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_________________________________________________________________ 

 

ABSTRACT- The present study aimed to describe psychological status, and eating 

behaviour characteristics, as well as quality of life of obesity surgery candidates in a 

public Portuguese hospital. A cohort of 198 obesity surgery candidates, with a body mass 

index ranging between 35.47 and 80.65 (M=48.76; SD=8.40) was studied. Patients 

answered to a semi-structured interview, to Hospital Anxiety and Depression Scale, Self-

Concept Clinical Inventory, and to MOS SF-36. Results show that a high percentage of 

patients present yo-yo phenomenon and report important consequences in psychological, 

social, familial, work, spare time and motor domains. Binge eating disorder, sweet/fat 

compulsion, continuous nibbling, eating rapidly, eating without feeling hungry, eating 

until feeling indisposed, the perception of not having control over what is eaten and 

feeling upset after eating an excessive amount of food are relatively frequent behaviours. 

Patients commonly present anxiety disorders and major depression (including suicidal 

ideation and suicidal attempts), diminished self-concept and poor quality of life. The 

present study shows that obesity is significantly associated to impaired psychological 

functioning in obesity surgery candidates, suggesting that it is crucial to consider this 

association in pre surgical psychological assessment and intervention in order to 

contribute to more positive surgery outcomes. 

Key- words – Obesity, anxiety, depression, self-concept, eating behaviour, quality of life 

______________________________________________________________________ 

 

 

RESUMO- O presente estudo teve como objetivos descrever o estado psicológico e as 

características do comportamento alimentar, bem como a qualidade de vida de candidates 

a cirurgia de obesidade num hospital público português. Foram estudados 198 candidatos 

a cirurgia de obesidade, com um índice de massa corporal compreendido entre 35,47 e 

80,65 (M=48,76; DP=8,40). Os doentes responderam a uma entrevista semiestruturada, à 

Hospital Anxiety and Depression Scale, ao Inventário Clínico de Autoconceito, e ao 

MOS SF-36. Os resultados revelam existir uma elevada percentagem de doentes com 

fenómeno yo-yo e mostram que a obesidade tem consequências nos domínios 

psicológico, social, familiar, no emprego, tempos livres e a nível motor. A perturbação de 

ingestão compulsiva, compulsão por doces/gordura, petisco continuo, ingestão rápida, 

comer sem sentir fome, comer até se sentir indisposto, a perceção de não se ter controlo 
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sobre o que se está a comer e o sentir-se perturbado por comer uma quantidade excessiva 

de comida são relativamente comuns. Os doentes frequentemente apresentam 

perturbações de ansiedade e depressão major (incluindo ideação suicida e tentativas de 

suicídio), baixo autoconceito e uma qualidade de vida pobre. O presente estudo revela 

que a obesidade está associada com problemas ao nível do funcionamento psicológico 

nos candidatos a cirurgia bariátrica, sugerindo que é importante considerar esta 

associação na avaliação e intervenção psicológica pré cirurgia de obesidade de forma a 

contribuir para resultados do tratamento cirúrgico mais positivos 

Palavras-chave - Obesidade, ansiedade, depressão, auto-conceito, comportamento 

alimentar, qualidade de vida 

 

___________________________________________________________________ 

Recebido em 5 de Agosto de 2014/ Aceite em 25 de Setembro de 2014 

 

 

 

The prevalence of obesity is increasing worldwide (Kaukua, 2004) and Portugal is not an 

exception concerning this problem (Carmo, et al., 2007), reason why one of the objectives of 

the Portuguese National Health Plan for 2012-2016 is precisely to diminish the percentage of 

overweight individuals in the population (Ministério da Saúde, 2012). Obesity constitutes a 

major public health problem, being associated to a greater non-communicable diseases risk 

and to mortality risk (World Health Organization, 2014), but also to impaired quality of life 

and to poor physical and mental well-being (Abilés, et al., 2010).  

Patients and health professionals have been trying to improve the outcomes of non-surgical 

and surgical treatments for obesity, pursuing a significant and durable weight loss. Clinical 

experience and literature show that obesity surgery outcomes largely depend on patients’ 

ability to adapt their lifestyle to post-surgical self-care and they also suggest that, when 

patients report difficulty in implementing lifestyle changes, obesity surgery can be detrimental 

and can lead to negative results (Bauchowitz, et al., 2005) (as weight regaining, malnutrition, 

clinical depression, dissatisfaction with the health care system, dissatisfaction with surgery 

outcomes, poor quality of life and poor mental and physical well-being).  

Research reveals that depression (current and lifetime) (Legenbauer, Petrak, Zeaan, & 

Herpetz, 2011) and food addiction (Burmeister, Hinman, Koball, Hoffmann, & Carels, 2013) 

predict less weight loss. It is possible that poor eating habits continue after surgery (Orth, 

Madan, Taddeucci, Coday, & Tichansky, 2008), and very often patients forget certain 

preoperatively known facts (Madam & Tichansky, 2005), what seems to justify the 

investment in a more sustainable educational intervention. Furthermore, pre and post 

operative psychological treatment revealed to improve patient’s compliance and success in 

obesity surgery, by treating psychopathology and/or helping patient’s adjustment to dietary 

and exercise requirement (Friedman, Applegate, & Grant, 2007; Pessina, Andreoli, & 

Vassalo, 2001; Van Hout et al., 2003). So, we can conjecture that psychological balance and 

the adoption of healthier eating habits previously to surgery can contribute to better obesity 

surgery outcomes. The association between psychological health and the success of obesity 

surgery reinforces the importance of psychological assessment of obesity surgery candidates 
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(Sauerland, et al., 2005), as well as of post-surgical monitoring of patients in order to identify 

those who would benefit from additional therapy in order to improve weight-loss outcome 

(Legenbauer, et al., 2011). 

In order to implement efficient psychological interventions with candidates to obesity 

surgery, it is important to characterize this population psychologically and to analyse if there 

are differences between genders and age groups that justify the conception of differentiated 

pre-surgical intervention programmes. Thus, the present study intends to describe 

psychological status, and eating behaviour characteristics, as well as quality of life of patients 

who are waiting to be submitted to obesity surgery in a public Portuguese hospital. Moreover, 

it also intends to analyse if there are significantly statistical differences between distinct age 

groups and gender concerning the variables targeted in this study. 

 

 

METHODS 

 

Participants 

It was studied a cohort of 198 candidates to obesity surgery, 84.8% females (n=168), aged 

between 15 and 65 years old (M=38.86; SD=11.47), with a school-level ranging between zero 

and 22 years (M=7.34; SD=4.34), with a BMI ranging between 35.47 and 80.65 (M=48.76; 

SD=8.40). All the patients were accompanied by the interdisciplinary health care team. When 

entering the programme to prepare obesity surgery, patients presented a BMI >40 or BMI>35 

with specific morbidity associated. Nonetheless, in this programme all the patients are 

stimulated to lose weight before surgery, in order to diminish surgical risk. Moreover, all the 

patients have made previous attempts to lose weight under medical supervision, condition 

necessary to be accepted to obesity surgery programme. 

 
Material 

In order to perform psychological evaluation, we use a semi-structured clinical interview 

and a set of psychological instruments: Hospital Anxiety and Depression Scale (HADS), Self-

Concept Clinical Inventory (ICAC), and MOS SF-36.  

The semi-structured clinical interview developed for the present study assesses the 

following domains: socio-demographic characteristics (gender, age, school-level, marital 

status, and work status), history of previous attempts to lose weight (previous treatments, yo-

yo phenomenon, and obesity repercussions in patient life), eating behaviour characteristics 

and eating disorders and presence of compensatory behaviours, psychiatric history. 

HADS: This questionnaire consists of two subscales, one measuring anxiety (with seven 

items) and one measuring depression (with seven items), which are scored separately. Each 

item was answered by the patient on a 4-point (0 – 3) response category, so the possible 

scores ranged from 0 to 21 for anxiety and 0 to 21 for depression. The HADS manual 

indicates the following cut-off points for anxiety and depression levels: score between 0 and 7 

is ‘‘normal’’, between 8 and 10 ‘‘mild’’, between 11 and 14 ‘‘moderate’’ and between 15 and 

21 ‘‘severe’’. Furthermore, HADS proved to present good psychometric qualities (Pais-

Ribeiro, et al., 2007).  
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ICAC: This questionnaire, specifically conceived for Portuguese population, intends to 

assess global self-concept (20 items), but it also assesses 4 specific subscales – social 

acceptance/rejection, self-efficacy, psychological maturity and impulsivity-activity. Each item 

was answered on a 5-point (1 – 5) response category. Higher scores correspond to better self-

concept. ICAC proved to present reasonable psychometric qualities, namely reasonable 

validity and reliability (Serra, 1986). The ICAC normative values for general population, 

considering gender and age differences, presented by the author were considered to classified 

patients’ self-concept in the present study. 

MOS SF-36: SF-36 is a general health status measure that contains 36 items, which assess 

eight subscales (The Medical Outcomes Study, 1993) - physical functioning, role-physical, 

bodily pain, general health perception, vitality, social functioning, role-emotional, and mental 

health –, which are organized in 2 domains – physical domain and mental domain. Each of the 

subscales is scored from zero to 100, with a high score being associated with a high level of 

quality of life in that domain. SF-36 Portuguese version proved to present good psychometric 

qualities. Normative values for Portuguese population presented by Ribeiro (2005) were 

considered to analyse quality of life of the participants in the present study. 

 

Procedure 

The Ethical Committee of the institution approved all procedures of this study. It was 

studied a convenience group of participants who presented all selection criteria: to be 

candidate to obesity surgery, to be accompanied by the interdisciplinary obesity surgery team 

and to accept to participate in the study giving their informed consent. Patients were invited to 

participate in the present study when they went to the hospital to routine psychological 

consultation. Patients answered to the questionnaires in the context of a personal interview, 

after their informed consent.  

For data analysis, the following statistical procedures were performed: descriptive analysis 

(frequency, mean, standard-deviation) was used to evaluate characteristics of the study 

participants; it was also used t Student test; Qui-Square test; Pearson correlation; and One-

Way Anova. 

 

RESULTS 

Concerning the history of previous attempts to lose weight, results show that the generality 

of patients made prior efforts to lose weight - using diet (95.4%), physical exercise programs 

(55.1%) and/or medication (which intended to indirectly regulate appetite, like oral 

medication to regulate insulin levels and anti-depressive medication to regulate humour) 

(83.7%) - before becoming candidates to obesity surgery. These efforts were, in the majority 

of the cases, done under health professionals supervision, namely under primary care doctors’ 

and nutritionists’ supervision in health centres. 

Male and female patients do not significantly differ concerning methods previously 

adopted to lose weight in what concerns to diet (p>.05) and medication (p>.05). However, in 

what concerns to physical exercise, χ2(1,196)=4.76; p<.05, men revealed to have adopted it 

more frequently to lose weight than women (73.3% and 51.8%, respectively). 
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There are no significant differences concerning age between patients who previously 

attempt to lose weight through diet, and medication, and those who did not tried to lose 

weight adopting these methods. Nevertheless, patients who previously tried to lose weigh 

through physical exercise revealed to be younger than those who never tried this treatment 

method (Table 1). 

 

Table 1.  

Differences concerning age between patients who previously tried (or nor) distinct 

types of treatment 

Previous treatments to lose weight 

Diet Medication Physical exercise 

t(194)=.67; p>.05 t(194)=.95; p>.05 t(194)=4.12; p<.0001 

No Yes No Yes No Yes 

M=36.22; 

SD=13.07 

M=38.85; 

SD=11.36 

M=36.66 ; 

SD=14.02 

M=39.13 ; 

SD= 10.84 

M=42.31; 

SD=10.62 

M=35.81; 

SD=11.26 
 

 

A higher percentage of patients also have confronted themselves with the failure of these 

attempts, what can be confirmed by the percentage of patients reporting yo-yo phenomenon – 

78.1% (n=150). Patients who do not report yo-yo phenomenon justify the absence of this 

phenomenon saying that they never were capable of losing excess of weight (21.9%, n=42). 

Patients reporting yo-yo phenomenon do not differ concerning age, t(190)=.09; p>.05, neither 

concerning gender,  χ2(1,192)=.19; p>.05, from those who do not report this phenomenon. 

With respect to obesity negative repercussions in patients’ lives, patients identified several 

domains that they feel as being affected by obesity (Table 2). The domains more frequently 

identified are psychological and motor domains, as well as the abandonment of activities that 

were pleasant to them (e.g. go to the beach or swimming-pool, to play with their children). 

Women report more frequently that obesity has negative repercussion in their lives than men 

in the following domains: psychological, social, spare time activities, and abandonment of 

pleasant activities. But there are no significant differences between genders concerning 

familial, work, and motor repercussions (Table 2).  

There are no significant differences (p>.05) concerning age between patients who have the 

perception that obesity has negative repercussions in their lives in the following domains: 

psychological, social, family, work, spare time, and pleasant activities abandonment. 

Nevertheless, patients who identify motor repercussions tend to be older, t(193)=2.08; p<.05, 

than those who do not feel that this is a negative consequence of obesity in their lives 

(M=39.67; SD=11.34 and  M=35.67; SD=11.38, respectively). 
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Table 2.  

Obesity repercussions in patients’ lives – gender differences 

 

  Men Women Total group 

of 

participants 

Psychological χ2(1,195)=12.12; p<.0001 69.0% 91.6% 88.2%  

Social χ2(1,195)=9.70; p<.01 36.7% 66.7% 62.1% 

Family χ2(1,193)=1.50; p>.05 33.3% 45.4% 43.5% 

Work χ2(1,194)=2.37; p>.05 60.0% 73.8% 71.6 % 

Spare time χ2(1,190)=7.01; p<.01 40.0% 65.6% 61.6% 

Physical χ2(1,195)=3.69; p>.05 63.3% 79.4% 76.9% 

Abandonment of pleasant activities χ2(1,190)=5.93; p<.05 58.6% 79.5% 76.3% 

 

 

Results show that binge eating, sweet and/or fat compulsion, eating rapidly, feeling that 

they are not able to control the ingestion of food and feeling guilty and disturbed because of 

this are relatively frequent behaviours in this group of participants. Compensatory behaviours 

(vomiting, fasting, excessive physical exercise and laxative/diuretic use) are not behaviours 

commonly adopted by the patients who were studied. Concerning gender, there are no 

significant differences between the two groups regarding the perception of eating an excessive 

amount of food, losing control over what is eaten, to eat rapidly, to eat until feeling 

indisposed, to eat not feeling hungry, to eat alone because they feel ashamed, and regarding 

compensatory behaviours – vomiting, laxative/diuretic substances use, fasting, excessive 

physical exercise. Nonetheless, women more frequently report feeling upset after eating an 

excessive amount of food than men (Table 3). 

Patients who report eating an excessive amount of food are significantly younger 

(M=36.84; SD=10.28) than those who do not report this behaviour (M=41.78; SD=12.52), 

t(193)=2.90; p<.01 But, patients reporting to lose control over what they eat, to eat rapidly, to 

eat until feeling indisposed, to eat when they do not feel hungry, to eat alone because they feel 

ashamed, to feel upset after eating an excessive amount of food, to use vomit, 

laxative/diuretic substances, fasting, and excessive physical exercise, as compensatory 

behaviours do not significantly differ concerning age from those who do not report these 

behaviours (p>.05). 
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Table 3.  

Obesity surgery candidates eating behaviour – gender differences 

 

  Men 

presenting 

the eating 

behaviour 

Women 

presenting 

the eating 

behaviour 

Participants 

presenting 

the eating 

behaviour  

Binge eating disorder χ2(1,197)=1.49; p>.05 40.0%% 52.1% 50.3 % 

Sweet and/or fat compulsion χ2(1,195)=.77; p>.05 46.7% 38.2% 39.5% 

Night eating syndrome χ2(1,196)=.76; p>.05 20.0% 13.9% 14.8% 

Continuous nibbling χ2(1,195)=.76; p>.05 26.7% 38.8% 36.9% 

Eating rapidly χ2(1,197)=2.14; p>.05 90.0% 78.4% 80.2% 

Perception of not having 

control over what it is eaten 

 

χ2(1,198)=2.72; p>.05 

 

43.3% 

 

59.5% 

 

57.1% 

Eating until feeling indisposed χ2(1,198)=1.07; p>.05 56.7% 46.4% 48% 

Eating without feeling hungry χ2(1,198)=2.60; p>.05 40.0% 56.0% 53.5% 

Eating alone because they are 

ashamed 

 

χ2(1,198)=.21; p>.05 

 

23.3% 

 

27.4% 

 

26.8% 

Feeling upset after eating an 

excessive amount of food 

 

χ2(1,198)=17.65; p<.0001 

 

26.7% 

 

67.3% 

 

61.1% 

Vomit as a compensatory 

behaviour 

 

χ2(1,198)=.54; p>.05 

 

0% 

 

1.8% 

 

1.5% 

Laxative/diuretic substances 

use as a compensatory 

behaviour 

 

 

χ2(1,198)=.55; p>.05 

 

 

0% 

 

 

1.2% 

 

 

1% 

Fasting as a compensatory 

behaviour 

 

χ2(1,198)=1.88; p>.05 

 

0% 

 

6.0% 

 

5.1% 

Excessive physical exercise as 

a compensatory behaviour 

 

χ2(1,198)=.36; p>.05 

 

0% 

 

1.2% 

 

1% 

 

 

 

With reference to mental health, results show that the majority of patients studied report 

actual or previous psychiatric disorder (lifetime prevalence).  A considerable percentage of 

patients revealed to be receiving or to have received previously support in psychology, 

psychiatry and/or neurology consultations, and to have been prescribed psychiatr ic 

medication by psychiatrists or general practice physicians. Some of the candidates to obesity 

surgery report previous or actual suicidal ideation and previous suicidal attempts. There are 

no significant differences concerning age between patients presenting previous or actual 

psychiatric disorders, patients to whom was prescribed psychiatric medication, and patients 

who report previous suicidal attempts and those who do not present these problems. 

Nevertheless, patients presenting previous and/or actual suicidal ideation reveal to be older 

than those without this ideation (Table 4). 
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Table 4.  

Psychiatric history – frequencies and age differences 

 

  No Yes 

-Previous or actual 

psychiatric disorder 

 

t(181)=.53; p>.05 

39.3% 

M=38.53; SD=12.07 

60.7% 

M =39.44; SD =10.86 

-Patients to whom was 

prescribed psychiatric 

medication 

 

 

t (189)=.96; p>.05 

 

51.3% 

M =37.97; SD =11.83 

 

48.7% 

M =39.58; SD =11.32 

-Patients who report previous 

suicidal attempts 

 

t (192)=.18; p>.05 

83.5% 

M =38.75; SD =11.36 

16.5% 

M =39.16; SD =12.37 

-Patients presenting previous 

and/or actual suicidal 

ideation 

 

 

t(192)=2.37; p<.05 

 

66% 

M =37.43; SD =11.15 

 

34% 

M =41.52; SD =11.77 

 

 

Results show that there are no significant differences between men and women regarding 

the presence of previous or/and actual psychiatric disorders, however there are significant 

differences concerning the type of disorder presented. Women present more frequently 

anxiety disorders and/or major depression, while men present more frequently personality 

disorders. Both genders do no significantly differ concerning prescription of psychiatric 

medication, suicidal ideation and suicidal attempts (Table 5). 

Age revealed not to be significantly related to anxiety level, r(198)=.03; p>.05, nor to 

depression level, r(198)=.03; p>.05. When the cut-off points for anxiety, F=.74; p>.05, and 

for depression, F=.21; p>.05 are considered, results also show that there are no significant 

differences concerning age between patients classified according the distinct depression 

symptoms severity. 
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Table 5.  

Psychiatric history – gender differences 

 

   Men Women 

   No Yes No Yes 

Previous or/and actual 

psychiatric disorders 

 

χ2(1,196)=.10; p>.05  63.3% 36.7% 60.2% 39.8% 

Type of psychiatric 

disorder 

χ2(3,196)=9.38; p<.05 Anxiety disorders 

or/and major 

depression 

57.8 42.2% 42.2% 57.8% 

 Personality 

disorders 

93.3% 6.7% 98.8% 1.2% 

Prescription of 

psychiatric medication 

 

χ2(1,191)=1.98; p >.05  60% 40% 49.7% 50.3% 

Suicidal ideation 

 

χ2(1,194)=3.11; p >.05    80% 20% 63.4% 36.6% 

Suicidal attempts χ2(1,194)=1.09; p >.05  90% 10% 82.3% 17.7% 

 

Data analysis shows that there are no significant differences concerning depression 

between genders (p>.05). However, when considered the cut-off points for anxiety, results 

suggest the existence of significant differences between women and men. Women present 

more frequently mild, moderate and severe anxiety levels than men. Contrarily, men more 

frequently report normal anxiety levels (Table 6). 

 

Table 6.  

Differences between genders concerning normal, mild, moderate and severe anxiety 

and depression levels 

 

 General group of 

participants 

Gender 

  Male Female 

Anxiety  χ2(3,196)=17.71; p <.001 

Normal 26% (n=51) 70%(n=21) 50%(n=83) 

Mild Anxiety 23% (n=45) 16.7%(n=5) 25.9%(n=43) 

Moderate Anxiety 33.7% (n=66) 13.3%(n=4) 16.3%(n=27) 

Severe Anxiety 17.3% (n=34) 0%(n=0) 7.8%(n=13) 

Depression  χ2(3,196)=5.29; p>.05 

Normal 3.1% (n=104) 70% (n=21) 50% (n=83) 

Mild Depression 24.5% (n=48) 16.7% (n=5) 25.9% (n=43) 

Moderate Depression 15.8% (n=31) 13.3% (n=4) 16.3% (n=27) 

Severe Depression 6.6% (n=13) 0% (n=0) 7.8% (n=13) 
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Data analysis revealed that self-concept in obesity surgery candidates is diminished, when 

we consider the values presented by the general population adjusted to the distinct age groups. 

Globally, we can observe that the younger groups (15-19 years old and 20-29 years old) 

report significantly lower global self-concept as well as lower self-concept concerning the 

specific domains assessed- social acceptance/rejection, self-efficacy, psychological maturity 

and impulsivity-activity. Additionally, self-efficacy showed to be one of the self-concept 

domains to which the health care team shall be attentive independently of the age of the 

patient (Table 7). 

 

Table 7.  

Percentage of patients reporting lower self-concept than it is expected for persons 

from general population belonging to the same age group  

 % of patients reporting lower self-concept 

than general population 

 

 Age Groups F p 

 15-19 

(n=9) 

20-29 

(n=36) 

40-59 

(n=87) 

≥60 

(n=5) 

  

Global Self-concept 66.67 61.11 17.86 0 9.41 .0001 

Social Acceptance/Rejection 44.44 50 16.28 0 8.08 .0001 

Self-efficacy 66.67 69.44 51.72 33.33 4.08 .008 

Psychological maturity 66.67 41.67 20.93 40 5.45 .001 

Impulsivity-activity 66.67 47.22 12.64 20 5.92 .001 

 

 

 

 Results suggest that there are no significantly differences between genders concerning 

global self-concept, social acceptance/rejection, self-efficacy, psychological maturity, neither 

concerning impulsivity-activity (p>.05). We also analysed quality of life data and concluded 

that mental and physical domains are both presenting poorer results compared to general 

population (adjusted for distinct age-groups), namely concerning physical functioning, role-

physical, bodily pain, general health, vitality, social functioning, role-emotional and mental 

health. Moreover, younger patients (15-24 years old) report better quality of life in physical 

functioning, bodily pain and vitality than older patients (Table 8). 
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Table 8.  

Percentage of patients reporting lower quality of life than general population, adjusted for 

distinct age-groups  

 Percentage of patients reporting lower quality 

of life than general population 

 

 Age Groups    F             p 

 15-24 

(n=27) 

25-44 

(n=105) 

45-64 

(n=65) 

65-74 

(n=1) 

  

Physical Functioning 92.59 97.14 93.06 100 7.01 .0001 

Role-Physical 66.67 72.12 78.13 100 1.09 .35 

Bodily Pain 59.26 86.67 95.39 100 6.82 .0001 

General Health 81.48 84.76 80 100 .10 .96 

Vitality 66.67 90.38 90.77 100 2.71 .05 

Social Functioning 66.67 71.43 67.69 0 .38 .77 

Role-Emotional 77.78 60 63.08 100 .26 .86 

Mental Health 70.37 80.58 68.85 100 .38 .79 

Mental Domain 66.67 72.55 80.33 0 .29 .83 

Physical Domain 88.89 84.62 90.32 100 4.70 .003 

 

 

Data analysis suggests the existence of significant differences between genders concerning 

quality of life. Patients of both genders report poor quality of life in physical and mental 

domains globally considered, being the physical domain the one in which quality of life is 

lower. Women also present lower quality of life than men in the following dimensions: bodily 

pain, general health, vitality, social functioning and mental health (Table 9).  

Finally, data analysis revealed that there is no statistically significant correlation between 

patients’ BMI and anxiety, depression, self-concept (even when specific domains are 

considered), and the majority of quality of life dimensions (p>.05). Nevertheless, we verified 

that the higher BMI is, the worst quality of life concerning physical functioning, r(186)=-.31; 

p<.0001, and pain,  r(187)=-.24; p<.01, is reported.    

 

Table 9.  

Gender differences concerning quality of life 

  M SD t p 

 Female 42.02 21.66   

Bodily Pain Male 65.17 21.21 2.69 .01 

Female 34.43 31.35 

General Health Male 51.03 20.42 2.20 .03 

Female 40.46 24.86 

Vitality Male 46.00 27.84 2.80 .006 

Female 33.65 21.12 

Social Functioning Male 69.58 29.12 2.32 .03 

Female 55.80 34.71 

(continued) 
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Table 9.  

Gender differences concerning quality of life (continued) 

  M SD t p 

Mental Health Male 66.10 23.39 4.52 .0001 

Female 45.45 22.51 

Physical Domain Male 54.50 27.26 2.76 .006 

Female 40.70 24.02 

Mental Domain Male 60.86 23.46 2.93 .004 

Female 46.46 24.08 

 

When we considered separately patients with a BMI between 35 and 39.9 (obesity grade 

II) with co-morbidity, and patients with a BMI ≥40 (obesity grade III), we did not find 

statistically significant differences concerning anxiety, depression, self-concept and quality of 

life (p>.05). 

DISCUSSION 

 

Literature show us that pre and post operative psychological treatment implemented in 

order to treat psychopathology and to help patient’s adjustment to a healthy life style proved 

to contribute to higher patient’s compliance, as well as to higher success after bariatric 

surgery (Madam & Tichansky, 2005; Pessina, Andreoli, & Vassalo, C., 2001; van Hout, et al., 

2003).  

In the present study we intended to characterize psychologically candidates to obesity 

surgery and to analyse if age and gender differences validate the need to conceive 

differentiated pre-surgical intervention programmes.  

Results from the present study allowed us to draw a “psychological  portrait” of candidates 

to obesity surgery in a Portuguese public hospital. The first significant characteristic showed 

to be the route of failure covered by these patients – the majority of them have made prior and 

ineffective efforts to lose weight, mainly attempts using diet and medication, but also with 

physical exercise. This failure is confirmed by the high percentage of patients of both genders 

reporting yo-yo phenomenon. Moreover, we can conclude that it is important to sensitise 

female and older patients to the importance of adopting a healthy life style before and after 

surgery concerning physical exercise, as these are the groups who less frequently tried to lose 

weight adopting this type of weight lost treatment. This seems to be an essential field to be 

targeted by psychological intervention as physical exercise adherence showed to be a 

significant behavioural predictor of weight loss (Welch, Wesolowski, Piepul, Romanelli, & 

Garb, 2008). 

Another issue that is essential to have in mind is that obesity does not simply have a 

significant negative impact in patients’ physical health, but also in the subjective domain – the 

majority of the candidates to obesity surgery report important consequences in psychological, 

social, familial, work, spare time and motor domains of their lives and they affirm that they 

are giving up of doing what they love to do because of their weight. These negative obesity 

consequences showed to globally affect the generality of candidates, but particularly women, 
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who seemed to be more affected in psychological, social and spare time domains, and older 

patients, who more frequently report motor difficulties. 

Eating behaviour of obesity surgery candidates also deserves special attention in pre 

surgical psychological intervention programmes conception. Binge eating disorder, sweet/fat 

compulsion, and continuous nibbling should be addressed in these programmes, as well as 

behaviours as eating rapidly, eating without feeling hungry, eating until feeling indisposed, 

the perception of not having control over what it is eaten and feeling upset after eating an 

excessive amount of food. These eating behaviours can have important consequences in 

weight gaining and mood disorders before obesity surgery, but they also can have significant 

implications in surgery outcomes, namely in the development of post-surgical eating 

avoidance disorder. Research shows that many patients who binge ate prior to surgery report 

continued feelings of loss of control when eating small amounts of food after bariatric surgery 

and present poorer surgical outcomes (Niego, Kofman, Weiss, & Geliebter, 2007). Clinical 

experience also shows that Portuguese patients with obesity diagnosis, even after losing a 

significant percentage of excess of weight, feel guilty when they eat and that they assess the 

amount of food eaten as excessive even when objectively it is not. It is possible that the 

differences between genders and age groups do not justify the construction of differentiated 

intervention programmes concerning eating behaviour, and that eating behaviour can be 

addressed equally for the two genres. 

The present study also suggests that it is important to value mental health in pre-surgical 

psychological assessment and intervention – binge eating disorder, anxiety disorders and 

major depression are commonly presented by these patients, and suicidal ideation and suicidal 

attempts affect a significant number of obesity surgery candidates. Research suggests that 

there is a higher level of general psychopathology among patients accepted for surgical 

treatments compared to those allocated to non-surgical weight loss treatments (Lapidoth, 

Ghaderi, & Norring, 2008), as well as that psychiatric disorders are prevalent among bariatric 

surgery patients and that those disorders are associated with greater obesity and lower 

functional health status (Kalarchian et al., 2007). Mühlhans, Horbach and Zwaan (2009), 

studying psychopathology in bariatric surgery candidates, concluded that, in Germany, about 

half of these patients presented an Axis I disorder previously to surgery. Age and gender 

differences found do not seem to justify differentiated intervention programmes regarding 

this, as psychological symptoms are very frequent in all the groups studied. Although research 

shows us that depression symptoms tend to improve rapidly after obesity surgery (Leombruni, 

et al., 2007), the severity of the symptoms presented, as well as the real risk of suicidal 

attempt, justifies a prompt pre-surgical psychological assessment and intervention. 

The present study, similarly to previous studies (Mahoney, 2008), shows that candidates to 

obesity surgery report levels of anxiety and depression higher than normal. Results suggest 

that we should have these levels into account when conceiving intervention programmes, but 

also that we should be particularly attentive to anxiety levels, principally in what concerns to 

women. Many have been the studies which try to explore if psychopathology is a cause or a 

consequence of obesity. However, according to Hach et al. (2007), most of studies that have 

shown a relationship between obesity and mental health problems were based on selected 

clinical populations (potential help-seeking bias), fact that can lead us to a very partial 

understanding of this complex relation.  
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Self-concept revealed to be diminished in obesity surgery candidates from both genders 

comparing to general population, particularly in the younger age groups (15-19 and 20-29 

years old patients). Thus, pre-surgical psychological intervention should also address this 

psychological variable. We believe that particularly self-efficacy perception should be 

addressed in psychological pre-surgical intervention, as this psychological variable can have 

important consequences in treatment adherence before and after the surgery. 

In general, patients report poor quality of life in all the quality of life areas assessed – 

physical functioning, role-physical, bodily pain, general health, vitality, social functioning, 

role-emotional, mental health - as well as poor quality of life in what concerns to physical and 

mental domains. There is no direct relation between quality of life and patients BMI.  

Moreover, women reported worst quality of life in physical and mental domains than men. 

Physical, social and psychological problems have a significant impact on the quality of life 

of patients with obesity diagnosis and they should play a leading role in deciding on surgical 

treatment for obesity (Sauerland, et al., 2005). Research reveals that obesity surgery is 

generally associated with improved psychological functioning and quality of life for most 

individuals, but it also suggests that preoperative distress can be a potentially important 

psychosocial predictor of success of obesity surgery (Vallis & Michael, 1993). Nevertheless 

studies as those presented by Tolonen, Victorzon e Mäkelä (2004), Rea et al. (2007) and van 

Hout, Fortuin, Pelle, Blokland-Koomen e van Heck (2009) revealed that after 12 months, 

patients’ general quality of life start to diminish again, although it seems to continue to exist 

better results than before surgery. It is necessary to develop longitudinal studies long enough 

to truly understand what happens throughout the years after surgery, but, for the present, we 

can hypothesize that obesity surgery is not a guarantee of an excellent quality of life for 

patients suffering from this chronic condition and health care teams should not contribute to 

the development of patients’ false expectations.  

We believe that the primary objective of submitting obesity surgery candidates to 

psychological assessment is not to exclude them of this treatment option, neither to create 

obstacles to surgical treatment, but to contribute to the identification of risk factors for 

positive treatment outcomes, as well as to the implementation of psychological intervention 

programmes which can be put into practice in the context of individual or group sessions and 

that intend to promote higher well-being previously to surgery, and to  promote surgical 

treatment efficacy and positive outcomes. 

The majority of participants studied in this research were women. This reflects the fact 

women more often enrol in public hospitals consultations for weight lost treatment. 

Nevertheless, this can constitute a limitation in what concerns to gender differences analysis 

in the present study. 
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