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Abstract 

Introduction and objective. This article aims to discuss the issue of excessive body weight 

based on available literature. It highlights the physical and psychosocial consequences of 

obesity and addresses the topic of weight reduction. 

Review methods. Bibliographic material was retrieved from PubMed and Google Scholar 

using terms related to obesity, overweight, and quality of life. Forty-six articles published 

between 2015 and 2024 were selected. 
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Conclusions. Obesity is a source of numerous somatic and psychosocial complications. The 

article shows the negative impact of these consequences on quality of life. One of the main 

goals of obesity treatment is to improve quality of life. Therefore, the article describes manner 

to reduce body weight, sources of motivation and adversity on the treatment path and explores 

the topic of psychological support in obesity treatment. 

 

Keywords: obesity, quality of life, reduction of body weight 

 

Introduction 

Overweight is the difference between current and due body weight [1]. Obesity, as defined 

by the World Health Organisation (WHO) is, ,,an abnormal or excessive accumulation of fat in 

the human body that presents a risk to health“. It is caused by a long-term positive energy 

balance, with varying etiological factors. A commonly used criterion for diagnosing and 

assessing the severity of obesity is the Body Mass Index - BMI [2]. BMI is a measured by 

dividing a person’s weight in kilograms by their height in meters squared (kg/m²). It serves as 

a widely accepted tool for monitoring obesity trends within populations. Referring to WHO 

guidelines, in adults, the normal BMI value is between 18.0 and 24.9 kg/m2. A BMI exceeding 

25 kg/m² is classified as overweight. A BMI between 25.00 and 29.99 kg/m² is categorized as 

pre-obesity. Obesity is defined as a BMI exceeding 30 kg/m2 and is further divided into the 

following grades: 

• obesity grade 1 (30-34.9 kg/m2),  

• obesity grade 2 (35-39.9 kg/m2), 

• obesity grade 3 (≥ 40 kg/m2) [3, 4]. 

Obesity is a chronic condition with a multifactorial etiology. Its causes and contributing factors 

are diverse and interconnected, encompassing genetics, biological processes, access to 

healthcare, mental well-being, dietary habits, education, sociocultural influences, economic 

conditions, environmental factors, and commercial interests, among others [3, 5]. 

The World Health Organization has identified obesity and overweight as epidemics of the 21st 

century [6]. Globally, the prevalence of overweight and obesity has increased across all age 

groups, and the number of affected individuals is projected to continue rising over the next 

decade [3]. According to WHO data, in 2015, 21.5% of men and 24.5% of women in Europe 

were struggling with obesity [2]. Similarly, the WOBASZ II study, conducted between 2013 

and 2014, reported that the prevalence of overweight among the Polish population was 43.2% 

in men and 30.5% in women. Additionally, 24.4% of men and 25.0% of women in Poland 

were classified as obese [2].  

Overweight and obesity are significant health problems in today’s world. They have far-

reaching consequences in physical, aesthetic, psychological, and economic aspects of life. 

These issues impact all areas of an individual’s life, including their overall well-being and social 

functioning [7]. The purpose of this paper is to review the available literature on excessive body 

weight. It will specifically discuss the physical and psychosocial consequences of obesity, both 

of which directly affect quality of life, as well as strategies for weight reduction. 

 

 



4 

 

 

Quality of life 

Quality of life is a fundamental concept in the fields of health and medicine [8]. ,,WHO 

defines Quality of Life as an individual's perception of their position in life in the context of the 

culture and value systems in which they live and in relation to their goals, expectations, 

standards and concerns.” Health-related quality of life is often regarded as the most critical 

aspect of an individual’s overall well-being [9].  

 

Physical consequences and impact on quality of life 

Excess body weight has a significant negative impact on the physical aspects of quality 

of life [10]. Obesity is a major risk factor for numerous non-communicable diseases [3]. 

Globally, excessive body weight is responsible for 7.1% of deaths and causes disability in one 

out of every twenty patients. Obesity contributes to multiple organ and systemic complications, 

with approximately 200 such complications documented to date [5]. Notably, the risk and 

severity of complications associated with excess body fat increase proportionally with a higher 

Body Mass Index (BMI) [11]. 

Obesity is a source of complications in terms of: 

• the cardiovascular system, 

• the respiratory system, 

• the gastrointestinal system, 

• the endocrine system, 

• kidney and urinary tract, 

• the haematopoietic system, 

• the musculoskeletal system, 

• the nervous system, 

• immunological disorders and worse prognosis of infectious diseases, 

• cancers [5]. 

Additionally, obesity is a well-documented risk factor for surgical wound complications 

following open surgery [12]. Studies have also shown a clear association between obesity and 

an increased incidence of periodontitis [13]. Furthermore, obesity poses significant risks during 

pregnancy, as it can contribute to conditions such as pre-eclampsia, gestational diabetes, and 

placental insufficiency [13]. 

Obesity affects the entire human body and can lead to numerous physical disorders. 

Additionally, it often makes daily life more challenging, resulting in a reduced quality of life. 

It is important to emphasize that the physical domain encompasses not only pain and discomfort 

but also dependence on medication and treatment, energy levels and fatigue, mobility, rest and 

sleep, daily living activities, and the ability to work [10]. Obesity can limit daily functioning by 

placing excessive strain on joints and other tissues. It can also reduce exercise capacity [14]. 

Individuals with obesity tend to tire more quickly and often experience shortness of breath and 

back pain [10]. Several studies have found an association between poor sleep quality, reduced 

sleep duration, and higher BMI [15]. Overweight and obese individuals, particularly men, are 

more likely to experience sleep disturbances. These disturbances may include prolonged or 

frequent awakenings during the night, a longer duration of the first sleep phase relative to total 

sleep time, or a shortened REM sleep phase [16].  
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Additionally, a study conducted on the Japanese population revealed a negative correlation 

between shorter sleep duration and obesity rates [17]. 

Chronic pain and obesity are particularly concerning, as both conditions affect more than a third 

of the population. The literature indicates a strong association between these comorbid 

conditions, with their coexistence often exacerbating symptoms. Additionally, the presence of 

chronic pain complicates obesity treatment, while obesity similarly complicates the 

management of chronic pain [18]. A study conducted on a group of haemodialysis patients 

revealed that obesity primarily had a negative impact on the physical aspects of quality of life 

and was associated with greater pain compared to patients of normal weight. These findings 

align with previous studies, which also demonstrated impairments in the physical aspects of 

quality of life among the general population [14]. 

A review of studies conducted in Europe revealed that obese individuals take approximately 10 

more days of sick leave per person per year compared to those with normal weight. Frequent 

musculoskeletal disorders, reduced flexibility, spinal stiffness, knee joint degeneration, 

decreased muscular endurance, impaired respiratory capacity, and diminished visual control all 

contribute to reduced work ability and quality of life. Additionally, obese individuals are at a 

higher risk of workplace injuries. Factors contributing to these injuries include gait disturbances, 

physical limitations, daytime fatigue caused by sleep apnea syndrome, a lack of ergonomically 

adapted workstations, and the use of certain medications related to obesity complications [19]. 

Finally, it is noteworthy that in the European Union, overweight and obesity reduce life 

expectancy by nearly three years [5]. Moreover, the prevalence of obesity imposes a significant 

financial burden on national budgets, particularly within the public health sector [20]. 

 

Psychosocial consequences and impact on quality of life 

Obesity not only leads to dangerous somatic complications but also contributes to significant 

difficulties in psychosocial functioning [16]. These negative psychological effects substantially 

reduce patients' quality of life [21]. Overweight and obesity can cause serious mental health 

issues [7], which may have a profound impact on personality. In obese individuals, mood 

disorders, depression, aggressive behavior, avoidance of social contact, low self-confidence, 

reduced self-esteem, and body image issues are commonly observed [7]. Society often 

perpetuates a negative image of people suffering from obesity, portraying them as inferior, 

neglected, or unable to care for themselves. These societal judgments are often internalized by 

the patients, leading them to view themselves just as harshly. This mutual reinforcement of 

societal perception and self-judgment creates a vicious cycle, resulting in psychological 

discomfort related to their appearance [22]. The following section will explore some of the 

psychological and social challenges associated with obesity and their impact on patients' quality 

of life. 

In today’s society, appearance is often regarded as an indicator of a person's worth, particularly 

for women. For many individuals, this societal pressure poses a challenge beyond their personal 

capabilities, becoming a significant source of chronic stress [23]. Psychosocial stress arising 

from poor body image and social exclusion, especially in cases of adolescent obesity, can 

exacerbate chronic stress and its negative effects [24].  
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According to research conducted by Brytek-Matera, dissatisfaction with one’s body reduces the 

ability to cope with stress. “The more women disapprove of their appearance, the less emphasis 

they place on coping with stressors” [22]. 

The next issue significantly reducing quality of life in obese patients is the prevalence of mental 

disorders, particularly mood and anxiety disorders. Studies analyzing the association between 

depression, anxiety, and increased body weight have indicated that these conditions may share 

a common biological basis. The root of these disorders often lies in dysregulation of the 

hypothalamic-pituitary-adrenal axis and dysfunctions in central serotonergic, noradrenergic, 

and dopaminergic transmission [23]. Available literature suggests that anxiety disorders are 

significantly more often associated with obesity than vice versa. Prospective studies have found 

that obesity increases the risk of developing anxiety by 10%; however, similar findings were 

not observed for overweight individuals. According to various data, the prevalence of anxiety 

disorders in obese patients ranges from 7% to 54%, most commonly manifesting as social 

phobia, generalized anxiety disorder, or episodic paroxysmal anxiety [25]. Research conducted 

by Obara-Gołębiowska and co-authors at the Obesity Treatment Unit confirmed the link 

between overweight or obesity and depression and/or anxiety. In the studied group, more than 

half showed elevated levels of anxiety and/or depression, with anxiety symptoms being more 

frequent than depressive symptoms. Scores suggesting depressive disorders, requiring 

therapeutic intervention, were observed in 11% of patients, while pathological levels of anxiety 

were recorded in 18.3%. Notably, the levels of depression and anxiety in this group were not 

influenced by sociodemographic factors or BMI [23]. Other studies have shown that obese men 

and women are more likely to overeat and experience negative emotions such as anxiety, fear, 

sadness, loneliness, fatigue, anger, and aggression compared to individuals of normal weight. 

Anxiety disorders are reported to be 2.5 times more common in this group, while psychological 

disorders are twice as prevalent [16]. Epidemiological data also indicates that obese individuals 

are up to twice as likely to develop mood disorders [26]. Existing literature confirms that 

overweight and obese individuals are more prone to mood disorders such as depression and 

bipolar affective disorder [25]. Some studies suggest that the risk of depression depends on 

factors such as race, marital status, and chronic somatic diseases. These factors often interact; 

for example, low physical activity contributes to physical illness, which is further compounded 

by obesity. This combination is strongly associated with a reduced mood and frequently leads 

individuals to rely on unhealthy, calorific snacks as emotional substitutes [22]. In summary, 

depression can be both a cause and a consequence of obesity, creating a vicious cycle [10]. 

Depressive symptoms significantly reduce overall quality of life [22]. Obese women, compared 

to women of normal weight, are more likely to report symptoms of depression, suicidal thoughts, 

and suicide attempts [24]. Additionally, overeating even in the absence of hunger can contribute 

to feelings of guilt and depression. Patients often attribute their eating habits to a lack of self-

control, which exacerbates their feelings of worthlessness. While some individuals experience 

lifelong depression without significant weight fluctuations, it is not uncommon for them to 

remain overweight for most of their lives [27]. Weight loss in obese individuals has been 

associated with a reduction in depressive symptoms [24]. However, depression can also 

seriously hinder weight loss efforts [10].  
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Mood disturbances and depression not only affect well-being and quality of life but also reduce 

patients’ willingness to seek and adhere to therapeutic interventions [28]. Observations by 

McElroy and Keck further confirmed that bipolar affective disorder is closely associated with 

overweight and obesity, including the abdominal type. Obese individuals with bipolar disorder 

often experience more severe illness symptoms compared to those of normal weight [29]. 

Individuals with excessive body weight often experience low self-esteem, a negative perception 

of their body, and a lack of self-acceptance [10]. This reduced self-esteem frequently stems 

from repeated, unsuccessful attempts at weight reduction [22]. The literature indicates that 

obese women, compared to women of normal weight, exhibit significantly higher levels of body 

dissatisfaction and a stronger desire for a slim figure [16]. Lower general self-esteem in women 

with excessive body weight often results in reduced self-acceptance, particularly regarding 

attributes related to physical appearance and perceived attractiveness. Initially, low self-esteem 

is tied to concerns about physical appearance; however, it can extend into other areas of life, 

including family, emotional, and occupational spheres. This progression often leads to 

overgeneralization and a pervasive sense of hopelessness. Low self-esteem is frequently 

exacerbated by societal reactions, such as a lack of support, misconceptions, and stereotypical 

attitudes toward obese individuals [16]. The challenges faced by obese individuals are 

compounded by the contemporary emphasis on beauty and the significant cultural and social 

pressure to achieve a slim figure. The inability to meet this ideal often becomes a source of 

negative emotions, particularly among young women [10]. 

Excess body weight is also linked to social problems. Obese individuals often face prejudice 

and stigma, which can contribute to increased morbidity and mortality rates [11]. The available 

literature highlights that obese patients, particularly women, are among the most frequently 

stigmatized groups in society. Individuals with dual diagnoses - obesity and psychiatric 

disorders, which are often closely related - may experience even greater levels of discrimination 

and stigma. This social stigma can not only exacerbate psychiatric symptoms but also serve as 

a demotivating factor, hindering adherence to obesity treatment [25]. 

Individuals with excessive body weight often face discrimination in both educational and 

professional settings [7]. In the workplace, obese employees encounter significant challenges. 

Studies indicate that they demonstrate approximately 80% of the productivity of their normal-

weight peers and are more likely to receive negative performance evaluations [19]. These 

individuals frequently struggle to secure employment, advance in their careers, and may 

experience social isolation, ridicule, and humiliation [7]. Similarly, in educational environments, 

obese adolescents tend to perform worse academically. Research has shown that overweight 

and obese students have lower school attendance, lower grade point averages, and face 

disciplinary actions more frequently than their peers [15]. 

Sexual health is closely linked to general health in both sexes [30]. Sexual activity is a vital 

aspect of overall health and significantly impacts quality-of-life scores. However, sexual 

dysfunction is frequently associated with obesity [31]. An American study on sexual 

dysfunction in obese individuals reported a prevalence of disorders ranging from 7% to 22% 

in women, including pain during intercourse, arousal difficulties, and sexual dissatisfaction. For 

men, the prevalence ranged from 5% to 21%, with erectile dysfunction and decreased sexual 

desire being the most common issues [30].  
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In a study examining sexual quality of life in individuals with morbid obesity, 65% of obese 

patients reported experiencing sexual problems. In contrast, only 5% of participants in the 

control group (normal-weight individuals) faced similar issues. Among obese individuals, 50% 

reported a lack of sexual desire, 42% experienced reduced quality of sensation during sexual 

activity, and 41% avoided sexual contact. Comparatively, aversion to intercourse was reported 

by only 2% of the control group, and 3% avoided sexual contact [16]. The study further 

indicated that the mean BMI of individuals who discontinued sexual activity was 30.2 ± 5.6 

kg/m², whereas those who remained sexually active had a mean BMI of 27.9 ± 5.0 kg/m². This 

finding suggests that individuals with a lower BMI are less likely to discontinue sexual activity 

[31]. The degree of obesity directly correlates with the risk of sexual impairment, with obese 

women being more severely affected. It is also worth noting that sexual dysfunction can 

significantly impact self-esteem, body image, interpersonal relationships, and overall physical 

health, including fertility [30]. 

Cognitive impairment is another dysfunction associated with the prevalence of overweight and 

obesity. A study by Jaracz and colleagues found that obese individuals performed worse on 

cognitive tests [32]. A literature review revealed that the presence of obesity - but not 

overweight - in middle age increases the risk of dementia by approximately 30%. However, 

this association has not been confirmed in studies involving elderly individuals [25]. The study 

also showed that abdominal obesity is closely linked to cognitive decline, particularly in short-

term memory and learning ability. Individuals with abdominal obesity performed worse in 

delayed memory tests compared to those without abdominal obesity. This suggests that excess 

abdominal adipose tissue contributes to reduced learning capacity [32]. Furthermore, 

abdominal obesity negatively impacts immediate memory functions and abstract reasoning. As 

factors such as waist circumference, age, and the number of psychotropic medications increase, 

abstract reasoning abilities further deteriorate [32]. 

In summary, excessive body weight is associated with numerous psychological consequences, 

including low self-esteem, negative self-image, social isolation, feelings of loneliness, and 

mood disorders, which can lead to depression and even suicide attempts [16]. It is important to 

note that the causal relationship between excessive body weight and certain psychiatric 

disorders remains unclear. Current evidence suggests that the relationship may be bidirectional, 

with obesity potentially contributing to psychiatric disorders and vice versa [20]. 

 

Weight reduction and quality of life 

The primary goal of overweight and obesity therapy is to achieve weight loss that leads to 

improved health and can be maintained long term [33]. Fat reduction can be accomplished 

through both diet and physical activity. A combination of a calorie-restricted diet and increased 

physical activity provides the greatest health benefits, as both contribute to weight loss by 

creating a negative energy balance [34]. Other therapeutic options, such as pharmacotherapy, 

psychotherapy, and surgical treatment, also support the achievement of a negative energy 

balance. However, these methods alone do not guarantee that relapse will be avoided if a 

positive energy balance is reestablished [33]. 

 



9 

 

 

During the course of obesity treatment, numerous challenges can hinder the achievement of 

therapeutic goals. Some individuals report being on a diet virtually all the time. However, 

chronic dieting is often ineffective and can lead to greater weight fluctuations, overeating 

tendencies, and emotional problems. Concerns about developing eating disorders, regaining 

weight, or failing to achieve long-term results contribute to the perception that dieting and the 

weight loss process are ineffective [35]. Stressful situations can significantly influence eating 

habits, including what and how much we eat. They also affect appetite regulation and 

motivation to lose weight, both of which are critical for the success of dieting [36]. Additionally, 

eating disorders and affective disorders can make it particularly challenging to adhere to weight 

reduction recommendations [5]. 

Men often find it more challenging to lose weight, as dieting and focusing on appearance are 

sometimes perceived as "feminine" or unmanly. Their efforts to lose weight may occasionally 

be ridiculed or even undermined by their social environment. However, in recent years, attitudes 

toward dieting among men have begun to shift, and the topic has gained increasing relevance 

[35]. 

Obesity therapy requires a holistic approach that incorporates both non-pharmacological and 

pharmacological methods [25]. However, achieving effective weight reduction depends largely 

on the patient’s motivation for change. Many challenges and obstacles can hinder progress 

toward the therapeutic goal. 

Awareness of the need to lose weight does not always translate into behaviors aimed at 

achieving this goal. Studies have shown that individuals who are dieting do not necessarily eat 

less; instead, they often experience heightened feelings of guilt associated with eating. Even 

knowledge about proper nutrition does not always translate into its consistent application in 

everyday life [35]. The conclusion of a diet and the anticipated return to previous eating habits 

frequently creates a vicious circle, where reverting to pre-diet foods leads to weight regain. It 

is important to note that achieving weight loss alone is not the ultimate success - maintaining a 

lower weight over the long term is often the greater challenge [35]. Approaching diet and 

physical activity as short-term habit changes may prove ineffective or unsustainable. The key 

to achieving lasting and effective change lies in fostering strong motivation for action [35]. 

Self-Determination Theory (SDT), proposed by Ryan and Deci, can be applied in the context 

of weight loss motivation. SDT suggests that people have an innate tendency toward growth 

and are naturally proactive in pursuing activities that foster development. However, this 

proactivity and development can either be facilitated or hindered. The key to achieving personal 

growth is intrinsic motivation, where individuals engage in activities not to achieve a specific 

external goal but because they derive satisfaction from the activity itself [35]. According to SDT, 

three fundamental psychological needs must be met to arouse and sustain intrinsic motivation: 

• the need for autonomy, 

• the need for competence, 

• the need for closeness, belongingness, relationships with others [35]. 
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By creating an environment where these needs are satisfied, self-determination is strengthened. 

As a result, individuals are more likely to identify with the activity, perceiving it as a voluntary 

and non-coercive choice [37]. For example, when medical staff help fulfill the needs for 

relatedness, autonomy, and competence, this contributes to greater patient engagement in 

therapy and supports lasting lifestyle changes. However, constraints on these needs can include: 

• external control or internal coercion, 

• excessive external demands or excessive permissiveness, 

• lack of support and understanding. 

Meeting needs enables the development of intrinsic motivation aiming at weight reduction [35]. 

Weight reduction can be analyzed through the lens of self-efficacy, a concept rooted in social-

cognitive theory. Self-efficacy refers to an individual's belief in their ability to overcome 

obstacles. Research demonstrates that self-efficacy plays a crucial role in behavior change, as 

seen in contexts such as alcohol treatment, cardiac rehabilitation, and increasing physical 

activity. In the context of weight loss, self-efficacy is particularly significant for self-monitoring, 

especially regarding eating habits and physical activity [38]. According to this theory, behavior 

is influenced by a combination of personal beliefs, actions, and environmental factors. Elements 

such as food availability or prior experiences with weight loss do not directly determine eating 

habits; instead, they shape an individual’s confidence in achieving their goals. For example, 

even if a person knows that a restrictive diet can lead to weight loss, this knowledge alone is 

insufficient unless they believe in their ability to act consistently. A person’s sense of self-

efficacy can fluctuate over time, depending on past successes or failures [38]. Self-efficacy is 

strongly associated with positive emotions, effective problem-solving, and overall life 

satisfaction. It fosters a sense of control over one’s environment, which explains why 

individuals with a high sense of efficacy often experience a better quality of life [38]. 

Losing weight is a challenging process, and individuals with obesity often require psychological 

support. Psychological factors play a significant role in treatment, as unresolved psychological 

problems can exacerbate unhealthy eating habits. In obesity therapy, it is essential to incorporate 

psychocorrection - interventions aimed at changing a patient’s attitudes and beliefs to support 

successful outcomes. Psychocorrection focuses on addressing beliefs, attitudes, and stress 

related to obesity and the weight loss process. When combined with diet, nutrition education, 

physical activity, and medication, it becomes a crucial component of obesity treatment [36]. 

When planning therapeutic interventions, it is important to consider the patient’s roles in family 

and work life. It is essential to assess whether the patient is responsible for caring for others, 

managing their nutrition, or making decisions about grocery shopping and meal planning. 

Additionally, factors such as the patient’s access to physical activity, the scope and rhythm of 

their daily tasks, and the level of support they receive from close ones in taking on new 

challenges should be evaluated. Discussing these topics not only provides valuable information 

but also helps build a strong therapeutic relationship, positively influencing the patient’s sense 

of agency and involvement in the treatment process [5]. 

When selecting pharmacotherapy for obesity, it is essential to consider the factors contributing 

to a positive energy balance, particularly emotional eating. The literature recommends the 

following criteria for choosing pharmacological treatments.  
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First-line therapy should involve a combination of naltrexone and bupropion. For patients 

where emotional eating and low mood are not contributing factors, or when contraindications 

to first-line therapy persist, liraglutide at a dose of 3 mg is recommended as a second-line 

option. In cases involving carbohydrate metabolism disorders accompanied by emotional 

eating, a polytherapy approach combining bupropion, naltrexone, and liraglutide may be 

considered [39]. 

Bariatric surgery remains the most effective and long-lasting approach to obesity treatment. 

Beyond weight reduction, its benefits include improvements in cardiovascular and kidney 

health, a lower risk of obesity-related cancers, and reduced mortality rates [40]. The 

effectiveness of surgical treatment for obesity is well-documented in the literature [41]. The 

most significant bariatric procedures with proven therapeutic effects include: 

• sleeve gastrectomy, 

• Roux-en-Y gastric bypass, 

• mini-gastric bypass / omega loop gastric bypass, 

• adjustable gastric banding, 

• biliopancreatic diversion, 

• biliopancreatic diversion / duodenal switch [24]. 

Sleeve gastrectomy is the preferred bariatric procedure, with the majority of patients achieving 

sustained postoperative weight loss (lasting more than five years) and remission of 

comorbidities [38]. 

Approximately 20% of patients do not achieve the expected results following bariatric surgery, 

often due to underlying psychological issues [41]. A study by Sekuła and colleagues revealed 

that individuals with morbid obesity tend to exhibit high levels of neuroticism and low levels 

of conscientiousness. High neuroticism is characterized by heightened sensitivity to negative 

emotions.Low conscientiousness manifests as impulsive behavior, a lack of planning, and poor 

motivation. These personality traits promote unfavorable behaviors, such as: eating under the 

influence of emotions, giving in to temptations, difficulty implementing changes, low 

motivation to achieve goals [41]. 

The support and role of the psychologist during surgical treatment are critical components of 

the overall therapy [42]. Patients being considered for bariatric surgery should undergo 

psychological evaluation to determine their suitability for the procedure. It is important to 

identify specific psychological contraindications, which include: 

• serious untreated mental disorders, 

• current or recent suicide attempts, 

• significant cognitive function problems and intellectual disability (unless the patient is 

aware of the decision to have surgery and has a carer to see to the recommendations), 

• schizophrenia, 

• addiction to substances or activities (including food), 

• abuse of psychoactive drugs. 

Incorporating the results of a psychological evaluation when qualifying patients for bariatric 

surgery reduces the risk of complications and enhances the likelihood of effective, causal 

treatment of obesity [5]. The psychologist also plays a crucial role in monitoring and supporting 

the patient’s mental state post-surgery.  
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This support is particularly important because patients often become discouraged and revert to 

unhealthy eating habits. Achieving lasting weight loss and improving quality of life are only 

possible if patients adhere to dietary guidelines both in the immediate postoperative period and 

over the long term [42, 43]. 

Doctors should identify patients whose psychological issues hinder the effectiveness of obesity 

treatment. In such cases, incorporating psychological support into the treatment plan is essential. 

For more complex situations, referring the patient to a specialist is recommended. Additionally, 

support groups and self-help groups can provide valuable assistance [44]. 

Effective treatment management requires a long-term perspective, often involving a 

combination of therapeutic approaches to achieve optimal results [40]. The goal of improving 

quality of life is well-founded. The Canadian Adult Obesity Clinical Practice Guidelines, 

from August 2020, emphasize that improving health and quality of life is an essential aspect of 

treatment [5]. Similarly, European guidelines identify the primary goals of obesity treatment as 

the management of comorbidities and the enhancement of patients' quality of life and overall 

well-being [44]. It is worth noting that weight loss generally improves the quality of life for 

obese individuals, although some studies suggest that the effects may vary from patient to 

patient [45]. In a study by Gilbertson, a 13-day intervention demonstrated that both a low-

calorie diet alone and a low-calorie diet combined with interval exercise improved the quality 

of life in obese women. However, the combination of diet and exercise led to significantly 

greater improvements in the sexual and emotional aspects of quality of life, as well as in the 

total quality-of-life score [46]. 

 

Discussion 

Excess body weight is a global public health problem with a significant negative impact 

on both physical and mental health [11, 41]. Obesity adversely affects various aspects of quality 

of life and is consistently associated with lower overall quality of life [12, 14]. In the somatic 

sphere, obesity leads to numerous complications across different systems and organs. It also 

contributes to issues such as limitations in daily functioning, reduced physical efficiency, poor 

sleep quality, pain, and decreased work capacity. In the psychosocial sphere, obese individuals 

face significant challenges that further diminish their quality of life. These include stress, mood 

disorders, anxiety disorders, affective disorders, low self-esteem, negative self-perception, lack 

of self-acceptance, prejudice, stigma, sexual dysfunction, and cognitive impairment. Notably, 

improving a patient’s quality of life is a primary goal of obesity treatment. Various treatment 

methods are currently employed, including lifestyle changes, pharmacotherapy, psychotherapy, 

and surgical interventions. Achieving lasting change, however, relies heavily on the patient’s 

intrinsic motivation. Psychological support plays a vital role in facilitating the treatment process. 

In conclusion, raising awareness about obesity’s negative impact on quality of life and the 

potential for improvement through weight reduction is essential. Promoting this knowledge in 

public spaces and conducting further research on effective treatment strategies remain crucial. 
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