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ABSTRACT 

 

Introduction 

There is little research involving the US male population with regard to 

weight-control and behavior that may affect their weight status.  Gender-specific 

weight-control programs for men aren’t the standard.   

Aims 

The primary aim of this study was to survey dieting and health habits of an 

adult male employee population.  The secondary aim was to determine if the 

population would be interested in a male-specific weight-control program. 

Methods 

A 50-question web-based Qualtrics® survey was posted October 2nd – 30th, 

2014.  A convenience sample was taken. Excluded were men who had not attempted 

to diet in the past and those under age 18.  

Results 

Participants numbered 254 males.  Sources of nutrition knowledge pertaining 

to diets ranged from a high of web sites (n=163, 71.2%) to a low of registered 

dietitians (n=24, 10.5%).  Of those who reported restricting at least one-macronutrient 

(47%, n=119) restrictions were carbohydrates 77% (n=92), fats 40% (n=47) and 

protein 19% (n=22).   



 ix

Data were collapsed into age groups for some analyses such as dieting 

methods. The over 30 age group was more likely to have: decreased amount of food 

intake (χ2 = 12.03, n=185 p= .001), reduced overall calories (χ2 = 3.95, n=163, p= 

.047), skipped meals (χ2= 7.70, n=55, p= .006) or tried programs such as Weight-

Watchers™, Jenny Craig™, etc. (χ2= 6.40, n=30 p= .011).  There was nothing of 

significance for those under 30. 

Among all respondents, interest in a gender-specific weight-loss program was 

compared with the following variables: satisfaction with current weight (χ2 = 6.89, 

n=252, p= .032), education (three groups) (χ2=9.76, n=251, p= .008), income  

(χ2=14.56, n=245, p=. 006) and BMI (χ2=11.17, n=252, p= .004).  Applying the 

Mann-Whitney U test to compare weight satisfaction (1-5) values between those 

interested/not interested in a weight-loss program for men, the two age groups gave 

(5863.5, p= .019), weight satisfaction (5625, p= .005), three levels of education 

(5525.5, p= .002), BMI (5678.5, p= .005) and income (5599, p= .034). 

Conclusion 

Further research addressing dissatisfaction with BMI may lead to development 

of gender-specific programs that could result in safe and effective weight-control 

programs for men possibly decreasing prevalence of male obesity. 
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Chapter 1 

INTRODUCTION 

Obesity is a health disparity that cuts across all demographics. Two-thirds of 

adults and almost one-third of children in the United States (US) are overweight or 

obese, with every age group, gender, urban or rural and majority-minority populations 

being represented. 1   This epidemic is associated with major causes of chronic disease, 

disability and death. Obesity is a complex and multifaceted problem in the US and 

resources have been developed to bring awareness to the problem at the community 

and individual level.   

A 2012 Institute of Medicine (IOM) report puts a great deal of emphasis on 

“message environments” for obesity prevention which are broken down into four 

components including school, food and beverage, physical activity, health care and 

work environments. 2   Programs have been developed for communities, schools and 

work environments as well as for women and children and the IOM report focuses 

strongly on these components. Yet there is a missing link in these intervention plans. 

Very little research has been done on the dieting habits of men in the US and the effect 

these habits have on their weight status.   

Males make up 49% of the total population.  According to the US Census 

Bureau, the male population has increased at a slightly higher rate than females (9.9% 

as opposed to 9.5% respectively between 1999 and 2010). 3   Furthermore, much 

research has been done to address behavioral and group dynamics associated with the 

influence of diet habits among specific groups with little focus on male dieting habits.  
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Dietary choices of men may influence health and lifestyle outcomes that affect them as 

individuals and collectively as a member of their household, potentiating far reaching 

long-term health affects.   

Weight status and the dietary habits associated with weight status have been 

strongly implicated in research leading to development of chronic conditions such as 

diabetes, stroke, hypercholesterolemia, heart disease, certain cancers and arthritis. The 

following literature review will address the eating and dieting habits of men and the 

effect such habits have on their health. 
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Chapter 2 

LITERATURE REVIEW 

2.1 Background 

According to the National Health and Nutrition Examination Survey 

(NHANES) the prevalence of obesity has increased between 1976-1980 and 1988-

1994 and again between 1988-1994 and 1999-2010. 4   An analysis was done of height 

and weight measurements on 5,555 adult men and women aged 20 years and older 

obtained in 2007-2008 as part of an NHANES survey, a nationally representative 

sample of the US population. 2   Overweight is defined as a Body Mass Index (BMI) 

between 25.0 and 29.9.  Obesity is defined as a BMI of 30 or higher.  Estimates of the 

overweight and obese population of this study revealed that over the 10-year period 

between 1999 and 2008, obesity showed no significant trend among women, however, 

there was a significant linear trend for men.  A sample size of 2,750 men revealed a 

prevalence of obesity in 32.2% of men greater than 20 years of age in years 2007-

2008; this was up from 27.5% in 1999-2000.   Non-Hispanic white men had a 31.9% 

obesity rate and non-Hispanic black men had an obesity rate of 37.3%.  Thirty-one 

percent of adult men aged 40-59 years were found to be obese between 2011-2012, 

which indicates increasing trends in obesity across age ranges and further emphasizes 

this linear trend. 

Another NHANES study examined the trends in energy intake among US 

adults from the 1999 through 2010. 8   Energy balance has been recognized as a key 

influence for weight status.  Trends in energy intake using data taken from nine 
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NHANES surveys included a total of 63,761 adults age 20-74 years.  The results 

demonstrated an adjusted mean energy intake that increased from 1955 kcal/day in 

years 1971-1975 to 2269 kcals/day in 2003-2010, then, declined to 2195 kcals/day 

during years 2009-2010.    Analysis of data from NHANES   suggest that the 

prevalence of obesity may be leveling off among women, particularly white women, 

but continues to increase among men.  In contrast, energy intake among men increased 

similarly in relative terms as energy intake among women despite a continuing 

increase in the prevalence of obesity in men. Evidence of this is demonstrated by the 

population of 4,903 men in 1971-1975 eating a mean total of 2453.4 kcals per day as 

opposed to the sample population of 2,456 men in 2009-2010 eating a mean total of 

2564 kcals per day.  Obesity in men might be attributed to the additional 108 kcals/day 

taken by men combined with increased sedentary lifestyles.  

2.2 Dieting Habits of the Male Population and Related Health Disparities 

As the baby-boomer population ages certain lifestyle predictors such as 

smoking, physical activity, sedentary lifestyles and alcohol consumption in middle-

aged men can lead to higher disability rates compressed into fewer years.  Healthy 

aging has no clear phenotype definition and more research is needed to establish the 

impact on dietary and sedentary behaviors on healthy aging men.  A study of older 

men included samples of men born prior to the Second World War.6 It is thought that 

in light of the obesity epidemic, future generations may not age the same.  The global 

phenomenon of obesity is associated with environment, social and personal factors, 

such as urbanization and global change to food availability, eating habits and 

increasingly sedentary lifestyles.  Current and future impacts of obesity on health care 

expenditures and human life expectancy may be enormously impacted. 6 
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The Pennington Center Longitudinal Study involved 14,343 adults ages 18-89 

years and measured height, weight, waist to height ratio (WHtR), waist to hip ratio 

(WHR) and BMI. 7   These measures were compared to the vital statistics of the 

population after 120,637 person years.  The vital status of the participants was 

determined by linkage with the National Death Index through 2009.  Associations of 

anthropometry and all-cause mortality were stronger in white adults than African 

American (AA) adults; however, total male participation was lower (36.6%) than 

female (63.4%) in this study.  While the purpose of this study was to compare 

anthropometric measures with mortality between races, it is important to note that the 

sample size of men in the study was significantly smaller than that of women thereby 

leading to the need for further research on the association between anthropometric 

measures and race with attention to the male population.  The strength of the 

association between BMI and mortality in AA men is unclear, as some studies have 

reported a significant association in these men while others have reported an absent or 

reduced association .7 

Weight control is strongly related to other health habits. In men these habits 

may have a stronger correlation as demonstrated by several studies.  A prospective 

cohort study of 19,478 US male health professionals with follow up from 1988-1992 

was tracked and the effect of a change in four common habits (exercise, smoking, 

television viewing and eating) on body weight was measured. 10   This group of 

middle-aged men, who were free of cancer, coronary heart disease and stroke, was 

tracked to determine the association between a 4-year change in body weight and 

common habits, after adjusting for baseline age, hypertension and 

hypercholesterolemia.  The results revealed that vigorous activity was associated with 
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weight reduction, while television and video viewing and eating between meals were 

associated with weight gain.  Quitting smoking and a history of voluntary weight loss 

prior to the study period were consistently related to weight increase.  Recently being 

on a diet was more strongly related to weight loss among older men. Over the 4-year 

period, middle-aged men who increased their exercise, decreased television viewing 

and stopped eating between meals, lost an average weight of 1.4 kg. Overall, this 

population realized a 1.4 kg. increase in weight.  Another study suggested the 

prevalence of obesity among middle-aged men was lowest among those who 

maintained a higher level of vigorous physical activity. 6   These data suggested an 

improvement in overall health habits with emphasis on increased physical activity and 

decreased television use along with change in eating habits resulted in weight 

maintenance or a modest weight loss over 4 years in this male population. 

The FINRISK study using a population of 3995 Finnish men and women aged 

25 to 64 years aimed to find associations of education and income with BMI and to 

study the mediating pathways through health behaviors. 12   A self-administered 

questionnaire assessed education, household income, leisure-time physical activity, 

sitting behavior, dietary habits, smoking, and alcohol consumption. The results 

indicated that most health behaviors mediated the association between socioeconomic 

status and BMI. Health behaviors clustered strongly with each other. Among men, diet 

had the strongest association with BMI, while the effect was of lower magnitude for 

television time, physical activity and between meal eating.  Furthermore, education 

and income had direct associations with BMI among women only. There were several 

gender differences noted in this study.  In men, diet and sitting, but not leisure-time 

physical activity were systematic mediators between socioeconomic status and BMI.  
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In women, the mediators were income, diet, sitting, leisure-time and physical activity, 

and alcohol consumption. This may indicate that socioeconomic status, mostly high 

income, fosters healthier behaviors and there is a larger variance in these behaviors in 

women as opposed to men.  The data in this study found that women used fruits and 

vegetables more frequently suggesting an overall healthier diet in women than in men. 

In contrast, men more than women reported a higher self–rated diet quality overall.  

Therefore, there may be gender-specific perceptions in health behaviors. The data in 

this study concluded that higher socioeconomic position predicted lower BMI and its 

effect was mediated by diet and sitting in men. 

A study using NHANES data from 2001-2002 aimed to analyze specific 

practices by US adults who tried to lose weight or tried to not gain weight during the 

past 12-month period. 14 A total of 2,209 men aged 20 years and older were used in 

this study. Covariates of age, race/ethnicity, education, smoking status and BMI were 

included. Overall, 51% percent of US adults tried to control their weight in the past 12 

months of the study, including those who tried to lose weight (34% of men and 48% 

of women) and those who tried to maintain weight (11% vs. 10% respectively). Many 

more women with a normal BMI reported trying to lose weight in the previous year 

than men (29.8% vs. 9.9% respectively). The prevalence of trying only not to gain 

weight over the previous 12 months was similar between genders (9.8% and 11% 

respectively).  Trying to lose weight varied by socio-demographics but was most 

strongly associated with increased BMI.  Among men, there was no association with 

age and trying to lose weight. Gender-specific odds of men trying to maintain weight 

(not gain) were higher in those aged greater than 30 years.   Sixty-four percent of both 

genders ate less food as a means to lose weight.  However, men reported higher levels 
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of physical activity (180 minutes vs. 100 minutes per week respectively). Among the 

group trying to maintain weight, men and women did not differ significantly in rates 

of calorie restriction (71.2% for men, 64.1% for women); however, men once again 

reported higher levels of physical activity (210 minutes per week as opposed to 113 

minutes/week) and were more likely than women to meet recommendations 

combining calorie restriction with physical activity. 

Another study was done to examine the association between BMI and more 

objective measures of prostate tumor aggressiveness, tumor grade and size.  A 

retrospective analysis of 2,302 patients treated with radical prostatectomy at the Duke 

Prostate Center from 1988-2007 was performed. 15   After adjusting for multiple 

clinical pre-operative characteristics, higher BMI was associated with a greater percent 

of the prostate involved with cancer, increased tumor volume and high-grade disease.  

Men with BMI >35 had nearly 40% larger mean tumor volumes than normal-weight 

men.  There may be substantial evidence that obesity in men may cause greater risk of 

more aggressive prostate cancers if diagnosed with the disease. 

Obesity may be associated with prostate cancer leading to greater amount of 

tumor involvement, a higher-grade tumor at diagnosis and death. The Cancer 

Prevention Study II Nutrition Cohort examined the BMI and weight change in relation 

to incident of prostate cancer by disease grade and stage in 69,991 men.16 Participants 

provided height and weight in 1982 and again at enrollment in 1992. During follow-

up, documentation on 5,252 prostate cancers was done.  BMI was found to be 

inversely associated with risk of non- metastatic low-grade prostate cancer, but BMI 

was positively associated with risk of non-metastatic high -grade prostate cancer.  

Compared with weight maintenance, men who lost >11 pounds between 1982 and 
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1992 were at decreased risk of more aggressive prostate cancer and may have 

decreased further occurrence and diagnoses of less-aggressive tumors. 

2.3 Dieting Habits of Young Adult Males 

Obesity is not only a concern for adult males.  The prevalence of obesity in the 

US is higher among adolescents than children aged 2-5 years. 8   Between years 2009-

2010, data also show that the prevalence of obesity is higher among boys aged 2-19 

than girls.1 Weight gains were found to be of greater incidence and magnitude in 

college-aged males than females.7   Several studies have shown this to be true. One 

such study focused on fast-food eating habits of university men and women 17.  A two-

page questionnaire assessed subjects’ frequency of eating meals and snacks at fast- 

food restaurants, the predominant types of fast-food restaurants patronized, frequency 

of meals and snacks eaten at such restaurants and influencing factors on choices.  

Eighty-four percent of men as opposed to 58% of women reported eating fast food for 

lunch at least once day a week.  Also, a significantly higher percentage of men than 

women (70% as opposed to 63%) reported choosing a burger and French fries at this 

meal.  Forty-one percent of men as opposed to 21% of women choose a carbonated 

beverage whereas the reverse was reported for diet soda (14% vs. 31%).  Women 

reported eating at fast-food restaurants with family/friends more often than men as one 

of two main reasons for eating at fast-food restaurants.  Forty-four percent of men 

reported eating everything served as opposed to women who ate just until satisfied.  

Thirty-seven percent of men and 51% of women reported they considered selecting 

healthier options at fast-food restaurants. 

A study done to examine differences in dieting trends, eating habits and 

nutrition beliefs in a group of college students reported men had significantly higher 
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height, weight and BMI values. 5 A significantly higher percentage of women reported 

trying a low-fat or low-carbohydrate diet than men, a significantly lower percentage of 

men than women ever tried a diet, and women reported obtaining nutrition knowledge 

from family, newspapers, and magazines while men reported gaining nutrition 

knowledge primarily from classes, friends, instinct, television and other means. 

Women agreed there was too much sugar in their diets and that it is important to 

monitor carbohydrate and fat consumption in order to lose weight. Ninety-four percent 

of all subjects agreed that it is important to eat a variety of foods to maintain health. 11 

Research on gender differences as a contributing factor for weight gain during 

the freshman year in college found that of the 379 college students (60% male) who 

participated in this weight assessment and life-course perspective study (obtained in a 

focus group setting) concluded that weight gains were significantly higher and of 

greater incidence in males than in females during freshman first semester. 11   Eating a 

healthy diet during this time was considered to be more challenging than during senior 

year of high school for both males and females. Male students were less concerned 

about weight and used fewer strategies to control weight gain than females.  Behaviors 

established during this time could initiate life-long weight struggles and associated 

health problems and the college male populations may be at increased risk for these 

health disparities. 

2.4 Temporal Eating and Weight 

Research supports eating breakfast is one of the most common habits that 

facilitate a healthy BMI.  Among adults, skipping meals is associated with excess 

body weight, hypertension, insulin resistance and elevated fasting lipid 

concentrations.13   The Health Professionals Follow-Up Study (HPFS) prospectively 
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researched breakfast eating habits and risk of coronary heart disease (CHD) in 26,902 

American men age 45-82.13   These men were free of cardiovascular disease and cancer 

at the time of study. The HPFS is an ongoing study of male health professionals who 

were enrolled in 1986; about 97% were of white European decent.  Questionnaires 

about medical history, lifestyle and health –related behaviors were mailed to 

participants with baseline questions for eating habits of this population beginning in 

1992.  The HPFS used a 131-item food frequency questionnaire every 4 years to 

assess dietary habits. Because some men reported skipping breakfast and then reported 

eating before breakfast and in between breakfast and lunch, breakfast was defined as 

eating before breakfast, after breakfast and before lunch.  In this study late-night 

eating was defined as eating after going to bed.  Results of this study found that men 

who skipped breakfast had a 27% higher risk of CHD compared with men who did 

not.  Compared with men who did not eat late at night, those who ate late at night had 

a 55% higher CHD risk. These associations were attenuated by body mass index, 

hypertension, hypercholesterolemia, and diabetes mellitus.  Eating breakfast was 

associated with significantly lower CHD risk in this cohort of male health 

professionals.  Skipping breakfast, and late-night eating were associated with higher 

BMI’s, and late- night eating was associated with increased calorie intake. 

2.5 Emotional Eating 

A number of research studies have been done on how psychological influences 

correlate with weight status.  There is evidence that emotional eating (EmE) may 

differ between genders. Using a three-factor eating questionnaire, 8,589 men and 

27,061 women participated in the Nutri-Net-Sante cohort. 18   The three factors 

addressed in this study were: cognitive restraint, uncontrolled eating and EmE. Self-
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reported height and weight were used as well as EmE scores from the 21-item 

questionnaire.  The relationship between EmE and weight status was estimated and 

interactions between EmE, gender and dieting history were assessed.  Emotional eaters 

were likely to overeat in response to emotions rather than respond to internal satiety 

cues.  This type of behavior is more frequent in obese subjects.  Results of this study 

indicate that EmE was greater in women than in men and in former or current dieters 

than in subjects without a history of dieting. The modification of gender and dieting on 

the EmE score and on the association of the EmE score and weight status as well as 

history of dieting should be further explored when addressing dieting and the male 

population. 

2.6 Male Obesity in Other Cultures 

As obesity remains a public health challenge on a global level, populations are 

being studied to determine what can be done to modify diets and eating behavior 

within communities.  A study of London-based Irish men cites the number of men 

rated as obese in England is estimated to have increased from around 4.3 million in 

2003 to over 6.6 million by 2010. 19   Similarly, a focus group study of Mexican 

immigrant men’s perceptions of dietary choices relating to lifestyle was done to 

explore this population’s perspective on weight, diet and physical activity as it relates 

to the individual and families.20   Immigration is happening on a global scale and 

Latinos comprise the largest, fastest growing minority group in the United States.  

Among the Mexican-American population 40.4% of adults aged 20 years or older are 

classified as obese .18   The prevalence of obesity in Hispanic men in years 2011-2012 

is 40.1% (which includes all Hispanic men not just Mexicans). 3   These data correlate 

with increasing risk for chronic diseases such as diabetes. Using a Socio-Ecological 
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Model as a guide, research questions were developed to gain insight on immigrant 

men’s perspective on weight and lifestyle as they relate to the individual and family.  

Mean age of the population was 41years.  One- hundred percent were born in Mexico 

and had lived in Alabama for a mean of 8 years.  Perceived benefits of a healthy 

lifestyle included improved mobility and decreased morbidities. Perceived obstacles to 

achieving a healthier weight included demanding work schedules and an environment 

not conducive to walking.  These men also described immigration as having a negative 

impact on family unity and established meal times.  The difficulty in recruitment of 

men for this study may be an indication of difficulty in involving men in family-based 

programs and public health research more generally.  The focus on future health 

programs should be family centered and designed to address what Mexican men 

perceive as important within their culture. 

A gender-sensitized and healthy-living program entitled Football Fans in 

Training (FFIT) was done through the Scottish Premier League football (soccer) clubs. 

21   The study involved 747 men aged 35-65 years living in the United Kingdom with a 

BMI of >30 who, after being randomized into intervention and control groups, 

completed a 12-month program. Primary outcome was the mean difference in weight 

loss between groups at 12 months; secondary outcomes were mean difference in 

weight loss between groups at 12 weeks; and mean difference at 12 weeks and 12 

months in waist circumference, blood pressure self-reported physical activity, diet, 

psychological health and quality of life.  At 12 months, more men in the intervention 

group achieved at least 5% weight loss.  Secondary outcomes (weight at 12 weeks, 

systolic and diastolic blood pressure at 12 weeks and 12 months) were significantly in 

favor of the intervention group.  Differences in self reported improvements in physical 
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activity, decreased consumption of fatty foods and alcohol units and increased 

consumption of fruits and vegetables, were reported. 21   

A review of randomized controlled trials of lifestyle weight-loss interventions 

set out to investigate total and ethnic male population inclusion. 22   Results revealed 

samples were on average 27% male as opposed to 73% female.  Trials recruiting a 

diseased sample included a larger proportion of males than those not targeting a 

disease. About 5% were exclusively male samples.  No studies in the past 10 years 

specifically targeted minority males.  Despite the prevalence of obesity being similar 

between men and women, males, including ethnic males, are unrepresented in lifestyle 

intervention trials. 

2.7 The Challenge 

Obesity presents a population-wide far-reaching health crisis that contributes to 

decreased quality of life and contributes an economic burden on the health care 

system.   Both private sectors and the government research firmly support funding for 

communities to work toward prevention of obesity in children, adolescents and 

women but are less representative of men.  An IBISWorld  (International 

Benchmarking of Information Society) report on the weight-loss industry identifies 

men as a “large, untapped market” and predicts increased efforts focused on weight 

loss programs for men. 23 

This literature review has shown that the male population, a large portion of 

the community population, has been under-represented in both research and 

prevention programs that stem from such research.  The male population in 

communities may be a missing link in the fight against the obesity epidemic.  Clearly, 

there are gender differences in dietary habits and more studies should be done on 
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eating and dieting habits of the male population in the United States. Furthermore, 

family-centered programs should engage men and promote goals related to wellness 

for the communities they live in. 

The prevention and treatment of overweight and obesity on a population-wide 

basis is challenging. Population-based strategies for men may need to be tailored for 

specific behaviors that are measured and evidence based.  These efforts may reveal 

environmental interventions that could lead to decreased prevalence of obesity in 

males and, in turn, may lead to healthier lifestyles, which could positively influence 

the households these men live in. 

Before the dieting  “market” begins to tap into the male population, it may be 

prudent to do further research on male eating and dieting habits in an effort to drive 

this market toward development of safe, effective weight-control programs for men.  

A rigorous program for men in a community setting is a safe effective way for men to 

achieve sustained weight loss using a multidisciplinary community- based gender- 

sensitized approach. This study proposes to examine dieting and health-related habits 

of a community university-based male population. 
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Chapter 3 

PURPOSE 

3.1 Statement of Problem 

Obesity has become a population-wide health disparity and a substantial 

amount of research has been done on the female and child/adolescent population with 

the goal of providing supportive intervention programs.  However, very little research 

has been done using male populations and weight-control and weight-loss programs 

that are gender-specific for men are lacking.  Currently, men make up about 49% 

percent of the United States population.    It would be prudent if these programs aimed 

to include and assist the male population.   Dieting and weight-control programs may 

be better supported if the entire family and community these programs are aimed to 

assist were included as a more effective means of intervention.  Gender-specific 

programs for males may be another means of fighting the obesity epidemic in our 

society. 

3.2 Purpose  

The purpose of this study was to survey the eating, dieting and health habits of 

adult male employees at the University of Delaware using a Web based survey. 
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3.3 Specific Aims 

The primary aim of this study was to survey the eating and dieting and health 

habits that may affect weight status of adult male employees at the University of 

Delaware 

The secondary aim was to explore if gender-specific weight-control programs 

may be an effective means of addressing obesity in this male population. 
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Chapter 4 

METHODS 

4.1 Study Design 

The design of this study was a cross-sectional Web-based survey.   The 

researcher-developed survey consisted of 50 questions, which were validated and pilot 

tested.   The survey was posted on Qualtrics® in the fall of 2014 for 6 weeks to recruit 

volunteers to participate. 

4.2 Number of Subjects 

The University of Delaware male employee population was accessed 

electronically for this Web-based survey.  A minimum goal of 100 male participants 

was set for the study.   

4.3 Inclusion Criteria 

The survey population included males ages 18 years and over. 

4.4 Exclusion Criteria 

Females and those under the age of 18 years were excluded.   

4.5 Subject Recruitment 

Subjects were recruited via email blasts.   The survey included an introductory 

paragraph and invitation to participate. The self- administered survey included a 

section for opt-in informed consent to be reviewed by the potential subject before 
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beginning the survey.  The survey included contact information of researcher, advisor 

and graduate office and also stated that is had been reviewed and approved by the 

Institutional Review Board. Data were collected through the Web page exclusively 

and results were anonymous.  There were no right or wrong answers to the survey.  A  

$100 gift card to Cabela’s was offered to those who opted in for an anonymous 

drawing performed. 

4.6 Statistical Analysis 

The data collected were summarized using descriptive statistics such as 

frequencies, means and percentages.  Chi-square and t-test statistical assessments from 

the Statistical Package for the Social Sciences (version 19.0.01 SPSS Inc. an IBM 

company, 2010, Chicago, IL) were applied to test associations between survey 

responses.  Data were first summarized using descriptive statistics.  Some of the 

answers were compiled into age patterns to show similar results among participants.   

This research study was approved/exempt by the UD Institutional Review Board 

(IRB). 
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Chapter 5 

RESULTS 

5.1 Demographics 

A convenience sample of 254 full-time male University of Delaware 

employees participated in this survey.   The overall demographic data can be found in 

Table 1. The majority of respondents were ages 21 to 30 years (n=81, 31.9%), 

followed by those 51 to 64 years (n=68, 26.8%).   Most respondents held a bachelor’s 

degree or higher (n=79, 31.2%).    Only 10 respondents (4.0%) had trade/technical 

training with an equal number having a high school diploma or GED.   One participant 

reported a BMI of 18.5 and was excluded from this sample, as he would not be 

considered a candidate for a weight-loss diet regimen.  The sample was predominantly 

white Caucasian (n=216, 85.7%) and of non-Hispanic ethnicity.  Twenty-five percent 

(n= 63) had a household income greater than $91,000, followed by those with income 

of $51,000-70,000 (n=56, 22.7%) and those earning $15,000-30,000 (n=49, 19.8%).  

Only 2.8% (n=7) were in the lowest reported income category of less than 

$15,000/year. 

 For the purposes of this study, BMI was calculated using NIH standards.  

Most participants were either overweight (n= 114%) or obese (n=54%)) (see Table 2).   

Based on self-reported height and weight, the mean BMI was 27.36 (SD 4.8) with a 

minimum BMI of 19.37 and a maximum of 48.82.   
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5.2 Dieting Habits 

In the past year, men had changed their eating habits on average one to two 

times to control their weight (Table 3).  The most weight lost during these attempts 

was reported to be > 21 pounds (n=79, 31.6%), (Table 4), longest length of time 

weight loss was maintained was > 6 months (n=151, 60.6%), (Table 5).   The majority 

of participants were unsatisfied or very unsatisfied with current weight (n=77, 70%, 

n=29, 11.4% respectively).  Only 19.3% were satisfied with their current weight.    

When grouped into NIH standards for BMI, Figure 3 shows interest in gender-specific 

weight-loss programs by BMI weight classification.   Desire to go on a weight-loss 

program for men was strongly indicated by BMI classification, those of normal BMI 

(n=50, 59.5%within group), overweight (n=71, 62.3% within group) and obese (n=46, 

85% within group) were interested in a weight-loss program for men. 

 Data were collapsed into two age groups those under 30 years and those over 

age 30, and methods of dieting were compared (Table 6).  The four methods showing 

most significance (p <. 05) for those over 30 years were decrease the amount of food 

(n=185, χ2=12.03, p= .001), skip a meal (n=55, χ2=7.70, p= .006); commercial 

programs such as Jenny Craig™ (n=30, χ2= 6.40, p= .01); and reduce overall calories 

(n=163, χ2 = 3.95, p =. 047). Other methods chosen such as, fasting and cutting out 

sweets and junk showed no statistically significance between those under age 30 and 

those over age 30. 

In the over age 40 group, dieting methods such as eating away from home less 

and programs such as Weight -Watchers™ and Jenny Craig™ were statistically 

significant (p= .007 and p= .049 respectively). 

In the past year, men reported changing their eating habits in an effort to lose 

weight one to two times (n=154, 60%), zero times (n= 57, 22%) and three to four 
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times (n=26, 10%).   In these attempts to lose weight, carbohydrate foods were more 

frequently restricted (n=92, 57%), followed by fat foods  (n=47, 29%) and protein 

foods (n=22, or 13.7%). 

There are a number of weight-loss aids marketed to the public. Weight-loss 

aids most often chosen by this population were low-calorie foods (n=106, 56%) and 

least often were liquid diet supplements such as Slim Fast ™ (n=25, 13) (Table 7).    

Thirty-three percent (n=104) of men took a basic multivitamin as opposed to those 

who did not take any multivitamin or mineral supplements (n=125,40%),  (Table 8).   

When BMI ranges were compared with desire for a weight-loss program for 

men, the overweight BMI category of men had the greatest interest (Figure 1). The 

amount of weight gain that would cause the participant to consider going on a diet 

ranged from 5 pounds (n=100, 39%) to more than 25 pounds (n=9, 3.6%).  Four 

percent (n=10) would never consider going on a weight-loss diet due to weight gain 

(Figure 2). 

 When asked how satisfied with their current weight, 110 men  (43%) reported 

unsatisfied, followed by satisfied (n=49, 19%), and neutral (n= 46, 18%).  Of those, 

167  (66%) participants would consider a weight-loss program specific for men 

(Figure 3). When fitting the Mann-Whitney U test to those who would consider going 

on a weight-loss diet specifically for men those with higher incomes (Mann-Whitney 

5599, p = .034), education level (Mann-Whitney 5525, p =. 002) and age (Mann-

Whitney 5863, p =. 019) were statistically significant.  Weight satisfaction and desire 

for a weight-loss program for men was also statistically significant (Mann-Whitney 

5625, p = .005).  The mean ranks for weight satisfaction compared to men interested 

in a weight-loss diet and men not interested are 117.68 and 143.82.  The two groups’ 
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medians are 2 and 3 respectively (Figure 4).  The distributions of weight satisfaction in 

the two groups differed significantly. 

5.3 Behavioral Habits Relating to Weight 

Eating take-out or restaurant food due to lack of time and ability to cook have 

been noted as behavioral habits that may lead to weight gain due to hidden calories 

and less healthful choices at mealtimes. 19   The number of restaurant meals or take- 

out meals eaten per week was broken down into frequency with the majority of 

respondents eating out one-two times per week (n=102, 40%), and equal frequencies 

for those who eat out 3-4 times per week and more than four times per week (n=58, 

22.7%).  Of those who eat home-prepared meals, dinner (n=147 or 58%) was the meal 

most often chosen.   Six (2.4%) of the participants indicated they currently smoke.  

Only 4 respondents indicated they have ever smoked to control their weight (1.6%).  

Web sites were indicated as the source most often utilized for gaining 

knowledge for weight loss (n=164, 30%).  Other means of gaining nutrition 

knowledge include advice from friends (n=121, 22%) and newspaper/magazine media 

(n=80, 14.7%).  Medical professionals such as physician’s assistants, doctors and 

nurses were accessed by 68 (12.5%) of the respondents, followed by registered 

licensed dietitians (n=24, 4.4%). 
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Chapter 6 

 
DISCUSSION 

When considering the amount of weight gain that may motivate a participant to 

go on a weight-loss diet, those who responded “no” to a gain between 20-25 pounds 

and desire to lose weight may suggest that those who gain 20 or more than 25 pounds 

can be compared to the group that would never go on any diet and therefore be at risk 

for overweight/obesity.   Those who indicated a 5-10 pound gain also had greater 

desire to diet than those who would consider dieting if they gained more than 25 

pounds.  A research study done by Karkkainen24   indicated that gender-specific factors 

are associated with successful weight maintenance, and highlights factors such as 

baseline weight and education level to be specific factors for men.  The data in this 

study show an inverse relationship between weight gain and consideration of a weight 

-loss diet.    It seems that those who gain lower amounts of weight and have lower 

baseline weights are more motivated to control their weight by dieting than those who 

gain more weight. It may be that after this amount of weight gained motivation and 

effort to lose becomes too difficult and the effort to lose weight may seem 

insurmountable.  Body mass index is used to assess the weight status of US males in 

the NHANES 2011-2012 survey.25   This survey indicates that 71% percent of white 

men are overweight or obese in the US.    Comparatively, the University of Delaware 

population data reveal that 66% percent are either overweight or obese.  The 

demographics of this population may account for the 5% percent difference between 
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the NHANES population and this group but it is still too high.  Research has shown 

that people from higher socioeconomic groups seem more likely to monitor their 

weight and diet more frequently to lose weight. 19   

According to Marketdata research, estimates of the US weight -loss market 

revenue grew 1.7% in 2012, with revenues being $61.6 billion in 2012 and $60.6 

billion in 2011. 26    In 2012, dieters shifted toward more frequent use of free or low-

cost –do-it-yourself diet plans including over-the-counter diet pills, meal replacements 

and diet books. 26   In this survey, weight-loss aids such as low-calorie foods, and 

appetite suppressants were chosen most frequently and the overall 147% of cases 

chose multiple weight-loss aids including herbal supplements and liquid diet products 

being purchased for aid in weight loss.  This gives supportive evidence to the 

Marketdata estimates that diet aides are popular and men in this study population 

purchase such aid.   There are many dietary regimens for weight-loss marketed to the 

US population but most target women. Untapped markets include men, teens, African 

American and Hispanic markets. 26  

Research from the NIH Office of Dietary Supplements (ODS) has shown that 

more than one-third of the US population takes multivitamin mineral supplements. 27   

Forty-five percent of men in this study use a basic multivitamin and vitamin D 

supplement.  Forty percent do not use any vitamin or mineral supplements.  Because 

this is an educated population, knowledge concerning adequate diet and ODS 

recommendations may have influence on frequency and amounts of supplements used.    

Historically, diets that restrict carbohydrates, such as Atkins ™, have been 

popular with the male population because they are high in animal protein and fat.  This 

study reflects that as 57% of males at UD have restricted carbohydrates in the past in 



 

 26

an effort to lose weight.  Despite the popularity of low-carbohydrate diets efficacy has 

not been proven. 28      

When considering the dieting methods attempted by men grouped into those 

over 30 years and those under 30 years there was a significant statistical difference 

between these age groups.  Behaviors such as skipping a meal and decreasing amount 

of food can be categorized as reducing overall calories in the over 30-age group.   

Programs such as Weight Watchers™ were also employed to facilitate weight-loss in 

this group.  Choices such a as decreasing alcohol, eating away form home less, cutting 

out snacks and increasing fruits and vegetables were not statistically significant 

between these age groups. However, when considering the over 40 age group eating 

away from home less and programs such as Weight Watchers™ and Jenny Craig™ 

were employed as dieting methods.  This may be due to the population’s higher 

income ranges and possible age-related lifestyle changes.  In research done with a 

group of Irish men between the ages of 23 and 27 years, stereotypical food included 

burgers and steak.  During this focus group research one young man said “this is 

manly food…anything that’s big meaty and unhealthy. ”  19   Programs such as Jenny 

Craig™ and Weight Watchers™ may not appeal to men, especially young men.   In 

this study, dieting methods including skipping meals, decreasing amount of food, 

reducing overall calories and programs such as Weight Watchers™ are more strongly 

employed by the over 30 year population.  Participation in programs such as Weight 

Watchers™ are methods used by the over 40 year population, likely due to increased 

expendable income as well as a higher level motivation to control weight due to age-

related health risks. 6 
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We found a significant difference in interest in a gender-specific weight-loss 

program when grouped into those who would consider going on a weight-loss 

program specifically for men and those who were less satisfied with weight. Those 

with overweight and obese BMI ranges showed a statistically significant difference 

and higher interest in a gender-specific weight-loss program.  Increased BMI may lead 

to less satisfaction with weight and an increased desire for weight-loss programs.  

Lifestyle intervention can be an effective treatment intervention for obesity. 22   

The effectiveness of these interventions may differ by gender due to sex and cultural 

differences in physiological response to activity levels, influence of stress hormones 

on weight, associations between depression and obesity and norms relating to body 

image.  Satisfaction with weight and interest in gender-specific weight-loss programs 

for this population may act as a snapshot of the US male population when considering 

methods to most effectively manage the obesity epidemic in the male population.   

6.1 Study Limitations 

Web-based surveys are convenient and low cost. Because this study was 

administered via campus e-mail it was assumed that the population had access to the 

web to take the survey.  The population was limited in diversity.  Future studies 

should address a more geographically and ethnically diverse population.  The survey 

itself could have been more inclusive in the number of choices about types of diet-

specifically for those who may be vegetarian or who have tried the Paleo and gluten -

free diet as methods to lose weight which may be popular to this male population and 

are current diet methods used to control weight. Studies based on a convenience 

sample often do not produce representative results therefore one cannot treat results as 

representative of the target audience.29   Because results may be hard to replicate, and 
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differences in results can be hard to replicate in ways that confound, it is difficult to 

draw concrete conclusions.  The results of this study are not generalizable to the male 

population at large due to the nature of convenience sampling. 

6.2 Conclusion 

The US male population is an underrepresented population in the area of 

programs designed for prevention of obesity.  This study has indicated a desire in men 

over 30 years for a gender-specific program for weight- loss and it is clear that those 

in higher education and socioeconomic status and may be motivated to participate in 

such programs.  Weight-loss programs and dieting remain popular as methods of 

controlling weight and the dieting and weight-loss industry continue to offer dieting 

methods without regard for gender-specific needs.    Men in this study have attempted 

to diet in the past and indicated they are dissatisfied with their weight and have interest 

in a male-specific program so this may be an indication that there are ineffective and 

unsuccessful weight-control programs available to men leading to overweight and 

obesity in this population. Offering a male-specific diet program may add incentive 

and motivation to affect and empower men to lead healthier lives that could affect 

BMI ranges.  Further research and development of nascent interventions that include 

safe, effective weight-control programs for men, developed by qualified professionals 

should be offered in the future. 
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Appendix A 

TABLES AND FIGURES USED IN ANALYSIS 

Table 1.  Demographic characteristics of all 254 participants 

                      n (%) 

All Subjects *       254 100 

Age     

18-20   5 2.0 

21-30   81 31.9 

31-40   58 22.8 

41-50   32 12.6 

51-64   68 26.8 

65 years and over  10 3.9 

Education Levels    

High School/GED  10 4.0 

Trade/technical/vocational  10 4.0 

Associate's degree  10 4.0 

Bachelor's degree  79 31.2 

Master's degree  70 27.7 

Doctoral or professional  74 29.2 

Race     

White Caucasian  216 85.7 

Black or African American  7 2.8 

Asian   18 7.1 

American Indian or Alaska Native 2 0.8 

Other   9 3.6 

Ethnicity     

Hispanic/Latino  17 6.8 

Non-Hispanic   233 93.2 



 

 33

Household Income (US$)   

Below $15,000  7 2.8 

$15,000-30,000  49 19.8 

$31,000-50,000  41 16.6 

$51,000-70,000  56 22.7 

71,000-90,000  31 12.6 

91,000 or more  63 25.5 

*All categories do not add up to 254 due to missing data 

 
 
 
 

Table 2. BMI based on NIH definitions 

 Frequency Percent 

18.5<=BMI<25 (Normal) 86 33.9 

   

25<=BMI<30 (Overweight) 114 44.9 

   

30<=BMI (Obese) 54 21.3 

   

Total 254 100 
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Table 3.  Past year eating habits have changed to control weight 

     

 Frequency Percent Valid Percent Cumulative Percent 

0 times 57 22.4 22.4 22.4 

     

1-2 times 154 60.6 60.6 83.1 

     

3-4 times 26 10.2 10.2 93.3 

     

More than 4 times 17 6.7 6.7 100 

     

Total 254 100 100  

 
 

 

Table 4. Most weight lost while trying to lose weight 

     

 Frequency Percent Valid Percent Cumulative Percent 

5 pounds or less 45 17.7 18.0 18.0 

     

6-10 pounds 58 22.8 23.2 41.2 

     

11-15 pounds 35 13.8 14.0 55.2 

     

16-20 pounds 33 13.0 13.2 68.4 

     

More than 21 pounds 79 31.1 31.6 100 

     

Total 250 98.4 100  

     

Missing 4 1.6   

     

Total 254 100   
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Table 5. Length of time weight loss was maintained 

     
 Frequency Percent Valid Percent Cumulative Percent 

Less than 1 month 11 4.3 4.4 4.4 

     
1-3 months 43 16.9 17.3 21.7 

     
3-6 months 44 17.3 17.7 39.4 

     
Greater than 6 months 151 59.4 60.6 100 

     
Total 249 98.0 100  

     
Missing 5 2.0   

     
Total 254 100   

 

Table 6. Comparison of dieting methods followed (18-30 years old vs. 31+ 
years old)  

Q9: What methods of dieting have you followed? df n X2   p 

Decrease amount of food 1 185 12.03  0.001* 

Skip a meal 1 55 7.70  0.006* 

Other programs such as Weight Watchers, etc. 1 30 6.40  0.011* 

Reduce overall calories 1 163 3.95  0.047* 

Decrease fatty foods 1 149 2.15 0.142 

Fasting 1 32 2.35 0.125 

Cut out sweets/junk food 1 190 0.51 0.477 

Cut out snacking 1 130 0.29 0.593 

Eat away from home less 1 105 0.02 0.904 

Decrease or omit alcohol 1 97 0.002 0.966 

Increase fruits and vegetables 1 181 0.04 0.834 

  *p < .05     
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Table  7. Weight-loss aids commonly used  

Responses* n Percent  of  Cases  

Low-calorie foods 106 82.2% 

   

Appetite suppressants 27 20.9% 

   

Liquid diet supplements such as   Slim-Fast 25 19.4% 

   

Prescription drugs 5 3.9% 

   

Herbal supplements 26 20.2% 

   

Total 189 146.5% 

*Participants could select more than one answer 
 
 
 

Table 8. Frequencies of vitamin and mineral supplements 

Responses * n Percent of Cases 

Basic multivitamin 104 41.1% 

   

Vitamin D 37 14.6% 

   

Antioxidants such as vitamin C, E or A 31 12.3% 

   

Zinc, iron, or selenium 15 5.9% 

   

I do not take vitamin or mineral supplements 125 49.4% 

   

Total 312 123.3% 

*Participants could select more than one answer 
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Figure 1. BMI and those who would consider going on a weight-loss diet 
specifically for men. 
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Figure 2. Amount of weight gain before considering going on a weight-loss 

diet. 
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Figure 3. Weight satisfaction and desire for a weight-loss program specifically 
for men 
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Figure 4. Mann-Whitney test for weight satisfaction and consider ever going 
on a weight-loss program for men. 

  



 

 41

Appendix B 

ADDITIONAL TABLES AND FIGURES 

Table 9.  Days/week eat home-prepared breakfast 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid 0 28 11.0 11.2 11.2 

1-2 41 16.1 16.3 27.5 

3-4 25 9.8 10.0 37.5 

5-6 54 21.3 21.5 59.0 

7 103 40.6 41.0 100.0 

Total 251 98.8 100.0  

Missing System 3 1.2   

Total 254 100.0   
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Table 10.  Days/week eat home-prepared lunch 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid 0 26 10.2 10.5 10.5 

1-2 63 24.8 25.5 36.0 

3-4 49 19.3 19.8 55.9 

5-6 71 28.0 28.7 84.6 

7 38 15.0 15.4 100.0 

Total 247 97.2 100.0  

Missing System 7 2.8   

Otal 254 100.0   

Table 11.  Days/week eat home-prepared  dinner 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid 0 2 .8 .8 .8 

1-2 9 3.5 3.6 4.4 

3-4 58 22.8 23.0 27.4 

5-6 147 57.9 58.3 85.7 

7 36 14.2 14.3 100.0 

Total 252 99.2 100.0  

Missing System 2 .8   

Total 254 100.0   
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Table 12.  Meals per week eaten in a restaurant or take-out food 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Rarely/never 36 14.1 14.2 14.2 

1- 2 meals a week 102 40.0 40.2 54.3 

3-4 meals a week 58 22.7 22.8 77.2 

More than 4  meals 
a week 

58 22.7 22.8 100.0 

Total 254 99.6 100.0  

Missing System 1 .4   

Total * 255 100.0   

* Includes subject with 18.5 BMI 

 

Table 13.  Times per day snacks are eaten between meals  

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid 0 times 42 16.5 16.5 16.5 

1-2 times 172 67.5 67.5 83.9 

3-4 times 28 11.0 11.0 94.9 

More than 4 
times 

13 5.1 5.1 100.0 

Total * 255 100.0 100.0  

*Includes subject with 18.5 BMI 
 
 
  



 

 44

Table 14.  Amount of times per day eat after the evening meal 

 Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid I never eat after the 
evening meal 

88 34.5 34.5 34.5 

Once per day 145 56.9 56.9 91.4 

Two times per day 16 6.3 6.3 97.6 

More than two times 
per day 

6 2.4 2.4 100.0 

Total* 255 100.0 100.0  

*Includes subject with 18.5 BMI 

 

Table 15.  Number of times get up to eat after going to bed 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Yes 22 8.6 8.7 8.7 

No 231 90.6 91.3 100.0 

Total 253 99.2 100.0  

Missing System 2 .8   

Total * 255 100.0   

*Includes subject with 18.5 BMI 
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Table 16. Average time per day spent sitting 

 
 
*Includes subject with 18.5 BMI 
 

Table 17.   Either of parents overweight 

 Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Mother 47 18.4 18.4 18.4 

Father 50 19.6 19.6 38.0 

Both parents 56 22.0 22.0 60.0 

Neither parent 102 40.0 40.0 100.0 

Total* 255 100.0 100.0  
 
*Includes subject with 18.5 BMI 
 
 
 
 
 
 

 

 Frequency Percent Valid Percent 
Cumulative 
Percent 

Valid Less than 2 hours per 
day 

11 4.3 4.3 4.3 

2-4 hours per day 34 13.3 13.4 17.7 
4-6 hours per day 76 29.8 29.9 47.6 
6-8 hours per day 79 31.0 31.1 78.7 
More than 8 hours per 
day 

54 21.2 21.3 100.0 

Total 254 99.6 100.0  
Missing System 1 .4   
Total * 255 100.0   
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                           Fraction of physical activity that is vigorous 
 

Figure 5.  Fraction of activity that is vigorous physical activity 
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                  Figure 6.  Average minutes per day engage in physical activity 
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Figure 7.  Average amount of minutes per day engage in vigorous physical 
activity 
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Figure 8.  Current weight-Pounds 
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Figure  9.  Maximum difference between min and max weights since age 18 
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                                            Minutes per day 

 

Figure  10.  Average amount of minutes per day engage in vigorous physical 
activity   
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Servings of Alcohol 

Figure 11.  Number of servings of alcohol per week 
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                                  Average length of time to eat dinner  

Figure 12.  Average length of time taken to eat dinner 
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Appendix C 

IRB APPROVAL 

If you only have one appendix, change the styles of the previous two 

paragraphs to Appendix - one and APPENDIX TITLE - one, respectively. 
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Appendix D 

SURVEY 
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