs from a traditional literature review in that it follows a clear, predefined methodology for identifying, selecting, and evaluating relevant evidence. Instead of choosing literature based on convenience or personal judgment, systematic reviews apply explicit inclusion and exclusion criteria along with a reproducible search strategy. This aligns with Battisto et al. (2023).  This approach is particularly well-suited for the current research, as the relationship between obesity and mental health is complex and has been studied across various populations, settings, and research designs.
When studies reported quantitative measures of association, such as odds ratios, relative risks, prevalence estimates, or other statistical metrics, these findings were extracted and compared. If statistical pooling was deemed inappropriate due to significant differences between the studies, the findings were synthesised narratively 

3.3 Research Design
The study used a systematic literature review design. The review was intended to answer the following research question:
What is the impact of obesity on mental health disorders among adults in the United Kingdom?
The review specifically examined evidence concerning the relationship between obesity and mental health disorders, including depression, anxiety, eating-related psychological disorders and other relevant mental health outcomes. The review focused on adults aged 18 years and over within the UK.
The review process consisted of several stages:
· Development of the research question and eligibility criteria.
· Identification of relevant academic databases and information sources.
· Development of search terms and Boolean search strings.
· Systematic searching of the selected databases.
· Removal of duplicate records.
· Screening of titles and abstracts.
· Full-text assessment against the eligibility criteria.
· Extraction of relevant information from eligible studies.
· Critical appraisal of methodological quality.
· Synthesis and interpretation of the findings.
This process aimed to minimise selection bias and provide a transparent account of how studies were identified and included in the review.
3.4 Search Strategy
A structured electronic literature search was conducted to identify studies relevant to the research question. The search strategy focused on four key concepts: obesity, mental health disorders, adults, and the United Kingdom.
Relevant keywords and synonyms were combined using Boolean operators such as AND and OR. Truncation and alternative terminology were used where supported by individual databases. Examples of search terms included:
Keywords used: (obesity OR obese OR “body mass index” OR BMI) AND (“mental health” OR “mental disorder” OR depression OR anxiety OR “psychological distress”) AND (adult OR “18 years and over”) AND (“United Kingdom” OR UK OR England OR Scotland OR Wales OR “Northern Ireland”).
The search strategy was adapted, where necessary, to reflect each database's indexing requirements and search functions.
The databases that were searched include [ ProQuest, PubMed, and EBSCOhost]. Additional searches of the reference lists of relevant articles were undertaken, where appropriate, to identify potentially eligible studies that may not have been retrieved through the electronic database searches.
The database searches were conducted in July 2026. The search covered literature published from January 2021 to 10 July 2026.
3.5 Eligibility Criteria
Eligibility criteria were predetermined using the PEO framework (population, exposure, and outcomes), considering their contribution to the planned synthesis (McKenzie et al., 2024).  Cochrane Handbook chapter 3: Clearly defined inclusion and exclusion criteria were established before the screening process to ensure consistent and transparent study selection. These criteria were applied to identify peer-reviewed studies relevant to the research question, as presented below.
3.5.1 Inclusion Criteria
Studies considered eligible for inclusion have met the following criteria:
· Peer-reviewed academic journal, written in English with full free text available
· Published between 2021 – 2026
· Articles based on primary and secondary research methodologies.  
· The study investigates the association between obesity and mental health disorders (such as depression, anxiety).
· Participants were adults based in the United Kingdom, including England, Scotland, Wales or Northern Ireland.
· The study reported empirical findings concerning the relationship between obesity and mental health disorders.
· The study examined adults 

3.5.2 Exclusion Criteria
Studies were excluded if they:
· Focused exclusively on children or adolescents.
· Were conducted outside the United Kingdom without separately reporting UK findings.
· Did not examine obesity or a clearly defined measure of body weight.
· Did not investigate a mental health outcome.
· Were editorials, opinion pieces, conference abstracts, commentaries or non-empirical articles.
· Were systematic reviews or narrative reviews, unless used for background information or reference-list searching.
· Did not provide sufficient information to determine whether the study met the inclusion criteria.
· Were not available in English.
· Were published before 2021
The criteria were designed to ensure that the final evidence base was directly relevant to the research question.

3.6 Study Selection and Screening
The study selection process was conducted in stages using the predefined eligibility criteria. The database searches identified 78,451 records, of which 76,124 were removed through the applied database filters. A further 45 duplicate records, 40 restricted-access records and 30 records for other reasons were removed, leaving 76,019 records for title and abstract screening. 
Of the 76,019 records screened, 75,502 were excluded at the title and abstract stage because they did not meet the predefined eligibility criteria, including relevance to obesity, mental disorders and the UK adult population. The remaining 517 reports were sought for retrieval. Of these, 456 reports could not be retrieved because they lacked institutional access, leaving 61 full-text reports for eligibility assessment. 
At the full-text stage, 46 reports were excluded for not meeting eligibility criteria. Specifically, 22 focused on participants under 18 years of age, 14 examined obesity internationally (not within the UK), and 10 examined obesity without a mental disorder outcome. The reasons for exclusion were recorded for transparency. Ultimately, 15 studies met the criteria and were included in the review. 
The overall selection process was documented using a PRISMA flow diagram, which presents the numbers of records identified, duplicates removed, screened, full-text articles assessed for eligibility, and ultimately included in the review. The final systematic review included 15 studies. The included studies represented adults aged 18 years and over living in the UK, with variation in participants' age, sex, socioeconomic circumstances, ethnicity, geographical location and health status. Where reported, these characteristics were extracted and considered when interpreting differences in findings across the included studies. Figure 3 demonstrates the complete study selection process, including record identification, duplicate removal and exclusions, title and abstract screening, full-text assessment, and final inclusion 
of eligible studies.
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3.8 Data Extraction
Data extraction is an essential phase in a systematic review, aimed at ensuring consistent and accurate collection of information from each study (Taylor, Mahtani, and Aronson, 2021). A structured process and a data extraction table facilitated uniformity in the information gathered.
The following details were extracted when available:
· Author(s) and year of publication
· Study location in the UK
· Study design
· Sample size
· Participant characteristics
· Age range or mean age
· Gender/sex distribution
· Definition or measurement of obesity
· Mental health disorder outcomes
· Measurement instruments used
· Statistical methods used
· Main findings
· Measures of association
· Potential confounding factors
· Study limitations
· Authors' conclusions

This process enabled systematic comparison of findings across studies. Instances of unclear or unavailable information were documented rather than assumed. Ultimately, this dissertation extracted key information relating to study characteristics, methodology, participants, findings, strengths and limitations before undertaking a narrative synthesis to identify common themes regarding the relationship between obesity and mental disorders among adults in the UK, consistent with the studies of Taylor, Mahtani, and Aronson (2021) and Ivimey‐Cook et al. (2023).
3.9 Quality Assessment: Critical Appraisal Skills Programme (CASP)
To assess the methodological quality of the 15 included studies, the Critical Appraisal Skills Programme (CASP) checklists were applied, with the relevant checklist selected based on each study's methodological design. The appraisal considered research design, participant selection, measurement of obesity and mental disorder outcomes, handling of confounding factors, data completeness, statistical analysis, ethical considerations and credibility of findings (Long, French and Brooks, 2020). Table 1a in Chapter 4 summarises the study designs, CASP tools, key quality concerns and overall appraisals of the 15 included studies, providing an overview of their methodological quality.
The assessment identified methodological strengths and limitations across the included studies, which were considered during data synthesis and interpretation. Rather than excluding studies solely because of identified limitations, their methodological quality was considered when evaluating the strength and consistency of the evidence.
3.10 Data Analysis and Synthesis
The extracted data were analysed using a narrative synthesis approach. Narrative synthesis was considered appropriate because the included studies were expected to differ in study design, participant characteristics, definitions of obesity, mental health outcomes, measurement instruments, and statistical methods.
The findings were organised according to major themes and outcomes, including the relationship between obesity and:
· Depression and depressive symptoms.
· Anxiety and anxiety symptoms.
· Psychological distress.
· Other relevant mental health disorders.
The review compared the direction and strength of associations reported by individual studies. Attention was also given to differences in findings according to demographic characteristics and potential confounding factors such as age, sex, socioeconomic status, physical activity and existing physical health conditions.
Where studies reported comparable statistical measures, these were presented alongside the relevant study characteristics. However, a formal meta-analysis was considered appropriate only if the studies demonstrated sufficient clinical, methodological, and statistical homogeneity. Where substantial heterogeneity existed, statistical pooling was avoided, and the evidence was synthesised narratively.
The synthesis therefore aimed not only to establish whether an association between obesity and mental health disorders was reported, but also to consider the consistency, magnitude and possible explanations for differences between studies.
3. 11 Thematic analysis
Braun and Clarke (2006) propose a six-phase analytical process comprising familiarisation with the data, generation of initial codes, searching for themes, reviewing themes, defining and naming themes, and producing the final report.
In this systematic review, the six phases were applied to findings from the 15 included studies. The findings were first reviewed and recorded in the data-extraction matrix. Relevant findings were then assigned descriptive codes, such as “obesity and depression,” “obesity and anxiety,” “psychological distress,” “loneliness and social isolation,” “weight stigma,” “socioeconomic factors,” and “healthcare and interventions.” Related codes were then compared and grouped into broader themes based on recurring patterns across the studies.
The emerging themes were reviewed against the extracted findings to ensure they reflected the evidence and addressed the research question. This process enabled similarities and differences across the quantitative and qualitative studies to be identified and synthesised, rather than presenting each study separately. The final themes were then used to organise and interpret the findings presented in Chapter 4.
3. 12 Ethical Considerations
UK Research and Innovation (2026) emphasises the importance of maintaining research integrity by preventing plagiarism, promoting transparency, and avoiding bias or harmful assumptions, including reinforcing stereotypes during data analysis and interpretation. These principles were applied throughout this systematic review by accurately representing the findings of the included studies, appropriately acknowledging original authors through academic referencing, and reporting evidence objectively, including findings that did not support an anticipated relationship between obesity and mental health.
As the study involved the systematic analysis of previously published research, there was no direct contact with human participants or collection of new personal or identifiable information. Nevertheless, the UWTSD Research Ethics Committee approved the study in accordance with the University’s requirements before the research commenced. The review also avoided unnecessary reproduction of copyrighted material and focused on synthesising and critically interpreting published evidence.
All extracted research information was securely stored using the University Cloud Service (OneDrive) in accordance with institutional data-management and data-protection requirements, as the British Healthcare Business Intelligence Association (BHBIA) emphasises the importance of data protection, anonymisation, and compliance with regulations such as the General Data Protection Regulation (GDPR) when using health-related secondary data (BHBIA, 2020). Access to the research files was restricted through password-protected university accounts and secure authentication, with files stored only on approved university systems. Data were not shared with unauthorised individuals or public platforms. These measures supported the confidentiality, security and integrity of the research materials throughout the review process.
Overall, although the study used previously published evidence rather than collecting primary data, appropriate measures were taken to maintain research integrity, transparency, responsible data management, and secure handling of research materials throughout the systematic review.
3. 13 Methodological Challenges and Limitations
Several methodological challenges were anticipated during the systematic review process. One potential challenge was the considerable variation across studies in how obesity and mental health disorders were defined and measured. For example, obesity may be classified using BMI thresholds, while mental health disorder outcomes may be assessed using clinical diagnoses, screening instruments, or self-reported symptoms. Such variation makes direct comparisons between studies more difficult.
A further challenge was publication bias, whereby studies reporting statistically significant or notable relationships may be more likely to be published than those reporting null findings. This may affect the overall representation of evidence available to the review.
Another challenge was the potential for confounding. The relationship between obesity and mental health is influenced by multiple factors, including socioeconomic circumstances, physical activity, chronic physical illness, social support and demographic characteristics. Consequently, an association identified in an observational study does not necessarily demonstrate that obesity directly causes a mental health disorder.
The review also faced potential language and database limitations. Restricting the review to English-language publications may have excluded relevant research. Similarly, searches in selected databases may not identify every relevant study.
These challenges were addressed by applying clearly defined eligibility criteria, using multiple search terms and databases where available, systematically recording study selection decisions and critically assessing the methodological quality of included studies.
3.14 Evaluation of the Methodological Approach
The systematic review approach was considered appropriate for addressing the research question because it enabled evidence from multiple UK studies to be examined in a structured and transparent manner. Unlike a conventional narrative literature review, predefined eligibility criteria and a systematic search strategy reduced the likelihood of selecting studies based solely on the researcher's preferences.
The approach also enabled identification of similarities and differences between studies. This was particularly valuable because the relationship between obesity and mental health is multidimensional and may vary by population characteristics, mental health outcome, and contextual factors.
However, the systematic review design also has limitations. The quality and scope of the conclusions depend on the quality of the available primary research. If the existing literature contains methodological weaknesses, inconsistent definitions, or substantial heterogeneity, the review process cannot fully eliminate these limitations.
In addition, because the present study relies on observational evidence, caution is required when interpreting the direction of the relationship between obesity and mental health. An observed association does not necessarily indicate a direct causal relationship. Mental health disorders may influence obesity through behavioural, physiological or social pathways, while obesity may also contribute to poorer mental health through biological, psychological and social mechanisms. A bidirectional relationship may therefore be possible.
Despite these limitations, the systematic review methodology provided an effective framework for critically examining the available evidence and identifying patterns, inconsistencies and gaps in the UK literature.
3.15 Chapter Summary
This chapter described the methodology used to conduct a systematic review of the impact of obesity on mental health disorders among adults in the UK. A systematic review design was adopted, using a structured database search, predefined inclusion and exclusion criteria, systematic study screening, data extraction, methodological quality assessment and narrative synthesis.
No primary participants were recruited because the research was based on secondary analysis of published studies. Instead, eligible studies were identified through systematic searching and selected according to predefined criteria. The extracted evidence was analysed according to key mental health outcomes, including depression, anxiety and psychological distress.
The methodology was designed to promote transparency, consistency and reproducibility. Potential methodological challenges, including heterogeneity, publication bias, confounding and limitations associated with the available literature, were also considered. The following chapter presents the findings generated from the systematic review and discusses their implications for the research objectives.



Chapter 4 Results 
4.1a Results
 Table 1a: Quality Appraisal using the CASP Checklist 
	STUDY
	DESIGN
	CASP TOOL
	KEY QUALITY CONCERN
	OVERALL APPRAISAL

	 1. Vowels, Vowels, and Gibson-Miller (2024).

	Longitudinal cohort study.

	Cohort Checklist
	Self-reported measures, attrition and non-response bias due to observational design 
	 Moderate

	2. Chen et al. (2025).
	Prospective cohort
	Cohort checklist
	Residual confounding
	Moderate 

	3. Morriss et al. (2021).


	Retrospective cohort
	Cohort checklist
	Bias and residual confounding
	Moderate 

	4. Wang et al. (2026).
	Prospective cohort 
	Cohort checklist
	Residual confounding
	Moderate 

	5.Alhindi et al. (2025)
	Cross-sectional 
	Cohort checklist
		



	Selection bias



	Moderate 

	6. Liao et al. (2022).
	Cross-sectional 
		



	Cross-sectional checklist



	Causal inference
	Moderate 

	7.
Putra  et al. (2025). 
	Longitudinal cohort
	Cohort checklist
	Residual confounding
	Moderate 

	8. Mueller et al. (2024)
	Observational cohort
	Cohort checklist
		



	Selection bias



	Moderate 

	9. Casanova et al. (2021). 
	Mendelian randomisation
	Cohort checklist
	Pleiotropy bias
	Moderate 

	10. Qin and Gai (2025). 
	Two-sample Mendelian randomisation (MR) 
	Cohort checklist
	Pleiotropy bias
	Moderate 

	11. Burton et al. (2025). 
	Secondary RCT analysis
	RCT checklist
	Limited generalisability
	Moderate quality

	12.Pierret  et al. (2025).
	Qualitative study
	Qualitative checklist
	Semi-structured 
	Moderate 

	13 Serrano-Fuentes, Rogers, and Portillo (2024).
	Qualitative study
	Qualitative checklist
	Semi-structured 
	Moderate 

	14 Davies et al. (2023)
	Qualitative study
	Qualitative checklist
	Semi-structured 
	Moderate 

	15 Frank et al. (2022).
	Multicohort study
	Cohort checklist
	Self-report bias
	Moderate 



Note: A completed example of the CASP critical appraisal checklist is presented in Appendix 1.
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	 1. Vowels, Vowels, and Gibson-Miller (2024).

	Examine longitudinal mental health changes in UK adults with obesity during the first two years of COVID-19.
	Longitudinal cohort study; 
questionnaire on depressive symptoms, anxiety and psychological well-being.
Samples: UK participants aged 18+ at the online survey, categorised by age, sex, and household income.

	Anxiety and depression rates are notably higher among individuals with obesity. 
The study indicates that the mental health impacts of obesity may be underestimated and suggests integrating more psychological support into obesity care services.

	
2. Chen et al. (2025).
	
To examine the link between central obesity, measured by Weight-Adjusted Waist Index (WWI), and depressive symptoms in middle-aged and older adults.




	Prospective cohort study analysed data from the English Longitudinal Study of Ageing (ELSA) and the Health and Retirement Study (HRS), with a 12-year follow-up.
Standardised interviews with individuals aged over 45 years.
	This study has both UK- and USA-based populations; hence, the ELSA component, which provides UK evidence, was used, whereas the HRS component provides supporting international evidence.
Findings show higher WWI is linked to a greater risk of depression. 

Participants in the highest WWI quartile had a 33% greater depression risk (HR = 1.33, 95% CI: 1.15–1.54), showing central obesity predicts depression in middle-aged and older adults. 



	
3. Morriss et al. (2021).



	To assess the safety of antidepressants prescribed to overweight and obese adults with new depression in UK primary care.
	Retrospective cohort study using UK Clinical Practice Research Datalink (CPRD), GOLD electronic health records. 
Sample: 32,350 adults aged 18 years and over with overweight/obesity and a new depression diagnosis were followed using Cox models including
 age, gender, and ethnicity.
	The study shows that obesity and depression are linked to higher risks of cardiovascular disease, diabetes, falls/fractures, and, for some antidepressants, increased mortality. 
 The authors concluded that managing depression in adults with obesity requires careful monitoring and consideration of alternative treatments, including psychological interventions. 

	4. Wang et al. (2026).
	Examine links between metabolic-obesity types and brain disorders such as depression and anxiety in UK adults.




	Prospective cohort study of 318,103 UK Biobank participants; follow-up duration of 13.2 years; existing UK Biobank questionnaire data. 



	The study found that adults with metabolically healthy obesity have higher risks of depression (HR 1.43) and anxiety (HR 1.16) than healthy adults without obesity.
 Risks were even higher among those with metabolically unhealthy obesity, indicating that obesity independently contributes to poorer mental health outcomes. 

	5.Alhindi et al. (2025)
	To assess the prevalence of emotional and binge eating and their link to anxiety and depression in UK adults at a bariatric weight management service.


	Study design;
Cross-sectional observational study; used self-administered questionnaires. 
Sample: 285 adults with obesity attending a bariatric service; mean age: 43.9 years.
	Findings show that Emotional eating (22.1%) and binge eating (28.8%) were common. 
High anxiety (65%) and depression (77%) were prevalent and were positively associated with emotional and binge eating behaviours, highlighting the importance of psychological assessment in obesity management. 


	6. Liao et al. (2022).
	To investigate links between urban environmental factors, household poverty, depression, and obesity among UK adults using UK Biobank data.


	Cross-sectional secondary analysis with network analysis 
UK Biobank; existing UK Biobank baseline questionnaires;
Sample: 200,393 UK Biobank adults.

	 The study found that increased night-time light exposure links to higher depression, larger waist, more household poverty, and neighbourhood deprivation.
Household poverty and obesity (waist circumference) link urban environmental factors to depression, indicating that obesity and depression share common environmental and socioeconomic risk.

	7.
Putra  et al. (2025). 
	To examine whether psychological well-being measures (depressive symptoms, life satisfaction and self-efficacy) prospectively predict the development of severe obesity among young and middle-aged UK adults.
	Longitudinal cohort study; existing cohort questionnaires; Sample: 22,390 observations from the National Child Development Study (NCDS) and 23,811 from the British Cohort Study (BCS) with 6–7 years' follow-up. 
	Psychological well-being showed limited evidence of predicting severe obesity (BMI 35 kg/m²). 
Depressive symptoms, lower life satisfaction, and lower self-efficacy were linked to small BMI increases over time, especially in participants without baseline obesity. 
Sociodemographic factors, like being female and unmarried, were stronger predictors of severe obesity than psychological measures.

	8.
Mueller et al. (2024).
	To examine how within- and between-individual changes in mental health are associated with body weight over time among UK adults.
	Observational cohort study using self-reported GHQ-12 questionnaires on mental health.
Sample: 16,452 UK adults with repeated measurements across multiple survey waves
	 Findings show poorer mental health linked to higher BMI and weight gain.
 Deterioration in mental health was linked to weight gain, supporting a bidirectional mental health-obesity relationship.


	9. Casanova et al. (2021). 
	To test whether higher adiposity causally affects mental health/well-being outcomes (depression, anxiety, well-being) and whether this effect is driven by metabolic factors.
	Mendelian randomisation (one- and two-sample MR); population: UK Biobank participants with Mental Health Questionnaire (MHQ) data.

Sample: 145,668 UK Biobank adults.

	Findings show that a genetically predicted 1-SD increase in BMI (4.6 kg/m²) raises the odds of depression by 50% (OR = 1.50; 95% CI 1.15–1.95). 
 Higher adiposity is associated with lower wellbeing, with similar effects for both metabolically favourable and unfavourable adiposity, suggesting psychosocial and metabolic factors of obesity contribute to depression.  
 The study shows higher adiposity probably harms depression and wellbeing.  

	10. Qin and Gai (2025). 
	
	Two-sample Mendelian Randomisation (MR) study; UK Biobank genome-wide association studies (GWAS) and FinnGen Consortium GWAS;
Sample: Secondary GWAS summary data from large UK Biobank and FinnGen populations.
	 The study found that a higher body fat percentage was causally associated with an increased risk of anxiety disorders (OR = 1.14, p = 0.033).
Twelve circulating metabolites were identified as being causally related to anxiety disorders.


	11. Burton et al. (2025). 
	To investigate the effects of a lifestyle intervention and depressive symptoms on binge eating, weight gain, and birth outcomes in pregnant women with obesity in the UK.
	Secondary analysis of a randomised controlled trial (RCT)

 Validated self-report questionnaires (such as the Eating Disorder Diagnostic Scale and the Edinburgh Postnatal Depression Scale.

	The UPBEAT lifestyle intervention did not reduce binge-eating behaviours among pregnant women with obesity. Higher depressive symptoms were associated with more frequent binge-eating behaviours and cognitions during pregnancy and after birth. More frequent binge-eating behaviours were linked to greater gestational weight gain (GWG) but not to higher birthweight
Interventions should address both mental health and eating behaviours to improve outcomes for pregnant women with obesity.

	12.Pierret  et al. (2025).




	To describe the experiences of individuals with obesity and/or type 2 diabetes who self-administer glucagon-like peptide-1 receptor agonists (GLP-1 RAs). GLP-1 receptor agonists: focusing on perceived effects on mental health.
	 Qualitative research design, specifically individual semi-structured.
Interviews were audio-recorded, transcribed, and anonymised, and conducted 12–16 weeks after participants started GLP-1 receptor agonists.  Validated questionnaires (PHQ-9, GAD-7, EDE-Q) measured depression, anxiety, and eating disorder symptoms at baseline and follow-up.
	Participants reported improvements in mood, self-esteem, body image and overall psychological wellbeing following weight loss with GLP-1 RA treatment. 
 Obesity treatment affects physical and mental health, highlighting the need for psychological support in management programmes.




	13 Serrano-Fuentes, Rogers, and Portillo (2024).
	To explore adults with obesity's perceptions of environmental influences on obesity and find strategies to overcome barriers to healthy behaviours.
	Semi-structured interviews;
Sample: 19 UK adults with obesity, online and analysed using hermeneutic phenomenology and reflexive thematic analysis.
	The study shows that unhealthy food environments contributed to obesity due to easy access to cheap processed foods; 
Digital and social media encouraged healthier behaviours 
 Participants called for stronger prevention efforts in schools, the NHS, and the food industry. They highlighted stigma and mental health challenges, stressing that obesity is not just an individual issue.

	14 Davies et al. (2023)
	To understand staff perceptions of the causes and effects of obesity among adults in a Welsh psychiatric inpatient service.
	Semi-structured interviews; 
Sample: 12 multidisciplinary staff members working in a secure psychiatric hospital in South Wales. 
	The study found rising demand for integrated physical healthcare, unhealthy lifestyles in secure environments, and weight gain as a sign of poor mental health. Staff highlighted that restrictive settings, limited activity, unhealthy food, and severe mental illness contributed to obesity, stressing the need for integrated physical and mental health care.

	15 Frank et al. (2022).
	Examine if overweight and obesity link to specific depressive symptoms rather than overall depression.
	 Multicohort observational study, 
Sample: 15 cohorts (57,532 adults) with replication in the UK Biobank (122,341 adults). BMI was measured at baseline, and depressive symptoms were assessed via validated questionnaires. Both cross-sectional and prospective analyses were performed (mean follow-up 3.2 years).
	The study found that adults with Class I obesity have 11% higher odds of depression (OR 1.11; 95% CI 1.01–1.22), while those with Class II–III have 31% higher odds (OR 1.31; 95% CI 1.16–1.49). Obesity links to low energy, interest loss, depression, and low self-worth, especially in women, persisting over time and confirmed in the UK Biobank. Systemic inflammation and related diseases explain 23–31% of this association.




4.2 Themes
The 15 studies were synthesised with thematic analysis, revealing four main themes that explain how obesity affects mental disorders among UK adults. These themes provide a comprehensive understanding of how obesity contributes to mental disorders among adults in the United Kingdom and show the complex interplay between biological, psychological, behavioural, and environmental factors involved. The evidence underscores obesity's importance as a public health issue because of its impact on mental health, quality of life, and healthcare. It also highlights the need for integrated health and social services that provide coordinated physical and mental support for adults with obesity and mental disorders, guiding future policy, clinical practice, and service improvements.

Table 3: Themes Identified

	Theme 1 
	The association between obesity and mental disorders

	Theme 2
	
Psychological and behavioural factors associated with obesity

	Theme 3
	Environmental, social and healthcare influences on obesity and mental health

	Theme 4 
	Treatment and intervention effects on mental health outcomes




4.2 Theme 1: The Association Between Obesity and Mental Disorders
Frank et al. (2022) examined the relationship between obesity and individual depressive symptoms using pooled data from fifteen population-based cohort studies with replication in the UK Biobank. Participants with Class I obesity had an 11% higher likelihood of depression, while those with Class II–III obesity had a 31% higher likelihood compared with individuals of normal weight. The study further identified four depressive symptoms that were consistently associated with obesity, namely lack of energy, reduced interest in activities, feeling depressed and feeling bad about oneself. These associations remained evident in both the prospective analyses and the UK Biobank replication cohort and were reported to be stronger among women than men. Comparable findings were reported by Wang et al. (2026), who investigated metabolic obesity phenotypes and the incidence of brain-related disorders using UK Biobank data. Participants with metabolically healthy obesity and metabolically unhealthy obesity both experienced higher risks of depression and anxiety than metabolically healthy individuals without obesity. Depression was more frequently observed than anxiety across the obesity phenotypes, and elevated risks remained after adjustment for metabolic characteristics. 
Using two prospective longitudinal ageing cohorts, Chen et al. (2025) investigated the association between the Weight-Adjusted Waist Index (WWI) and depressive symptoms in middle-aged and older adults. Over the 12-year follow-up, participants with the highest WWI had a 33% higher risk of developing depressive symptoms than those with the lowest WWI. The analyses also identified a positive linear association between higher WWI and depression risk across both cohorts. Mueller et al. (2024) examined whether fluctuations in mental health predicted subsequent changes in body weight among UK adults. Monthly assessments showed that increases in depressive symptoms were followed by small increases in body weight, particularly among participants who were already overweight or obese. In contrast, anxiety symptoms and perceived stress were not associated with subsequent weight change, highlighting differences among mental health outcomes (Mueller et al, 2024).
Two Mendelian randomisation studies investigated the causal relationship between obesity and mental disorders using genetic data. Casanova et al. (2021) reported that genetically predicted higher body mass index was associated with increased odds of depression and lower psychological well-being. Similar findings were observed when metabolically favourable and metabolically unfavourable adiposity variants were analysed, indicating consistent associations across different genetic measures of adiposity. Similarly, Qin and Gai (2025) also used Mendelian randomisation to examine obesity-related indicators and anxiety disorders. The study reported that higher body fat percentage was associated with an increased risk of anxiety disorders and identified several circulating metabolites that mediated this relationship. Reverse Mendelian randomisation analyses found no evidence that anxiety disorders influenced obesity-related indicators (Qin and Gai, 2025).
Longitudinal evidence presented by Vowels et al. (2024) showed that adults living with overweight and obesity consistently reported higher levels of depression and anxiety throughout the two-year COVID-19 pandemic than adults within the normal weight category. The study also reported that participants with higher levels of depression and anxiety were less likely to continue participating in later survey waves, resulting in higher levels of attrition among those with poorer mental health (Vowels et al, 2024). Putra et al. (2025) examined whether psychological well-being predicted the development of severe obesity using two UK longitudinal cohort studies. The study found limited evidence that depressive symptoms, life satisfaction and self-efficacy independently predicted severe obesity development after adjustment for sociodemographic factors. However, poorer psychological well-being was associated with modest increases in continuous BMI among participants without obesity at baseline (Putra et al., 2025).
4.3 Theme 2: Psychological and Behavioural Factors Associated with Obesity and Mental Disorders
Alhindi et al. (2025) examined the prevalence of emotional eating and binge eating among adults attending a specialist weight-management service for bariatric surgery in the United Kingdom. The study reported that 28.8% of participants engaged in binge-eating behaviours, while 22.1% engaged in emotional eating. Among the participants, 65% had high anxiety scores, and 77% had high depression scores. Positive associations were observed between depression, anxiety, emotional eating and binge-eating behaviours. The study also reported that 19.3% of participants had diabetes mellitus, 24.8% had hypertension, and 21% reported harmful alcohol use, indicating multiple physical and psychological comorbidities among adults living with obesity (Alhindi et al., 2025). Similarly, Burton et al. (2025) investigated the relationship between depressive symptoms and binge eating behaviours among women with obesity participating in the UK Pregnancies Better Eating and Activity Trial (UPBEAT). The findings showed that higher depressive symptom scores were associated with more binge eating episodes and behaviours throughout pregnancy. Participants with higher depression scores also exhibited more eating-related cognitions associated with binge eating. Although the lifestyle intervention did not significantly reduce binge eating behaviours, frequent binge eating was linked to greater gestational weight gain during pregnancy (Burton et al., 2025).
Pierret et al. (2025) explored participants' experiences of receiving glucagon-like peptide-1 (GLP-1) receptor agonists for managing obesity and type 2 diabetes through semi-structured interviews. Three themes emerged: acceptance of medication side effects for long-term physical health benefits, varied effects on mental health, and greater control over eating behaviours. Participants reported reduced appetite, fewer food cravings, and improved control over eating behaviours after treatment. Several participants also reported improvements in mood, confidence, and emotional wellbeing, despite experiencing gastrointestinal side effects. One participant stated, "I'm quite happy to put up with it to keep this weight going down," reflecting acceptance of treatment-related side effects in exchange for improved health outcomes (Pierret et al., 2025).
4.4 Theme 3: Environmental, Social and Healthcare Influences on Obesity and Mental Health
Serrano-Fuentes et al. (2024) explored how adults with current or past obesity perceived the influence of environmental factors on their weight management and health behaviours. Participants consistently identified the food environment as the greatest barrier to maintaining a healthy lifestyle, describing the widespread availability, affordability and convenience of unhealthy foods as factors that encouraged unhealthy eating. One participant stated, "There is far too much fast food and convenience food around. It's much easier for our society to jump into quick food and it's unhealthy food." Financial pressures were also reported to influence food choices, with several participants describing healthier foods as less affordable than processed alternatives. Although some participants believed healthy eating could be achieved on a limited budget through careful planning, many described employment demands, limited time and family responsibilities as barriers to preparing healthier meals. Participants also identified social media as a source of motivation and health information that supported positive lifestyle changes. In addition, many believed that obesity prevention should be prioritised through schools, the National Health Service (NHS) and the food industry rather than relying solely on individual responsibility. 
Liao et al. (2022) investigated the relationships between urban environmental characteristics, household poverty, depression and obesity, using data from 200,393 participants in the UK Biobank. The study reported that greater exposure to nighttime light emissions was associated with higher levels of air pollution, reduced access to green space, greater neighbourhood and economic deprivation, increased household poverty, higher levels of depressed mood, tiredness and lethargy, and higher levels of obesity. Participants living in areas with greater nighttime light exposure showed stronger associations between environmental risk factors and mental and physical health problems than those living in areas with lower exposure. Household poverty and waist circumference were identified as important factors linking adverse urban environments with depression and obesity. 
Davies et al. (2023) explored staff perspectives on obesity in a Welsh secure psychiatric inpatient setting through interviews with twelve healthcare professionals. Staff described obesity as a growing challenge in secure mental health services, noting that many patients experienced rapid weight gain shortly after admission. Participants attributed this to the restrictive inpatient environment, limited opportunities for physical activity, easy access to energy-dense foods, and low motivation among patients with serious mental illness. Staff also described overeating as a coping mechanism for emotional distress and psychiatric symptoms, with one participant explaining that "there's a lot of eating your emotions." Feelings of shame and guilt following binge eating were perceived to discourage patients from discussing problematic eating behaviours. Staff further reported that obesity negatively affected patients' self-esteem and recovery and highlighted the need for integrated physical and mental healthcare within secure psychiatric settings to better address obesity and its associated health consequences. 
4.5 Theme 4: Treatment and Intervention Effects on Mental Health Outcomes
Pierret et al. (2025) studied participants' experiences with GLP-1 receptor agonists for obesity and type 2 diabetes through qualitative interviews. Three themes emerged: accepting side effects for long-term health benefits, diverse mental health effects, and greater control over eating. Most reported weight loss, better glycaemic control, physical health improvements, and enhanced wellbeing. Psychological benefits included increased hopefulness, mood, resilience, self-confidence, and body image. One participant said, "My general mood is so much better," and another, "I feel more hopeful." Several participants described greater control over their eating behaviours following treatment (Pierret et al., 2025). They reported reduced appetite, fewer food cravings, less snacking between meals, and less preoccupation with food. Participants perceived these changes as improving their confidence in managing eating behaviours (Pierret et al., 2025). Although gastrointestinal side effects like nausea, vomiting, abdominal pain, and constipation were common, most participants found them acceptable due to perceived benefits. One said, "I'm quite happy to put up with it to keep this weight going down" (Pierret et al., 2025). Not all had the same experience; some saw no mental health improvement, and one experienced a recurrence of depression despite initial resilience (Pierret et al., 2025).
Morriss et al. (2021) studied antidepressant safety in 32,350 UK adults with obesity and depression. Of these, 21,436 (66.3%) received antidepressants. Those prescribed selective serotonin reuptake inhibitors (SSRIs), tricyclics, or other antidepressants had higher risks of cardiovascular disease and diabetes compared to untreated participants. Combination therapy also increased these risks. The study found that common antidepressants such as fluoxetine, sertraline, amitriptyline, and mirtazapine were linked to higher all-cause mortality. Risks of falls and fractures rose with combination therapy and higher doses. Citalopram had fewer adverse effects, but higher doses and longer use increased mortality and fall risks (Morriss et al., 2021).
Chapter 5. Discussion 
This research aimed to investigate the link between obesity and mental disorders, including depression, anxiety and other mental health conditions, among UK adults, and evaluated strategies to reduce obesity’s impact on mental health disorders. The relationship is complex and involves biological, psychological, behavioural, and environmental factors (Blüher, 2019; WHO, 2024). Evidence shows obesity increases the risk of mental illnesses, raising healthcare costs (Dong et al., 2025). The government and the NHS focus on integrated, person-centred prevention that combines behavioural, psychological, and clinical strategies to improve health (NICE, 2025; NHS England, 2025).
The first theme links obesity to mental disorders. Although the reviewed studies generally indicate an association between obesity and poorer mental health outcomes, the strength and direction of this relationship should be interpreted cautiously. Casanova et al. reported evidence consistent with genetically predicted higher adiposity increasing the risk of depression, while also indicating that the relationship may be partly mediated by metabolic and inflammatory processes. However, the interpretation depends on the validity of the genetic instruments and the Mendelian randomisation assumptions, including the absence of relevant horizontal pleiotropy and other pathways through which the instruments could influence depression. Qin and Gai similarly reported evidence of a possible causal relationship between obesity-related genetic liability and depression, but their findings should also be interpreted in light of potential pleiotropy, instrument strength, population differences and the fact that genetic liability is a proxy for lifelong exposure rather than a direct measure of clinically defined obesity. Taken together, the evidence suggests that a single causal pathway is unlikely to explain the relationship between obesity and mental health; it is better understood as multidirectional and shaped by interacting biological, psychological, and social factors. This interpretation is consistent with the biopsychosocial perspective and highlights the need for integrated approaches to obesity and mental health rather than treating them as separate public health concerns.
Studies by Frank et al. (2022), The evidence reported by Frank et al. (2022), Wang et al. (2026), Chen et al. (2025) and Mueller et al. (2024) align with the existing body of evidence, such as the findings of Gribsholt et al. (2026), who investigated the association between body mass index and mental disorders in a large Danish population-based cohort. Gribsholt et al. (2026) found that individuals living with obesity had an increased risk of several psychiatric disorders, including mood, anxiety, stress-related and personality disorders. The authors further reported that these associations were more pronounced among women than men and tended to decrease with advancing age, suggesting that obesity is associated with a broad range of mental health conditions rather than depression alone (Gribsholt et al., 2026).  
The association between obesity and poorer mental health identified by Frank et al. (2022), Wang et al. (2026) and Chen et al. (2025) is further supported by Steptoe and Frank (2023), whose review of adult populations found consistent associations between higher body weight, depression and psychological distress. Their review also highlighted longitudinal evidence from over 240,000 individuals, showing that moderately severe to severe depression was associated with an almost sevenfold higher risk of obesity-related hospitalisation over five years. This supports the present review’s finding that the relationship between obesity and mental health may be complex and reciprocal rather than unidirectional. Steptoe and Frank (2023) further noted that associations were stronger when depression was assessed clinically rather than through self-reported symptoms, highlighting the importance of how mental health outcomes are measured.
Although the included studies consistently showed an association between obesity and poorer mental health disorders, differences were observed regarding the direction of this relationship. Frank et al. (2022), Wang et al. (2026) and Casanova et al. (2021) reported evidence that higher adiposity was associated with subsequent depressive symptoms or mental health outcomes, whereas Putra et al. (2025) found limited evidence that poorer psychological wellbeing independently predicted future severe obesity after adjustment for sociodemographic characteristics. Likewise, Mueller et al. (2024) reported that worsening depressive symptoms were associated with only modest increases in body weight over time. These findings are comparable with Steptoe and Frank (2023), who acknowledged evidence of bidirectional associations but concluded that the strongest evidence supports higher body weight as the more likely precursor of psychological distress.
Frank et al. (2022) further identified associations between obesity and specific depressive symptoms, including reduced energy, loss of interest and feelings of inadequacy, suggesting that the relationship extends beyond overall depression to different dimensions of psychological health. This is consistent with Steptoe and Frank (2023), who argued that biological and psychosocial mechanisms, including inflammation, HPA-axis dysregulation and weight stigma, may contribute to psychological distress
The psychosocial factors identified by Steptoe and Frank (2023) are reinforced by the international consensus statement published by Rubino et al. (2020). Rubino et al. (2020) argued that people living with obesity frequently experience stigma and discrimination in healthcare, education and employment, which can cause considerable psychological harm and reduce engagement with healthcare services. The authors further emphasised that weight stigma should be recognised as a significant public health issue because it contributes to poorer mental health outcomes and creates barriers to effective obesity management (Rubino et al., 2020). 
Theme two highlighted psychological and behavioural factors influencing obesity and mental disorders. Alhindi et al. (2025), Burton et al. (2025), and Pierret et al. (2025) showed that these factors play a key role. Alhindi et al. (2025) found emotional eating linked to depression, anxiety, and stress in adults with obesity, aligning with Konttinen (2020), who stated that distressed individuals often eat highly palatable foods to cope, reinforcing unhealthy patterns and increasing weight gain risk. These observations align with the experiences described by participants in Alhindi et al. (2025), where eating was commonly used to manage emotional distress rather than physiological hunger. Burton et al. (2025) noted the UPBEAT intervention did not significantly reduce binge eating despite other health gains. Spaltro et al. (2025) found behavioural weight management improved emotional wellbeing but needed ongoing multidisciplinary support for sustained change. The authors stressed that combining psychological support with dietary and lifestyle advice makes interventions more effective, addressing emotional and behavioural factors rather than just weight loss (Burton et al., 2025; Spaltro et al., 2025).
The improvements in eating control and psychological wellbeing reported by Pierret et al. (2025) align with current clinical guidance.  NICE. (2025) recommends that behavioural weight management interventions should include assessment of psychological wellbeing, identification of barriers to behaviour change, and personalised behavioural support to improve long-term treatment adherence. These recommendations are consistent with participants' experiences in Pierret et al. (2025), in which greater control over appetite and eating behaviours was associated with improved confidence and emotional wellbeing. Though Alhindi et al. (2025), Burton et al. (2025), and Pierret et al. (2025) reported different intervention outcomes, they consistently show that psychological wellbeing, eating behaviours, and emotional regulation are closely interconnected. These findings suggest that addressing emotional eating, binge eating, and food-related coping is crucial for obesity management and can improve mental health disorder outcomes when combined with suitable behavioural and psychological support (Konttinen, 2020; Spaltro et al., 2025). 
Theme three, examined by Serrano-Fuentes et al. (2024), Liao et al. (2022), and Davies et al. (2023), showed that obesity and mental health are influenced by individual, environmental, social, and healthcare factors. Serrano-Fuentes et al. (2024) found participants viewed obesity as shaped by environmental influences such as unhealthy food availability, neighbourhood traits, socioeconomic status, and social environments, rather than just personal choices. Participants highlighted environmental barriers that limit healthier behaviours, indicating that obesity results from broader structural determinants. These findings align with Westbury et al. (2023), who argued that obesity stems from complex biological, environmental, and social interactions rather than personal responsibility alone, and suggested that focusing on individual blame reinforces stigma and reduces support for population-level interventions, echoing participants' views in Serrano-Fuentes et al. (2024).
Liao et al. (2022) showed environmental and community factors affect obesity and mental wellbeing, with limited access to healthy food, physical activity, and resources leading to unhealthy habits and poorer mental health. These findings align with Westbury et al. (2023), who emphasised the need to improve environmental conditions to reduce obesity inequalities and promote healthier lifestyles. Davies et al. (2023) reported that healthcare professionals identified barriers such as poor training, limited resources, few opportunities for physical activity, and competing clinical priorities in psychiatric services. Jeffers et al. (2024) echoed these findings, citing insufficient training, organisational constraints, and limited consultation time as barriers in primary care. They emphasised the need for greater support and clearer clinical pathways to improve obesity management, reinforcing Davies et al.'s findings. Davies et al. (2023) identified healthcare barriers, supported by Ryan et al. (2023), who found adults with obesity face weight stigma, poor communication, and systemic issues when accessing care. These experiences reduce engagement and trust and worsen inequalities. The findings further support Davies et al. (2023) and emphasise the need for supportive, non-stigmatising healthcare environments that promote equitable care for obesity.
Theme four highlighted the effects of treatment and intervention on mental health outcomes. Pierret et al. (2025) found that adults on GLP-1 receptor agonists reported mood, confidence, body image, and emotional wellbeing improvements, along with reduced appetite and better eating control. Although some experienced gastrointestinal side effects, these were generally acceptable given the psychological and physical benefits. Müller Alves et al. (2025) supported these findings with a systematic review and meta-analysis of 10 RCTs, showing that GLP-1 agonists led to significant reductions in weight, BMI, waist circumference, and fasting glucose in adults with psychiatric disorders and obesity, with good tolerability. The review indicated GLP-1 receptor agonists are a safe, effective treatment for obesity in people with mental disorders, reinforcing the positive participant experiences in Pierret et al. (2025). Similarly, Jones et al. (2021) found behavioural weight management improved mental health outcomes such as depression, quality of life, body image, and self-efficacy, without evidence of harm. However, evidence for anxiety, emotional eating, and binge eating was limited due to infrequent measurement. These findings align with Pierret et al. (2025), indicating obesity interventions can offer broader psychological benefits beyond weight loss. 
In contrast, Morriss et al. (2021) showed that while antidepressants are crucial for adults with obesity and depression, some increase risks of cardiovascular disease, diabetes, falls, and mortality. This suggests the need for careful monitoring of long-term pharmacological treatment. Pierret et al. (2025), Müller Alves et al. (2025), and Jones et al. (2021) highlight the benefits of obesity interventions, but Morriss et al. emphasise the need to balance mental health improvements with physical health risks. These studies show that pharmacological and behavioural obesity treatments can improve mental and physical health, but decisions should consider both to optimise long-term outcomes and reduce adverse effects (Pierret et al., 2025; Morriss et al., 2021; Müller Alves et al., 2025; Jones et al., 2021).
Collectively, the findings of this review support Engel's (1977) biopsychosocial model, which argues that health and illness arise from the interplay of biological, psychological and social factors rather than from biological disease alone. Wade and Halligan (2017) further argue that the biopsychosocial model remains fundamental to contemporary healthcare, providing a holistic framework for understanding complex health conditions and delivering person-centred care. The evidence across four themes shows obesity's link to mental disorders involves biological, psychological, and social factors. Cohort and Mendelian studies, along with emotional eating and healthcare inequalities, support Engel's (1977) view that managing complex health issues requires considering the whole person within their social context, not just biological aspects. Therefore, the findings reinforce the importance of adopting integrated, person-centred approaches that combine physical, psychological and social interventions to improve long-term health outcomes, providing the foundation for the health and social care implications discussed in the following section (Engel, 1977; Wade and Halligan, 2017).
Implications for health and social care
This review's findings have significant implications for UK health and social care. Theme 1 showed a consistent link between obesity and mental disorders such as depression and anxiety, suggesting obesity is both a physical and psychological condition. Therefore, primary care, mental health, and weight management services should routinely assess psychological wellbeing alongside physical health to enable early detection and management of adults at risk, as recommended by NICE NG246 (2025). Coordinated multidisciplinary care and prompt referrals can improve outcomes and reduce treatment delays, aligning with NHS England's (2025) integrated care model and the early-intervention evidence from Lee et al. (2026).
Theme 2 shows that psychological factors such as emotional and binge eating, and poor regulation should be addressed in obesity treatment. Behavioural weight management programmes should include psychological assessments and therapies such as CBT, motivational interviewing, and counselling, rather than focusing solely on weight loss. NICE NG222 (2022) recommends psychological interventions as first-line for depression, and Jones et al. (2021) found these improved depression, body image, and quality of life.
Theme 3 shows that environmental, social, and healthcare factors affect obesity and mental health inequalities, requiring coordinated action across health, social care, and public health. Integrated Care Systems (ICSs) were created to improve collaboration among the NHS, local authorities, and the voluntary sector to deliver integrated, place-based care and reduce inequalities (Health and Care Act 2022; NHS England, 2025). Within this framework, Integrated Care Boards (ICBs) and local authorities can develop multidisciplinary obesity pathways with GPs, psychologists, dietitians, social prescribers, and community weight management services to ensure continuity of care and improve access to support. This aligns with the Department of Health’s Fit for the Future: 10 Year Health Plan (2025), focusing on prevention, community services, and integrated care, supported by Ryan et al. (2023) and Jeffers et al. (2024), who stress that reducing healthcare barriers and weight stigma is key to engaging with obesity services.
Finally, theme 4 suggests obesity interventions should be personalised, multidisciplinary, and consider physical and psychological outcomes. Treatments such as pharmacology, behavioural strategies, and clinical monitoring should be tailored through shared decision-making and regular reviews. NICE NG246 (2025) recommends combining behavioural support with pharmacological treatment when appropriate, while Müller Alves et al. (2025) found GLP-1 receptor agonists to be effective and well tolerated in adults with obesity and psychiatric disorders. Jones et al. (2021) showed behavioural weight management improves mental health without harming wellbeing, supporting integrated behavioural and medical care.
Research limitations
The research has several limitations to consider when interpreting the findings. Firstly, the review relied exclusively on secondary data and did not collect primary data from participants. Hence, there could be the element of inherited primary study bias, which was minimised using systematic search and quality appraisal. Consequently, it depended on the quality, completeness, and methodological rigour of the existing evidence and could not control how the original data were collected, measured, or reported (Fleischer and Khalil, 2024). Secondary data analysis is inherently limited to the variables available in published studies and cannot generate new evidence to address unanswered research questions or clarify inconsistencies identified during the review (Johnston, 2017; Fleischer and Khalil, 2024). Additionally, the review included only peer-reviewed studies published in English between 2021 and 2026 and excluded studies involving children and adolescents, as the review focused on adults. These eligibility criteria strengthened the relevance of the evidence to the research question but may have introduced language and publication bias by excluding potentially relevant studies published in other languages or outside the specified time frame (Page et al., 2021). Furthermore, only 15 studies met the inclusion criteria, limiting the breadth of evidence available for synthesis. However, an important strength of the review was the inclusion of large UK population-based samples, particularly studies using the UK Biobank. Wang et al. (2026) included 318,103 UK Biobank participants, Liao et al. (2022) included 200,393, Casanova et al. (2021) included 145,668, and Frank et al. (2022) included 122,341 participants. Including these large UK population samples strengthens the relevance and potential generalisability of the findings to the wider UK adult population. Also, restricting the search to three electronic databases (PubMed, ProQuest and EBSCOhost) may have reduced the retrieval of potentially relevant studies indexed elsewhere. 
Another limitation concerns the quality of the available data. Secondary datasets frequently contain missing information, inconsistent outcome measures and variations in data collection methods, which may affect the reliability and interpretation of research findings (Diatta and Berchtold, 2023). Similarly, the included studies differed considerably in study design, sample characteristics, measures of obesity, and assessments of mental health outcomes, creating methodological heterogeneity that made direct comparisons more challenging (Page et al., 2021).
 Finally, this review found a significant link between obesity and mental disorders but could not fully examine key intersectional factors such as ethnicity, socioeconomic status, and educational attainment due to inconsistent reporting in the studies. These factors are important determinants of health and may affect both obesity and mental health outcomes, limiting the generalisability of the findings across diverse populations (Bell et al., 2019). Despite these limitations, the review followed the PRISMA 2020 reporting guideline, applied predefined inclusion and exclusion criteria and critically appraised all included studies using the appropriate CASP checklists, thereby enhancing the transparency, methodological rigour and credibility of the review process (Page et al., 2021; Long, French and Brooks, 2020).

6. 1 RECOMMENDATION
The findings of this systematic review indicate that obesity and mental disorders among adults in the UK should be considered interconnected physical, psychological and social concerns rather than separate conditions. The evidence identified associations between adiposity, depression, anxiety, psychological distress, loneliness and stigma, while also highlighting uncertainty about causality and the interplay between biological, psychological and social pathways (Lv et al., 2025; Zhou et al., 2025; Flint et al., 2025). Based on these findings and the Biopsychosocial Model underpinning this dissertation, the following recommendations are proposed.
Firstly, obesity and mental health assessment could be more closely integrated within routine care. NICE (2025) advises considering psychological wellbeing, social factors, health determinants, and personal preferences alongside physical health in obesity management. Weight services could routinely evaluate depression, anxiety, distress, loneliness, and eating issues, referring to mental health support as needed. This approach enables earlier identification of psychological needs, not just weight loss. It aligns with this review's findings that obesity and mental disorders involve complex biological, psychological, and social interactions beyond body weight. 
Secondly, multidisciplinary and person-centred interventions could be strengthened for adults experiencing obesity alongside mental disorders. NICE (2025) recommends a person-focused approach to obesity management that considers individual circumstances and encourages shared decision-making. This review suggests that pharmacological, psychological, and social interventions should be viewed as complementary rather than interchangeable. Although pharmacological treatments, such as GLP-1 receptor agonists, may address biological aspects, they do not tackle psychological distress, loneliness, or social determinants (NICE, 2025). Psychological interventions such as cognitive behavioural therapy can help with depression and anxiety, while community support can foster social connections. This integrated approach aligns with the Biopsychosocial Model presented in this dissertation.
Thirdly, obesity services could strengthen non-stigmatising communication and shared decision-making. NICE (2025) highlights the need for person-centred, non-judgmental care in discussing obesity and treatment, which aligns with findings on the negative impact of weight stigma and social isolation on mental health. O'Donnell and Foran (2024) linked anticipated weight stigma to depression, though causality remains uncertain. Healthcare professionals could therefore consider language and treatment goals that focus on health and wellbeing rather than weight alone and involve individuals in treatment decisions to improve engagement and reduce negative experiences.
Fourthly, coordination between primary care, mental-health services and specialist weight-management services could be improved. NHS England (2025) recommends physical health checks and appropriate follow-up for adults with severe mental illness, which could help identify obesity and other physical health issues. This review highlights the importance of integrating physical and mental health services, as obesity and mental disorders often coexist and impact each other. Liapi et al. (2022) found that service users in an integrated obesity and mental health programme valued user-centred care, support, effective communication, and flexible referrals. Therefore, coordinated care planning and communication between services could reduce fragmentation and provide more holistic support.
Fifthly, future interventions could assess mental health alongside weight management outcomes. Jones et al. (2021) found that adult behavioural weight-management interventions improved several mental health outcomes, such as depression and body-image concerns. However, they noted insufficient evidence for many mental health aspects and called for larger, quality studies with diverse measures and longer follow-ups. UK research could therefore focus on whether weight-management interventions lead to lasting improvements in depression, anxiety, and quality of life, rather than primarily on weight loss or BMI. This would provide a stronger understanding of whether interventions address the mental-health consequences associated with obesity.
Finally, further longitudinal research is recommended to investigate the direction and mechanisms of the obesity–mental-disorder relationship. The large prospective studies included in this review provide evidence of temporal associations, but their observational designs cannot establish causality. For instance, Lv et al. (2025) found bidirectional links between adiposity and mental health, and Zhou et al. (2025) highlighted connections between loneliness and mental disorders in adults with obesity. Future UK studies could use representative longitudinal samples, longer follow-up periods, and examine variables such as age, sex, socioeconomic status, ethnicity, and pre-existing mental health conditions. This would help address the limitations of UK Biobank-based evidence and determine whether the relationships identified in this review apply across the wider UK population.
Overall, this systematic review contributes to the evidence base by synthesising biological, psychological, behavioural and social evidence on obesity and mental disorders, alongside consideration of interventions, services and policy. The review demonstrates that the relationship cannot be adequately explained by body weight alone. Instead, metabolic health, psychological wellbeing, loneliness, stigma, social support and healthcare experiences may interact to influence mental health outcomes. The study therefore supports a shift toward integrated, person-centred, multidisciplinary care, consistent with the Biopsychosocial Model and current NICE and NHS approaches (NICE, 2025; NHS England, 2025). 
6.2 Conclusion
This systematic review brought together recent evidence examining the relationship between obesity and mental disorders among adults in the UK, including the biological, psychological, behavioural and social factors identified across the literature. It also considered the implications of these findings for interventions, services and health and social care.
The findings indicate consistent associations between obesity and depression, anxiety, psychological distress and poorer mental wellbeing. However, the direction and strength of these relationships varied across studies. Some evidence suggested that greater adiposity may contribute to poorer mental health, while other findings indicated that existing psychological difficulties may influence subsequent weight-related outcomes. This suggests that the relationship is potentially reciprocal rather than linear.
The review also identified the importance of psychological, behavioural and social influences. Emotional eating, stress, emotional regulation, loneliness, weight stigma, socioeconomic circumstances and access to healthcare may interact with biological factors to influence outcomes. This supports moving beyond an exclusive focus on weight reduction towards interventions that also consider psychological wellbeing and social circumstances.
Evidence on interventions suggests that pharmacological, psychological, behavioural, and social approaches can provide complementary benefits. Weight-management interventions may improve both physical and selected psychological outcomes, while psychological and social support can address difficulties that pharmacological treatment alone may not resolve. The findings therefore support integrated and person-centred care involving appropriate multidisciplinary services.
The systematic review effectively synthesised evidence from different study designs and identified areas of consistency, disagreement, and uncertainty. However, differences in study populations, measures and methodologies limited direct comparison, while the predominance of observational evidence restricted conclusions about causality. The review therefore highlights the need for further longitudinal and intervention research examining mental-health disorder outcomes alongside weight-management outcomes.
Overall, the review concludes that obesity and mental disorders are closely interconnected but cannot be explained by a single causal pathway. Their relationship appears to reflect interactions between biological, psychological, behavioural and social factors, supporting the Biopsychosocial Model as an appropriate framework for understanding the evidence. The review therefore reinforces the importance of integrated, person-centred and multidisciplinary approaches that address obesity and mental health together rather than treating them as isolated conditions.   
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During critical appraisal, never make assumptions about what the researchers have done. If it is not possible to tell, use the “Can’t tell” response box. If you can’t tell, at best it means the researchers have not been explicit or transparent, but at worst it could mean the researchers have not undertaken a particular task or process. Once you’ve finished the critical appraisal, if there are a large number of “Can’t tell” responses, consider whether the findings of the study are trustworthy and interpret the results with caution.




	
Section A: Are the results valid?


	1. Did the study address a clearly focused issue?







	[bookmark: Check1][bookmark: Check2][bookmark: Check3]|X|Yes |_| No |_| Can’t Tell

	CONSIDER: 
A question can be ‘focused’ in terms of
· the population studied
· the risk factors studied
· is it clear whether the study tried to detect a beneficial or harmful effect
· the outcomes considered

	2. Was the cohort recruited in an acceptable way?




	|X|Yes |_| No |_| Can’t Tell

Participants were recruited from an established population-based UK cohort using multiple contact methods.


	CONSIDER: 
· Look for selection bias which might compromise the generalisability of the findings:
· was the cohort representative of a defined population 
· was there something special about the cohort
· was everybody included who should have been

	3. Was the exposure accurately measured to minimise bias?




	|X|Yes |_| No |_| Can’t Tell


The validated GHQ-12 questionnaire assessed mental health through repeated self-reported measures across multiple survey waves, although self-reporting may introduce measurement bias.


	CONSIDER: 
Look for measurement or classification bias:
· did they use subjective or objective measurements
· do the measurements truly reflect what you want them to (have they been validated)
· were all the subjects classified into exposure groups using the same procedure 

	4. Was the outcome accurately measured to minimise bias?


	|X|Yes |_| No |_| Can’t Tell


The study used repeated outcome measurements across multiple survey waves, allowing changes in mental health to be assessed over time. However, the self-reported nature of the measures may introduce some measurement bias.

	CONSIDER: 
Look for measurement or classification bias:
· did they use subjective or objective measurements
· do the measurements truly reflect what you want them to (have they been validated)
· has a reliable system been established for detecting all the cases (for measuring disease occurrence)
· were the measurement methods similar in the different groups
· were the subjects and/or the outcome assessor blinded to exposure (does this matter)

	5. (a) Have the authors identified all important confounding factors?





	|X|Yes |_| No |_| Can’t Tell

The study considered important potential confounding factors, including demographic and socioeconomic characteristics, although some residual confounding may remain.


	CONSIDER: 
· list the ones you think might be important, and ones the author missed

	b) Have they taken account of the confounding factors in the design and/or analysis?



	|X|Yes |_| No |_| Can’t Tell

The study accounted for relevant confounding factors in the analysis, including demographic and socioeconomic characteristics. However, residual confounding from unmeasured factors, such as lifestyle, physical activity and underlying health conditions, cannot be excluded.

	CONSIDER: 
· look for restriction in design, and techniques e.g. modelling, stratified-, regression-, or sensitivity analysis to correct, control or adjust for confounding factors

	6. a) Was the follow-up of subjects complete enough?




	|X|Yes |_| No |_| Can’t Tell

Repeated follow-up over 6–9 months; some attrition possible.

	CONSIDER: 
· the persons that are lost to follow-up may have different outcomes than those available for assessment
· in an open or dynamic cohort, was there anything special about the outcome of the people leaving, or the exposure of the people entering the cohort 

	b) Was the follow-up of subjects long enough?



	|X|Yes |_| No |_| Can’t Tell

6–9-month follow-up was appropriate for short-term changes.

	CONSIDER: 
· the good or bad effects should have had long enough to reveal themselves

	 
Section B: What are the results?


	7. What are the results of this study?





	|X|Yes |_| No |_| Can’t Tell

Higher depressive symptoms were associated with subsequent weight gain, particularly among individuals with overweight or obesity.


	CONSIDER: 
· what are the bottom-line results
· have they reported the rate or the proportion between the exposed/unexposed, the ratio/rate difference
· how strong is the association between exposure and outcome (RR)
· what is the absolute risk reduction (ARR)

	8. How precise are the results?



	|X|Yes |_| No |_| Can’t Tell

The authors reported effect estimates and 95% confidence intervals, with relatively narrow intervals indicating reasonable precision. These findings are presented in Table 3 of the Results section.
.


	CONSIDER: 
· look for the range of the confidence intervals, if given

	9. Do you believe the results?



	|X|Yes |_| No |_| Can’t Tell

The results are credible because the study used repeated measurements and appropriate statistical analysis, with effect estimates and 95% confidence intervals reported in Table 3. However, self-reported measures and the observational design may introduce some bias and limit causal interpretation.

	CONSIDER: 
· big effect is hard to ignore
· can it be due to bias, chance or confounding
· are the design and methods of this study sufficiently flawed to make the results unreliable
· Bradford Hills criteria (e.g. time sequence, dose-response gradient, biological plausibility, consistency)

	
Section C: Will the results help locally?


	10. Can the results be applied to the local population?




	|X|Yes |_| No |_| Can’t Tell

The findings can be applied to UK adults with overweight or obesity, as the study used participants from a UK population-based cohort. However, generalisability may be limited by the specific study population and the COVID-19 context.


	CONSIDER:
· Is a cohort study the appropriate method to answer this question
· If the subjects covered in this study could be sufficiently different from your population to cause concern
· If your local setting is likely to differ much from that of the study 
· If you can quantify the local benefits and harms

	11. Do the results of this study fit with other available evidence?




	|_|Yes |_| No |_| Can’t Tell

The findings are consistent with other evidence showing an association between poorer mental health and subsequent weight gain, particularly among adults with overweight or obesity. However, differences in study populations and measures may limit direct comparison with other studies.


	

	12. What are the implications of this study for practice?




	|X|Yes |_| No |_| Can’t Tell

The findings support integrating mental-health assessment into weight-management services, particularly for adults with overweight or obesity experiencing depressive symptoms. Early identification of mental-health difficulties may help prevent or reduce subsequent weight gain and support more holistic, person-centred care.

	CONSIDER: 
· one observational study rarely provides sufficiently robust evidence to recommend changes to clinical practice or within health policy decision-making
· for certain questions, observational studies provide the only evidence
· recommendations from observational studies are always stronger when supported by other evidence











	APPRAISAL SUMMARY: List key points from your critical appraisal that need to be considered when assessing the validity of the results and their usefulness in decision-making.

	Positive/Methodologically sound
	Negative/Relatively poor methodology
	Unknowns

	 Population-based UK cohort 
 Repeated measurements 
 Longitudinal design 
 Appropriate statistical modelling 
 95% confidence intervals reported









	 Self-reported mental-health measures 
 Potential selection/attrition bias 
 Observational design limits causal inference 
 COVID-19 context limits generalisability
	 Residual confounding 
 Long-term effects beyond follow-up 
 Extent of unmeasured lifestyle factors
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