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Empirical Studies

Elements behind sedentary lifestyles and unhealthy eating habits in 
individuals with severe obesity
Vicente J. Beltrán-Carrillo a, Ángel Megíasa, David González-Cutre a and Alejandro Jiménez-Loaisa b

aDepartment of Sport Sciences, Sports Research Centre, Miguel Hernández University of Elche, Elche (Alicante), Spain; bDepartment of 
Didactics of Physical Education, Artistic and Music, Faculty of Education, University of Castilla-La Mancha, Toledo, Spain

ABSTRACT
Purpose: This study examines elements behind sedentary lifestyles and unhealthy eating 
habits in individuals who lived with severe obesity during many years of their lives.
Methods: Ten post-bariatric surgery patients participated in semi-structured interviews 
7 months after surgery. A year later, a second round of interviews was also conducted to 
address some knowledge gaps related to the study purpose. The qualitative data collected 
were analysed through content analysis.
Results: Embarrassment about showing their body publicly, pain and poor physical condi
tion, and bad experiences in non-inclusive physical activity contexts were found as potential 
elements that contributed to their adherence to sedentary lifestyles. Poor family food educa
tion, loss of a loved one, family problems, arguments or disputes, and past traumatic events 
(e.g., childhood sexual abuses) could be related to their development of unhealthy eating 
behaviours. Findings also pointed out that participants’ failed attempts to lose weight 
provoked them anxiety, feelings of failure and rebellion, and influenced their return to an 
unhealthy diet and a sedentary lifestyle.
Conclusions: This study may be helpful to reveal some elements which could be related to 
the origin and perpetuation of severe obesity, and to design prevention/treatment strategies 
from a more holistic, sensitive, and respectful perspective.
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Introduction

Severe obesity, which is defined as having a body 
mass index (BMI) greater than or equal to 40 kg/m2, 
or a BMI greater than 35 kg/m2 with at least one 
serious obesity-related condition, is associated with 
an increased risk of suffering from certain non- 
communicable diseases such as cardiovascular ones, 
diabetes, osteoarthritis, or some cancers (World 
Health Organization, 2021). Current data suggest 
that the number of individuals in the heaviest BMI 
(>40 kg/m2 and >50 kg/m2) constitutes the fastest 
growing obesity subgroup in countries such as the 
USA (Ward et al., 2019) or Spain (Hernáez et al., 2019).

The main conditions that explain the aetiology of 
obesity are complex and manifold, and usually lie in 
a blend of behavioural, environmental, sociocultural, 
and psychological elements, along with genetic or 
biological attributes. Given that a long-term energy 
imbalance between expended and consumed calories 
is the main driver of obesity (Romieu et al., 2017), 
academics have frequently supported an obesity dis
course which associates the responsibility for obesity 
with individual behaviour (Gard, 2011; Puhl & Heuer, 
2010). This discourse focuses on physical inactivity 
and food consumption as the root elements of 

increased rates of obesity, blaming and stigmatizing 
individuals for their own obesity to press them for 
behaviour change (Gard, 2011), and therefore foster
ing psychological distress and emotional imbalances 
(Puhl et al., 2020).

However, inactivity and food consumption are 
associated with diverse environmental, cultural, and 
psychosocial elements as well. In fact, the fundamen
tal reasons of obesity are often societal, resulting from 
a “toxic environment” that promotes physical inactiv
ity and the consumption of calorie-dense foods 
(Brownell & Horgen, 2004). For instance, authors 
such as Rolls et al. (2007) and Ruhlman (2017) have 
pointed out the way in which the abundance and 
variety of products offered by the current food market 
can lead individuals to overeat. Other elements, such 
as food insecurity or prolonged stress that socio- 
economically disadvantaged people often experience, 
have also been related to the acquisition and perpe
tuation of obesity (Distel et al., 2019; Konttinen et al., 
2013; Scott et al., 2012).

Given that obesity is a highly complex phenom
enon, research should analyse it from different per
spectives and methods. If academics and health 
professionals want to achieve a deeper understanding 
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of obesity, and severe obesity in particular, it would 
be desirable to include the subjective perceptions of 
this population. Qualitative methodology gains there
fore importance. In fact, some qualitative studies have 
already explored the subjective perceptions of people 
with obesity concerning the genealogy and course of 
their condition (Braun et al., 2014; Brogan & Hevey, 
2009; Haga et al., 2020; Toft & Uhrenfeldt, 2015; 
Ueland et al., 2019).

Qualitative research shows that individuals experi
ence obesity as something that has always been pre
sent (Braun et al., 2014) and describe personal stories 
of complex struggles of short-term weight loss and 
longer-term weight gain, usually characterized by 
a sense of failure (Greener et al., 2010; Haga et al., 
2020; Toft & Uhrenfeldt, 2015). However, severe obe
sity could be related to early childhood experiences as 
lack of affection, loss of significant people, or parents’ 
divorce (Ueland et al., 2019). Other studies have 
shown that food is often used as a coping mechanism 
by people with higher weight, particularly when they 
are sad, anxious, stressed, lonely, or frustrated (Brogan 
& Hevey, 2009; Puhl & Heuer, 2010; Ueland et al., 
2019). Bidirectional associations between depression 
and obesity have also been found (Chauvet-Gelinier 
et al., 2019; Luppino et al., 2010). Moreover, some 
specific psychological problems of obesity have been 
described, like binge eating disorder or night-eating 
syndrome, both highly associated with severe obesity 
(McCuen-Wurst et al., 2018).

Sedentary lifestyles also contribute to obesity, and 
individuals with severe obesity report different bar
riers to physical activity (PA). Common non-obesity- 
related barriers to PA include lack of self-efficacy, 
safety, motivation, or knowledge to engage in PA 
(Napolitano et al., 2011; Toft & Uhrenfeldt, 2015; 
Zabatiero et al., 2018), long workdays, traffic and dark
ness, family commitments, limited financial resources 
or unfavourable weather conditions (Beltrán-Carrillo 
et al., 2019; Toft & Uhrenfeldt, 2015). Regarding obe
sity-related barriers, literature shows body size, bodily 
pain, fatigue, injuries, discomfort, body complexes, 
embarrassment and humiliation when their bodies 
were publicly exposed, as the most prevalent barriers 
to PA (Beltrán-Carrillo et al., 2019; Toft & Uhrenfeldt, 
2015; Zabatiero et al., 2018). Moreover, population 
with severe obesity use to describe their PA experi
ences as repeated unsuccessful attempts to lose 
weight (Zabatiero et al., 2018).

The complex phenomenon of severe obesity 
requires more qualitative research, especially when 
there are still few qualitative studies shedding light 
on the sociocultural and the psychological elements 
associated with the formation of severe obesity. 
Concretely, the aim of this qualitative study was to 
gain a deeper understanding of some elements which 
may influence sedentary lifestyles and unhealthy 

eating habits in individuals who lived with severe 
obesity during many years of their lives. Focusing on 
the subjective perspective of this population might 
help to find more efficient, sensitive and respectful 
strategies for severe obesity prevention/treatment.

Method

This study followed a descriptive qualitative design 
and was underpinned by a “relativist ontology” and 
a “constructivist epistemology” (Sparkes & Smith, 
2014), conceiving that social reality is subjectively 
perceived and humanly constructed, and assuming 
that generation of knowledge is not free of research
ers’ values and previous knowledge. The concrete 
methodological details of this study are described in 
the following sections.

Participants and procedure

The participants were ten post-bariatric patients (nine 
women and one man) aged between 31 and 59 years 
(M = 46.60, SD = 9.21). Some of their characteristics 
are described in Table I. Requirements for bariatric 
surgery were having a BMI greater than 40 kg/m2 or 
greater than 35 kg/m2 with associated comorbidity; 
being between 18 and 60 years old; having experi
enced previous failed attempts of sustained weight 
loss after endocrinology and nutritional counselling; 
and having no physical, medical or psychosocial con
traindications. Bariatric patients’ perspective was very 
interesting for the aim of this study, because they had 
a previous long experience living with severe obesity 
and have lived several failed attempts to lose weight 
along their lives.

This qualitative study was part of a broader 
research project which employed a mixed method 
design to analyse the links between social environ
ment and bariatric patients’ lifestyles. The project was 
approved by the ethical research board of the first 
author’s university. The participants were recruited 
from a Spanish hospital (University Hospital of 
Vinalopó, Elche) by a clinical psychologist during 
their preoperative visit. The first 10 participants who

Table I. Characteristics of the Participants.

Pseudonym Gender Age
BMI (1-month 
post-surgery) Occupation

Marital 
status

Telma Female 31 41.3 Cobbler Single
Alice Female 31 34.3 Hairdresser Married
Pam Female 45 36.9 Cobbler Married
Emily Female 49 35.6 Homemaker Married
Susan Female 50 37.6 Cleaner Married
Lucy Female 53 41.3 Cobbler Divorced
Lezly Female 54 39.8 Psychiatrist Single
Sofie Female 59 34.7 Homemaker Married
Ronda Female 45 41.3 Cook Divorced
Andrew Male 49 38.7 Taxi driver Married

Note. BMI = Body Mass Index. 
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consulted the clinical psychologist were recruited 
because of all them were asked and agreed to 
participate.

Two in-depth semi-structured interviews were con
ducted with each participant and recorded to collect 
qualitative data. Both sets of interviews lasted 
between 40 and 60 minutes. One patient did not 
participate in the second interview, without giving 
any reason. The interviews were conducted by AM 
(initials of one co-author of this article) and took 
place in a quiet room at the first author’s research 
centre. The first interview was conducted 7 months 
after surgery. It included general questions to gather 
information about adherence to healthy habits (e.g., 
How were your habits regarding diet and physical 
activity before surgery?) and the experience of living 
with severe obesity (e.g., What has obesity meant in 
your live? How has obesity affected your life?). 
Interesting information was obtained from this first 
set of interviews about patients’ previous sedentary 
lifestyles, unhealthy habits and difficulties lived with 
obesity. However, we identified some knowledge 
gaps concerning the elements which influenced 
these habits, which we tried to solve adding new 
questions in a second interview carried out one year 
later (questions included: What were the main reasons 
that led you to obesity from your viewpoint? When 
and why did you start to gain weight? How was this 
process from normal or less weight to severe obesity? 
Do you think that your dietary habits led you to 
obesity? Why? Do you think that your physical inac
tivity led you to obesity? Why? Do you think that 
there were other elements [physical, psychological, 
social, environmental, etc.] which influenced your 
sedentary lifestyle or unhealthy eating habits? Have 
you ever tried to follow a diet? What diet? Did it work? 
Why? Have you ever tried to do exercise? Did you give 
it up? Why?).

Participants were informed about the study proce
dures and provided written consent. As the study was 
focused on information which was personal and pri
vate, or which contained evaluations of other people, 
the participants’ anonymity was protected using 
pseudonyms.

Data analysis

Semi-structured interviews were transcribed and ana
lysed with the support of the NVivo software, which 
was used to organize and classify data efficiently 
(Bazeley & Jackson, 2013). Qualitative data were ana
lysed following a “content analysis” (Hsieh & Shannon, 
2005) carried out in two phases. First, all transcriptions 
from the first interviews were read several times to 
become familiar with the data. Then, the fragments of 
text that captured key thoughts or concepts related to 
the purpose of the study were coded. Finally, these 

codes were inductively sorted into a system of inter
related categories and subcategories which provided 
meaning to the data in accordance to the study aim 
(e.g., The text fragment “I felt embarrassed about 
going to the pool because I was so fat” was coded 
as “Embarrassment about exposing their body in pub
lic”, which finally was a subcategory representing an 
element related to sedentary lifestyles). This first ana
lysis was useful to identify knowledge gaps and new 
questions, which were used in the second batch of 
interviews (see Participants and procedure). In 
the second phase of data analysis, the information 
from the second interviews was also read and 
coded. These new codes were used to complete, 
refine and readjust the previous system of interrelated 
categories and subcategories. The final categorical 
system (Table II) was coherent for the researchers 
and sustained the findings presented in the results 
section.

AM led the analysis, whereas VB, AJ and DG played 
the role of “critical friends”, sharing ideas and reflec
tions with their colleague to improve the quality and 
rigour of the coding/categorization process (Smith & 
McGannon, 2018). During a series of three meetings, 
AM presented the data analysis using diagrams, out
lined the codes included in the different categories, 
and responded to the questions and suggestions of 
the critical friends. As part of the analysis, AM wrote 
the first draft of the article and the critical friends 
helped to improve its write-up until a final version 
was achieved.

Findings and discussion

The elements behind participants’ sedentary lifestyles 
and unhealthy eating habits (see Table II) are 
described and discussed in the following sections.

Sedentary lifestyles

A sedentary life was one of the most discussed con
ditions that participants believed contributed to their 
weight gain leading to obesity. Some participants 
commented that they barely made any physical 
efforts, and hardly did any exercise throughout their 
life history before surgery:

I have always been sedentary . . . I used the car to go 
everywhere, and I parked the car as near as possible 
to the place where I was going, walking as least as 
possible . . . No climbing stairs. I have always been 
touchy about climbing stairs . . . (Lezly; woman, 54 
years old, second interview) 

I did nothing. Moreover, I have to remain seated 
all day at work; after sitting down, I would switch to 
the sofa . . . The four things you do at home and that’s 
all. No PA, not even walking. My mom lives very close, 
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and I would drive the car [to visit her] . . . (Pam; 
woman, 45 years old, second interview) 

Lack of time is one of the most commented reasons 
participants claimed for their lack of exercise. Either 
because of taking care of their children, their studies 
or their jobs, participants hardly found any time to do 
exercise:

When I started to be obese at age 20, I started to do 
exercise, right? . . . I gave up exercise . . . because of 
the classes . . . I was studying medicine, and I didn’t 
have enough time, so I was leaving exercise aside . . . 
(Lezly; woman, 54 years old, second interview) 

Apart from lack of time, one participant, Lucy, 
reported lack of economic resources as another rea
son for not exercising:

. . . I like the gym, but if I don’t work, I have no money, 
and if I work, when could I go? (Lucy; woman, 53 
years old, first interview) 

Participants also declared that they had very little 
interest in or motivation for PA and gave priority to 
any other behaviour instead of exercise:

On weekends, when I didn’t work, I went for a walk 
on the beach or I went cycling . . . It was alright at the 
beginning, but I lost interest very soon . . . I don’t 
know why. I started to give up and to get lazy. 
One day, because there was a football match on TV, 
another day, because we had a date with someone, 
and another day, because there was a TV series. 
I gave priority to anything except what I should do. 
(Andrew; man, 49 years old, second interview) 

Moreover, a vicious circle between sedentary lifestyle 
and obesity occurred, as weight gain was associated 
with inactivity (and vice versa) through the progres
sive deterioration of physical condition. One partici
pant, Lezly, clearly explained this process in the 
following quotation..

. . . there is a vicious circle between obesity and lack of 
exercise. One thing leads to the other. With excessive 
weight . . . your legs hurt, you don’t have energy to 
walk or do exercise because you get exhausted and 
you don’t feel good. And the lack of exercise promotes 
weight gain, as you burn fewer calories than you eat. 
(Lezly; woman, 54 years old, second interview) 

Finally, participants admitted that they were very 
embarrassed and concerned about their body shape 
when having to do PA in public (Andrew: . . . I felt 
embarrassed in a spinning class of a normal gym; 
Sofie: . . . I felt embarrassed about going to the pool 
because I was so fat). Moreover, if they finally got 
involved in PA programmes, they felt biased against 
and marginalized in gyms because they perceived 
these facilities as non-inclusive places and saw them
selves very different from the sort of people who 
attended these facilities. They also felt that the staff 
and instructors did not look after them or their spe
cific needs. Therefore, they finally stopped going:

. . . if you go to any gym, they don’t pay any attention 
to you . . . there, you see a muscular guy, like the rest 
of guys attending these places, and he tells you, “ten 
minutes on the treadmill”, and he goes away. They 
give you a notebook . . . I didn’t know how it worked, 
and they explained four exercises to me and ignored 

Table 2 Elements Behind Participants’ Sedentary Lifestyles and Unhealthy Eating Habits.
Categories Subcategories

Sedentary lifestyles Lack of time
Economic barriers
Low motivation
Other leisure preferences
Pain and poor physical condition
Embarrassment about exposing their body in public
Non-inclusive PA facilities for people with obesity 

Unhealthy eating habits Unhealthy diet and excessive eating
• Poor family eating education
• Lack of time to prepare healthy food

Compulsive snacking and cravings
• Lack of self-control with food
• Addiction to food

Emotional and comfort eating
• Family problems
• Loss of a loved one
• Arguments or disputes
• Past traumatic event / Childhood sexual abuse
• Low self-esteem, anxiety and depression 

Giving up diet and exercise after failed attempts to lose 
weight

Struggling with diets with high doses of sacrifice and very few results

Anxiety, feelings of failure, guilt and rebellion
Returning to an unhealthy diet and a sedentary lifestyle, rebound effects, regaining 

weight

Note. PA = Physical Activity. 
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me. So, then, you quit going. (Lezly; woman, 54 years 
old, first interview) 

The association between sedentary behaviours and 
obesity development has been widely reported 
(Brogan & Hevey, 2009; Romieu et al., 2017). 
Regarding our participants’ explanations for their 
inactivity, qualitative literature coincides with them, 
as lack of time, low financial resources, lack of moti
vation and laziness have been found to be the most 
commented barriers to PA, not only by population 
with obesity but also by general population 
(Napolitano et al., 2011; Toft & Uhrenfeldt, 2015; 
Zabatiero et al., 2018). Concerning obesity-related 
barriers, previous studies have reported bodily 
pain, fatigue, body complexes and embarrassment 
when their bodies were publicly exposed 
(Beltrán-Carrillo et al., 2019; Toft & Uhrenfeldt, 
2015; Zabatiero et al., 2018). This last barrier is 
related to the current social obesity discourse, 
which promotes society’s stereotype of obesity as 
a disease/disability resulting from the individual’s 
laziness and lack of self-control or willpower (Gard, 
2011; Jiménez-Loaisa et al., 2020; Puhl & Heuer, 
2010). This individualist discourse places the respon
sibility for health firmly on the individual and con
ceives the slim, fit, and muscular body as a symbol 
of health. In this way, this obesity discourse pro
motes stigmatization, discrimination, and negative 
attitudes towards people with obesity in many social 
contexts, including exercise contexts.

Unhealthy eating habits

Unhealthy diet and excessive eating
Participants admitted through their comments that 
they had followed an unhealthy diet their whole life. 
They used to consume products rich in fat and sugar 
and eat large amounts of food without any control:

. . . I ate very poorly. My Mom would make an omel
ette and I could eat the whole omelette. I loved fried 
food, I never had enough. I could eat a whole bagu
ette deeping in the fried oil. (Pam; woman, 45 years 
old, second interview) 

. . . I ate what I shouldn’t and I had no control. I ate 
what I felt like eating. I would finish my breakfast and 
then I would say, ‘I am ready for a stew’. And I would 
eat it with the meatballs, beans . . . And after that, if 
I felt like eating pie, I would eat a piece of pie. (Lucy; 
woman, 53 years old, second interview) 

Food intake that exceeds energy expenditure has 
been reported to be the main driver of weight gain, 
ahead of other elements included in the equation 
such as lack of physical activity (Romieu et al., 2017). 
Along with this evidence, the high availability of obe
sogenic processed food in developed industrialized 
societies should also be highlighted (Basu et al., 

2013). High consumption of certain food types such 
as French fries, sweets, meat, cheese, butter, high-fat 
snacks, fried foods and desserts has been negatively 
associated with weight maintenance (Elfhag & 
Rossner, 2005).

Many participants highlighted the poor family eat
ing education they received during their childhood, as 
they followed hyper-caloric and fatty diets (Alice: . . . 
the diet at home was always based on pork, fatty meat 
and potatoes; Telma: . . . fried food . . . I got used to that 
because, at home, we ate fried food every night). One 
participant even related how her family associated 
health with overweight, influenced by a “healthy- 
chubby” notion, which was common several decades 
ago in Spain among people who had lived social 
periods of certain food scarcity:

My mother didn’t care whether the food promoted 
gaining weight. “If you like it, you eat it”. She cooked 
every kind of food we liked. My mother associated 
being chubby with being healthy. We are five sisters, 
and all of us are chubby. (Pam; woman, 45 years 
old, second interview) 

In this sense, Braun et al. (2014) found in a qualitative 
study that obesity was generally framed as a problem 
primarily located within the family and not in the 
broader environment. Moreover, the lack of time to 
prepare the food appropriately and to eat calmly is 
another element that participants reported as a reason 
for consuming junk food or high-calorie snacks:

. . . when you work, you don’t cook the same; you just 
grab a bag of crisps, a donut . . . you stave off the 
hunger with this stuff . . . (Emily; woman, 49 years 
old, second interview) 

Regarding this issue, a previous study found associa
tions between current employment and frequent fast- 
food intake, probably due to hectic work schedules 
and workplace environments, which may predispose 
individuals to consume fast-food products (Salisbury 
et al., 2011). Moreover, the prevalence of fast-food 
consumption has been strongly associated with obe
sity (Basu et al., 2013; De Vogli et al., 2014).

Compulsive snacking and cravings
Many participants acknowledged that they had no 
control over snacking on a lot of hyper-caloric junk 
food over the day. This difficulty to manage cravings 
has been shown to be counter-productive to weight 
maintenance (Elfhag & Rossner, 2005) and associated 
with obesity (Nuru & Mamang, 2015). Food was 
always on participants’ mind and strongly associated 
with their daily routines:

I would be working and eating crisps, with a 2-litre 
coke ready, some peanuts . . . eating all day. (Pam; 
woman, 45 years old, first interview) 
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. . . I was watching TV and thinking, “what can I eat? . . . 
I got up and ate a banana, after that, I prepared 
a glass of milk with biscuits . . . (Telma; woman, 31 
years old, second interview) 

. . . in the afternoons it was extreme. Going to the 
kitchen, opening the fridge or the cupboard, getting 
something . . . back to the sofa. When I finished it, 
after half an hour, I had to go to the kitchen to grab 
something else. I ate it, and in half an hour, all over 
again! I had to go to the kitchen to grab something 
else. (Emily; woman, 49 years old, first interview) 

It could be said that participants had a psychological 
addiction to food (Ueland et al., 2019), as food was 
totally associated with their daily routines, and it was 
a constant thought in their minds, even describing 
night eating episodes in some cases. This repeated 
impulse for immediate satisfaction through food is 
related to a personality trait associated with some 
types of psychogenic obesity as well as with drug 
addiction (Elfhag & Rossner, 2005). In fact, an addic
tive personality has been found to act distally on 
over-eating and, therefore, on obesity (Brogan & 
Hevey, 2009).

Emotional and comfort eating
Participants admitted using food to calm anxiety 
initiated by any problem. A common characteristic in 
people struggling with weight is that they tend to eat 
in response to stressful or negative life events, using 
food to regulate mood and negative emotions 
(Brogan & Hevey, 2009; Elfhag & Rossner, 2005; Puhl 
& Heuer, 2010; Ueland et al., 2019). This behaviour has 
been conceptualized as “comfort eating” by Brogan 
and Hevey (2009), and places people in a perpetual 
cycle of mood disturbance, overeating and weight 
gain. Several quotations reflected this sequence:

I was very nervous . . . because of family problems . . . 
My son was a drug addict, and I started eating. 
I became more and more overweight . . . (Sofie; 
woman, 59 years old, second interview) 

. . . my father passed away. I started eating and crying, 
and I put on a lot of weight . . . Any time I’ve had 
a problem, I’ve always turned to eating. (Pam; 
woman, 45 years old, second interview) 

. . . I had a problem or argued with someone and . . . 
by eating . . . I felt comfortable, and it was like the 
problem disappeared. (Telma; woman, 31 years 
old, second interview) 

Lastly, one participant (Emily) related how a traumatic 
experience of sexual abuse in her childhood was the 
trigger of her obesity problem. This participant 
described that, after getting married, this traumatic 
past event of her childhood was rekindled, causing 
her a lot of anxiety, which she tried to cope with by 
eating compulsively:

. . . I had a trouble [sexual abuse during her child
hood] . . . so much anxiety . . . you cope with that 
anxiety, apart from crying . . . by eating, and keeping 
your mind busy by eating when you aren’t crying . . . 
(Emily; woman, 49 years old, second interview) 

I started gaining weight when I got married. I got 
married when I was 21, and from this point on, I put 
on almost 20 kilograms. I weighed 50 kg when I got 
married and then I went up to 70 kg. (Emily; woman, 
49 years old, second interview) 

Literature has found that childhood negative experi
ences could be associated with severe obesity (Ueland 
et al., 2019) and traumatic events act distally on over- 
eating and comfort eating (Brogan & Hevey, 2009). 
Relatively few studies have examined the relationship 
between childhood sexual abuse and adult obesity 
(Gustafson & Sarwer, 2004; Smith et al., 2010). 
However, these studies have identified poor self- 
esteem, poor body image, impulsive behaviour and 
depression as possible consequences of child abuse, 
and these variables are common predictors of binge 
eating or compulsive eating. These eating behaviours 
are probably adopted to manage the depression 
related to child sexual abuse, and could play an adap
tive and “de-sexualizing” function to protect against 
further abuse.

In summary, participants’ problematic eating beha
viours were frequently related to their daily troubles 
or to relevant negative events in their lives, which 
produced low self-esteem, anxiety or depression:

. . . when I’ve felt down, I’ve always reacted by eating . .  
. (Pam; woman, 45 years old, second interview) 

. . . my obesity problem was due to anxiety and 
depression . . . I think it was because of my depres
sion. (Lucy; woman, 53 years old, second interview) 

Other studies have shown that there is an overlap 
between obesity and mood disorders like depression 
(Chauvet-Gelinier et al., 2019; Luppino et al., 2010). 
Depression increases the risk of developing obesity 
(Luppino et al., 2010), much more so in case of disad
vantaged groups, including women, because they tend 
to have access to fewer stress-buffering resources (Sutin 
& Zonderman, 2012). In addition, depression is asso
ciated with reduced PA, which may also lead to weight 
gain (Delgado-Floody et al., 2021).

Giving up diet and exercise after failed attempts 
to lose weight

Participants described how diets to lose or maintain 
weight had been part of their life history. They 
remembered struggling to follow diets, needing high 
doses of sacrifice and self-control to cope with hunger 
and to avoid those high-calorie products they loved 
and used to eat. Dieting was an important source of 
stress and anxiety for many participants, who lived 
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under rigid self-control throughout their lives to con
trol their weight. This stress reached the highest level 
when they did not perceive weight loss, turning to 
food to cope with discomfort and giving up exercise if 
they were doing it:

It’s tiring. A sheet with instructions for lunch, snack, 
breakfast and dinner. And the same thing the follow
ing week. When I went for the monthly visit, the 
doctor asked me, “How have you only lost five hun
dred grams?” I followed all the instructions written on 
the paper, but . . . you realize you are making a big 
sacrifice, but you don’t lose weight . . . you get more 
anxious and more nervous, and you turn to the same 
old thing . . . to eating because of your nerves. (Emily; 
woman, 49 years old, second interview) 

. . . one day, I said . . . I’m going to go on a diet . . . 
and . . . I signed up in a gym. I started and when 
I realized I was getting bogged down again, I quit 
the diet and I gave up the gym, and I regained the 
weight and even gained twice the weight. After two 
months . . . I went on a diet again. The same thing 
happened . . . I have been living like that my whole 
life. (Telma; woman, 31 years old, second interview) 

I have been on a diet for half my life. You get tired at 
the end . . . you always eat the same stuff and . . . there 
comes a moment . . . ‘Fuck, I feel like going to 
a terrace and having an ice-cream’, ‘Why can’t I go 
to a terrace and have an ice-cream?’ But always con
trolling the food issue. (Alice; woman, 31 years old, 
first interview) 

Previous studies have found that individuals experi
ence their battle with obesity as something that has 
always been present, as a lifelong battle of short-term 
weight loss and longer-term weight gain (Braun et al., 
2014; Elfhag & Rossner, 2005; Greener et al., 2010; 
Haga et al., 2020; Toft & Uhrenfeldt, 2015). In fact, 
only the 5% of people who attempt to lose large 
amounts of weight experience long-term success 
(Ikeda et al., 2005). This life of continuous struggle, 
trying to control weight and failing, had important 
consequences on participants. For instance, partici
pants struggled inside a vicious circle of “distress- 
eating-distress”, and felt guilty about that:

The worst thing for me has been anxiety. I lost con
trol . . . My escape was food . . . a piece of cheese, 
some salami, now a cookie, chocolate . . . Eating, eat
ing . . . After that, sometimes, I felt angry . . . but, as 
I had already eaten . . . (Lucy; woman, 53 years 
old, second interview) 

This finding is in line with other studies showing how 
most people with obesity struggle in vain to lose 
weight and blame themselves for relapses, experien
cing failure, overall discouragement and impaired self- 
confidence (Elfhag & Rossner, 2005; Greener et al., 
2010). Some participants even reacted to this distress 
by neglecting their health through binge eating/ 
snacking, or giving up exercise:

They told me to walk, I lay down on the couch. “Don’t 
eat that”, and I ate it. I rebelled against them. I don’t 
know what happened . . . My head didn’t react . . . 
Instead of taking care of myself, I wanted to destroy 
myself. (Lucy; woman, 53 years old, second interview) 

According to Kopetz and Orehek (2015), adults 
engage in a variety of self-defeating behaviours as 
a result of breakdowns of self-regulations. 
Participants dieting through high doses of self- 
control, when failing to diet, can react by eating 
large quantities of food without control (binge eating) 
and believing they are unable to control their weight 
(Elfhag & Rossner, 2005). This situation results in an 
abandonment of weight maintenance behaviours 
(Zabatiero et al., 2018).

Conclusions and recommendations

The present research has identified several elements 
associated with sedentary lifestyles and unhealthy 
eating habits in a group of post-bariatric surgery 
patients who had lived with severe obesity during 
many years of their lives. These findings are in line 
with existing research, as illustrated in the previous 
section.

With regard to sedentary lifestyles, participants 
perceived many barriers to PA. Some of them were 
not specifically related to obesity, such as lack of time, 
limited financial resources and lack of motivation. To 
overcome lack of time and promote active lifestyles, 
a work schedule more compatible with personal life 
and leisure would be desirable. Promoting PA at work 
could also be interesting, offering active breaks 
throughout the working day and exercise areas in 
the company’s facilities. Economic barriers could be 
reduced by implementing health education pro
grammes for patients with obesity, including content 
to promote healthy exercise on their own without the 
need of expensive equipment. Another measure 
could be the offer, by the public health system, of 
low-cost PA programmes supervised by doctors and 
run by sport science professionals. In this regard, pre
vious studies indicate that investment in the promo
tion of PA can reduce the economic cost of health 
systems (Ding et al., 2016). These health-education 
and PA programmes should include motivational 
training so that patients are motivated to be active 
in the long term. The professionals in charge of these 
programmes should also be trained in the special 
needs and characteristics of this population. The 
Healthy Life Centres, as part of primary health care 
services in Norway, represent a valuable example of 
initiatives from the health system to promote healthy 
habits. These centres were established at the early 
2000s and interesting research has been carried out 
about them (e.g., Gjertsen et al., 2021; Sevild et al., 
2020).
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Other barriers to PA were associated with obesity, 
such as pain and poor physical condition, embar
rassment about exposing their body in public, and 
the existence of non-inclusive PA facilities for people 
with obesity. These patients should know that doing 
exercise is crucial to break the vicious circle of “poor 
physical condition-inactivity-worse physical condi
tion”. This argument should be included in the mes
sages disseminated in the interventions for the 
promotion of PA, although the target population 
should know that they need to be advised by qua
lified professionals to do individualized, correct and 
healthy exercise. Moreover, interventions for the 
promotion of PA should be focused on the promo
tion of health, wellbeing and healthy behaviours, 
avoiding an excessive weight-management 
approach (Jiménez-Loaisa et al., 2015). This could 
be helpful to reduce patients’ concerns about their 
body shape, reinforce their self-esteem and reduce 
their embarrassment of doing exercise in front of 
others. It would also be necessary to guarantee 
inclusive PA contexts in which participants can feel 
respected by the instructors in charge of the activ
ities and other exercisers. PA facilities should also 
possess specific designs and physical structures to 
safeguard patients’ privacy if they have body- 
complexes and do not want to be observed by 
others (Jiménez-Loaisa et al., 2015). For instance, 
the availability of individual showers or swimming 
pools closed to external observers would be 
desirable.

Regarding their unhealthy eating habits, partici
pants admitted to have followed an inappropriate 
diet for many years of their lives and to have eaten 
excessively and compulsive. However, as in the case 
of sedentary lifestyles, the interesting contribution of 
this article lies in shedding light on the elements that 
could be related to these eating behaviours.

In this study, family food education has been identi
fied as an important element related to the unhealthy 
eating behaviours of the participants. Strategies for the 
prevention of obesity should pay special attention to 
this issue. Health centres should promote health educa
tion courses among families with special lack of knowl
edge about healthy diet. Schools can also play a very 
important role in the prevention of obesity and 
unhealthy diet in childhood. Another element was the 
lack of time to prepare healthy food. A readjustment of 
labour schedules to make them more compatible with 
family life could palliate this problem. In addition, the 
food industry should invest in a more extensive avail
ability of healthy food.

Our findings also shed light on the diverse problems 
and negative life events which can underlie the 
unhealthy eating behaviours of people with severe obe
sity (family problems, loss of a loved one, arguments or 

disputes, childhood sexual abuse). Early psychological 
intervention to treat the psychological problems (low 
self-esteem, anxiety, and depression) which can lead to 
emotional and comfort eating should be part of the 
strategies for obesity prevention. In fact, Eik-Nes et al. 
(2021) showed that psychoeducational group interven
tions that address the underlying psychological mechan
isms of binge eating and obesity can be useful to improve 
health-related quality of life and reduce binge eating.

A lifelong struggle with diets and failed attempts 
to lose weight were also associated with the PA and 
eating behaviours of the participants. This long, 
unsuccessful process of control and restriction con
tributed to their distress and deliberate abandonment 
of weight maintenance behaviours. In this sense, peo
ple with severe obesity should understand that spe
cific changes in diet and PA patterns for concrete 
periods of time make no sense. A real change of life
style is what is needed for the treatment and preven
tion of obesity. These changes in diet and PA could be 
more successful if they were more focused on improv
ing health and wellbeing, and less focused on losing 
weight. Likewise, these lifestyle changes could be 
more successful if they are concurrent. Patients with 
obesity who participate in PA could reduce their 
weight with less restrictions in the energy intake 
(Moya et al., 2014), palliate their emotional problems 
and improve mental health (Jiménez-Loaisa et al., 
2015). The support of health professionals, couples, 
family, friends, and other patients with severe obesity 
could be of vital importance to achieve these lifestyle 
changes and reduce the risk of giving up exercise or 
turning to comfort eating. In this regard, it would be 
interesting to train health professionals in behaviour 
change techniques, so that they can motivate patients 
during obesity treatment, instead of promoting feel
ings of failure as some patients stated.

Participants described that they were physically inac
tive and practiced unhealthy eating behaviours for 
many years throughout their lives, reaching 
a condition of severe obesity. However, although indi
vidual responsibility concerning the aetiology of severe 
obesity is evident, our work is aligned with initiatives 
such as Health At Every Size (HAES; see https://haescom 
munity.com/), which recognize that health outcomes 
are driven primarily by social, economic and environ
mental conditions that require a social and political 
response. Concretely, we have described the diverse 
educational, psychological and social elements, as well 
as the traumatic life events, which can be associated 
with the emergence and maintenance of these undesir
able behaviours. This information may be helpful to 
reveal some elements related to the origin of severe 
obesity, and to design prevention/treatment strategies 
from a more holistic, sensitive, and respectful perspec
tive. This comprehensive view is necessary in a society 
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which tends to consider people with severe obesity as 
lazy, irresponsible, and guilty of their health problems 
(Gard, 2011; Jiménez-Loaisa et al., 2020).

Strengths and limitations of the study

Some methodological considerations enhanced the trust
worthiness or rigour of our study. Two in-depth semi- 
structured interviews were carried out with each partici
pant, both of them separated one year of time, with 
a process of data analysis after each set of interviews. 
This prolonged engagement in the process of data collec
tion and analysis let us identify knowledge gaps related to 
the study and collect new data to address them. This 
methodological aspect, which can favour rigour in quali
tative research, is not possible in cross-sectional studies 
(Shenton, 2004; Strauss, 1987). In addition, the supervision 
and active collaboration of the “critical friends” were use
ful to increase the quality of data analysis and the writing 
of the article (Shenton, 2004; Smith & McGannon, 2018).

Several limitations must also be recognized. The sam
ple of our study was reduced, and our findings cannot 
be generalized to other populations with different pro
files and from different contexts. Also, most of the parti
cipants were women and they can life obesity in 
a different way than men. The ideal body for women 
has been associated with beauty, youth, sensuality and 
thinness, and the social pressure to have an ideal body 
has historically been higher for women than men 
(Jiménez-Loaisa et al., 2020; Toro, 2003). Moreover, our 
participants were bariatric patients and probably lived 
their obesity in a different way than people with severe 
obesity that decided not to undergo bariatric surgery or 
even lose weight. Nevertheless, from our point of view, 
an in depth understanding of this subsample represents 
an interesting contribution to the literature on this topic. 
Academics and professionals concerned with the health 
and wellbeing of patients with severe obesity could find 
useful and transferable information in this article.
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