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ABSTRACT
Purpose: Self-efficacy plays a role in the process of making lifestyle changes. After bariatric 
surgery, patients must adapt to several lifelong lifestyle changes. The aim of this study was to 
explore patients’ experiences of recovery after bariatric surgery in those reporting low 
preoperative self-efficacy.
Methods: This qualitative inductive interview study included 18 participants. Individual inter-
views were conducted approximately one year after the surgery. Data were analysed using 
thematic analysis.
Results: The analysis identified one theme, and five subthemes describing recovery after 
bariatric surgery. Participants described being at a crossroads before surgery and having to 
make a change. After surgery, they had to learn to handle their new situation, which included 
getting to know their new body, handling thoughts about themselves, and managing social 
relations. To enhance their situation, support and information were essential. Social relations, 
support, successes, and challenges influenced their self-efficacy, and thoughts about adopt-
ing lifestyle changes, maintaining motivation, and handling setbacks.
Conclusions: Recovery one year after bariatric surgery is an ongoing process that involves 
challenges encountered in lifestyle changes and physical and psychological transformations. 
Self-efficacy is not static and is influenced during the recovery process. Support and informa-
tion are essential to enhance patient recovery after bariatric surgery.
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Introduction

Obesity is an increasing global health issue, having nearly 
tripled globally over the last four decades (World Health 
Organization, 2021). Obesity is associated with health 
problems such as cardiovascular diseases, diabetes, and 
higher mortality (Global Burden of Disease (GBD) 2015 
Obesity Collaborators 2017). Bariatric surgery is currently 
the treatment offering the best chance of significant long- 
term weight loss (Puzziferri et al., 2014; Sjöström et al., 
2009), decreased metabolic comorbidities (Colquitt et al., 
2014; Sjöström, 2013), and decreased overall mortality 
(Sjöström et al., 2007). After surgery, patients must com-
mit and adapt to several lifelong lifestyle changes such as 
learning new eating habits and increasing physical activ-
ity (Mechanick et al., 2013). Patients who adopt new eat-
ing habits and make multiple changes in behaviours are 
more successful in their weight loss three years after 
surgery (Mitchell et al., 2016).

Lifestyle changes are central factors after bariatric sur-
gery. Self-efficacy plays a role in the process of making 
lifestyle changes, starting from considering adopting 
a new behaviour to handling setbacks and maintaining 
motivation to continue with the new behaviour over time. 
Self-efficacy is described as a person’s beliefs in her/his 

capacity to organize and execute actions to achieve cer-
tain goals (Bandura, 1997). Self-efficacy increases after 
bariatric surgery and weight loss (Batsis et al., 2009; 
Nickel et al., 2017). Success in maintaining weight loss 
further increased patients’ confidence in their ability to 
maintain healthy lifestyle changes (Liebl et al., 2016).

Self-efficacy can be measured relative to specific 
tasks and domains or as a general construct. General 
self-efficacy considers self-efficacy in the broader con-
text of a person’s coping, beliefs, and behaviours in 
multiple situations (Scholz et al., 2002). General self- 
efficacy correlates positively with body image (Nickel 
et al., 2017) and negatively with weight bias interna-
lization in persons undergoing bariatric surgery 
(Hübner et al., 2015). General self-efficacy also corre-
lates with self-regulation, i.e., a person’s ability to set 
goals and work towards attaining them (Luszczynska 
et al., 2005). Patient experiences after bariatric surgery 
have been described in several studies (Coulman 
et al., 2017), but we lack knowledge of how people 
with low self-efficacy experience their recovery after 
bariatric surgery. The aim of this study is to explore 
patient experiences of recovery after bariatric surgery 
in those reporting low preoperative self-efficacy.

CONTACT Karuna Dahlberg karuna.dahlberg@oru.se School of Health Sciences, Örebro University, 701 82 Örebro, Sweden,

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING
2022, VOL. 17, 2050458
https://doi.org/10.1080/17482631.2022.2050458

© 2022 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (http://creativecommons.org/licenses/by-nc/4.0/), 
which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

http://orcid.org/0000-0002-4170-6451
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/17482631.2022.2050458&domain=pdf&date_stamp=2022-03-15


Methods

This qualitative inductive interview study is part of 
a mixed-methods study in which the qualitative 
study is embedded (Creswell & Plano Clark, 2011) in 
a prospective longitudinal multicenter trial, whose 
study protocol has been described in detail by 
Jaensson et al. (Jaensson, Dahlberg, Nilsson et al., 
2019).

Setting and participants

The interviews were conducted approximately 
one year after the surgery, between December 2019 
and November 2020. Inclusion criteria were adults 
(≥18 years old) scheduled for primary bariatric surgery 
who understood written and spoken Swedish 
(Jaensson, Dahlberg, Nilsson et al., 2019). Participants 
were eligible for this study if reporting a general self- 
efficacy scale (GSE) score of 27 or below, indicating 
low preoperative self-efficacy, as guided by a previous 
Norwegian study (Bonsaksen et al., 2013; Schwarzer, 
2014). GSE measures general self- 
efficacy (Schwarzer & Jerusalem 1995); it has been 
translated into several languages and adapted for 
several contexts (Scholz et al., 2002) and has recently 
been found to be valid and reliable in a population 
undergoing bariatric surgery in Sweden (Dahlberg 
et al., 2022, submitted manuscript). GSE was self- 
assessed. All participants were informed of the study 
by a research nurse or surgeon at the centre where 
the surgery had been performed. Eligible participants 
were purposively selected to include a variety of par-
ticipants in terms of sex and centre. Based on study 
aim, theoretical background, sample, and data analy-
sis it was estimated that between 15–25 participants 
would be sufficient (Braun & Clarke, 2013; Malterud 
et al., 2016). Forty-two were contacted about the 
study. Twenty persons agreed to participate. The 
first or second author contacted eligible participants 
by phone to provide more information, and schedule 
interview times. Two declined to participate when 
they were informed that the interviews would be 
conducted by phone or videoconference. In total, 18 
participants were interviewed, two men and 16 
women from three bariatric centres.

Data collection

Due to the Covid 19-pandemic, which started in the 
beginning of 2020, most interviews were conducted 
by telephone or videoconference. Two interviews 
were conducted face to face, two by videoconference, 
and 14 by telephone. To ensure dependability, a semi- 
structured interview guide was used (Table I), fol-
lowed by probing questions such as “tell me more 
about . . . ” The first interview was a pilot interview to 

test the interview guide. During that interview, three 
questions were identified as missing and were subse-
quently added to the interview guide: “What were 
your thoughts before surgery?”; “How have you 
experienced the support provided by healthcare?”; 
and “Did the surgery turn out as you expected?” 
These questions were addressed during the pilot 
interview, which was therefore included in the 
analysis.

All interviews were conducted by the first 
or second author and lasted 21–95 minutes (mean 
50 minutes) each. The interviews were audio recorded 
and transcribed verbatim; before analysis, the tran-
scripts were checked against the audio-recording for 
accuracy. Altogether, the dataset to be analysed con-
sisted of 223 single-spaced pages.

Data analysis

The transcribed interviews were subjected to induc-
tive thematic analysis (Braun & Clarke, 2006) to pro-
vide in-depth analyses of patients’ experiences of 
recovery after bariatric surgery. The first and last 
authors had no clinical experience working with 
patients undergoing bariatric surgery, but 
the second and third authors did. The analysis was 
performed by the first and last authors who, after 
closely reading the transcribed interviews, conducted 
the coding. Both authors coded all interviews. The 
codes were searched for patterns and were gathered 
into subthemes and themes. To ensure credibility, this 
first step was conducted individually, after which the 
results were discussed by the first and last authors. 
The second and third authors then read six interviews 
each and all authors jointly reviewed and refined the 
themes and subthemes and discussed the interpreta-
tion and latent meaning of the findings. Throughout 
the analysis, the researchers ensured that codes, sub-
themes, and theme corresponded to the original 
dataset.

Ethical considerations

This study followed the ethical principles of the 1964 
Helsinki Declaration and its later amendments and 
was approved by the regional ethical review board 
in Uppsala, Sweden (number 2018/256). All partici-
pants received written and oral information about 

Table I. Interview guide
What were your thoughts before the surgery?
How did you feel after your surgery?
What has been hard to handle after the surgery?
What has been easy to handle after your surgery?
What has affected your ability to handle the time after the surgery?
How have you experienced the support provided by healthcare?
How have you adapted your life situation after the surgery?
Did the surgery turn out as you expected?
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the study and gave their written informed consent at 
trial inclusion. None of the authors conducting the 
interviews worked in the included centres at the 
time of the interviews.

Results

The point of departure for the results is one year after 
surgery, when participants were looking back on 
a year of recovery and lifestyle changes after bariatric 
surgery. The findings gave rise to one overarching 
theme with five subthemes (Table II).

The endeavour for change: self-efficacy in 
transition

Participants described being at a crossroads before 
surgery and having to make a change. There was 
a definite before and after the surgery, i.e., there was 
no turning back. After surgery, patients had to get to 
know their body, manage social relations, and handle 
their new situation and thoughts about themselves. 
To improve their situation, support and information 
were essential. Social relations, support, successes, 
and challenges (or failures, as some described them) 
all influenced the participants’ self-efficacy, which in 
turn influenced their thoughts about adopting life-
style changes, maintaining motivation, and handling 
setbacks.

Making a change

Before surgery, the participants had reached 
a breaking point with poor physical health and poor 
social functioning. Understanding and preparing for 
how their life would be affected after surgery was 
essential for coping and recovery after surgery.

Before deciding to undergo surgery, many had 
tried everything in their power to lose weight. Their 
decision-making process had often taken several 
years: some waited to feel mentally prepared, whereas 
others waited to feel fully committed and motivated. 
Fears of letting oneself down or disappointing one’s 
next of kin (ie. person or group of people you are 
most closely related to) or healthcare providers also 
affected the decision making. All described being the 
one to decide to undergo surgery, although some felt 
a certain persuasion from their next of kin. For some, 
this last chance was empowering to them.

Now damn it, I’m going to take this chance, and do 
everything in my power, I’m not going to mess it up. 
Like, that was my thought. And that also means that 
you have . . . raised those expectations in your head, 
that now, now it’s like,don’t mess this up now. 
(Interview no. 1) 

The main reason to undergo surgery was to lose 
weight and regain one’s health and physical ability. 
Some described wanting to become slim and to look 
better. Participants prepared themselves before the 
surgery to cope with the time after surgery. Some 
prepared themselves by seeking different sources of 
information (e.g., friends, family, literature, media, 
social media, and healthcare), including risks of alco-
hol problems, divorce, and eating disorders. All parti-
cipants had to commit to preoperative diet 
instructions, and some found this commitment highly 
stressful and the diet difficult to adhere to.

During their preparation, participants predicted 
their capacity to undergo surgery, recovery, possible 
complications, and lifestyle changes by observing and 
comparing how others had handled their recovery 
and lifestyle changes. This comparison presupposed 
that other people were somewhat representative of 
the participants in terms of preoperative weight and 
life situation. Using other people’s experiences could 
have two effects, engendering a sense of security or 
creating fear of the surgery and recovery. Participants 
described a lingering thought that was verbally rein-
forced by others: “Is it considered cheating to lose 
weight through surgery?”

A body in transformation

After surgery, participants had to get to know their 
physical body again. This was a time-consuming pro-
cess of learning a new way of living. One year after 
surgery, some felt that the journey had just begun 
and that they were just getting used to their new 
habits. Others had reached a point where their new 
habits were a natural part of everyday life that they no 
longer had to think about.

Life situation affected the initiation and mainte-
nance of lifestyle changes. Some had a newborn 
child, suffered from pre-existing mental illness, or 
experienced other events that caused lifestyle 
changes to be especially challenging, meaning that 
they were still struggling with old behaviour pat-
terns one year after surgery. Others who were more 
mentally and socially prepared prioritized their time 

Table II. Overview of theme and subthemes.
The endeavour for change: self-efficacy in transition

Making  
a change

A body in  
transformation

A self-image in 
transition

Managing social relations and external 
expectations

A need for individualized information and 
support
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and were determined to make the necessary life-
style changes.

Learning new habits required the participants’ 
complete attention, particularly concerning food, 
drinking, and eating: “I think more about food now 
[than before the surgery]” (Interview no. 1). Some 
expressed doubt that they would have to change 
their eating habits and considered to continue eating 
as before the surgery. The participants described 
“learning by doing” (i.e., experience-based learning) 
concerning how the body reacted to different types 
of food, portion sizes, and the optimal timing of eat-
ing. Some always ate too fast or suffered from con-
stant nausea and vomiting. Many described failing to 
make the expected changes, such as not drinking 
enough water, not eating enough times per day, 
and not eating enough protein.

Because you sometimes happily put more on the 
plate, you think “Yeah, but this doesn’t seem to be 
too much.” But when you sit down and eat, then it is 
too much all the same . . . It’s like eating Christmas 
dinner [i.e. Swedish julbord], it’s always too much. 
(Interview no. 5) 

The risk of dumping was constantly present and was 
experienced as frightening. When it happened, the 
participants often knew what the cause was, but it 
was challenging to adopt an eating behaviour that 
minimized the risk of dumping. In other cases, dump-
ing was a part of life that sometimes occurred without 
any obvious reason.

[It’s] just that I was so scared of dumping. And I think 
that before you are discharged you should . . . experi-
ence it, when you are still there [i.e., in the hospital], 
so you don’t feel shocked when you get home. 
Because I thought that I was going to die when 
I first experienced it. (Interview no. 3) 

It was a pleasant surprise that it was so easy to lose 
weight after surgery—this was a new experience for 
many. Weight loss also resulted in excess skin, which 
participants found embarrassing, and for some caus-
ing constant thoughts about corrective surgery. As 
the participants lost weight, they gained physical 
capacity, experiencing new energy and capacity for 
exercise. Physical improvements occurred in terms of 
lower blood pressure and reduced or eliminated need 
for blood-pressure or diabetes medications. Normal 
breathing and improved sleep quality were both plea-
sant health effects that participants experienced. 
Participants described this as feeling healthier and 
getting a new life, saying that this was the best 
thing that had happened to them. Some described 
the transformation as one of regaining independence, 
which was a big step for those who had been desiring 
greater autonomy.

I weighed 160 kilos when I started and it was 
a struggle to shower, it was a struggle to dry myself 

off, everything was a struggle—you sort of hesitated. 
And just to be able to shower without it being 
a problem and to put on my socks, cut my toenails 
—those important little things that all of a sudden 
I just was able to do . . . the joy in that is incredible. 
(Interview no. 2) 

Reduced body weight led to a need for smaller-sized 
clothes. It was considered both fantastic and challen-
ging to have new opportunities to buy clothes. The 
participants could now enjoy shopping, from a much 
larger variety of clothes, which was a new experience. 
It was financially challenging, and some could not 
afford new clothes to keep up with their weight loss. 
One solution was to alter clothes so that they could 
last through several changes in size.

A self-image in transition

Some participants described feeling more confident 
and developing a stronger sense of self-worth; others 
said that old habits of negative thoughts about the 
self were difficult to change.

Participants expressed their weight loss as finally 
transitioning them to being what they perceived as 
a “normal person” who have value in society, in con-
trast to the experiences many had before weight loss. 
The ability to cope with surgery and weight loss 
engendered new feelings of mental strength: the par-
ticipants now knew what they wanted in life and 
could prioritize themselves and stand up for their 
opinions and rights.

The weight loss slowly changed the participants’ 
self-image. Feeling attractive meant being able to 
look at oneself in a mirror or being perceived as 
attractive by others. It made them less dismissive of 
their partners and more willing to receive compli-
ments, be photographed, and wear swimwear.

You go past a shop window and you can look a bit 
closer because you feel pretty and have permission to 
feel pretty . . . Or to start believing what people say . . . 
because, of course, you also heard it before [the 
surgery] when you put on a pretty dress and went 
to a party and people said, “Oh, you look pretty,” and 
you hear it but it fades just as fast because, “No I’m 
not pretty, there is nothing pretty about me. The 
dress is pretty, so I sort of understand that you’re 
giving a compliment to the dress, but not to me. 
But to begin to believe them . . . it’s incredibly fun 
and nice. (Interview no. 2) 

Altogether this resulted in feeling happier, laughing 
more, and feeling less worried, all of which improved 
the quality of life. The regained energy and improved 
self-image resulted in a desire to socialize with friends 
and family, in feeling more open to spontaneous 
activities and social events.

Despite weight loss, some participants described 
ongoing feelings of stigma and an inability to 
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acknowledge that they had lost weight: they still 
considered themselves overweight and acted as if 
they were overweight. Some described a lingering 
shame at excess skin.

that It’s a bit like . . . in my head . . . that when I lost 
weight I would be super skinny right away, and all the 
skin would be gone. And now I sit here and see that 
I have gotten—I know deep down inside that it is 
excess skin, but I don’t see it as excess skin, I see it as 
fat, sort of. I continue to drop weight, even though it 
would stabilize if I held back a little, because I think it 
is fat and not excess skin that I have. My belly is not 
flat like I have dreamt of, dreamt of since . . . well, 
many, many years ago. (Interview no. 10) 

For others there was shame at not being able to lose 
weight and a feeling of failure. Living with the fear of 
failing to lose weight or maintain one’s weight loss 
was a constant: “Who will I be, a success or a failure?” 
This fear and stress made the participants preoccu-
pied with their weight, and some weighed themselves 
both morning and evening. Some seemed to under-
take extreme training for hours; for others, the oppo-
site occurred, and the fear and stress made them eat 
too much, too fast or make unhealthy food choices.

Oh God, nothing is happening, no, oh God, it’s been 
two weeks and . . . I have only lost one kilo. No, it [i.e., 
the surgery] is surely a failure.” You know, these 
thoughts haunted me again and again—“Oh, I’ve 
undergone this surgery and nothing is happening.” 
(Interview no. 14) 

Managing social relations and external 
expectations

Participants had to adapt to a new social situation 
regardless of whether the outcome of the surgery 
was “successful”, and they had lost weight, or “unsuc-
cessful” and they were struggling to lose weight. They 
felt that they were constantly being judged, receiving 
both positive and negative comments from others 
during their recovery.

It was considered important to be transparent with 
others about their situation, what it meant, and how it 
affected their life. This gave a better understanding of 
their situation when they were eating less or experi-
encing dumping during social events.

Many participants found that others were 
impressed and curious, gave compliments, and 
wanted to know what they had done to be so suc-
cessful at losing weight. Some had changed their 
appearance so much that they were not recognized. 
A challenging, puzzling experience was that they 
were treated differently by others. After their weight 
loss, the participants felt that they got more positive 
attention, were noticed more by the opposite sex, got 
better service, were treated more nicely by others, 

and had an advantage in discussion with others—all 
new experiences to them.

All the comments about the amount (i.e., how 
little) or type of food the participants were eating, or 
that they had gotten too thin and wrinkled, could also 
be overwhelming. Those who struggled to lose 
weight also had to respond to questions about their 
actual weight and whether the surgery was a failure.

Working life was a challenge because individua-
lized breaks were not always possible. Eating slowly 
and at specific times was almost impossible during 
short, prescheduled breaks. These breaks were not as 
often as required, and it was impossible to eat 
a whole meal in the break. Sometimes the participants 
ate too fast, leading to abdominal pain or dumping. 
On the other hand, if they ate too little, they got tired 
and unfocused and might experience abdominal pain.

But I try to . . . when I eat I try to eat slowly, but it is 
impossible at work now, we have such a short lunch 
break. (Interview no. 5) 

A need for individualized information and 
support

Receiving sufficient and understandable information 
and social support was described as essential for cop-
ing with their new situation.

For some, information given during patient educa-
tion sessions was difficult to understand. Identified 
information barriers were the lack of plain language 
in written and spoken information, also the content 
was presented on group level which made it challen-
ging for participants to transfer the information to 
their own situations. Feelings of anxiety or difficulty 
concentrating during patient education were personal 
barriers. Bringing next of kin to patient education was 
described as support, helping the participants recall 
and understand information.

No, but I think that, well maybe you should get better 
information—you do get good information, but . . . 
you don’t know what all the words mean . . . No, 
that’s why I bring my husband to the hospital and 
so on, because I hear what they’re saying but I don’t 
always understand the words. (Interview no. 4) 

Those who had difficulty understanding the informa-
tion felt that they were poorly prepared for the recov-
ery and the radical lifestyle changes that the surgery 
required. They did not know what to expect after 
surgery and some even regretted undergoing the 
surgery.

Next of kin provided the participants with emo-
tional support and motivation to continue with their 
new lifestyle habits. The joy at every achievement and 
weight loss milestone was shared, and the progress 
was considered a joint achievement. Next of kin also 
helped with practical matters such as heavy lifting, 
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encouraging exercising, sewing clothes, cooking 
healthy food, arranging appropriate portion sizes, 
and changing eating habits together. Those who did 
not have any support from next of kin had difficulties 
understanding and implementing lifestyle changes. 
They expressed that support from healthcare provi-
ders was especially important. Wanting to be involved 
in group activities, to learn from others about, for 
example, what to eat, cooking, and exercise, or to 
get motivation.

Accessible healthcare provided support, helping 
participants feel safe and manage their situation. 
Information folders helped them address various 
obstacles and maintain the required lifestyle changes. 
Although complications occurred, those who received 
accessible support could manage their situation and 
felt that everything would ultimately be resolved.

I think that it has worked out very well. We got very 
good information after the surgery, about what is 
recommended and so on . . . it was very, very good, 
it really helped me a lot. (Interview no. 9) 

Lack of support and negative attitudes were also 
mentioned. Some were surprised that they did not 
receive more followup after the surgery: they wanted 
and expected a holistic approach to their situation, 
including feedback on how to lose weight and follow 
recommendations. The participants perceived that it 
was difficult to contact healthcare providers with 
questions or concerns. This difficulty contributed to 
uncertainty and doubt regarding their capacity to 
cope with the situation, even to feeling that they 
should not have undergone the surgery.

And I just felt, no but I . . . I don’t know where to go, I’m 
not getting the help that I want. Soon I will go to XX 
[i.e. another hospital to get a second opinion], because 
I read about a man who had . . . who worked with this 
and who wrote an article specifically about . . . we who 
go through this gastric bypass and sleeve, that we get 
sort of sidelined, that we have problems because peo-
ple in healthcare don’t . . . really know how to handle it 
when there are problems, because it is not very com-
mon, but it does happen. (Interview no. 15) 

Another concern was the transition of followup from 
the bariatric centre to primary care two years after 
surgery (this is a common Swedish practice). 
Participants described a lack of trust in primary 
healthcare providers, because they had experienced 
knowledge gaps about bariatric surgery during fol-
lowup. Some said that they had full responsibility for 
their continued recovery, that they had to provide 
reminders about sampling blood and conducting 
tests. The participants described this as stressful, 
because they lacked the appropriate knowledge and 
competence to keep track of the types of followups 
needed.

Overall, our findings suggest that information and 
long-term support from both healthcare providers 
and next of kin are important for recovery, lifestyle 
changes, and self-efficacy in patients undergoing bar-
iatric surgery (Figure 1).

Discussion

This study explored experiences of recovery after bar-
iatric surgery in patients reporting low preoperative 
self-efficacy. Social relations, support, accomplish-
ments, and challenges (or failures, as some described 
them) all influenced their self-efficacy. Altogether, 
these factors influenced the participants’ thoughts, 
lifestyle changes, motivation, and handling of set-
backs. Our interpretation of the findings is that most 
participants experienced a transition in their self- 
efficacy during recovery and that weight loss was 
the outcome they regarded as representing success. 
Those who did not lose weight as expected felt like 
failures and had difficulties maintaining the required 
lifestyle changes.

Our results concerning recovery confirm earlier 
qualitative research (Coulman et al., 2017), although 
previous research was not conducted from the per-
spective of low self-efficacy. There are four influential 
sources of self-efficacy, according to Bandura (1997): 
enactive mastery experience (i.e., success or failure in 
performing a task or behaviour), vicarious experience 
(i.e., judging our own ability by watching others’ 
performance), verbal persuasion (i.e., others express 
faith that you can perform a task), and physiological 
and affective states (i.e., physical status and psycho-
logical factors that influence the judging of capabil-
ities; Bandura, 1997). Our interpretation from the 
interviews were that many described themselves 
and their postoperative experiences in terms of 
strengthened self-efficacy, which is important for 
implementing and maintaining sustainable lifestyle 
changes. In our findings, we could identify all four 
of these sources and how they might exert positive 
influence.

Enactive mastery experience: It was clear that 
accomplishments and failures (as described by parti-
cipants) in making lifestyle changes increased or 
decreased the participants’ self-efficacy. Participants 
described an experience-based learning process dur-
ing recovery. When they succeeded in losing weight, 
eating proper food, and exercising, participants 
gained confidence, becoming more motivated to 
maintain the new behaviours.

Vicarious experience: Seeing how others succeeded 
and failed guided how participants judged their capa-
city to undergo bariatric surgery. It also guided them 
after surgery in making lifestyle changes and in 
responding when they faced challenges.

6 K. DAHLBERG ET AL.



Verbal persuasion: Participants received persuasive 
input from society, healthcare providers, and next of 
kin. This motivated them to undergo surgery and 
maintain the motivation after surgery. It was also 
important to receive support and feedback on how 
they were doing from both next of kin and healthcare 
providers.

Physical and affective states: The participants’ phy-
sical and affective states greatly influenced their self- 
efficacy. As participants regained energy and strength, 
they felt stronger and better able to manage various 
situations, which also affected their mental state and 
self-image. Feeling that they had support and suffi-
cient information influenced their feelings of security 
and their ability to handle the situation.

Self-efficacy and its four sources have also been 
studied in patients undergoing heart transplant sur-
gery in Sweden. Similar to our study, accomplishments 
and performance were found to be linked to self- 
efficacy, whereas setbacks and unfulfilled expectations 
led to less confidence in one’s ability to succeed and 
therefore to lower self-efficacy; balanced expectations 
were seen as a way to prevent perceived setbacks 
(Almgren et al., 2017). Realistic expectations were also 
mentioned by patients who had undergone bariatric 
surgery (Coblijn et al., 2018). Patients can find it chal-
lenging to balance expectations in the case of bariatric 

surgery, as the very nature of the surgery leads to the 
outcome of weight loss. Although a 10% loss of total 
weight is associated with significant reduction in sev-
eral risk factors and comorbidities (Aminian et al., 
2020), an inability to lose more weight is considered 
a failure by patients, society, and healthcare providers. 
It is also a failure that patients have experienced earlier 
in their lives.

Enactive mastery experience is considered the 
strongest of the four sources of self-efficacy 
(Bandura, 1997). Self-efficacy has been found to cor-
relate with postoperative recovery (Magklara et al., 
2014) and to increase after bariatric surgery and 
weight loss (Batsis et al., 2009; Nickel et al., 2017). 
Success in maintaining weight loss after bariatric sur-
gery increased patients’ confidence in their ability to 
maintain healthy lifestyle changes (Liebl et al., 2016). 
The outcome and path of recovery both influence 
self-efficacy, and measures to strengthen self-efficacy 
should be addressed by healthcare both before and 
after surgery.

Almgren et al. described how verbal persuasion 
often emphasizes adherence to recommendations, 
whereas it should instead focus on offering support 
and creating a partnership that helps patients 
through the emotional transitions involved in recov-
ery after surgery (Almgren et al., 2017). Lifelong 

Figure 1. Overview of the theme and subthemes.
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support and better followup and support for bariatric 
patients have been proposed by Coulman et al., to 
sustain positive changes and postoperative outcomes 
(Coulman et al., 2017). The participants in our study 
also mentioned access to healthcare and support as 
strengthening a sense of security and helping them 
cope with successes and failures. Support from next of 
kin, as highlighted here, has been identified as 
a factor that positively influences the maintenance 
of weight loss (Liebl et al., 2016).

This study highlights that information is essential 
for patients undergoing bariatric surgery. Several bar-
riers are described in our results. Insufficient informa-
tion or an inability to recall information can negatively 
affect recovery, as reported in research on day surgery 
and bariatric surgery (Berg et al., 2013; Dahlberg et al., 
2018; Jaensson, Dahlberg, Nilsson et al., 2019; Madan 
& Tichansky, 2005; Wongkietkachorn et al., 2018). 
Patients have cited the importance of clinicians sum-
marizing and verifying that they have understood the 
information provided (Coblijn et al., 2018). Other pro-
posed clinical improvements are repetition of infor-
mation (Madan & Tichansky, 2005), use of multimedia 
to enhance information presentation after surgery 
(Ronco et al., 2012), and use of multimedia to increase 
self-efficacy in patients undergoing hip replacement 
surgery (Yeh et al., 2005). Another clinical implication 
is that need-based information has been shown to 
decrease anxiety and increase satisfaction in patients 
undergoing day surgery (Wongkietkachorn et al., 
2018). In cases of bariatric surgery, individualized 
patient education has been proposed (Groller, 2017). 
When investigating patient preferences regarding 
information one of the most important factors raised 
was to be considered as an individual person (Coblijn 
et al., 2018).

Methodological considerations

This study has both strengths and limitations. To 
ensure dependability a semi-structured interview 
guide was used and a detailed description of how 
the interviews were collected and analysed. 
Interviews were recorded and transcribed verbatim 
by a professional transcriber to ensure that the infor-
mants experiences were captured to ensure confirm-
ability. All transcripts were audio-checked for 
accuracy. Analyses were conducted individually 
before a mutual discussion. Further, a strength in 
this study was the multidisciplinary research team 
that had different pre-understandings and compe-
tences that contributed to exploring different aspects 
of the analysis. In combination with an ongoing 
reflective discussion of the analysis until consensus 
was achieved and ensured credibility.

To ensure confidentiality of the participants, age 
and date of surgery were not collected. This is 

a limitation of the study since it affects the transfer-
ability of the results. A strength is that participants 
were included from three centres located in different 
parts of Sweden. Our study included more women 
than men. This reflects the studied population, higher 
proportion of people with obesity are women (Global 
Burden of Disease (GBD) 2015 Obesity Collaborators 
2017) and more women than men undergo bariatric 
surgery (Stenberg et al., 2019). Moreover, women 
report lower GSE scores than do men (Bonsaksen 
et al., 2019; Löve et al., 2012).

Conducting most interviews over telephone or video-
conference may be a limitation of the study since it may 
be more challenging to build personal trust. Also, it 
affects dependability since data were collected in differ-
ent ways. Two participants declined to participate when 
it was decided not to conduct interviews face to face. 
The interviews that were conducted were rich in their 
descriptions, which indicates that participants could 
speak freely about their experiences irrespective if it 
were conducted over phone or face to face.

Clinical implications

Patients do not seem to be amenable to receiving all 
relevant information preoperatively, so it is important 
to repeat information after the surgery, perhaps using 
different presentation formats, such as multimedia 
approaches. Taking account of the experiences and 
opinions of patients who have undergone bariatric 
surgery when designing pre- and postoperative infor-
mation presentations may increase the chances of 
creating useful information accessible to most future 
patients. The information should preferably be indivi-
dualized, with support adapted to the individual 
patient’s situation. A patient’s information needs 
could be identified during preoperative planning 
and preparation to assess the patient’s personal situa-
tion. How to identify patients who need tailored indi-
vidualized information and support merits further 
research, however.

Conclusion

Recovery one year after bariatric surgery in those report-
ing low preoperative self-efficacy is an ongoing process 
that involves challenges in making lifestyle changes and 
in negotiating physical and psychological transforma-
tions. Social relations, support, accomplishments, and 
challenges all influence patient’s self-efficacy. Weight 
loss was the outcome regarded as representing success. 
Altogether, these factors influenced the participants’ 
thoughts, lifestyle changes, motivation, and handling 
of setbacks. Self-efficacy is not static but is influenced 
during the recovery process. Support and information 
are essential in order to enhance patient recovery, life-
style changes, and self-efficacy.
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