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Background and Scope: Obesity represents a public health concern worldwide; it is associated with a high
mortality risk and impairment in quality of life (QoL). Relationship between weight loss and QoL improvements was highlighted by several studies. This article aims to summarize the literature investigating QoL
among obese persons. Attention will be paid to studies assessing QoL among obese patients undergoing
bariatric surgery before and after surgical treatment and to the related measurement instruments.
Methods: A literature review was conducted on the major biomedical databases.
Results: Compared with general population, persons with obesity report lower QoL levels in most life domains.
The global QoL improvement reported in all domains after bariatric surgery can be related to weight loss and its
long-term stability. Although several tools were developed to assess QoL in obese persons, they are not suited
to capture the needs of people with obesity. The promising results obtained through the Laval Questionnaire
suggest the importance of expanding this research domain, to identify the best assessment tools for use in
clinical practice.
Conclusion: The longitudinal assessment of the different QoL components can be useful to monitor the changes
induced by the treatment over time.
Keywords: obesity, quality of life, morbid obesity, bariatric surgery, measurement
to the overall effects of medical conditions on physical,
mental, and social functioning and well-being, as subjectively perceived by the patient.6,7 It reflects the overall individual’s subjective evaluation and reaction to health and
illness.8
The assessment of QoL levels includes the evaluation of
the person’s ability to autonomously perform daily activities,
such as wearing socks and shoes or holding children. These
routine tasks become difficult with obesity. Besides concerns related to health and aesthetic appearance, poor daily
functioning—at the physical, psychological, and social
levels—leads obese people to seek an effective and remedial
action to solve the problem. QoL improvement has thus become an increasingly important target in clinical research
and intervention, representing a core dimension to evaluate
the effectiveness of healthcare services and practice.2,7,9,10
Weight loss reduces the risk of developing diseases4 and it is
associated with positive changes in perceived HRQoL levels.
A number of international and national organizations, such as
the American Obesity Association, the Association of North
America for the Study of Obesity, the European Association

Introduction

O

besity is a multifactorial disease, due to an imbalance between caloric intake and energy expenditure,
resulting in accumulation of excess calories in the form of
triglycerides in adipose tissue deposits.1 Its etiology includes
the copresence of genetic, metabolic, hormonal, psychological, and social factors, all influencing the clinical features of
this condition.2 At the clinical level, it is identified as the
presence of a body mass index (BMI) greater than 30 kg/m2.
Obesity represents a major problem for global health, as it is
associated with a significant increase in morbidity and mortality and with the onset of disabilities that seriously undermine the person’s quality of life (QoL).3,4 Impairment in QoL
has been acknowledged as one of the most important negative
consequences of obesity.
In 1995, the World Health Organization defined QoL as the
‘‘individuals’ perception of their position in life in the context
of the culture and value systems in which they live and in
relation to their goals, expectations, standards, and concerns.’’5 Health related quality of life (HRQoL) instead refers
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Persons with morbid obesity show impairments in all
the domains of QoL and HRQoL compared to the general
population.11,17
The most significant impairments of QoL and HRQoL
levels are reported by morbid obese patients seeking bariatric
surgical therapy for weight loss,7,18 especially as regards the
physical variables.19,20 Several studies have identified an
inverse correlation between BMI and HRQoL.12,19–21 Impaired physical aspects include overall health, physical
symptoms, as well as limitations in daily life activities.21–23
Pain emerged as an important comorbidity condition associated with significant impairments in HRQoL among
obese people.19,21,22 Problems and limitations related to
the body size are reported to negatively impact on sexual
life.24 Several studies highlighted that weight-related chronic
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A narrative review of the literature published in the last 10
years was conducted on PubMed, CINAHL, and PsycINFO.
To obtain a global overview of the state of the art in this
domain, all types of study designs were included.
A first search was conducted with the keywords ‘‘obesity,’’
‘‘comorbidity,’’ ‘‘quality of life,’’ ‘‘assessment,’’ ‘‘survey,’’
and ‘‘treatment outcome’’ using both simple search and the
database thesaurus, when available. A total of 149 articles
were selected after duplicate removal and exclusion of nonpertinent articles. All the articles were reviewed by three
different researchers and further checked by two additional
ones. Among them, 68 publications were included; they reported the results of original studies, studies on epidemiological data, reviews, or clinical guidelines. According to the
study design, they were evaluated through the CONSORT
checklist (clinical trials) or the STROBE checklist (observational studies).
In addition, some studies on QoL related to selected article
and published before 2005 were taken into consideration.
To classify the article contents according to criteria of
comparability and homogeneity, we took into account the
following dimensions: study outcomes, design, and inclusion/
T1 c exclusion criteria. Table 1 summarizes the typology and main
topic of the selected articles.

Table 1. Type of Publication and Main Themes

Materials and Methods

Reviews/systematic
reviews/meta-analysis Guidelines

for the Study of Obesity, and the Società Italiana per lo Studio
dell’Obesità (SICOB), consider QoL promotion as one of the
primary goals of obesity treatment in adulthood.11–14 Several
strategies have been developed to achieve this goal, such
as behavioral therapy, dietary regimen, and pharmacological treatment. However, the long-term success rates of these
strategies are unsatisfactory, as obese persons often experience
great difficulty or even inability to achieve and/or maintain
adequate weight.15 Surgical approaches like bariatric surgery16
are more effective in promoting weight reduction and comorbidities associated with obesity.
This article aims to summarize the literature addressing the
relationship between obesity and QoL before and after weight
loss programs and treatments. Furthermore, attention will be
paid to the assessment instruments prominently used to
evaluate QoL among obese people.
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diseases contribute to a further lowering of HRQoL25: people
with multiple diseases report higher levels of psychological distress.26 The interaction between obesity and preexisting comorbidities, especially diabetes and hypertension,
has a negative impact on HRQoL as well, as obesity further exacerbates the negative consequences of these other
diseases.27
Although the deterioration of QoL/HRQoL is more evident in the physical domain,20 individuals suffering from
morbid obesity, especially those seeking for surgical therapy,
also show impairments in the psychological domain.18,28
The limitations in daily activities due to persistent health
problems are associated with indicators of psychological
discomfort, such as low self-esteem, self-loathing, dissatisfaction with one’s body, tendency to social isolation, sense of
embarrassment or shame, and low self-efficacy beliefs regarding the ability to control food intake and the development
of related comorbidities.18,23 In addition, obesity is often
complicated by the presence of depression.21,29 The person’s
daily functioning is further impaired by role limitations due
to emotional problems.21 In particular, obese individuals
often experience and perceive discrimination, stigmatization,
and prejudice,21,23 which can lead to difficulties in the social,
family, and work roles and activities.2,10,24,30 These problematic aspects are associated with lower values of weightrelated QoL and more depressive symptoms,10 and they may
lead to poor clinical outcomes.31
In particular, as concerns the social and working roles,
obesity implies higher loss of working days for health reasons, reported drop of productivity, and perceived discrimination at the workplace. These psychological and social
problems can trigger a vicious circle, leading to further
weight increase.28
Among the demographic factors influencing HRQoL perception among obese people, gender is especially relevant.17,32,33 Obese women report a poorer HRQoL not only
compared to the general population but also compared to
obese men, in both the physical and psychological dimensions.7,25 This finding can be related to the global impairment in the psycho-emotional sphere of HRQoL observed
among female participants.26,33 In particular, obese women
report lower self-esteem34 and more dissatisfaction with their
physical appearance than men.17 In addition, they report
higher social and emotional distress and a higher level of
discomfort in public life activities.34,35
The relationship between HRQoL and body weight is also
at least partially age dependent, as age is associated with the
occurrence of comorbidities.28
With regard to mental health components, a multicentric
study conducted in Norway36 showed that self-esteem, sense
of coherence, and adaptive coping strategies substantially
contribute to the improvement of HRQoL among men and
women seeking treatment for morbid obesity. The same study
suggested that younger age, having a paid activity, and being
physically active explain better outcomes in the physical
domain.36 Other studies highlighted the positive role of work,
both in relation to HRQoL in general and to its mental and
physical components.35,37 Instead, no relationship emerged
between HRQoL and the level of education, marital status,
and use of alcohol or drugs.37
The mental component of HRQoL is also influenced by the
presence of eating disorders7: obese women with binge eating

syndrome or night eating syndrome report a poorer general
health, in both the physical and mental dimensions.38
Obesity and weight loss: medical
and surgical therapies

The benefits of weight loss include lower risk of developing comorbidity,4 but also an improvement in HRQoL
levels.12,13 A qualitative study highlighted that obese people
associate weight loss with getting healthy, acting normally in
one’s roles, discovering a new sense of identity, fitting in
socially, relating differently with other people at work,
at home, and in society, and eating to improve health.39 In
addition, weight loss is associated with substantial improvements in energy levels and ability to perform daily
activities.40 HRQoL improves significantly even when the
weight loss is modest, and the benefits that can be derived
from a consistent weight loss may persist for several years.8
Physical activity and diet represent the first step in obesity
treatment, and they were shown to have a positive impact on
HRQoL through the reduction of body weight.40 Programs of
weight management, organized by specialized medical
structures41 or supported by mobile technology, are useful in
terms of cost benefit and are reasonably successful in adults
with a BMI between 25 and 39.9 kg/m2.42 They may include
diet therapy, physical activity, and behavioral therapy.
Pharmacotherapy may be added, when the other strategies
alone are not effective.16
In obese patients weight loss can be obtained through
pharmacological treatment associated with lifestyle changes.
Nevertheless, behavioral therapy, diet, and pharmacological
treatment are often insufficient: many obese people do not
manage to achieve satisfactory weight loss or to maintain the
optimal weight over time with diet and exercise only.15
Surgical interventions like bariatric therapy have longterm success in the majority of patients, leading to the loss of
60–70% excess weight, defined as the difference between
present and ideal weight.43 Bariatric surgery is a safe and
effective treatment providing significant and sustained
weight loss.15,16,44–47 It also proved to be more effective than
the other intervention strategies in treating or preventing
obesity-related comorbidity,47,48 thus representing the treatment of choice when diet and exercise failed to produce
consistent results.24,49
In patients with extreme obesity (BMI >40 kg/m2) bariatric
surgery allows to achieve three main goals as follows: weight
loss, reduction of medical risk factors, and improvement of
QoL.18 Compared to dietary treatment, surgery is associated
with significantly better management of obesity-related comorbidities and higher HRQoL. In patients with a BMI
>35 kg/m2 it also reduces mortality by decreasing cardiovascular risk.48
According to the guidelines of the Association of Clinical
Endocrinologists, the Obesity Society, the American Society
for Metabolic & Bariatric Surgery, and the European Association for the study of Obesity, bariatric surgery can only be
offered to obese persons who present (a) a BMI ‡40 without
high surgical risk and (b) a BMI ‡35 with obesity-related
comorbidities.14,16,50,51
Surgery may be also offered to patients with a BMI between 30 and 34.9 associated with diabetes or metabolic
syndrome, but evidence of long-term benefits is lacking for
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this population. Regardless of BMI values, bariatric surgery
is not recommended for the control of comorbidities alone,
like glycemic control, lipid lowering, or cardiovascular disease risk reduction.50
Bariatric surgery ultimately operates through the lowering
of caloric intake. This goal is achieved by limiting the amount
of food the stomach can hold through the reduction of the
organ size or through the reduction of calories that can be
absorbed from the gastrointestinal tract. The most common
surgical procedures are gastric bypass, adjustable gastric
banding, biliopancreatic diversion with duodenal switch,
and sleeve gastrectomy.15 The choice of the type of surgery depends on treatment goals, surgeon’s skills, patient’s
preferences, and individual surgical risk. Overall, whenever
possible, a laparoscopic procedure is recommended.50
Although very effective in reducing weight and comorbidities associated with obesity, bariatric surgery is not
widely practiced for different reasons, ranging from the lack
of surgical manpower and qualified centers to the lack of a
sufficiently large amount of evidence as concerns stratification of risk factors, identification of the optimal intervention
for each patient, comparison of procedures, planning of care
paths, and assessment of long-term outcomes. Issues related
to surgery costs and malpractice exposure remain to be solved
as well.52 As a result, less than 1% of the patients who could
benefit from this kind of intervention have access to it.15,51,52
QoL/HRQoL after surgical therapies

The refractoriness in performing bariatric surgery contrasts
with the positive outcomes observed in terms of HRQoL, regardless of the type of intervention.24 Several studies conducted
on patients undergoing laparoscopic gastric banding detected
rapid and highly significant improvements in HRQoL and QoL
during the first year after surgery,6,53 up to levels comparable to
those reported by the general healthy population.4,6,53 Patients
previously experiencing a poorer HRQoL reported the most
relevant benefits from the surgical procedure.6
The beneficial consequences of bariatric surgery on QoL
occur primarily in the physical dimension, which shows
improvements within 1 year47 in relation to the physical changes following surgery.54,55 However, HRQoL improvement is proportional to weight loss if its baseline level
was determined mainly by obesity-related physical factors,7
while no relationship was detected between preoperative
comorbidities or the resolution of comorbidities after surgery
and the magnitude of HRQoL improvements.6 Improvements
in HRQoL after surgery were also detected in social and
working life: the higher comfort reported in public places
allows patients to become more socially active, to date, and
have affairs. Patients followed after bariatric surgery were
more active, required less medical care, and took fewer sick
days. Weight loss attained through bariatric surgery also
improves sexual life through the improvement of physical
conditions and body image.24,56 Weight loss has also a positive impact on bodily pain.21
The psychological benefits of bariatric surgery include
improvements in body image and perceived attractiveness, as
well as lower levels of depression.44 However, even though
surgery related changes allow the person to build a new and
more positive self-concept,54 this process is slower and more
difficult than the adaptation to physical and exterior chan-
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ges.39 Moreover, the improvements in HRQoL after surgery
can be less relevant or temporary, if patients’ poor preoperative HRQoL was due to mental disorders not corrected by
weight loss. In particular, the persistence or recurrence of
depression and/or eating disorders in the follow-up may attenuate the positive effects of bariatric surgery on HRQoL or
induce a deterioration of HRQoL in the phase of weight
stabilization, when the positive psychological effects of
weight loss tend to vanish.7
Adopting Calman’s conceptual model of QoL, HRQoL
improvements after bariatric surgery, especially as concerns
the psychological dimension, can be related to the fulfilment
of expectations,57 whereas unmet expectations are likely to
result in dissatisfaction.58 This claim was confirmed by the
results of a study conducted among people with morbid
obesity: showing a lower mental component summary score
in the preoperative period was associated with high expectations about the emotional improvements obtainable by
surgery. In the postoperative period, the fulfilment of preoperative expectations was associated with better mental
HRQoL 5 years after surgery.59 Overall, positive and realistic
expectations are predictors of the best results in terms of
weight loss after surgery, especially in combination with a
strong sense of self-confidence.60 The role of expectations
and motivations regarding the successful outcome of surgery
is also reported in the systematic review by Van Hout et al.,
reporting that the expectations of patients regarding the operation influence short-term and long-term consequences.
These authors also underline that two aspects are important in
this process: expectations concerning the person’s own share
in the results and the degree of reality of these expectations.2
The review of Msika and Castel identified some predisposing factors for the success of bariatric surgery in terms of
weight loss.61 According to these researchers, demographic
features play a relevant role in predicting surgery outcomes.
As concerns age, weight loss is better in younger participants,
and it is related to the lower presence of comorbidity and the
better mobility characterizing these patients compared with
other ones. Gender did not emerge as a predictor of the intervention’s success, whereas socioeconomic status seems to
play a more influential role. In particular, individuals with
lower income get poorer outcomes and increased postoperative complications. Preoperative weight and BMI also
influence the surgery success, while eating disorders are
usually related to worse postoperative outcomes.61 The relationship between treatment outcomes and factors related to
personality and psychopathology is still controversial, and
results from different studies are conflicting.2,61 However,
postoperative complications were detected among patients
who had developed obesity after exposure to traumatic events
during childhood or adolescence.62
QoL assessment instruments in obese patients

As improvement in QoL represents one of the core aims of
bariatric surgery, the assessment of patients’ HRQoL is relevant for designing clinical care planning and for evaluating
the intervention’s success. In addition, the assessment of
patients’ perceived HRQoL may provide information about
the outcome expected from therapies in terms of weight loss:
it has been shown that patients with the most impaired levels
of general HRQoL at baseline have the greater improvements

BARI-2017-0015-ver9-Accardi_1P.3d

06/30/17

11:45am

Page 5

OBESITY TREATMENT VS. QUALITY OF LIFE: REVIEW

5

of HRQoL after surgery6; in particular, those who report low
mental well-being, but not low scores on the physical dimension, get a better long-term outcome of weight loss.
On the contrary, Teixeira et al. underline that, from the
studies conducted on behavioral management of obesity,
women reporting lower HRQoL in the areas of work, health,
and self-esteem at the beginning of interventions were more
likely to be included among the least successful.60
Therefore, the perception of HRQoL can be predictive of
outcomes in the short and long term, depending on the type of
therapy chosen to treat obesity.
A variety of more or less specific instruments have been
used to assess HRQoL in populations of obese persons.8
T2 c Table 2 summarized advantages and weaknesses of some of
the most used questionnaires for QoL assessment in obese
subjects (Table 2). Disease-specific instruments are usually
more sensitive to changes occurring during treatment, as they
focus on the domains of HRQoL that are more affected by the
disease and whose improvement may thus be more relevant
for the examined population.63,64
Instruments measuring the perceived impact of obesity on
health include items focusing on physical health, at the same

time assessing the impact of disease on the level of functioning in daily life domains not related to health. Within this
category, the widely used Impact of Weight on Quality of
Life (IWQOL)-Lite tool measures the perceived impact of
weight on physical functioning and somatic sensations such
as pain and distress.13 IWQOL-Lite shows a good content
validity13,65 and effectiveness in detecting the changes in
HRQoL associated with short-term treatments.66
In the studies conducted by the Italian Group for LapBand, HRQoL of obese participants is predominantly assessed through SF-36,6,7 and less frequently through the
Obesity-Related Well-being (ORWELL 97) scale, which
comprises 18 items investigating the physical dimension
along with the symptoms related to BMI, without considering
the psychosocial aspects.8
The development and use of valid obesity-specific measures are important to advance evidence-based practice
within the rapidly evolving field of disease management.13 A
review conducted by the Canadian research team of the
Laval Hospital identified that only three of them were suited
for a population with morbid obesity and all presented
some flaws.66 These results pointed to the need for a specific

Table 2. Most Common Quality of Life Instruments in Available Literature: Advantages and Weakness
Instrument

Type

SF-36

Generic

EQ-5D

Generic

WHO-QOL
Brief

Generic

IWQOL-Lite

Specific

ORWELL-97

Specific

BQL Index

Specific

Laval
questionnaire

Specific

Advantages
Possibility of comparing QoL of obese
subjects with QoL of patients with
different chronic illness.
Presence of a validated SF-12.
Possibility of performing cost–utility
analysis using QALY as an outcome.
Brief and easy to fill.
Possibility of comparing QoL of obese
subjects with QoL of patients with
other pathologies.
Created on the basis of an international
project promoted and coordinated
by the WHO.
Specific to measure the perceived impact
of weight on physical functioning
and somatic sensations.
Developed with the contributions
of several health professionals
and obese people.
Possibility to recollect many data,
including medical data on comorbidities,
side effects, and medications.
Short and easy; it can be applied before
and after surgery for good overall
sensitivity to change of the BQL
Possibility to recollect many data, including
medical data on comorbidities,
side effects, and medications and data
related to emotional, psychological,
sexual, and social distress.
Specifically developed for use in
bariatric surgery.
Created on the basis of needs of
bariatric surgeons and patients.

Disadvantages
Not useful in assessing disorders and
discomforts closely related to obesity.
More focused on physical dimension.
Not useful in assessing disorders and
discomforts closely related to obesity.
Not useful in assessing disorders and
discomforts closely related to obesity.

It fails to assess gastrointestinal
symptoms which are common
after obesity surgery.
Poor consideration of the emotional
and psychological aspects of QoL.
Created on the basis of needs of
bariatric surgeons but lack of
consideration of patient’s need.

Not useful to make comparison in
QoL between obese subjects and
patients with different chronic
illnesses.
Not possible to make cost–utility
analysis.

BQL, bariatric quality of life; IWQOL, Impact of Weight on Quality of Life; ORWELL, Obesity-Related Well-being; QALY, qualityadjusted life year; SF, short-form.
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questionnaire evaluating the expectations and perceived
postoperative outcomes of patients with morbid obesity.17
Based on this evidence, the Canadian researchers recruited
100 patients with morbid obesity, inviting them to rate on a
five-point Likert scale the QoL related importance of a set of
outcome variables. The 44 variables identified as most relevant to QoL became the items of the Laval Questionnaire,
organized into six domains as follows: symptoms (10 items);
activity/mobility (9 items); personal hygiene/clothing (5
items); emotions (11 items); social interactions (7 items); and
sexual life (2 items). Patients are invited to reflect on how
obesity affected their life over the last 4 weeks and to answer
to each item accordingly. Items are rated on a seven-point
Likert scale, with higher scores meaning better QoL. The
questionnaire administration takes on average 10 min and the
validation study, conducted in French, highlighted the instrument’s validity as a measure of HRQoL, its sensitivity
to changes induced by the treatment, and its specificity for
patients with morbid obesity. The analysis of the discriminative function of the questionnaire showed moderate-to-high
correlations between the scores in each domain of this new
instrument and the corresponding ‘‘gold-standard’’ questionnaires. The analysis of its evaluative function showed significant differences in score changes between patients with
bariatric surgery and those without and moderate-to-high correlations between the changes in scores in the new instrument
and the changes in the corresponding questionnaires.
The Laval Questionnaire may thus represent a useful tool
for research and clinical use.29 The strength of Laval questionnaire is its specificity for the use in the contexts of bariatric surgery: the Laval Questionnaire appears to be a very
specific instrument for patients with morbid obesity who
intend to undergo interventions of bariatric surgery. Because
of its specificity, it wouldn’t be useful to make comparison in
QoL between obese subjects and patients with different
chronic illness. Furthermore, it appears useless for making
cost–utility analysis.
Conclusions

The incidence of obesity is constantly increasing worldwide.67 Besides being an economic cost to health national
systems,15 this disease represents a major risk factor for the
onset of various comorbidities,68 and it exposes affected
persons to impairments in physical, psychological, and social
dimensions of QoL and HRQoL.11,17 Demographic and
clinical factors such as BMI,21 female gender,32 unemployment,35 and the presence of comorbidity25 directly impact on
QoL levels, together with psychological factors, such as
coping style and self-esteem.36 In contrast, weight loss has a
positive effect on all QoL and HRQoL components, which
attain levels similar to those reported by healthy participants
within 1 year after treatment.4,6 The assessment of QoL of
obese people in the pretreatment period is essential, as the
person’s expectations regarding QoL improvements due to
weight loss can influence treatment outcomes.6
Among the available treatments, bariatric surgery allows
to achieve rapid and lasting weight loss15,46 and can be offered to patients with severe obesity.50 Like for the other
therapeutic approaches, the improvement in QoL and HRQoL
is one of the main purposes of surgical procedures.18 Therefore, patients’ perceived HRQoL before surgery can be used
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to predict the results of the interventions in terms of weight
loss.60 Moreover, the longitudinal assessment of the different
QoL components can be useful to monitor the biological,
psychological, and social changes induced by the treatment
over time.
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