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ABSTRACT
Most studies on bariatric surgery identify personal factors such as “non-compliance” to lifestyle changes as the 

cause of weight gain and subsequent inability to lose weight. Prior qualitative studies suggest that weight loss patients 
have complicated relationships with both self and weight, with significant emotional and psychological implications. 
But how do patients themselves understand the trajectories of their weight gain as related to intrinsic versus extrinsic 
factors? A qualitative analysis examined the aspects involved in the construction of higher body weight from the 
perspectives and life experiences of Brazilian women who underwent bariatric surgery, considering that Brazil has 
previously been reported as a highly anti-fat society. Individual, semi-structured interviews were conducted with thirty 
women (15 aged 33-59 and 15 aged 63-72). Data were analyzed identifying the regular, expressive, and meaningful 
significance units identified through the interviews. Although it was expected that different life events were reported as 
crucial to the perceived aetiology of individual weight gain stories, the participants reported that the emotional aspects 
had more impact. The extremely high value attached to having a particular body weight negatively influenced the 
participants’ concept of identity and harmed their interactions and understanding of what it meant to be fully loved and 
accepted. Most of the participants underscored the importance of food in women’s lived experiences and explanations 
of weight gain. Despite this somatic response being dysfunctionally directed to food, this mechanism seemed to be 
vital to keeping them alive and engaged in the world. Finally, the participants faced layered vulnerabilities, which 
decreased their opportunities to access resources aimed at better body weight management. Broad approaches that 
consider emotional and physical care strategies must be proposed to this population.
Keywords: Mental health; Bariatric surgery; Obesity; Body weight; Stigma; Brazil; Qualitative investigation
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1. Introduction 
Ethnographic accounts and body image sur-

veys suggest that the social capital embedded in 
thin bodies is particularly relevant in Brazil, where 
slim-waisted ideals are currently hegemonic (e.g., [1,2]).  
In Brazil today, thinness is seen as a vehicle for 
social ascension and better socioeconomic opportu-
nities, particularly among certain segments of the ur-
ban middle class, where the ideal for women is a thin 
waist, a large chest, and large (but cellulite-free) but-
tocks and the ideal for men is physical strength, pow-
er, and virility [1,2]. Body dissatisfaction is very high, 
especially among urban, middle-class women [3].  
Bodies are, however, also seen as “fixable” by many 
Brazilians through medical interventions like sur-
gery. In such a context, one that connects personal 
and social moral failing to an individual’s inability 
to lose weight, the consequences of not being able to 
achieve an ideal, thin body can be psychologically 
and emotionally devastating [4]. 

One of the most effective means for losing sub-
stantial excessive weight—at least at the individual 
level—is bariatric surgery, a type of procedure that 
induces severe weight-loss through the surgical mod-
ification of the stomach and/or intestines [5]. Bariatric 
procedures have been available at no cost to patients 
through the Brazilian Unified Health System since 
1999 [6]. From a clinical perspective, bariatric surgery 
can be a useful tool for helping patients with severe 
type 2 diabetes and other diseases commonly asso-
ciated with weight deemed medically excessive [7].  
Patients, however, rarely present for surgery without 
a complexity of related psychological issues and 
socially-situated anxieties stemming from negative, 
weight-related experiences prior to surgery [7].

Qualitative studies allow us to understand the 
meanings of this procedure to the candidates [7-11], to 
comprehend how these meanings affect the surgery 
outcomes [12], and to clarify the expectations, per-
ceptions, and beliefs about obesity surgery among 
would-be bariatric patients [7,11]. It is important to 
highlight that “obesity” designates fatness as patho-
logical. This word choice was used in this article 
when referring to or reflecting the articulated atti-

tudes of organizations or when dialoguing with other 
clinically-oriented researchers. Otherwise, words 
such as “high body weight” and “large body” were 
used [13]. Most bariatric programs—and the research 
that flows from them—still attempt to understand 
the lived experiences of bariatric surgery and its 
attendant weight loss through a focus on the moral 
individual: Individuals classified with obesity “fail” 
to make effective lifestyle changes before and even 
after the surgery, reinforcing the sociocultural view 
of people with higher body weight as “undisciplined”, 
“without willpower” and responsible for their condi-
tion [7-11]. Less is understood about how weight loss 
and surgery are placed by patients in the context of 
their specific life trajectories; that is, how they come 
to understand the broader processes in which their 
own weight was and remains embedded. 

It is understood that people who will have or have 
already had this surgery rely on complex, multi-lay-
ered etiological models regarding how their large 
bodies were constructed before the surgical inter-
vention. This understanding is the departure point 
for the arguments put forth in this paper. The aim is 
to advance knowledge on the multi-causality of this 
perceived condition (i.e., high body weight) from the 
perspective of patients’ lived experiences, based on a 
qualitative research project conducted in Brazil. 

Relying on the stories of women who had un-
dergone bariatric surgery, the aim of this article is 
to qualitatively investigate the interplay between 
intimate, personal vs. broad, structural factors as 
explanations for women’s higher body weights 
pre-surgery, with particular interest in the emotional, 
economic, and social dimensions of these articulated 
explanations. More specifically, the research ques-
tions are: how do patients themselves understand the 
trajectories of their weight gain as related to intrinsic 
versus extrinsic factors? With particular interest, 
do they refer to emotional aspects to talk about the 
changes in their weight? Does other aspects, such as 
economic and social dimensions, are also articulated 
in their narratives? Do these aspects interact with 
each other? Qualitative interviewing is especially im-
portant and useful here, because it not only extracts 
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culturally-situated stories that can be analyzed, but 
also the act of the interview itself can help patients 
develop and order those stories. With this qualita-
tive investigation, the expectation is to shed light on 
nuances related to the construction of a higher body 
weight that has not yet been explored. For example, 
one key prediction was that women’s details of their 
lifetime trajectories related to weight would identify 
multiple external influences, a position that provides 
a counter narrative to core sociocultural assumptions 
that weight gain is always due to personal failings. 
Another prediction, however, was that the idea of 
personal failure would still be embedded in women’s 
telling of their stories, and that it would be associat-
ed with emotional costs like distress. 

2. Methods

2.1 Setting 

The Ethics Committee at the School of Public 
Health of the University of São Paulo and the Hos-
pital das Clínicas of the School of Medicine of the 
University of São Paulo (HCFMUSP) approved this 
study (Approvals 4.031.373 and 4.143.745, respec-
tively). Participants provided both digitally recorded 
oral consent and digitally recorded informed consent, 
and both processes were also approved by the Ethics 
Committee. All research procedures adhered to the 
regulations in the Declaration of Helsinki as revised 
in 2008.

This research was carried out at Hospital das 
Clínicas of the School of Medicine, University of 
São Paulo (HCFMUSP). This institution is a ter-
tiary, referral-based teaching hospital located in the 
most populated city in Brazil, São Paulo. Before 
the onset of the COVID-19 pandemic, women who 
underwent bariatric surgery were recruited by the re-
searchers, by visiting the clinic and interacting with 
patients between November 2019 and March 2020. 
Interested participants provided Author 1 with their 
names and contact information. During the pandemic 
(June-August 2020), patients being followed by the 
Bariatric Surgery Out-patient Clinics of HCFMUSP 
were recruited by the authors via a list of eligible 

participants that was provided by the clinic. The 
participants who fit the proposed profile (i.e., adult 
women who had undergone surgery at HCFMUSP) 
were invited to participate. The potential participants 
were contacted via a WhatsApp message from Au-
thor 1. In this contact, Author 1 introduced herself, 
explained why she was contacting them, the purpose 
of the research, and clarified that if they agreed to 
participate, the participation would be voluntary. 

2.2 Study design and population

This study is part of a more extensive qualitative 
research project that investigates the perceptions of 
adult women who have undergone bariatric surgery. 
The methodological framework of the present study 
focuses on two distinct age categories, but the infor-
mation is presented to provide contextualization, not 
comparison. The sample consisted of 30 women who 
were categorized as “adult” (aged 33-59) or “older” 
(aged 63-72) at the time they underwent bariatric 
surgery. Sample sizes for adult and older groups are 
suitable for theme identification in qualitative re-
search [14]. To qualify for this study, the participants 
must have undergone the surgical procedure one to 
five years prior and had the surgery at HCFMUSP. 

2.3 Data collection 

Author 1 conducted two semi-structured inter-
views with each woman who consented to be in the 
study [15]. These conversations sought to comprehen-
sively understand how women’s bodies were con-
structed throughout their lives. The interviews were 
conducted over two encounters within a short period 
of time (e.g., in the same or consecutive weeks). 
Because of the social isolation imposed by the pan-
demic, the interviews were conducted remotely via 
WhatsApp video calls, which were audio-recorded 
and then transcribed verbatim. The interview tran-
scription was conducted by a specialized service, 
which ensured confidentiality. Non-verbal behavior 
such as gestures was observed and recorded in sep-
arate handwritten notes by Author 1. The average 
time of each of the two encounters was one hour 
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and a half. This two-encounter approach proved to 
be quite effective in obtaining data and resulted in 
higher adherence to study protocols because it fits 
women’s schedules. Notably, the time gap between 
the first and second interviews led to increased re-
flexivity among the participants and the researcher, 
who reviewed the recording of the first encounter to 
note gaps that needed to be covered in the second. 
Author 1 has extensive experience with semi-struc-
tured interviews, having conducted this type of 
research during her M.A. and Ph.D. work. The inter-
view protocol that guided the interviews is presented 
in Supplementary Material.

2.4 Data analysis

Participants’ life stories and narratives were as-
sembled from the data collected in the interviews so 
that it was possible to investigate the ways that inter-
viewees understood how their bodies gained a higher 
weight. First, an initial reading of the transcripts was 
conducted by Author 1, in which the researcher not-
ed the most salient aspects of the data [15]. Following 
Braun and Clarke [16], thematic analysis comprised 
a series of phases. Initially, Author 1 familiarized 
herself with the data set by reading and rereading 
the transcripts and noting down initial analytical 
observations. Then, Author 1 coded the transcripts, 
systematically identifying and labelling relevant fea-
tures of the data in relation to the research questions 
and grouping together similar data segments. After-
wards, the development of themes was conducted 
and in this stage of the process, Author 1 worked 
closely with the other authors, and discussed the pro-
cess until the final consensus. As Braun and Clarke [16] 
highlight, themes are not simply sitting in the data 
waiting to be uncovered. Rather, Author 1 clustered 
together codes to create a plausible mapping of key 
patterns in the data. The themes were then named, 
categorized, and organized and the final product then 
provided a road map for the write-up. Finally, Au-
thor 1 presented the analytic narrative with vivid and 
compelling data extracts. The theoretical frameworks 
that guided the analysis included the frameworks of 
the fat studies [17] psychodrama [18,19], intersectionali-

ty, and social markers of difference [20]. 

3. Results
Thirty women (N = 15 aged 33-59 years and N = 

15 aged 63-72 years) participated in the study. Their 
general characteristics are presented in Table 1. All 
the women’s bariatric surgeries were performed be-
tween 2016 and 2019, before the onset of the COV-
ID-19 pandemic. 

Four adults and one older woman reported they 
had had a higher body weight since they were chil-
dren. At that time, some of them were not medically 
classified as obese but were “cute little chubby kids”, 
as one of them remembered. The other eleven adults 
and fourteen older women reported that they were 
thin kids. Of these twenty-five, three (two adults and 
one elderly woman) maintained this thin body until 
their adolescence, when they started gaining weight. 
The remaining nine adult and thirteen older partici-
pants maintained a thin body until adulthood. 

During this time, all the women said that they re-
membered being satisfied with their body, classifying 
it as “beautiful” and “marvellous,” and usually de-
scribed themselves as having proportional measures 
and in particular, a narrow waist. For three adults 
and one older woman, having a thin body opened 
job opportunities. Sonia (an adult), for example, said 
that she maintained her “good” appearance (i.e., a 
lean body) to have better job positions, which in turn 
allowed her to be independent and able to help her 
family financially. 

When asked when they started gaining weight, 
distinct aspects were mentioned by them, including 
life changes, health problems, and dieting and using 
weight-loss drugs, which are detailed below. For 
most participants, although these aspects are present-
ed separately, they interact with one another to pro-
duce multi-layered stories of suffering and struggle.

3.1 Life course changes

Some participants mentioned life changes that 
modified their eating behaviors, which, in turn, con-
tributed to their weight gain. For example, Catia (an 
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Table 1. General characteristics of women participating in the study.

 Adults (N = 15) Older (N = 15)

Current age (year), mean (SD) 45 (8.7) 67 (2.4)

Age at surgery (year), mean (SD) 43 (8.7) 64 (2.4)

Anthropometry

Current body mass index (kg/m2), mean (SD) 31.2 (4.7) 33.9 (4.0)

Body mass index (kg/m2) at surgery, mean (SD) 44.9 (6.9) 44.8 (4.7)

Highest body mass index (kg/m2) pre-surgery, mean (SD) 51.9 (10.5) 51.9 (7.8)

Lowest body mass index (kg/m2) post-surgery, mean (SD) 29.5 (4.5) 31.5 (5.1)

Self-reported skin color, n (%)

White 4 (26) 11 (74)

Black 1 (7) 2 (13)

Brown 10 (67) 2 (13)

Relationship status, n (%)

Single 3 (20) 1 (7)

Married 8 (53) 6 (40)

Common-law marriage 1 (7) 1 (7)

Divorced 2 (13) 3 (20)

Widowed 1 (7) 4 (26)

Education, n (%)

Graduated from elementary school 2 (13) 2 (13)

Incomplete elementary school graduation 0 (0) 5 (33)

Graduated from high school 5 (33) 4 (27)

Incomplete high school graduation 1 (7) 1 (7)

Graduated from college 6 (40) 1 (7)

Incomplete college graduation 0 (0) 2 (13)

Postgraduate-level studies 1 (7) 0 (0)

Household conformation, n (%)

Lives alone 2 (13) 4 (27)

Lives with only one family member 2 (13) 7 (46)

Lives with two family members 5 (33) 4 (27)

Lives with three or more family members 6 (41) 0 (0)

Monthly family income (value in U.S. Dollars), n (%)

≤ 397.00 6 (40) 8 (54)

397.01-794.00 4 (27) 6 (40)

794.01-,986.00 4 (27) 1 (6)

1,986.01-3,972.00 1 (6) 0 (0)
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adult) lived in a rural area and moved to an urban 
area. This resulted in changes in what she ate, par-
ticularly the inclusion of ultra-processed foods. For 
others, getting married and improving their financial 
condition also impacted their diet and therefore, their 
weight, as Marcia and Vivian (both adults), remem-
bered. According to Marcia, her younger self had 
thought “Now that I am married, it is my life, I go to 
the market, I buy what I want: yoghurt, Coca-Cola®, 
chocolate. I am not buying rice, beans...”.

Other participants also shared changing aspects 
of their lifestyles that they felt contributed to their 
weight gain. Myrian (an adult) believed that the rea-
sons she gained weight were complex, related to her 
sedentarism and the unbalanced diet of her family 
when she was younger but also to other factors. She 
remembered that there was a lot of “junk food, ice 
cream, packaged snacks” that everyone in her house 
ate, but she also acknowledged that her father’s fam-
ily had people with high body weight, so she felt 
there was a genetic component as well. Rita (older) 
reported that she had a very “bohemian” life for sev-
eral years during her adulthood: she enjoyed dancing 
with friends all night long, an activity that was ac-
companied by alcohol and smoking. Then, when she 
was 57 years old, she stopped it all for religious rea-
sons, and that was when she started to gain weight. 

Modern, urban employment was also mentioned 
frequently as a contributing factor. Arlete and Madd-
alena (both older) mentioned their excessive work-
load as a barrier to a healthier lifestyle, contributing 
to their weight gain. Maddalena said, “I was working 
in two services, I was on duty at the emergency room 
at night and after I went straight to the health center. 
It was eight hours of work, I came home at 5 p.m. 
sleepy, tired, and only then I would make something 
for dinner, so I just got fat.” Joana (an adult) said 
that she woke up early, took her children to daycare, 
came back home after working the entire day, and 
as a result, ended up eating ready-to-eat foods. For 
Maddalena, this workload was combined with the 
stress and fear of living with an abusive husband, 
and, to her, being able to stay outside her house was 
a much-needed protective measure, but also reduced 

her ability to cook homemade foods. 
Most of the participants mentioned their pregnan-

cies as an aspect that influenced their weight gain, 
but not expressively. It was different from Teresa 
(older), who believed that the anesthesia needed for 
her cesarian triggered her weight gain. Rosana (an 
adult) also had a distinct experience after she gave 
birth. She was having difficulty breastfeeding her 
child and heard that canjica (a Brazilian sweet dish 
composed of grated corn, sugar, and coconut milk) 
would stimulate milk production, so she ate large 
quantities of it to help her breastfeed and gain weight 
with it (she used to wear a Brazilian mannequin size 
38 and started wearing a 42, equivalent to the 6-10 
U.S. numeration, respectively). Finally, Arlete (older) 
had a risky pregnancy and had to stay in bed. She re-
membered eating all the time and gaining weight as 
a result. Although these cases were unusual, women 
commonly reported that they gained weight during 
pregnancy and had difficulty losing it all after giving 
birth.

3.2 Struggling with health issues

For some participants, health problems were 
slightly or highly relevant to their weight gain be-
cause of the side effects of certain drugs used to 
control a condition or pain. Rosana (an adult), for 
example, had toxoplasmosis, and she took numerous 
medicines to treat it. She reported that this was when 
her weight increased more significantly. Other health 
problems that were noted as contributing to weight 
gain included myomas, resulting in the removal 
of the uterus, and cancers. Illustratively, Carmen 
(older) was diagnosed with cancer when she was 
48 years old. She had the tumor removed surgically 
and then did chemotherapy, gaining weight after-
wards. She said that after chemotherapy “was when 
I completely lost control [of my weight].” When she 
was pronounced free from cancer three years later, 
her weight was extremely high, but when she asked 
about weight loss strategies her doctor advised: “It is 
no use dieting now, wait because your body will start 
to reduce the corticoids by itself; then you can do 
whatever you want [to lose weight].” 
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Health issues often combined with other factors 
and were attributed to weight gain by participants 
in their narratives. For example, Laís (an adult) was 
diagnosed with polycystic ovarian syndrome when 
she was twelve years old, and because of that, she 
remembered putting on 20 kg per year throughout 
her late teens. At this age, she also found a lump in 
her salivary gland, which later evolved into cancer, 
and she had to have it removed surgically. She iden-
tified that these health problems contributed to her 
weight increase. Another aspect that contributed to 
it, however, was related to changes in her routine. 
In her early teens, she moved to São Paulo with her 
father, a couple of years later, when she was fourteen 
years old, she started working for wages and spent 
the entire day outside the home. She started working 
because she wanted to have an occupation and in-
dependence. She recalls that at fourteen, she had the 
habit of skipping breakfast, and often forgetting to 
have lunch as well, because she was involved with 
her activities. Then, she would eat a large amount of 
food when she got home at night. These eating hab-
its combined with a sedentary life resulting from this 
intense routine and a lack of motivation to exercise: 
“After I moved to São Paulo, I became very seden-
tary. I stopped physical activity [because I did not 
feel like doing it], I just went to work. I came home, 
and I ate. I did not do anything. And then I got fatter, 
fatter, fatter.” As Laís’ narrative demonstrates, it was 
not simply the health conditions nor the change in 
routine but rather these acted together to produce a 
situation of eating with subsequent weight gain. 

3.3 Dieting and using weight-loss drugs

All participants reported trying a combination of 
restrictive diets and/or medications for weight re-
duction prior to trying bariatric surgery. Weight-loss 
medications containing amphetamines were often 
prescribed by pharmacies or clinics to individuals 
experiencing weight gain, as Tania (an adult) remem-
bered. She weighed about 10 kg more than her usual 
weight when physicians prescribed her weight-loss 
drugs. All the participants reported experiencing side 
effects and weight regain with the drugs. Patricia (an 

adult) said she regretted taking weight-loss drugs and 
believed that she was “morbidly obese” (her words) 
because of those drugs. She told us, “I would have 
been chubby my whole life, but I would not have got-
ten where I got without the medication.” Cristina (an 
adult) also stressed how negatively she was affected 
because of the use of prescription weight-loss medi-
cations, saying, “When I was losing weight [with the 
help of drugs], I was without spirit and… I sat on the 
sofa in the living room, and I did not feel like turning 
on the television. I looked at the floor, and I looked 
at the ceiling. I just wanted to cry, and I could not 
sleep.” Then she discontinued the use and subse-
quently gained weight. Increased anxiety and lack of 
sleep were common side effects reported by the par-
ticipants, and all of them reported regaining weight 
after discontinuing the use of the medications.

Regarding restrictive diets, the majority tried 
different strategies, usually on their own rather than 
as part of a program (and sometimes guided by 
diet plans they found online, on the television, or 
in magazines), but these diets were not sustainable. 
Some of them were given some guidance by a health 
professional but were nonetheless unsuccessful in 
their attempts to lose weight. For example, Myrian 
(an adult), who reported that she had been medically 
classified as obese since an early age, had been vis-
iting an endocrinologist since her childhood. This 
professional repeatedly gave her restrictive diets to 
reduce weight, but Myrian said they were difficult 
to follow because her family was not engaged in the 
process with her. Myrian said, “I did the diet, and 
the rest of the house did not. So, it was really bad 
because I broke the diet.” She added that while she 
was eating a plate full of vegetables, her brother was 
eating a slice of pizza.

3.4 Emotional health and suffering

As it is possible to see from the preceding sec-
tions, women talked about a variety of lifestyle 
changes and health issues that they felt led to in-
creased weight. For most of the participants, how-
ever, more significant weight gain was related to 
emotional health. At the same time, downturns in 
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emotional health were intertwined with downturns in 
social, physical, and economic circumstances. 

Gaining weight because of depression, tragedy, 
and isolation

In this section, all the self-isolation experiences 
took place years before the pandemic. Some women 
associated their weight gain with depression. Sonia 
(an adult) said that the “good” and “beautiful” body 
(i.e., her previously thin body) had not led to more 
meaningful relationships for her and she had never 
felt that she “deserved” her body. When she was thin, 
she remembered feeling “terrific, but I also didn’t 
want people to see only that in me.” Therefore, she 
voiced a will to change that: “Deep down, I wanted 
to let it happen [gain weight], I let me get ugly to see 
if I got ugly, things [relationships] would improve, 
which in reality did not happen.” She remembered 
believing that happiness was not for her. She said, 
“I said, ‘Look, it was a father who didn’t want me, 
who mistreated me, a mother who abandoned me, a 
husband who said that he would take care of me and 
didn’t, a daughter who offended, humiliated me, so 
I don’t think I’m good for anything, and I do not de-
serve anything, so I have to find a way to disappear.’ 
However, I never dared to commit suicide.” At this 
time, food comforted her, and gaining weight was 
her way of disappearing and managing her emotional 
state.

Benedita (older) used amphetamines, prescribed 
by health professionals, to control her weight for 
ten years, but the drugs were prohibited after that. 
While she stopped being prescribed the ampheta-
mines, she quit smoking (she had previously smoked 
two packs of cigarettes per day) and quit her job, 
because she was exhausted. Around this same time, 
her husband cheated on her ultimately leading to di-
vorce. Therefore, she became profoundly depressed. 
She explained that food was her comfort during this 
difficult time, but the emotional and weight-relat-
ed consequences were substantial: “I didn’t go out, 
I was afraid of everything, I stayed [in my house] 
for about a year or so like this... Then I exploded, I 
weighed 136 kilos.” Vivian (an adult) remembered 
that she started gaining “real” weight when she had 

depression. When the interviewer tried to explore 
how she believed the weight gain connected to her 
depression, she responded that she suspected that 
might have to do with weight-loss medications she 
was also taking at this time, but the connection is 
also blurred in her memory. She said, “I took a lot of 
[weight-loss] drugs. The drugs started to mess with 
my psyche a lot. That is why I say it is a blank. Some 
things I try to relate to, but others I cannot. When 
you ask, ‘What originated this?’ I don’t know. It is 
a mix of many other things.” This exchange again 
highlights the fact that although these results are be-
ing reported in seemingly distinct sub-sections, the 
reality of women’s lives (and weight trajectories) 
was much messier and more complex. Vivian drew 
attention to depression when describing her weight 
gain, but weight-loss medications also appeared to 
play a part.

Similarly, Luana (an adult) had a regularly active 
life until she was in a severe car accident, which left 
her with important physical limitations, and unable 
to continue her activities. Consequently, she was de-
pressed and attempted suicide. The abrupt change in 
her ability to move her body in combination with the 
sudden onset of acute depression resulted in a sig-
nificant weight gain. Physical and emotional health 
again intertwine in this narrative.

Experiencing losses also triggered depression. 
Laís (an adult) attributed her weight increase to her 
parents’ divorce, which affected her greatly. A year 
before her bariatric surgery, she got depressed. She 
reported, “The year before the surgery was the worst 
year that I have ever lived. I was not working, and 
I was only inside my house. I just ate, ate, and ate. 
Then depression hit me. It looked like things did not 
work out for me.” In this instance, the loss was a 
severed relationship within her family. Other losses 
were also reported by participants. Celia (older) lost 
her son, and reported getting depressed and anxious 
as a result. She said that when she was anxious, she 
ate, and her weight greatly increased. Similarly, Eu-
genia and Simone (both older) attributed their weight 
increase to their grief after their fathers passed away. 

Some of the reported losses were multi-layered 
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in their narratives and the resulting tragedy. Bruna 
(an adult) started gaining weight after her boyfriend 
drowned. She was with him when it happened, and 
she blamed herself for years for his death, saying, “I 
did not think it was fair that I lived… I survived and 
he did not.” After he died, she narrated that “all my 
traumas, the pain that I felt, I was taking it out on 
food... but compulsively.” She remembered staying 
indoors, being depressed, and not interacting much 
with others. Amanda (an adult) was pregnant with 
twin girls and tragically lost her babies in a miscar-
riage after her husband hurt her. She told us, “I was 
four days away from having these kids, and he liter-
ally... I do not know what happened to him, he went 
nuts... And he ended up killing my two daughters.” 
After that, she could not become pregnant anymore, 
developed a hormonal dysfunction, and then was op-
erated on for a fibroid. She said that eventually, she 
just gave up: “I was surrendering myself. And it was 
certain: the depression came [...] And then I gained 
weight, gained weight. My emotional life was totally 
unstructured.” 

Gaining weight because of broader emotional 
aspects and negative life events

Other participants did not classify their emotional 
state as “depression” per se but mentioned the emo-
tional consequences of certain events. Patricia (an 
adult) was sexually abused when she was five years 
old. She reported, “From that moment on, I started 
getting fat, getting fat, and then I was obese.” Years 
later, she realized that eating had to do with trying 
to hide, not attracting admiring eyes, and wishing 
not to be wanted. A similar perception of trying not 
to attract attention was shared by Cristina (an adult). 
She had a traumatic experience with a boyfriend, in 
which her family discovered their sexual involve-
ment and were very condemning of it, and this 
exposure felt very invasive to her. She relates this 
emotional mark in her life as something that affected 
her weight gain: “These things contributed more for 
me to gain weight, to be in this malaise, in this thing 
of not feeling good about anything.” Monica (old-
er) told us that she discovered her husband cheated 
on her, and this made her extremely frustrated and 

upset. She believed that her more significant weight 
gain was related to her frustration and unhappiness 
from the discovered infidelity.

Giovana (an adult) also talked about her emotion-
al state contributing to her weight gain, but focused 
on how this was affected by her relationship with her 
mother. Giovana said that she was only twelve years 
old when her mother started working, and she had to 
take care of her three siblings and assume the house-
hold activities. She told us, “That was when I started 
gaining weight.” She remembered fearing her moth-
er’s reaction if things at home were not as she ex-
pected when she arrived: “If my mother came home 
and the kids were not bathed, and I did not have 
ready-made food I was beaten up.” She believes 
that living under that tension resulted in anxiety, and 
she ended up eating to compensate for that anxiety. 
She said, “From 15 to 16 years old I started to eat 
compulsively. So, I ate a lot. Everything was about 
eating.” She also had polycystic ovarian syndrome, 
but she could not tell if that also contributed to her 
weight gain. 

For two participants, their emotional health was 
impacted by experiencing weight stigma. As a child, 
Myrian (an adult) remembered facing bullying ep-
isodes at school related to weight stigma, making 
her feel anxious and causing her to eat as a result. 
She said, “It [weight stigma] affects your esteem, 
your psychology. So, I think one way to improve this 
was to eat what I enjoyed eating.” She remembered 
that in her adolescence, weight stigma increased. It 
was a period in which she had to wear men’s clothes 
because they fit her body better, affecting her even 
more: “You get more depressed, more frustrated, 
you do not want to go out so much, your friendships 
dilute, all because of your appearance.” Simone (el-
derly) also remembered being bullied because of her 
weight, and that the bullying made her feel sad and 
anxious. She said, “It was [comments like] ‘beached 
whale’, it was... everything they [friends and family] 
put a fault on. I cried a lot because of it... not in front 
of them, but I felt very sad.” Like Myrian, Simone 
also remembered eating more out of sadness caused 
by her experiences around weight stigma.
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Financial stress causes emotional stress
To others, a stressful state of mind was related 

to financial struggles. Catia (an adult) remembered 
that when she had a more significant change in her 
weight, she had just had her first son and was con-
stantly worried and anxious about being able to give 
him the best possible life. She reported, “You have 
that worry about you wanting to give the best to your 
child and you see that the conditions are tight be-
cause you must pay the rent, you must eat. I worried 
about that.” She said that her worry about her finan-
cial condition made her feel anxious, and she ended 
up eating to calm herself. Rosana (an adult) also 
linked poor mental health to financial difficulties. 
During a time when she had to move out from her 
house, her marriage was facing difficulties, and she 
had to increase her workload to help the family fi-
nances, she said she became depressed. She remem-
bered, “I did not even have time to go to a gym. I did 
not even have money because everything we earned 
was for our needs. And I did not have... Will either. 
You know when you are already down in life, and 
you do not want anything else?” Again, we see the 
link to previous sections about depression but here, 
the emphasis was on financial precarity—which then 
caused depression and weight gain.

Marcia (an adult) had a similar narrative, remem-
bering when she had to work to help her husband, 
take care of her daughters, and do the housework. As 
a result, she remembered being highly anxious. She 
worked as a seamstress and it was highly stressful 
work, in which she repeatedly had to stay up all night 
to deliver the service. She had insomnia for several 
years, and the combination of the lack of sleep with 
work and financial anxiety had consequences. She 
said, “This anxiety, this lack of sleep, this concern, 
I took it all out on food—‘I am going to eat.’ I used 
to eat at odd hours because I worked until midnight, 
and I did not stop to make food. Then I ate bread, 
drank coffee, ate crackers, ate pizza, and another 
day an esfiha [an Arab dish consisting of flatbread 
cooked with a minced meat or cheese topping], but 
always working, working, working, like, Saturday, 
Sunday, day, and night. For many years I lived like 

that.” Some of this resonates with the section on life 
course changes that made it difficult for women to 
adopt habits they deemed to be healthy. Marcia also 
mentioned a theme found in Rosana’s narrative: She 
did not have time to worry about her health because 
other things were more important, such as paying the 
bills, and taking care of her children. Finally, Mar-
cia discovered she had a thyroid problem, but it was 
only later that she had the time and money to deal 
with it. 

Joana (an adult) also acknowledged that she was 
anxious because of financial difficulties. She want-
ed to help her grandparents, but she could not. She 
said, “I thought I had an obligation to help them 
[financially], but I could not, and I think it messed 
with me?” Finally, Eugenia (elderly) also recognized 
that her preoccupation with her finances affected 
her weight. She told us, “The financial situation, I 
believe, once difficult, it will affect every step of our 
life, right?.” And she added: “You must work so you 
can pay the rent, buy food, pay for the hospital, for 
the medicines. Then you no longer know what you do 
for a living, right? It is very complicated.” 

All in all, our participants stressed that distinct as-
pects contributed to their weight gain, including, ini-
tially, life changes, health problems, changes in their 
eating and using weight-loss drugs. Nonetheless, 
a more significant weight gain was related to their 
emotional health, which involved having depression, 
losing significant others, living in isolation, having 
abusive experiences (e.g., sexual, verbal, physical, 
because of weight stigma, among others), and facing 
financial struggles. 

4. Discussion 
In this article, the aim was to qualitatively inves-

tigate the multiple aspects involved in constructions 
of causality around a higher body weight from the 
perspectives and life experiences of Brazilian wom-
en who had undergone bariatric surgery. The findings 
present deeply contextualized data on how emotion-
al, economic, and social dimensions of women’s 
lives all contribute to their narratives of how they 
ended up with a higher body weight. In these narra-
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tives, women toggled between identifying multiple 
external influences and the idea of personal failure. 
In both perspectives, however, multi-layered types 
of suffering emerged as an important feedback loop: 
The suffering caused weight gain and was the result 
of weight gain.

While initial body change was related to modi-
fications in the participants’ diets, lifestyle changes 
and health issues, their narratives implied that other 
episodes had a more significant impact on changing 
their bodies, namely the adverse long-term effects of 
weight-loss drugs, health problems, and an array of 
intertwined tragic life events and negative emotional 
responses. Emotionally demanding life events ranged 
from losing significant others to suffering weight 
stigma to being in abusive relationships. Financial 
precarity amplified emotional stress, not only jeopar-
dizing women’s opportunities to plan and think more 
carefully about their eating, but also by leading to in-
creased psychosocial stress, which, in turn, affected 
their weight. 

In Brazil, previous research clearly indicates 
having a thin body is an important vehicle for social 
and economic advancement, especially for urban, 
middle-class women (e.g., [1,2]). Our study showed 
that this was the reality for some participants when 
they were younger: because of their thin bodies, 
they had unique job opportunities, such as modeling, 
which otherwise would not have been possible. This 
was not always viewed positively by participants, 
however. For Sonia, being considered a “symbol-
ic object”—precisely because of her thin body—
put enormous pressure on her. Despite the social 
advantages that this hegemonic ideal body brought 
her, including allowing her to be financially indepen-
dent, the symbolism that she attached to it (i.e., that 
people only valued her because of her thin, socially 
desirable body) resulted in a mismatch between the 
beliefs and truths that she held about herself versus 
her perception of what others thought about her, 
affecting the concept of her own identity [18]. In this 
instance, this mismatch resulted in Sonia attempting 
to be as detached as possible from her thin body in a 
movement to reclaim her identity, resulting in a high-

er body weight. As she explained to us, however, a 
higher body weight came with its own symbolism, 
much of it negative. 

It was evident in our participants’ narratives that 
they suffered numerous and tragic losses. These loss-
es included losing significant others, experiencing 
profoundly unhappy childhoods (because of sexual 
and/or physical abuse within the family, having to 
assume disproportional responsibilities from an early 
age, and experiencing weight stigma), losing rela-
tionships (because of infidelity and intimate partner 
violence), or losing physical capacity (because of ac-
cidents). Dias et al. [19] indicate that common psycho-
logical responses to such traumatic events include 
feelings of abandonment, lack of protection, impo-
tence, anguish and the activation of psychological 
defences, which help an individual to feel “distanced” 
from their actual conflict. These responses seem to 
resonate with the narratives of our participants, cou-
pled with an expressed reliance on certain types of 
foods and eating practices as coping mechanisms. 

Another aspect that some of the participants 
seemed to have lost was the ability to easily interact 
with the external world, as many women reported 
the experience of being isolated indoors, with min-
imal interactions with other people and with little 
possibility of having any social life. Most partic-
ipants linked this self-isolation to an internalized, 
fragile emotional state, which reduced their willing-
ness to be outdoors. Nonetheless, these women also 
faced experiences that informed them that their fat 
bodies were not welcomed in Brazilian society. The 
experiences of weight stigma that the participants 
mentioned illustrate that exclusion. It is known that 
weight stigma has negative consequences [21]. In a 
national context like Brazil, where bodies are seen as 
“fixable” and as sites that individuals should strive 
to perfect [2], the moral implications of a fat body are 
particularly significant. This, in turn, amplifies felt 
weight stigma. Our study shows the lived experienc-
es of women who were subjected to weight stigma, 
highlighting how it affected their self-esteem and 
emotional health, as well as hindering their opportu-
nities to belong, make connections with their peers, 
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and have any genuine social life and support. 
For example, some participants did routinely 

leave the house (many had to, for employment) but 
at the same time did not engage socially, cutting 
off friendships and romantic relationships. Others 
reported even greater isolation, in which they were 
locked up and isolated at home (and this was before 
the pandemic). Isolation at home put life in a state 
of suspension, in which there was no one to help 
them process their various anxieties. Food in this 
symbolic bunker played a vital role for many of the 
women. This self-isolation did not seem to be related 
to recent urban possibilities, such as certain types 
of employment, but to their higher body weight and 
their emotional state; in short, self-imposed isolation. 
These interpretations open the way for new studies 
on the entanglement between weight gain, isolation, 
stigma, and emotional issues, something that must 
have gained momentum during the COVID-19 pan-
demic. 

Being isolated puts people with a higher body 
weight at higher risk for adverse health outcomes. 
Studies have demonstrated that socially isolated in-
dividuals are at increased risk for the development of 
cardiovascular disease, infectious illness, cognitive 
deterioration, and heightened inflammatory and met-
abolic responses to stress, such as elevated c-reactive 
protein [22]. These studies were conducted with elder-
ly populations, pointing to the need for future studies 
focusing on people with a higher body weight. None-
theless, it is significant that some health problems 
that are automatically associated with higher body 
weight are also associated with social isolation. That 
poses the question: Does the higher body weight 
per se generate these health problems, or does the 
social isolation that many people with higher body 
weights face contribute to them (see also, [23])? Ulti-
mately, the findings of the present study suggest that 
if health professionals are indeed interested in iden-
tifying whether people with higher body weight are 
at risk for certain adverse health outcomes, asking 
simply about their chronic diseases seems insuffi-
cient. Finding out more about an individual’s social 
support—or lack thereof—appears to add a critical 

and independent perspective on their risk for adverse 
health outcomes.

In the Brazilian case study, one further aspect 
that negatively impacted participants’ physical and 
emotional health was weight-loss drugs. The use of 
these medications, which are widely used and nor-
malized despite their known risks, was an expressed 
motivation to reduce their weight. Paradoxically, it 
seemed that medications worsened their physical 
health and emotional status and caused them to gain 
even more weight than before. Indeed, a national fo-
cus on weight loss, typically through food restriction 
and weight-loss drugs, to deal with the “epidemic of 
obesity” identified as taking place in Brazil current-
ly, may be worsening the situation. Nonetheless, it is 
recognized that there are novel categories of drugs, 
which are demonstrated to be potent and safe for the 
treatment of severe obesity [24]. However, long-term 
safety and efficacy are yet to be investigated. Evi-
dence suggests that weight loss is not vital to health 
improvements. For example, increasing physical 
activity and associated improvements in cardiore-
spiratory fitness are related to profound reductions 
in several cardiometabolic risk factors independent 
of weight [25]. Also, waist circumference and visceral 
fat, two strong predictors of morbidity and mortality, 
can be reduced with increased physical activity, but 
with minimal or no accompanying overall weight 
loss [26]. Interventions that focus on lifestyle changes 
(e.g., the Health at Every Size® movement) result in 
more comprehensive health changes, improvements 
in the participants’ emotional health, and more sus-
tainable weight loss than the strategies that strictly 
focus on weight loss [27-29]. Healthcare professionals 
should consider the mental/emotional “side effects” 
for those individuals who “fail” to achieve substan-
tial weight loss, including frustration, self-blame, 
and lack of adherence to long-term programs.

Women in this research mentioned that economic 
insecurity was detrimental to their emotional and 
physical health. Their narratives stressed that these 
situations forced them to accept extensive hours of 
work, which, in turn, affected their quality of life. 
For example, women reported that extensive work 
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hours resulted in a diet characterized by items that 
required little or no preparation, usually ultra-pro-
cessed foods. The combination of these aspects mit-
igated their ability to be mindful of their eating and 
their health. Consequently, women said their weight 
increased in such situations. Persistent financial 
hardship is well-documented to have an impact on 
weight gain (e.g., [30]). 

In most of the women’s narratives, food assumed 
a primal role in their lives. It is possible to assume 
that, for most of them, their psychism used food as a 
mechanism to alleviate the tension of these negative 
experiences. This mechanism seemed fundamental 
to the participants’ articulated ability to function and 
survive in the world while coping with feelings of 
rejection, abandonment, indignation, anger, despair, 
and loneliness when facing a myriad of negative 
experiences. In the end, this mechanism likely pre-
vented some from committing suicide, and, paradox-
ically, food played a role in their survival. For most 
participants, these aspects were intertwined with oth-
er life events in different degrees of intensity and im-
portance. Therefore, it was challenging for this study 
to “fragment” their experiences because their lives 
were not static. Following Brewis [31,32], it is possi-
ble to discuss layered vulnerabilities in ways that 
acknowledge the synergistic relationship between 
inequalities rooted in lived hierarchical experienc-
es—including, in Latin America, social inequalities 
that emerge from the capitalist system [33]. The pres-
ent study suggests that a variety of inequalities—
including financial and familial hardship, as well as 
severe changes in life circumstances—seem to have 
made the participants more vulnerable to weight 
gain, within the overarching capitalist system. They 
had fewer opportunities to access the comprehensive 
resources that might have helped them manage their 
body weight, such as emotional and financial stabil-
ity, social support, and opportunities to care for their 
health. 

By observing the prerogative that sustains most 
of the strategies to reduce body weight, which focus-
es on promoting a negative energy balance, usually 
under the motto “eat less and move more”, they, 

at least, seem fragile, vague, and very unlikely to 
address the many inequalities that several people 
repeatedly face. It is also arguable that this exclusive 
focus on body weight adds another layer to the in-
equalities that were presented: Usually, the “blame” 
for the higher body weight is put on the person, who 
is seen as “undisciplined”, with a “lack of willpow-
er”, and “lazy”. One can wonder, however, how 
could these women, who worked extensive hours to 
take care of their family and pay the expenses on the 
day, be called “lazy” or “undisciplined”? It seems 
unfair to demand these people to “eat less and move 
more” when other worries were much more funda-
mental to them. The excessive focus on body weight 
also impacts the recommendations on mental care. 
Some practice guidelines for managing a higher 
body weight encourage a behavior therapy program 
because it facilitates meeting goals for energy intake 
and expenditure [34,35]. Although there are benefits of 
these strategies to some people (see [36]), they should 
be applied with caution because they seem to reaf-
firm the focus on individual responsibility (e.g., the 
aim is to “solve” someone’s “lack of control” while 
eating). Given the complexity and density of the 
emotional aspects that the participants presented, 
the support to these matters must focus on strate-
gies beyond behavioral change, understanding the 
psychodynamics involved in the emotional aspects 
that might surround this population. Thus, if broad-
er strategies that address social inequalities, social 
support, and inclusive health and mental care are not 
seriously considered, the management of the “obesity 
epidemic” will continue to be palliative, insufficient, 
and weak, focusing on the wrong target (i.e., on indi-
vidual responsibility). 

5. Conclusions
While different life events were reported to have 

played a role in weight gain histories, their narratives 
highlighted that emotional aspects also played a vital 
role and, taken together, must be understood to have 
aggregated effects. The participants also stressed that 
the negative value attached to a larger body jeopard-
ized their opportunities to connect with other people 
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and negatively interfered with their understanding 
of what it meant to be fully loved and accepted. 
These experiences are likely to have triggered psy-
chological mechanisms (i.e., a defence mechanism 
evolved to minimize the potentially debilitating ef-
fects of threatening or suffering situations [18,19]), and 
although the somatic response used by the psychism 
was dysfunctionally directed to food, it is understood 
that this strategy was healthy because it maintained 
their functioning (or being alive) in the world. Fi-
nally, it was clear that the participants faced layered 
vulnerabilities (i.e., emotional, social, and financial 
dimensions that related to a myriad of experiences, 
including violence, abuse, trauma, depression, iso-
lation, and weight stigma), having diminished op-
portunities to access the comprehensive resources to 
manage their body weight better. Strategies address-
ing people with a higher body weight must consider 
these inequalities to propose meaningful and feasi-
ble care options. For example, health professionals 
should include in their anamnesis the life history of 
their patients. By providing a safe space for patients 
to verbalize their trajectories, health professionals 
can access vulnerabilities and propose goal-oriented 
aims. For example, knowing that a person has faced 
weight stigma is important not only to acknowledge 
this as a relevant event with direct health conse-
quences but also to help the person know how to 
protect himself/herself if the experience repeats. Un-
derstanding bodies’ trajectories can help to shed light 
on discussions that focus on personal responsibility, 
on the management of obesity and can possibly help 
to reframe the priorities addressed to the treatment 
and prevention of this condition.
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Supplementary Material
In this supporting material we present the script 

that guided the semi-structured interviews”. This 
statement is not presented in this preview. If you find 
it relevant, please include, as well as the suplementa-
ry material that was sent to you.

In this Supplementary material we present the 
script that guided the semi-structured interviews. In-
itially, Author 1 presented herself, explained the ob-
jectives of the interview and asked in the participant 
consented with the recording of the interview. After 
consent, the interview initiated with sociographic in-
formation, and then followed to questions that were 
relevant to the research.

Sociodemographic information 
•	 Please, can you tell me your full name?
•	 Please, can you tell me your age?
•	 Please, can you tell me the date of bariatric sur-

gery?
•	 Please, can you tell me your height and current 

weight?
•	 Please, can you tell me what is your occupation?
•	 Please, can you tell me what is your schooling?
•	 Please, can you tell me which gender do you 

identify with? 
•	 Please, can you tell me what is your sexual orien-

tation?
•	 Please, can you tell me what is your marital sta-

tus:
•	 Please, can you tell me how do you classify your 

skin color?
•	 Please, can you tell me with whom you live?
•	 Please, can you tell me your individual and fami-

ly income? Who contributes the most to the fami-
ly income?

•	 Please, can you tell me if you have children?

Script of questions
1.	 I would like to invite you to take a trip back in 

time. What are your childhood memories?
2.	 Do you remember what your body was like at 

that time? What was it like to deal with that 
body?

3.	 What about your eating habits, how were them 
like? Do you remember any food smells that 
you liked?

4.	 Do you remember having any health problems 
during this period? Did you look for a health 
professional (doctor, nutritionist, psychologist...) 
to follow up? How was this follow-up?

5.	 What were your childhood friendships like? Did 
you feel accepted in your group of friends?

6.	 Do you remember being bullied at this time? 
How was that?

7.	 Let’s move on to your adolescence, what memo-
ries do you have?

8.	 What was your body like as you grew up? If 
there were changes, what do you think led to 
them?

9.	 Was your eating habits similar in adolescence as 
it was in childhood or were there any changes? 
If yes, which ones?

10.	 Have your friendships stayed the same or 
changed? What were those friendships like? Did 
you feel accepted in your group of friends?

11.	 Do you remember being bullied at this time?
12.	 Did you have any romantic relationships as a 

teenager? Can you tell me how it went? If you 
didn’t have any relationship, did you have a rea-
son for that?

13.	 Did you have any new health problems when 
you were a teenager? Did you look for a health 
professional (doctor, nutritionist, psychologist...) 
to follow up? How was this follow-up?

14.	 What do you like to do for fun? What are your 
interests? Was this like this before bariatric sur-
gery?

15.	 Have your relationships changed as an adult? If 
yes, why?

16.	 What do you like most about your body and 
why? Was this like this before bariatric surgery?

17.	 What do you like least about your body and 
why? Was this like this before bariatric surgery?

18.	 Do you have any special care for your body? 
Was this like this before bariatric surgery?

19.	 How do you feel about your body these days? 
Are you happy or not with your current body? 
Why?
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20.	 If you could change anything about your body 
before bariatric surgery, what would it be? And 
now?

21.	 How was the bariatric surgery process? That is, 
how was the decision to perform the procedure, 
how was the medical follow-up before the bari-
atric surgery? How did you feel in these accom-
paniments?

22.	 Was there any explanation about the bariatric 
surgery procedure? For example, did they ex-
plain the technique that would be used, what 
would be done, how the cut would be, etc.? How 
did you feel listening to these explanations?

23.	 What was your age and weight when you had 
bariatric surgery? What type of surgery was per-
formed (sleeve, gastric bypass)?

24.	 What was the reaction of family and friends 
when they found out you were going to have the 
surgery? Did they participate in the decision or 
process in any way?

25.	 While waiting for bariatric surgery, did you pre-
pare in any way or make any changes to your 
lifestyle? If yes, which ones? If not, what made 
you make that decision?

26.	 What is it like to be a person who has had bari-
atric surgery?

27.	 What do people tell you when you tell them 
you’ve had bariatric surgery?

28.	 Do you know other people who have had bariat-
ric surgery? What do you think of the result they 
had with the surgery?

29.	 What does it mean to you to be “successful” 
in bariatric surgery? What do you think makes 
some people “successful” with surgery and oth-
ers not? Do you consider your outcome a “suc-
cess”?

30.	 In your opinion, do people who have had bar-
iatric surgery eat differently from those who 
haven’t? If so, what’s the difference? There’s no 
right answer, I just want to know your opinion.

31.	 According to you, is someone who has had bar-
iatric surgery viewed differently from someone 
who hasn’t? If yes, what’s the difference? Again, 
there is no right answer, I would just like to hear 
your opinion.

32.	 Did people have an opinion about your body and 

your diet before the surgery? And now? How is 
it for you?

33.	 Did your body hinder you in any way before the 
surgery? And now?

34.	 Have you ever done anything to change your 
body before bariatric surgery, such as going on 
a diet, starting some physical activity, taking 
any medication, other types of surgeries, even 
if they are not for weight loss? Did you make 
these attempts on your own or with professional 
supervision (and which professionals - doctors, 
nutritionists, psychologists, physical educators)? 
What and how were these experiences?

35.	 How do you deal with your food today? What 
do you think of it? For example, who cooks, 
how is food organized in your house, who does 
the shopping (before and after the pandemic)?

36.	 About the post-operative food, who made the 
food for you? Was there any care with this food?

37.	 Do you do physical activity nowadays? Has it 
always been like this?

38.	 What is more difficult and what changes the 
most after bariatric surgery?

39.	 Do you think the changes in your body were re-
lated to changes in your life (such as changes in 
work, friendships, relationships)?

40.	 Did you have complications after bariatric sur-
gery? How was that?

41.	 After having the bariatric procedure, did you 
continue to have any health problems you had be-
fore? Have any new health problems popped up?

42.	 Do you follow up with health professionals 
(doctors, nutritionists, psychologists, physical 
educators, etc.) after bariatric surgery? Do you 
notice differences in this service before and after 
bariatric surgery?

43.	 Do you have any fears these days?
44.	 What does it mean to gain weight for those who 

have had bariatric surgery?
45.	 Would you recommend the surgery to others?
46.	 Do you think the pandemic affected you? Did it 

affect the outcome of your surgery? As?
47.	 Is there anything you would like to add, is there 

anything I didn’t ask you that you would like to 
talk about?


