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Abstract 

Background and objective: Obesity is considered a source of psychological distress. Aim of this study is 

investigating anxiety, depression, and the quality of life in people with obesity and overweight living in 

Rasht, North of Iran. 

Materials and methods: This analytical cross-sectional research was carried out on 134 subjects between 

18 and 45 years old who had referred, for the first time, to the Nutrition Ward of Subspecialty Clinic Beesat 

in Rasht in 2017-18 with overweight or obesity. The Beck Depression Inventory (BDI), the Beck Anxiety 

Inventory (BAI) and a questionnaire of health-related quality of life known as the 36-Item Short Form 

Health Survey (SF-36) were used to identify the subjects’ level of depression, anxiety, and quality of life. 

The collected data were analyzed in SPSS 23. 

Results and conclusion: Totally, 49 overweight (36.6%) and 85 obese patients (63.4%) were investigated. 

46 (34.4%) suffered from moderate to severe anxiety and 38 (28.4%) had moderate to severe depression . 

Furthermore, the average score of quality of life was 65.54 ± 17.37. There was a significant difference in 

terms of anxiety and quality of life between overweight and obese people. Also, out of the 8 dimensions of 

quality of life, physical function and general health had a significant negative correlation with BMI. No 

significant relationship was found between obesity and depression. An increase in BMI leads to a rise in 

anxiety and a decrease in the quality of life. By considering the role of psychological factors in obesity, 

mental health interventions can prevent and control this condition and improve people’s quality of life.  

Keywords: Anxiety, depression, obesity, overweighting, quality of life 

1.  Introduction 

Overweight and obesity are not limited to 

physical concepts but also encompass mental 
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health and conditions like depression, anxiety, 

and low self-esteem as well [1]. Defined by the 

world Health Organization (WHO) as having a 
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BMI of 30 kg/m2, obesity is the excessive 

accumulation of fat which is detrimental to one’s 

health [2].  Today, this problem is one of the 

major public health issues, causing a severe 

increase in the incidence of various diseases, 

functional disabilities, and mortality [3]. It nega-

tively affects both physical and mental health [4]. 

Obesity, which has become increasingly preval-

ent in the 21st century, increases people’s chance 

of developing the symptoms of depression. The 

prevalence of depression in obese people is 

remarkably higher than it is in the general 

population [5]. While factors associated with 

increased risk of depression in obese people are 

multidimensional, recent studies suggest that 

metabolic health plays a key role here [6]. 

Obesity and overweight, as well as depression 

and anxiety, overlap with psychological and 

pathophysiological [risk] factors. Due to proble-

ms in the hypothalamic-pituitary-adrenal (HPA) 

axis, those with major depressive disorder and 

anxiety are prone to increase of levels of stress-

related hormones and mediators, a condition whi-

ch gives rise to the accumulation of fat in the 

body after eating food [7]. 

As common social stigmas, obesity and over-

weight are the source of psychological distress. 

As a result of receiving negative information, 

obese and overweight people might develop 

negative attitudes towards their physical appea-

rance [8]. Zhao et al. [9] found that BMI is a 

predictive factor independent of mental disorders 

and that higher BMI is associated with depre-

ssion. Obese people with psychiatric concerns are 

at an increased risk of death [10]. Studies suggest 

that the relationship between obesity, overweight, 

and psychopathology has augmented and that 

mental pathology is more frequent in obese 

people than others. In addition to this intensified 

correlation, the global prevalence of obesity and 

overweight has attracted the attention of health 

professionals, researchers, and policy makers to 

this field. There is also a reciprocal relationship 

between depression and stress, both of which may 

affect obesity and overweight. For example, 

people suffering from depression are more likely 

to experience stress and, thus, gain weight. Also, 

stress influences physical activities and lifestyle 

behaviors such as consumption of foods and 

drinks [11]. 

Despite many studies on the association between 

mental problems and obesity, some have found 

no correlation between them and have reported 

contradictory results [12,13]. On the other hand, 

different climates and habitats lead to specific 

lifestyles and eating habits, a fact that can affect 

people's moods. Furthermore, in Iran (including 

the city of Rasht), few studies have focused on the 

emotional problems of obese people and the 

possible effect that environment could play in this 

context. The present research attempts to take a 

step in this regard. 

2.  Materials and methods 

It investigates depression, anxiety, and quality of 

life in obese people and addresses how one might 

help these people improve their life quality and 

mitigate obesity and its concurrent depression 

and anxiety. Specifically, the objective of this 

research was to determine the score of anxiety, 

depression, and quality of life in obese and 

overweight people who had referred to the 

Nutrition Ward of Subspecialty Clinic Beesat, 

Rasht (Iran), in 2017-2018.  

This study pursues practical goals and its method 

of collecting data is analytical cross-sectional. Its 

statistical population consisted of all people who 

had for the first time visited the above-mentioned 

center in 2017-2018. Out of this population, a 

sample consisting of 134 subjects (18 to 45 years 

old) with overweight (30≥BMI≥25) or obesity 

(BMI≥30) was collected using convenience sam-

pling method. The sample was proportional to the 

total number of people who had visited the center. 

The sampling process (from March to May, 2017) 

began after making coordination with the Deputy 

of Research, obtaining the approval of the Ethics 

Committee of Guilan University of Medical 
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Sciences, and presenting the permit to the 

Nutrition Ward of Subspecialty Clinic Beesat. 

The inclusion criteria consisted of patients’ 

referring to the ward for the first time, being 18 

to 45 years old, and being overweight 

(25BMI≥<30) or obese (BMI≥30). Alternatively, 

the exclusion criteria were suffering from 

psychotic diseases and bipolar disorder based on 

the definition provided by the Diagnostic and 

Statistical Manual of Mental Disorders, 5th 

Edition (DSM-5), menopause (for women), 

taking psychiatric medications such as tranqui-

llizers, benzodiazepines as well as antidep-

ressants like citalopram, a history of diabetes, 

high blood pressure, chronic renal failure based 

on Harrison's Principles of Internal Medicine 

(2015), and patients’ reluctance to take part in the 

study. 

The obese and overweight patients were 

examined by a dietician, and their height and 

weight were measured. Then, those meeting the 

inclusion criteria were identified. After being 

notified about the goals of the research and 

assured of the confidentiality of their personal 

information, they declared their informed consent 

and completed the Beck Depression Inventory 

(BDI), the Beck Anxiety Inventory (BAI), and 

the 36-Item Short Form Health Survey (SF-36). 

Those who were not sufficiently literate 

completed this questionnaire with the assistance 

of the project executive. 

2.1.  Beck depression inventory (BDI) 

BDI is one of the most appropriate tools for 

assessing depression. It features 21 items which 

measure physical, behavioral, and cognitive 

symptoms. Each item has 4 options scored from 

0 to 3, identifying the level of depression ranging 

from mild to severe. The maximum score in this 

test is 63 and the minimum is zero. Here, scores 

between 0 and 9 suggest no or minimum 

depression, scores between 10 and 16 represent 

mild depression, scores between 17 to 29 imply 

average depression, and 30 and higher scores 

indicate severe depression. 

Analyzing the Beck Depression Inventory 

showed its internal consistency coefficient to be 

between 0.73 and 0.93 with an average of 0.86. 

Obtained through test-retest method based on 

interval times and the type of statistical popu-

lation, the validity coefficients were between 0.48 

and 0.86. Based on Beck’s and Brown’s reports, 

the internal consistency of this tool ranges from 

0.73 to 0.92 with an average of 0.86 [14]. 

2.2. Beck anxiety inventory (BAI) 

BAI is a self-report questionnaire designed to 

measure the level of anxiety in adolescents and 

adults [15]. In this tool, already translated into 

Persian, 0 to 7 indicate no or minimal anxiety, 8 

to 15 represent mild anxiety, 16 to 25 suggest 

moderate anxiety, and 26 to 63 reveal severe 

anxiety [16]. This questionnaire features a high 

reliability, its internal consistency coefficient 

(Cronbach's alpha) is 0.92, its reliability obtained 

via test-retest method with a one-week interval is 

0.75, and the correlation of its questions ranges 

from 0.3 to 0.76. According to studies performed 

outside Iran, five types of content validity, 

concurrent validity, simple validity, diagnostic 

validity, and factor validity have been measured 

for BAI, all demonstrating its high effectiveness 

in measuring anxiety [17], clinical use, health 

policy assessment, and public population studies. 

2.3. Quality of life questionnaire SF-36 

SF-36 was designed by Ware and Sherbourne in 

the United States in 1992. Its validity and 

reliability have been explored on various groups 

of patients. Concepts assessed by SF-36 are not 

limited to specific ages, groups, or diseases. Its 

objective is to evaluate both physical and mental 

health by combining the scores of 8 areas 

comprising one’s health. SF-36 has 36 questions 

assessing physical activities (10), playing one’s 

physical role (4), bodily pain (2), general health 

(5), fatigue or vitality (4), social performance (2), 

playing one’s emotional role (3), and mental 

health (5). These are as determine individuals’ 

quality of life (phrase no. 2 is not included in any 
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of the sub-scales and is just added to the total 

score). 

The lowest score in SF-36 is 0 and the highest is 

100. The scores for each scale vary from 0 to 100, 

where zero reports the worst and 100 the best 

status in the scale. The score of each dimension 

is determined by the score of its dimension [11]. 

According to Field and Ramos, the internal 

consistency of SF-36 is high and its Cronbach's 

alpha is between 0.7 and 0.94 [18]. Moreover, the 

reliability and validity of its Persian version have 

been verified in Iran by Montazeri et al [19]. 

Its reliability was evaluated via analyzing its 

internal consistency, and its validity was assessed 

through known-groups comparison as well as 

convergent validity test. It was shown that except 

for the vitality scale (α = 0.65), other scales of the 

Persian version of SF-36 have the minimum 

coefficients of reliability standard, ranging 

between 0.77 to 0.9 . 

Known-groups comparison indicated that the 

Persian version of SF-36 is able to differentiate 

population subgroups in terms of gender and age. 

The convergent validity test, aimed at 

investigating the measurement hypotheses by the 

correlation of each question with the hypo-

thesized scale, also yielded favorable results . 

Here, all correlation coefficients exceeded the 

recommended value of 0.4 (the range of 

coefficient changes is 0.58 to 0.95). 

Moreover, factor analysis provided two main 

components which justify a 65.9% dispersion 

among the scales of SF-36. Overall, the results 

showed that the Persian version of SF-36 enjoys 

a great reliability and validity in measuring the 

health-related quality of life [19]. 

3. Results and discussion  

The present study consisted of 134 participants 

including 120 females (89.6%) and 14 males 

(10.4%) with an average age of 33.5 ±7.4. Table 

1 indicates the results associated with demo-

graphic variables and some of the research 

variables in the two groups.  

 

 

Table 1- The results of demographic variables and some of the research variables in the overweight 

and obese groups 
BMI 

 

Demographic variables 

Total Overweight Obese p-value 

Frequency 

(percent) 

Frequency 

(percent) 

Frequency 

(percent) 

Sex 

Female 120 (89.6) 44 (89.8) 76 (89.41) 0.826 

Education 

Elementary and lower 16 (11.9) 2 (4.1) 14 (16.47) 0.098 

Diploma 64 (47.8) 19 (38.8) 45 (52.9) 

Associate Degree 11 (8.2) 6 (12.2) 5 (5.9) 

Bachelor 33 (24.6) 17 (34.7) 16 (18.82) 

Master’s degree and higher 10 (7.5) 5 (10.2) 5 (5.9) 

Occupation 

Unemployed 80 (59.7) 27 (55.1) 53 (62.35) 0.385 

Employed 33 (24.6) 16 (32.7) 17 (20) 

Self-employed 13 (9.7) 2 (4.1) 11 (12.94) 

Other 8 (6.0) 4 (8) 4 (4.7) 

Location 

City 110 (82.1) 42 (85.7) 68 (80) 0.120 

28 



Anxiety & quality of life in overweight people  Zarrabi et al. 

Human, Health and Halal Metrics; 2021: 2(2)   

Diet History 

Had 72 (53.7) 31 (63.3) 41 (48.2) 0.240 

Total 134 (100.0) 49 (100.0) 85 (100.0)  

Chi-square test was used to measure the 

difference between these two groups in terms of 

demographic variables as well as diet history. As 

observed in Table 1, the significance level is over 

0.05, meaning that there has been no significant 

difference between the overweight and obese 

groups in terms of demographic variables as well 

as diet history. 

The descriptive and inferential results related to 

anxiety and depression scores have been provided 

in Table 2. Over 70% of the subjects in the 

overweight group had mild anxiety and, hence, 

no complication. In the subjects with 30≤BMI, 

the highest frequency percentage was related to 

mild and moderate anxiety. Also, with regard to 

depression, the highest frequency percentage in 

both overweight and obese groups was associated 

with those who had no complication. Here, 30.6% 

of overweight subjects and 27.07% of obese ones 

had moderate or severe depression. The freque-

ncy percentage of those who had severe anxiety 

was 8.23 in the obese group and 6.1 in the 

overweight group.  

Furthermore, the independent t-test was used to 

compare anxiety scores in the two groups. The 

results suggested a significant difference in this 

regard (p = 0.038). Here, the average score of 

anxiety in obese patients was higher than in 

overweight patients. However, the results of the 

independent t-test demonstrated that the depre-

ssion scores of the two groups do not differ 

significantly (p = 0.582). Even so, the average 

score of depression in the overweight group was 

higher than that in the obese group. 

Moreover, the independent t-test was used to 

compare the quality-of-life score and its sub-

components in both overweight and obese 

groups. It was revealed that the quality of life of 

the two groups differs significantly (p = 0.037). 

Among the sub-components of quality of life, 

physical function and general health, with the 

significance levels of <0.001 and 0.024 had a 

significant difference in the two groups such that 

overweight subjects had better physical function 

and general health compared to their obese 

counterparts. 

Table 2- The descriptive and inferential results of anxiety and depression scores in the study groups 
BMI Overweight Obese p-value 

(mean ±SD) (mean ±SD) 

Anxiety 11.06 ± 7.465 13.33± 8.74 0.038 

City 7.48 ±10.48 9.21 ±13.49 0.139 

Village 6.80 ±14.87 6.76 ±12.71 

Had a diet 11.17±9.33 14.32±10.03 0.174 

Did not have a diet 6.3±11.00 7.08±12.27 

Depression 11.94 ±9.09 12.81±8.68 0.582 

City 11.83±9.16 12.56±8.81 0.612 

Village 12.57±9.30 13.82±8.28 

Had a diet 9.44± 9.63 13.52± 9.54 0.561 

Did not have a diet 13.39± 8.58 12.05± 7.68 

Quality of life 16.05±68.92 17.89±63.60 0.037 

City 68.12±16.34 65.34±18.13 0.046 

Village 73.71±14.24 56.65±15.46 

Had a diet 11.17± 9.33 14.32± 10.03 0.174 
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Did not have a diet 11.00±6.3 12.27± 7.08 

Sub-scales of quality of life 

Physical function 16.71±82.24 23.89±68.82 <000.0 

Role limitation for physical reasons 27.95±75.00 37.08±69.41 0.362 

Physical pain 17.41±70.63 21.27±66.47 0.247 

General health 15.99±62.04 18.73±54.75 0.024 

Vitality 16.34±63.88 18.66±58.53 0.097 

Social performance 19.33±76.00 23.00±71.35 0.235 

Role limitation for emotional reasons 41.99±57.10 44.23±56.47 0.861 

Mental health 20.12±64.41 18.80±60.89 0.312 

The results of the present study confirm the 

relationship between obesity and anxiety so that 

obese people have a higher average score of 

anxiety compared to those with overweight. Also, 

in regard to depression, the findings indicated that 

there was no significant difference between 

overweight and obese groups such that their 

frequency distribution was very close in terms of 

depression score. However, the average score of 

depression was higher in obese people than 

overweight subjects. These results are in line with 

those reported by Kasen et al. [20], Pinna et al. 

[21], Matos et al. [22], Andersonet al. [23], 

Askari et al. [12], Kress et al. [13], and Ohayon 

et al. [24].  

For example, in research conducted by Anderson 

et al.in New York between 1983 and 2003, the 

relationship between anxiety and depression 

disorders as well as gaining weight was explored 

from childhood to adulthood. The results of 

examining 820 patients (403 females and 417 

males) who were between 9 and 18 years old at 

the outset of the study and were studied until they 

were 28 to 40 years old revealed that 310 (119 

males and 191 females) suffered from anxiety 

disorders and 148 (50 males and 191 females) 

developed depression. Further, women with 

anxiety disorders had a significantly higher BMI 

than those of the same age and status who had not 

experienced these problems. 

In Anderson's study, as in the current research 

and other above-mentioned studies, BMI was 

adopted to assess obesity, and as in two other 

studies [20,21], face-to-face interview was used 

according to the diagnostic criteria of DSM-4 to 

investigate anxiety and depression. However, in 

the present work, the Beck Anxiety Inventory 

was chosen to evaluate anxiety . 

In a study by Matos et al. [22], the State-

Trait Anxiety Inventory (State-State, State-Trait) 

was utilized to assess anxiety status of the 

participants. Clearly, using a different measure-

ment instrument can yield more accurate infor-

mation about the relationship between obesity 

and anxiety. 

In most studies that examine the relationship 

between obesity and anxiety, despite the variety 

of measurement tools, the results were 

compatible, as they are with those of the current 

study. This finding can be explained by noting 

that changes in social norms, people’s devotion to 

fashion, excessive attention to being slim, and 

social stigma towards obesity may lead to 

negative emotions and anxiety in obese people. 

Furthermore, knowing the effects of obesity on 

one’s physical health can probably give rise to 

stress and anxiety. 

On the other hand, Stice et al. [25] observed that 

there is a complex relationship between eating 

behaviours and negative emotions. Their research 

suggest that eating distracts people from negative 

emotions and any type of disturbance. In fact, 

eating is more a kind of coping style for over-

weight people. This prompts a defective cycle 

which intensifies obesity. 
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On the other hand, this finding is not consistent 

with some studies. For instance, in 2013, Vafaie 

et al. [26] explored the level of anxiety, stress, 

and depression and their correlation with BMI in 

300 nursing students in Tehran. They concluded 

that the majority of these subjects suffered from 

no mood and weight disorders and that there was 

no significant relationship between BMI and the 

states of anxiety and depression. In this study, the 

standard DASS-21 scale was used to determine 

the level of anxiety. Thus, the dissimilarity in 

conclusions can be due to different measurement 

tools. Also, in that study, most subjects in the 

sample had normal weight and the obese 

individuals formed a minority, a fact that reduces 

the effect of obesity and overweight on indivi-

duals’ emotions and moods. Indeed, in this 

research, those with normal weight and higher 

level of fitness who were probably less anxious 

undermined both the negative relationship bet-

ween obesity and anxiety and the significant 

relationship between BMI and anxiety . 

In 2013, Askari et al. [12] carried out a study 

aimed at investigating the correlation between 

depression and obesity. They examined a sample 

of 400 people aged between16 and 50 who had 

referred to a health centre in the city of Yazd, 

Central Iran. The sample consisted of 200 obese 

individuals with a BMI of over 30 and 200 people 

with normal weight. In this study, as in the 

present research, the Beck Depression Inventory 

was adopted to determine the level of depression 

and it was found that obesity had no significant 

impact on depression. However, in general, the 

average depression score in obese subjects was 

higher than those with normal weight . 

Also, Anderson et al. [23] in a study carried out 

in New York in 2007 found that obese teen age 

girls are at a high risk of major depression and 

anxiety disorders. Nevertheless, in a study on the 

relationship between obesity and mental dis-

orders, Hatch et al. [24] observed that obesity 

does not increase the risk of mental disorders and 

it is not associated with the decreased feeling of 

well-being. The results also showed that obesity 

is not a valid indicator for the fall in the quality 

of life.  

Another research by Pimenta et al. [27], aimed at 

exploring the correlation between disorder in 

one’s body image and depression, indicated that 

there is no significant relationship between 

impaired body image and depression. The reason 

for such inconsistent findings may be due to 

different tools used to measure data. For example, 

in a study by Kazen and Pina, face-to-face 

interviewing based on DSM-4 diagnostic criteria 

was adopted to evaluate depression, where as we 

used the Beck Depression Inventory for that 

purpose. 

Another factor leading to incompatibility 

between the results can be the unique study 

population analysed in each case. In the current 

research, most subjects were housewives who are 

less likely to be present in the society; hence, they 

are judged less based on their appearance. On the 

other hand, in western societies with freer 

clothing styles, obese people are more likely to be 

negatively viewed and, therefore, obesity is more 

related to depression compared to societies with 

hijab. Also, in the present study, the subjects were 

selected among those who had referred to a health 

center to treat their overweight and obesity. 

Indeed, these people had a motivation to become 

slim and they were less likely to have depression. 

On the contrary, in Swagger's study, the sample 

was selected from high school teens; and in 

Simon's study, it was chosen from the general 

population who did not belong to a specific 

organization. 

Other findings of the present research suggest 

that there is a significant negative correlation 

between the total score of quality of life and BMI. 

In other words, as BMI increases, the overall 

score of quality of life diminishes. In general, the 

scores of all 8 sub-components of quality of life 

shrink with an increase in BMI. These sub-

components include physical function, general 

health, bodily pain, limitation in playing one’s 
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role due to physical health problems, emotional 

problems, social performance, vitality, and 

mental health. Additionally, two dimensions of 

physical function and general health were 

significantly correlated with BMI. Thus, it can be 

deduced that obesity and overweight have the 

most negative effects on these two dimensions of 

life. This finding is consistent with those of many 

studies such as the one carried out by 

Yackobovitch-Gavan et al. [28]. They believed 

that following a weight loss period, a significant 

increase in the health-related quality of life 

emerges in many patients. This finding confirms 

the report by Amiri et al. [29] that suggested 

depression and the quality of life significantly 

differ between obese women with diverse levels 

of BMI and normal women. 

Ghorbani et al. [30] found that obese females, 

compared to those with normal weight, have 

significantly lower scores in six aspects of quality 

of life: physical function, limitation in playing 

one’s professional role, bodily pain, conceptual 

health, vitality, and social function. 

Obese people typically experience low levels of 

physical and mental health, specifically poor 

degrees of physical and social well-being. 

Explaining this suggestion, one can first mention 

the negative effects of overweight and obesity on 

physical function. As various studies have repor-

ted, obesity is associated with other disabling 

physical complications such as high blood 

pressure, cardiovascular disease, stroke, diabetes, 

and various types of cancer [31]. The possibility 

of comorbidity, particularly in people with higher 

BMI, can have a profound negative impact on 

physical functions such as physical activity, 

sexual functions, and social mobility in social 

situations. As a result, quality of life deteriorates 

due to problems in one’s physical limitations. 

One of the limitations of the current study 

concerns the use of simple sampling, which 

restricts the generalizability of its findings. Also, 

due to the nature of this research, the effect of 

obesity on anxiety, depression, and quality of life 

is not quite clear. Indeed, the role of mediator 

psychological variables such as bodily image that 

obese women have has not been taken into 

account. Therefore, it is suggested that prospec-

tive studies with larger samples be developed to 

investigate the effect of these latter variables in 

obesity. 

4. Conclusion 

Obesity, besides having extensive physical 

outcomes, entails significant mental compli-

cations that augment the suffering of the affected 

individuals and result in a lower quality of life. 

Hence, taking preventive measures against 

obesity is the first step in combatting behavioral 

problems. Furthermore, considering the mental 

problems of obese people, commonly appearing 

as exacerbating complications or concurrent 

disorders, can play a prominent role in identifying 

obesity’s associated factors. 

5. Conflict of interest 

Authors declare that they have no conflict of 

interests. 

6. Acknowledgments  

We thanked from Guilan University of Medical 

Science and presidency of the Islamic republic of 

Iran due to the financial support of this study. 

References 

1. De Jong PJ, Sportel BE, De Hullu E, Nauta MH. 

Co-occurrence of social anxiety and depression 

symptoms in adolescence: differential links with 

implicit and explicit self-esteem?. Psychological 

Medicine. 2012; 42(3): 475-484.  

https://doi.org/10.1017/S0033291711001358 

2. World Health Organization. Obesity and 

overweight fact sheet. Updated June 2016. Available 

at: 

https://communitymedicine4all.com/2016/06/27/who

-updates-fact-sheet-on-overweight-and-obesity-27-

june-2016/ 

3. Ferrari AJ, Charlson FJ, Norman RE, Patten SB, 

Freedman G, Murray CJ, et al. Burden of depressive 

disorders by country, sex, age, and year: findings from 

the global burden of disease study 2010. PLoS 

Medicine. 2013; 10(11): e1001547. 

https://doi.org/10.1371/journal.pmed.1001547 

32 

https://doi.org/10.1017/S0033291711001358
https://communitymedicine4all.com/2016/06/27/who-updates-fact-sheet-on-overweight-and-obesity-27-june-2016/
https://communitymedicine4all.com/2016/06/27/who-updates-fact-sheet-on-overweight-and-obesity-27-june-2016/
https://communitymedicine4all.com/2016/06/27/who-updates-fact-sheet-on-overweight-and-obesity-27-june-2016/
https://doi.org/10.1371/journal.pmed.1001547


Anxiety & quality of life in overweight people  Zarrabi et al. 

Human, Health and Halal Metrics; 2021: 2(2)   

4. Lasikiewicz N, Myrissa K, Hoyland A, Lawton CL. 

Psychological benefits of weight loss following 

behavioural and/or dietary weight loss interventions. 

A systematic research review. Appetite. 2014; 72: 

123-137.  

https://doi.org/10.1016/j.appet.2013.09.017 

5. Lasselin J, Capuron L. Chronic low-grade 

inflammation in metabolic disorders: relevance for 

behavioral symptoms. Neuroimmunomodulation. 

2014; 21(2-3): 95-101. 

https://doi.org/10.1159/000356535 

6. Hamer M, Batty GD, Kivimaki M. Risk of future 

depression in people who are obese but metabolically 

healthy: the English longitudinal study of ageing. 

Molecular Psychiatry. 2012; 17(9): 940-945.  

https://doi.org/10.1038/mp.2012.30 

7. Jauch-Chara K, Oltmanns KM. Obesity–a 

neuropsychological disease? Systematic review and 

neuropsychological model. Progress in Neurobiology. 

2014; 114: 84-101.  

https://doi.org/10.1016/j.pneurobio.2013.12.001. 

8. Annayagari D, Kishore MT, Pathki CR, 

Binukumar B. Role of body dissatisfaction in 

developmental psychopathology among the 

adolescents with obesity: a matched case control 

study. Psychological Studies. 2017; 62(2): 136-141.  

https://doi.org/10.1007/s12646-017-0397-7 

9. Zhao Z, Okusaga OO, Quevedo J, Soares JC, 

Teixeira AL. The potential association between 

obesity and bipolar disorder: a meta-analysis. Journal 

of Affective Disorders. 2016; 202: 120-123.  

https://doi.org/10.1016/j.jad.2016.05.059 

10. World Health Organisation. Obesity and 

overweight.  Updated June 2021. Available at: 

http://www.who.int/mediacentre/factsheets/fs311/en/ 

11. Flint SW, Lozano L. The vital links between 

obesity and psychopathology: the impact of stigma. 

Primary Prevention Insights. 2017; 7: 1-4. 

https://doi.org/10.1177/1179174817700631 

12. Askari J, Hassanbeigi A, Khosravi HM, Malek M, 

Hassanbeigi D, Pourmovahed Z, et al. The relationship 

between obesity and depression. Procedia-Social and 

Behavioral Sciences. 2013; 84: 796-800.  

https://doi.org/10.1016/j.sbspro.2013.06.649 

13. Kress AM, Peterson MR, Hartzell MC. 

Association between obesity and depressive 

symptoms among US Military active duty service 

personnel, 2002. Journal of Psychosomatic Research. 

2006; 60(3): 263-271.  

https://doi.org/10.1016/j.jpsychores.2005.08.011 

14. Demehri F, Honarmand M, Yavari A. Depression 

and obsessive-compulsive as antecedent of guilt 

feeling and anxiety as consequences of it in university 

girl students. Woman and Culture. 2011; 2(6): 25-36. 

15. Kaviani H, Mousavi A. Psychometric properties of 

the Persian version of Beck Anxiety Inventory (BAI). 

Tehran University Medical Journal TUMS 

Publications. 2008; 66(2): 136-140. 

16.Wetherell JL, Gatz M. The Beck Anxiety Inventory 

in older adults with generalized anxiety disorder. 

Journal of Psychopathology and Behavioral 

Assessment. 2005; 27(1): 17-24. 

17.Rafiei M, Seifi A. An investigation into the 

reliability and validity of beck anxiety inventory 

among the university students. Journal of Thought and 

Behavior in Clinical Psychology. 2013; 7: 43-50. 

18.Failde I, Ramos I. Validity and reliability of the SF-

36 Health Survey Questionnaire in patients with 

coronary artery disease. Journal of Clinical 

Epidemiology. 2000; 53(4): 359-365.  

https://doi.org/10.1016/S0895-4356(99)00175-4 

19. Montazeri A, Goshtasebi A, Vahdaninia M, 

Gandek B. The short form health survey (SF-36): 

translation and validation study of the Iranian version. 

Quality of Life Research. 2005; 14(3): 875-82. 

20. Kasen S, Cohen P, Chen H, Must A. Obesity and 

psychopathology in women: a three decade 

prospective study. International Journal of Obesity. 

2008; 32(3): 558-566. Epub 2007/09/27.  

https://doi.org/10.1038/sj.ijo.0803736 

21. Pinna F, Sardu C, Orru W, Velluzzi F, Loviselli A, 

Contu P, et al. Psychopathology, psychosocial factors 

and obesity. Rivista di Psichiatria. 2016; 51(1): 30-36. 

https://doi.org/10.1708/2168.23450 

22. Matos MIR, Aranha LS, Faria AN, Ferreira SR, 

Bacaltchuck J, Zanella MT. Binge eating disorder, 

anxiety, depression and body image in grade III 

obesity patients. Revista Brasileira de Psiquiatria. 

2002; 24(4): 165-169. 

http://doi.org/10.1590/S1516-44462002000400004 

23 Anderson SE, Cohen P, Naumova EN, Jacques PF, 

Must A. Adolescent obesity and risk for subsequent 

major depressive disorder and anxiety disorder: 

prospective evidence. Psychosomatic Medicine. 2007; 

69(8): 740-747.  

http://doi.org/10.1097/PSY.0b013e31815580b4 

24. Ohayon MM, Hong SC. Prevalence of major 

depressive disorder in the general population of South 

33 

https://doi.org/10.1016/j.appet.2013.09.017
https://doi.org/10.1159/000356535
https://dx.doi.org/10.1038%2Fmp.2012.30
https://doi.org/10.1016/j.jad.2016.05.059
http://www.who.int/mediacentre/factsheets/fs311/en/
https://doi.org/10.1177/1179174817700631
https://doi.org/10.1016/j.sbspro.2013.06.649
https://doi.org/10.1016/j.jpsychores.2005.08.011
https://doi.org/10.1016/S0895-4356(99)00175-4
http://dx.doi.org/10.1708/2168.23450


Anxiety & quality of life in overweight people  Zarrabi et al. 

Human, Health and Halal Metrics; 2021: 2(2)   

Korea. Journal of Psychiatric Research. 2006; 40(1): 

30-36.  

https://doi.org/10.1016/j.jpsychires.2005.02.003 

25. Stice E, Shaw HE. Role of body dissatisfaction in 

the onset and maintenance of eating pathology: a 

synthesis of research findings. Journal of 

Psychosomatic Research. 2002; 53(5): 985-993.  

https://doi.org/10.1016/S0022-3999(02)00488-9 

26. Vafaie M, Safavi M, Salehi S. Studying correlation 

between anxiety, stress, and depression with body 

mass index (BMI) among nursing students. Medical 

Science Journal of Islamic Azad Univesity-Tehran 

Medical Branch. 2013; 23(2): 154-159. 

27. Pimenta AM, Sanchez-Villegas A, Bes-Rastrollo 

M, Lopez CN, Martinez-Gonzalez MA. Relationship 

between body image disturbance and incidence of 

depression: the SUN prospective cohort. BMC Public 

Health. 2009; 9: 1-9.  

https://doi.org/10.1186/1471-2458-9-1 

28. Yackobovitch-Gavan M, Nagelberg N, Demol S, 

Phillip M, Shalitin S. Influence of weight-loss diets 

with different macronutrient compositions on health-

related quality of life in obese youth. Appetite. 2008; 

51(3): 697-703.  

https://doi.org/10.1016/j.appet.2008.06.010 

29. Amiri H, Borjali A, Sohrabi F, Pazouki A. The 

comparison of depression and quality of life in the 

obese women with different body mass indices (BMI) 

with the normal women residing in Tehran. Razi 

Journal of Medical Sciences. 2015; 21(127): 102-112. 

30. Ghorbani A, Ziaee A, Sadeghi T, Asefzadeh S. 

Comparison the living quality of obese women with 

normal weight women. Medical Journal of Mashhad 

University of Medical Sciences. 2012; 55(3): 50-144. 

31. Scholtz S, Morgan JF. Obesity and psychiatry. 

Psychiatry. 2009; 8(6): 198-202. 

https://doi.org/10.1016/j.mppsy.2009.03.015 

 

34 

https://doi.org/10.1016/j.jpsychires.2005.02.003
https://doi.org/10.1016/S0022-3999(02)00488-9
https://doi.org/10.1016/j.appet.2008.06.010
https://doi.org/10.1016/j.mppsy.2009.03.015

