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ABSTRACT

Background: The prevalence and socioeconomic impact of obesity are increasing in the United King-
dom; however, the effects of body mass index (BMI) and comorbidities on health-related quality of
life (HRQoL) and work productivity in people living with overweight or obesity (PLwO) have not
been fully described.

Objective: To assess self-reported HRQoL and work productivity in PLwO in the United Kingdom,
grouped by BMI and presence of cardiovascular and/or metabolic (CVM) comorbidities.

Methods: Data used were from the Adelphi Obesity Disease Specific Programme™, a real-world
cross-sectional survey (October 2023—-April 2024). Physicians reported demographic and clinical
characteristics for PLwO on a weight management program who were >18 years old and had current
or previous BMI 230 kg/m?, or 27 kg/m* with >1 weight-related comorbidity. The same PLwO
completed the 36-item Short-Form Health Survey version 2 (SF-36v2) and Work Productivity and
Activity Impairment: Specific Health Problem (WPAI:SHP) questionnaire.

Results: Physicians provided data for 904 PLwO, of whom 119 completed the survey questionnaires.
Mean age for PLwO was 51.7 years, 54% were women, the majority were White (69%), and 70%
had 21 CVM comorbidity. SF-36v2 physical functioning scores were lower with higher BMI (P<.05).
Scores for physical functioning, role limitations due to physical problems, bodily pain, general health,
vitality, and the physical component summary were lower (P<.05) in PLwO with cardiovascular co-
morbidities than in those without. PLwO with metabolic comorbidities had lower scores than those
without for physical problems, general health, social functioning, mental health, and the mental com-
ponent summary (P<.05). WPAL:SHP scores for activity impairment, presenteeism, and overall work
impairment were higher in PLwO with CVM comorbidities than in those without (P<.05), indicating
lower productivity.

Discussion: Increasing BMI may be linked to lower physical functioning in PLwO. Comorbidities
were associated with reductions in HRQoL, with different domains affected depending on the type of
comorbidity. These comorbidities were also associated with impaired work productivity.

Conclusion: The presence of comorbidities, along with BMI, are important considerations for man-
aging obesity. Reducing the prevalence of overweight or obesity is likely to benefit both individuals
and wider society.

INTRODUCTION more than 890 million adults aged 18 years and older were living with
obesity worldwide, as of 2022.? Mirroring this global trend, the prev-
Obesity, defined as a body mass index (BMI) of 230 kg/m?, is a com- alence of obesity has been steadily increasing in the United Kingdom
plex, multifactorial disease, with an increasing public health and eco- (UK). According to the Health Survey for England, the prevalence of
nomic impact.'? The World Health Organization has estimated that obesity in England was estimated at 26% among adults in 2021.!
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People living with overweight or obesity (PLwO) are at an elevated
risk of experiencing chronic comorbidities, multimorbidity, and mor-
tality. In the Global Burden of Disease study, cardiovascular disease
(CVD) emerged as the greatest cause of disability and deaths related
to high BMI (225 kg/m?) worldwide in 2015.5 More than two-thirds
of deaths related to high BMI were due to CVD, which accounted
for about 2.7 million deaths and 66.3 million disability-adjusted life-
years.’ Type 2 diabetes (T2D) was the second leading cause of deaths
related to high BMI in 2015, contributing to 0.6 million deaths and
the loss of 30.4 million disability-adjusted life-years.” Published data
suggest that health-related quality of life (HRQoL) is lower for people
with overweight (defined as BMI 25 to <30 kg/m?) or obesity than
for those with normal weight (defined as BMI 18.5 to <25 kg/m?).%”
However, detailed data exploring the effects of different comorbidities
on physical and mental HRQoL in PLwO are limited.

In 2022, the annual total cost of obesity in the UK, including
all National Health Service (NHS), individual, and societal costs, was
estimated at £58 billion.® By far the largest proportion of these costs,
at 69%, was attributed to the individual impact of a reduction in qual-
ity of life (QoL), expressed in quality-adjusted life-years. Treatment of
obesity-related diseases accounted for 11% of costs, and lost productiv-
ity for 3%.® Extensive evidence indicates that comorbidities in people
with obesity are a major driver of healthcare resource utilization and
costs.”"" However, data are limited on the associations between BMI,
comorbidities, and work productivity.

In this study, we addressed current evidence gaps by using data
from a survey of physicians responsible for managing obesity and
PLwO who were receiving weight management support, to exam-
ine the relationships between BMI, comorbidities, and self-reported
HRQoL and work productivity in PLwO in the UK.

METHODS

Data Source

Data from the Adelphi Real World Obesity Disease Specific Pro-
gramme™ (DSP) were used in the analyses. Briefly, the DSP is a large,
multinational survey conducted in clinical practice that is designed to
capture current disease management, disease burden, and associated
clinical and physician-perceived treatment effects. The survey links
physician-reported and patient-reported data. The DSP methodology
has been described, validated, and demonstrated to be representative
and consistent over time in several studies, including in various disease

areas and countries.'>4

Study Design and Survey Population

In this observational study, a cross-sectional survey of PLwO and their
physicians was conducted between October 1, 2023, and April 4,
2024, in the UK.

To be eligible for participation, physicians were required to be
personally responsible for management and treatment decisions for
PLwO, and to have consultations with at least 10 PLwO in a typical
month. To be eligible, physicians could belong to the following disci-
plines: general practitioner or internist, diabetologist or endocrinolo-
gist, cardiologist, and obstetrician or gynecologist.

Participating physicians completed an online questionnaire to
record information for 8 PLwO presenting consecutively for consul-
tation who met the eligibility criteria for the survey. To be eligible, at
the time of data capture, PLwO were required to be at least 18 years
old and on a weight management program, and to have a current or
previous diagnosis of obesity (defined as BMI 230 kg/m?) or a cur-
rent or previous BMI 227 kg/m? with at least 1 comorbidity that was
considered weight-related by their physician. A weight management

program was defined as any structured attempt to lose weight, whether
prescribed by a healthcare professional or not, and not restricted to a
pharmacological intervention. PLwO were permitted to be receiving
anti-obesity medication but not to be involved in a clinical trial for
obesity treatment.

Only information available to the physicians at the time of consul-
tation was collected, which included information from PLwO during
consultation and retrospective data from medical records. The same
PLwO for whom physicians had recorded information were invited to

complete paper questionnaires immediately after consultation.

Ethics

All participants (physicians and PLwO) provided informed consent to
take part in the survey. However, information recorded by physicians
about PLwO who declined the survey could also be included in the
DSP database. Ethics exemption from Pearl Institutional Review Board
(Pear] IRB™; #22-ADRW-136) was obtained for use of anonymized
and aggregated data.

Outcomes

Demographic and clinical characteristics: Demographic and
clinical characteristics including age, sex, BMI, and race/ethnicity were
reported by physicians for their consulting PLwO. In the question-
naires provided, PLwO self-reported their employment status and type
of health insurance cover (if any).

For analysis of groups defined by BMI, PLwO with available data
were stratified as follows: overweight (25 to <30 kg/m?); obesity class
I (30 to <35 kg/m?); obesity class II (35 to <40 kg/m?); and obesity
class IIT (240 kg/m?).

Comorbidities: Weight-related comorbidities were reported by
physicians (Supplementary Table S1). In this analysis, cardiovascular
(CV) and metabolic comorbidities were of key interest. The follow-
ing conditions were considered to be relevant CV comorbidities: ath-
erosclerotic CVD, atrial fibrillation, cerebrovascular disease, coronary
heart disease, dyslipidemia, heart failure, hypertension, myocardial
infarction, peripheral vascular disease, stable angina, stroke, transient
ischemic attack, unstable angina, and vasculitis. Metabolic comorbidi-
ties were edema, hyperglycemia, hyperosmolar nonketotic hyperglyce-
mia, hyperthyroidism, hypothyroidism, insulin resistance, metabolic
syndrome, nonalcoholic fatty liver disease, nonalcoholic steatohepati-
tis, polycystic ovary syndrome, prediabetes or impaired glucose toler-
ance, and type 1 diabetes and T2D. Guidelines from the American
Heart Association and the European Society of Cardiology were used
to inform the grouping of conditions as CV comorbidities. American
Diabetes Association and Endocrine Society guidelines were used for
the grouping of conditions as metabolic comorbidities.

Groups of PLwO were defined by the presence of comorbidities as
follows: the "CV comorbidity” group included individuals with at least
1 CV comorbidity, and the "no CV comorbidity” group included only
individuals without any CV comorbidity. The same was true of the
groups with and without metabolic comorbidities. The broader "CV
and/or metabolic (CVM) comorbidity” group included all individuals
from the CV and metabolic comorbidity groups, and the "no CVM
comorbidity” group included only individuals without any CVM
comorbidities.

Health-related quality of life: PLwO completed the standard
version of the 36-item Short-Form Health Survey version 2 (SF-36v2)
to measure HRQoL." This instrument has a 4-week recall period,
and comprises 8 subscale scores (physical functioning, role limitations
due to physical problems, bodily pain, general health, vitality, social
functioning, role limitations due to emotional problems, and men-
tal health, plus the physical component summary [PCS] and mental
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component summary [MCS] scores). Scores are norm-based and inter-
preted in relation to the general population of the United States (US)
in 2009, with a mean of 50 and an SD of 10.'® A T-score of 47 to 53
is considered within the “normal” range for the general population in
the US. T-scores of less than 47 are considered to indicate impairment
within that domain or health dimension.

Work productivity: PLwO completed the Work Productivity and
Activity Impairment: Specific Health Problem (WPAI:SHP) question-
naire' to assess the impact of obesity on work productivity and regu-
lar activity. The WPAL:SHP quantifies impairment of regular activity
in all respondents, and absenteeism (work time missed), presenteeism
(reduced effectiveness at work), and overall work impairment (related
to absenteeism and presenteeism) in respondents who are in employ-
ment. The scores range between 0% for no impairment and 100% for

complete impairment.'®

Statistical Analysis

All available data in the study period were analyzed; no sample size
calculations were performed because the analyses were primarily
descriptive in nature. Statistical comparisons were performed to com-
pare HRQoL and work productivity scores between groups of PLwO
stratified by BMI or the presence of comorbidities. Analysis of variance
was used to compare SF-36v2 and WPAL:SHP scores across groups
defined by BMI. Bivariate comparisons of SF-36v2 and WPAIL:SHP
scores between each comorbidity group and the corresponding group
without comorbidities were conducted using #tests. For all compari-
sons, a P value <.05 was considered to indicate statistical significance.

RESULTS

Recruitment and Baseline Characteristics

In total, 94 physicians provided data for 904 PLwO. Most physicians
were general practitioners or internists (n=57; 61%), approximately
one-fourth were endocrinologists or diabetologists (n=25; 27%), and
the remainder comprised cardiologists (n=11; 12%) and 1 obstetri-
cian/gynecologist (1%).

In the group of 904 PLwO, the mean (SD) age was 51.7 (14.6)
years and 490 (54%) were women; the majority of PLwO were of
White race/ethnicity (n=624; 69%) (Table 1). In total, 889 PLwO
provided information on the use of medications or other approaches
for weight loss when surveyed. Most PLwO (n=689; 78%) were not
prescribed medications specifically for weight loss at the time of the
survey. The remainder (n=200; 22%) reported being prescribed med-
ications for weight loss (orlistat: n=105 [53%]; semaglutide: n=068
[34%]; liraglutide: n=24 [12%]; naltrexone/bupropion: n=4 [2%]).

Data on BMI were available for 888 PLwO at the point of con-
sultation, of whom 109 (12%) had overweight; 308 (35%) had obesity
class I; 246 (28%) had obesity class II; and 225 (25%) had obesity
class I1I.

Overall, 442 PLwO (49%) had a CV comorbidity, 385 PLwO
(43%) had a metabolic comorbidity, 637 PLwO (70%) had at least
1 CVM comorbidity, and 267 (30%) had no CVM comorbidity
(Table 1). A greater proportion of men than women had CV comor-
bidities (53% vs 46%), but proportionally more women than men had
metabolic comorbidities (59% vs 41%). The mean age of PLwO with
CV comorbidities was greater than in those without (57 years vs 47
years) (Table 1).

In total, 119 PLwO completed the survey. Of 117 PLwO who
answered the survey question on employment status, 78 (67%) reported
that they worked full-time or part-time. Data on health insurance were
available for 77 PLwO, most of whom (n=70; 91%) reported having
no private insurance and having access to the UK NHS only.

Health-Related Quality of Life

In total, 119 PLwO completed the SF-36v2. Domain and summary
scores for the overall study population are shown in Table 2. Nearly
all scores for the overall population fell below the lower limit of the
normal range in the general US population (range: 47-53), indicating
poorer HRQoL.

SF-36v2 data for PLwO with available BMI measurements are
shown in Figure 1. The mean (SD) physical functioning score decreased
with increasing BMI (overweight, n=12: 46.5 [10.1]; obesity class I,
n=46: 44.7 [9.2]; obesity class II, n=37: 43.2 [10.9]; obesity class III,
n=24:37.6 [12.7]; P=.04). When only groups with obesity were con-
sidered, mean SF-36v2 scores were lower for each successive obesity
class in the domains of role limitations due to physical problems, vital-
ity, general health, social functioning, role limitations due to emotional
problems, and the PCS.

PLwO with CV comorbidities (n=52) had lower SF-36v2 scores
than those without (n=67) (Figure 2A), with P values <.05 for phys-
ical functioning (37.8 [11.7] vs 47.0 [8.1]; P < .001), role limitations
due to physical problems (43.8 [11.2] vs 49.0 [8.7]; P=.005), bodily
pain (44.5 [12.4] vs 49.0 [9.9]; P=.03), general health (36.6 [11.3] vs
40.7 [9.3]; P=.03), vitality (41.0 [11.6] vs 46.5 [10.1]; P=.007), and
the PCS (40.0 [10.4] vs 47.1 [8.0]; P < .001).

PLwO with metabolic comorbidities (n=65) had lower SF-36v2
scores than those without (n=54) (Figure 2B), with P values <.05 for
role limitations due to physical problems (44.6 [11.2] vs 49.3 [8.2];
P=.01), general health (36.9 [11.0] vs 41.3 [9.1]; P=.02), social
functioning (42.2 [12.4] vs 46.6 [8.6]; P=.03), mental health (42.4
[12.1] vs 46.6 [9.5]; P=.040), and the MCS (43.2 [12.2] vs 47.6
[9.5]; P=.03).

SF-36v2 scores were lower in PLwO with at least 1 CVM comor-
bidity (n=88) than in those without (n=31), with P values <.05 for
physical functioning (41.6 [11.5] vs 46.9 [7.3]; P=.02), role limita-
tions due to physical problems (45.2 [10.5] vs 50.9 [7.8]; P=.007),
general health (37.7 [11.0] vs 42.3 [7.4]; P=.04), and the PCS (42.6
[10.2] vs 47.9 [7.2]; P=.009; Figure 2C).

Work Productivity and Activity Impairment

Of the 119 PLwO who answered the relevant survey question, 8 (7%)
reported being unemployed, on long-term sick leave, or retired owing
to their weight. A total of 117 PLwO answered the WPAL:SHP ques-
tion on activity impairment: the mean (SD) score was 36.7 (29.3).
Among PLwO who reported being employed and answered the rele-
vant questions, the mean (SD) score was 28.1 (24.1) for presenteeism
(n=75) and 5.5 (18.5) for absenteeism (n = 66). For the 65 PLwO with
scores for both presenteeism and absenteeism, the mean (SD) score for
overall work impairment was 32.0 (26.9).

In general, there were higher WPAIL:SHP scores for activity
impairment, presenteeism, and overall work impairment in groups
with obesity than in those with overweight, but sample sizes were rela-
tively small (range: 8-45), there was no apparent stepwise relationship
between WPAIL:SHP scores and BMI, and the P values for these com-
parisons were above the threshold of .05 (Supplementary Table S2).

Mean WPAL:SHP scores for activity impairment, absenteeism,
presenteeism, and overall work impairment were higher in PLwO with
a CV comorbidity than in those without (Figure 3); however, the P val-
ues for these differences were above the threshold of .05. All WPAI:SHP
scores were also higher in PLwO with a metabolic comorbidity than
without, with P values <.05 for activity impairment (43.0 [30.7] vs 29.3
[25.8], P=.01) and presenteeism (33.7 [25.5] vs 20.6 [20.2], P=.02;
Figure 3).

All mean (SD) WPAI:SHP scores were lower for PLwO with at
least 1 CVM comorbidity than for those without these comorbidities,
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Table 1. Baseline Demographics, Overall and by BMI Group, and Presence of Comorbidities
Characteristic BMI Group CV Comorbidity Metabolic Comorbidity = CVM Comorbidity
Overall Overweight  Obesity ClassI Obesity Class ~ Obesity Class No Yes No Yes No Yes
(N=904) (n=109) (n=308) II (n=246) III (n=225) (n=462) (n=442) (n=519) (n=385) (n=267) (n=637)
Age, y, mean (SD) 51.7 (14.6) 53.2 (14.6) 50.9 (14.0) 50.1 (14.0) 53.7 (15.7) 46.6 (14.1) 57.0 (13.3) 52.1(15.3) 51.2(13.7) 46.0 (14.2) 54.1 (14.1)
Physician-reported sex, n (%)
Female 490 (54.2) 64 (58.7) 161 (52.3) 146 (59.4) 114 (50.7) 287 (62.1) 203 (45.9) 263 (50.7) 227 (59.0) 154 (57.7) 336 (52.7)
Male 408 (45.1) 45 (41.3) 145 (47.1) 100 (40.7) 107 (47.6) 174 (37.7) 234 (52.9) 251 (48.4) 157 (40.8) 112 (41.9) 296 (46.5)
Intersex 6(0.7) 0 (0.0) <5 (<1.0) 0 (0.0) <5 (1.8) <5 (<1.0) 5(1.1) 5(1.0) <5 (<1.0) <5 (<1.0) 5 (<1.0)
Race/ethnicity, n (%)
Black African or Caribbean 73 (8.1) 9 (8.3) 18 (5.8) 19 (7.7) 25 (11.1) 37 (8.0) 36 (8.1) 45 (8.7) 28 (7.3) 22 (8.2) 51 (8.0)
East or Southeast Asian® 73 (8.1) 7 (6.4) 18 (5.8) 18 (7.3) 28 (12.4) 26 (5.6) 47 (10.6) 48 (9.2) 25 (6.5) 11 (4.1) 62 (9.7)
Middle Eastern or North 23 (2.5) <5 (<3.0) 8 (2.6) <5 (<2.0) 8 (3.6) 14 (3.0) 9 (2.0) 13 (2.5) 10 (2.6) 9 (3.4) 14 (2.2)
African®
South Asian (Indian 111 (12.3) 18 (16.5) 36 (11.7) 26 (10.6) 27 (12.0) 52(11.3)  59(13.3) 70 (13.5)  41(10.6)  34(127) 77 (12.1)
subcontinent)
White 624 (69.0) 72 (66.1) 227 (73.7) 179 (72.8) 138 (61.3) 334 (72.3) 290 (65.6) 344 (66.3) 280 (72.7) 192 (71.9) 432 (67.8)

Abbreviations: BMI, body mass index; CV, cardiovascular; CVM, cardiovascular and/or metabolic; PLwO, people living with overweight or obesity.

“PLwO was included in both the "East or Southeast Asian" and the "Middle Eastern or North African" groups.
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particularly for activity impairment (41.0 [29.3] vs 24.5 [25.8],
P=.007), overall work impairment (36.0 [26.2] vs 19.7 [25.7], P=.03),
and presenteeism (33.0 [23.8] vs 15.7 [20.6], P=.005; Figure 3).

The sample size, median, and interquartile range for overall
WPAL:SHP scores and scores grouped by the presence or absence of
comorbidities are shown in Supplementary Table S3.

Table 2. SE-36v2 Scores for the Overall Study Population
Mean (SD) SF-36v2 Score

Domain or Summary Score®

Physical functioning 43.0 (10.8)
Role limitations due to physical 46.7 (10.2)
problems

Bodily pain 47.1 (11.3)
General health 38.9 (10.4)
Vitality 44.1 (11.1)
Social functioning 44.2 (11.0)
Role limitations due to emotional 46.4 (11.8)
problems

Mental health 44.3 (11.2)
Physical component summary 44.0 (9.8)
Mental component summary 452 (11.2)

Abbreviation: SF-36v2, 36-Item Short Form Health Survey version 2.

DISCUSSION

This real-world analysis using data collected from both physicians and
individuals receiving weight management support provides valuable
insights into the different effects of BMI and comorbidities on PLwO.
Higher BMI was linked to worse HRQoL, particularly physical func-
tioning, but the relationship between BMI and work productivity was
less clear. The presence of comorbidities in the PLwO group affected

both HRQoL and work productivity, and the exact nature of these
effects varied slightly between CV and metabolic comorbidities. In
addition to addressing a key evidence gap concerning the impact of
comorbidities on HRQoL and work productivity in obesity, our results
support existing data indicating a negative correlation between BMI
and HRQoL.

Previous observational studies using different measures of HRQoL
have indicated that higher BMI is linked to worse HRQoL in PLwO.
In the UK, Health Survey for England data suggested that higher BMI
in PLwO was associated with lower EQ-5D-3L summary scores.'”? In
the US, studies using the SF-36v2° and the Patient-Reported Outcomes
Measurement Information System (PROMIS) Global Health metric*!
reported that HRQoL in PLwO decreased with increasing BMI.

The SF-36v2 data in our study are supported by a previous
analysis with a much larger sample size.”> In our study, PLwO with
higher BMI reported poorer SF-36v2 scores in most domains, partic-
ularly for physical functioning, and this result is similar to those from
a meta-analysis that included 43 086 adults from multiple countries
and showed reduced HRQoL in PLwO, particularly in the physical
domains.”> However, some of our findings differ from published data.
In our study, nearly all the mean SF-36v2 scores in PLwO were lower
than the normative value of 47 for the general population in the US
in 2009,'° suggesting impairments in HRQoL domains. These find-
ings differ from those of randomized controlled trials investigating the
efficacy of semaglutide (STEP trials) or tirzepatide SURMOUNT tri-
als) for weight management in PLwO that reported baseline SF-36v2
domain scores for participants. In STEP-1, STEP-2, STEP-3, and
STED-4, all SF-36v2 domain scores were reported,”? whereas in
the SURMOUNT trials (SURMOUNT-1, SURMOUNT-3, SUR-
MOUNT-4, and SURMOUNT-CN) only scores for the SF-36v2
physical functioning domain were reported.”** In the STEP and SUR-
MOUNT trials, the baseline SF-36v2 scores from trial participants

were all above the normative value for the US general population,?*

Figure 1. SF-36v2 Scores for PLwO by BMI Group
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Abbreviations: BMI, body mass index; PLwO, people living with overweight or obesity; SF-36v2, 36-item Short-Form Health Survey version 2.

SE-36v2 scores are expressed as mean (SD).

P values are shown for each analysis of variance of mean SF-36v2 scores.

Domain scores of less than 47 (dashed line) indicate impairment according to normative data from the general population of the US in 2009.'
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Figure 2. SF-36v2 Scores for PLwO by (A) CV, (B) Metabolic, or (C) CVM Comorbidities
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Abbreviations: CV, cardiovascular; CVM, cardiovascular and/or metabolic; PLwO, people living with overweight or obesity; SF-36v2, 36-item Short-Form Health
Survey version 2.

SE-36v2 scores are expressed as mean (SD).

P values are shown for each comparison of mean SF-36v2 scores.

Domain scores of less than 47 (dashed line) indicate impairment according to normative data from the general population of the US in 2009.'¢

“There were 50 respondents for the domain of role limitations due to emotional problems but 52 for all other domains.

*There were 52 respondents for the domain of role limitations due to emotional problems but 54 for all other domains.

“There were 86 respondents for the domain of role limitations due to emotional problems but 88 for all other domains.
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Figure 3. WPAI:SHP Scores for (A) Activity Impairment, (B) Presenteeism, (C) Absenteeism, and (D) Overall Work Impairment
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WPAIL:SHP scores are expressed as mean (SD).

P values are shown for each comparison of mean WPAI:SHP scores.
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which contrasts with our study. This is likely to result from disparities
in populations and SF-36v2 administration methods between the clin-
ical trials and this real-world survey.

Our study did not identify any clear stepwise relationship between
increasing BMI group and reduction in measures of work productivity.
However, activity impairment scores, presenteeism, and overall work
impairment were generally higher in people with obesity than in those
with overweight. These findings are concordant with the apparent rela-
tionship between increasing BMI and reduced physical functioning
identified in our study, and are consistent with published data.®

There are few published data on the impact of comorbidities
on HRQoL or work productivity in PLwO. In a previous US study,
people with obesity and T2D reported poorer HRQoL and impaired
work productivity than those with obesity without T2D.¢ In our study,
comorbidities appeared to have an impact on all aspects of HRQoL
and work productivity, but there were some differences between CV
and metabolic comorbidities. For example, there was an apparent sig-
nificant reduction in the PCS score in the group with CV comorbidi-
ties, but not in the PCS score for the group with metabolic comorbid-
ities. This finding supports a holistic approach to the management of
overweight and obesity that considers the presence of comorbidities
in addition to BMI, and seeks to treat concomitant conditions along-
side weight management support. This approach aligns with a position
statement published in 2025 by Rubino et al proposing that impair-
ments of organ function and activities of daily living related to excess
weight, in addition to indices of body fat, should be considered when
diagnosing and treating obesity.”

The results of this study should be considered in the context of
the wider societal impact of obesity in the UK. Between 1992 and
2020, successive UK governments proposed 689 wide-ranging policies
to address obesity in England alone; however, the prevalence of obesity
has continued to rise, particularly in certain socioeconomic groups.*’
In 2020, the UK government recognized that overweight-related and
obesity-related conditions across the UK cost the NHS £6.1 billion
annually, and estimated that weight loss of 2.5 kg for individuals who
are living with overweight or obesity could save the NHS £105 mil-
lion in the next 5 years.’' The treatment landscape for obesity in the
UK has also undergone changes with the approval of semaglutide and
tirzepatide for weight loss in obesity in the UK in January 2022%? and
November 2023,% respectively. Follow-up analyses aligned with the
present study would be valuable to assess how the availability of these
medications has affected PLwO who are eligible for weight manage-
ment interventions.

The Adelphi Real World Obesity DSP captures a broad range of
characteristics for PLwO, allowing both characterization of the popula-
tion and identification of risk factors for disease burden. However, our
study has some limitations. The population of interest includes only
PLwO receiving weight management support, meaning that the results
may not be fully generalizable to the wider population of PLwO in the
UK. Furthermore, data capture is based on PLwO presenting to the
physician in the specified time frame, which may have led to PLwO who
consult more frequently being selected for the study. The low comple-
tion rate for some questions limited the available sample size, introduc-
ing the possibility of selection bias and reducing the power of statistical
comparisons. Finally, the cross-sectional observational study design lim-
its the ability to determine causality in relationships between clinical
characteristics and HRQoL or work productivity, and further research
with larger and broader populations is warranted to address this.

CONCLUSIONS

This real-world study indicates that both BMI and comorbidities in
PLwO are likely to affect well-being and daily life. This suggests that
these factors should be considered as part of decision-making regarding
the individual clinical management of overweight and obesity, as well
as wider societal efforts to understand the impact of overweight and
obesity and to reduce the effects of both conditions in the UK. Further-
more, the findings suggest that reducing the prevalence of overweight
and obesity and limiting the development of comorbid conditions
could bring benefits for both individual health and wider society.
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