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ABSTRACT
Objectives  There is a lack of evidence to inform the 
delivery and follow-up of bariatric surgery for people 
with severe obesity. The SurgiCal Obesity Treatment 
Study (SCOTS) is a national longitudinal cohort of 
people undergoing bariatric surgery. Here, we describe 
characteristics of the recruited SCOTS cohort, and the 
relationship between health and socioeconomic status 
with body mass index (BMI) and age.
Participants/Methods  445 participants scheduled for 
bariatric surgery at any of 14 centres in Scotland, UK, were 
recruited between 2013 and 2016 for this longitudinal 
cohort study (1 withdrawal); 249 completed health-
related preoperative patient-reported outcome measures. 
Regression models were used to estimate the effect of a 
10-unit increase in age or BMI, adjusting for sex, smoking 
and socioeconomic status.
Results  Mean age was 46 years and median BMI was 47 
kg/m2. For each 10 kg/m2 higher BMI, there was a change 
of −5.2 (95% CI −6.9 to –3.5; p<0.0001) in Rand 12-item 
Short Form Survey Physical Component Summary (SF-12 
PCS), −0.1 (95% CI −0.2 to –0.1; p<0.0001) in EuroQoL 
5-level EQ-5D version index score and 14.2 (95% CI 10.7 
to 17.7; p<0.0001) in Impact of Weight on Quality of Life-
Lite Physical Function Score. We observed a 3.1 times 
higher use of specialist aids and equipment at home 
(OR: 3.1, 95% CI 1.9 to 5.0; p<0.0001). Broadly, similar 
results were seen for each 10-year higher age, including 
a change of −2.1 (95% CI −3.7 to –0.5; p<0.01) in SF-12 
PCS.
Conclusions  A higher BMI combined with older age is 
associated with poor physical functioning and quality of 
life in people seeking bariatric surgery treatment. Policy-
makers must consider the health and care needs of these 
individuals and invest to provide increased access to 
effective weight management.
Trial registration number  ISRCTN47072588.

INTRODUCTION
Obesity (body mass index (BMI) ≥30 kg/m2) 
and, in particular, severe obesity (BMI ≥40 kg/
m2) are associated with a variety of negative 
health outcomes, including increased risk of 
most major chronic diseases.1 In recent years, 
severe obesity has emerged as a major public 
health concern with rates increasing rapidly 
in a number of countries across the world, 
including the USA where the prevalence of 
BMI  >40 kg/m2 rose by 70% between 2000 
and 2010,2 and around 7.7% of adults are 
now considered to have severe obesity.3 Simi-
larly, levels of severe obesity have risen in the 
UK with 2.9% of all adults in England4 and 
4% of all adults in Scotland now estimated to 
have a BMI ≥40 kg/m2.5

As the prevalence of severe obesity rises, 
effective treatment is a priority. The efficacy 
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seeking population, may not be directly applicable 
to the population with severe obesity in general.

	⇒ The fact that almost every bariatric surgery patient 
in Scotland was recruited is a major strength of this 
study and renders it more representative than many 
studies undertaken in the field.

	⇒ A further strength is that the majority of question-
naires used were externally validated and wide 
ranging, containing a number of unique questions 
covering medical, social, psychological and physical 
domains.
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of bariatric surgery for significant long-term weight 
loss is well established.6 7 However, for the UK National 
Health Service (NHS), like many other health systems, 
the commissioning of bariatric surgery is low priority. 
Indeed, despite obesity prevalence being among the 
highest in the European Union, the UK performs only 9 
bariatric surgery procedures per 100 000 people,8 9 while 
Sweden, a country with a similar health service but lower 
obesity prevalence, performs 70–80 procedures per 100 
000 people.10 In North America, the rate of surgery is 
around 40–50 per 100 000 people, with the majority of 
these operations performed in the USA.8

The low prioritisation of bariatric surgery within the 
UK and the strict criteria for access to surgery, including 
complex pre-surgical pathways and pre-surgical weight-
loss requirements,5 results in low numbers of individ-
uals with severe obesity actually receiving surgery. Those 
receiving surgery generally do so after many years of 
alternative conservative interventions, at a point when 
their mean BMI is extremely high, at around 45 kg/m2, 
and they are at a median age of 47 years.11 To date, it is 
unclear how this delay in treatment impacts on health, 
physical functioning and quality of life.

The SurgiCal Obesity Treatment Study (SCOTS) is the 
first national epidemiological study established to inves-
tigate long-term outcomes following bariatric surgery. 
This cohort study collected clinical and patient-reported 
health outcomes from treatment-seeking individuals from 
across Scotland with severe obesity before they under-
went bariatric surgery.12 The aim of the present study is to 
describe the health-related characteristics of the recruited 
SCOTS cohort and to examine relationships between 
age, preoperative BMI and other health-related factors in 
our recruited sample of adults with severe obesity from 
across Scotland.

PARTICIPANTS AND METHODS
This study was registered prospectively at the Interna-
tional Standard Randomised Controlled Trials Number 
registry. In reporting our findings, we have adhered to the 
STrengthening the Reporting of OBservational studies in 
Epidemiology Statement13 (online supplemental table 1).

Patient involvement
Patients identified via bariatric surgery peer support 
groups in Scotland were involved in the design and 
conduct of this research. During the protocol develop-
ment stage, patients provided input with regard to data 
collection and defining research questions. In addition, 
methods of recruitment were informed by discussions 
with patients during two focus group sessions. Patients 
were subsequently involved in reviewing paperwork for 
recruitment and appeared in the recruitment video. 
There is also a patient member of the independent study 
steering committee and patients were invited to a meeting 
to discuss plans for dissemination of study results.

Study design
SCOTS is a national, prospective, observational cohort 
study of adults aged over 16 years who were eligible for 
primary bariatric surgery in Scotland. Participants were 
recruited over a 4-year period from December 2013 
to February 2017. Recruitment to the cohort has now 
closed, although follow-up will continue until October 
2020. A detailed protocol for the SCOTS was published 
previously12 and is included as online supplemental 
file 1, but was amended in 2016 to reflect a smaller 
cohort size and shorter follow-up. This was in response 
to changes in national service commissioning contrib-
uting to lower numbers of bariatric surgery which, 
in turn, affected recruitment potential and planned 
sample size. Any changes from the original protocol are 
outlined below.

Participant and centre eligibility
As outlined in the protocol12 (online supplemental file 1), 
patients scheduled to undergo a primary bariatric surgery 
procedure at any of the 10 NHS-funded or 4 private 
hospitals in Scotland providing this surgery were eligible 
for invitation to the study. Inclusion criteria were that 
patients were aged 16 years or over, and undergoing their 
first bariatric surgery procedure. Patients were required 
to have capacity to consent, provide written informed 
consent and be resident in Scotland. Patients who did not 
meet these criteria or who did not have English language 
skills to complete written questionnaires were ineligible12 
(online supplemental file 1).

Recruitment procedures and consent
Patients were approached about the study at least 4 weeks 
prior to their primary bariatric surgical procedure by the 
clinical bariatric surgery team or by a research nurse in 
preoperative assessment clinics. Written signed consent 
for access to medical records, linkage of electronic health 
records and for postal questionnaires was obtained on a 
subsequent clinical visit.

Data collection
Recruited participants were asked to complete question-
naires preoperatively and at 2 years and 3 years, postopera-
tively. Prior to receiving questionnaires, participants were 
made aware (via patient information leaflets) that the 
estimated time for completion of each questionnaire was 
1 hour. The approximate time it would take to complete 
the questionnaire (1 hour) was also stated clearly on the 
first page of each questionnaire received by participants. 
Completion could be either by post or electronically via 
a secure link sent by email. Two reminders were sent by 
the participant’s chosen method and a third reminder, if 
required, was sent by post to all participants. No further 
strategy was used after three reminders.

Baseline preoperative questionnaires collected health-
related information, including weight, medical history, 
smoking status, alcohol use, gastrointestinal symptoms, 
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urological health, depression, anxiety, health-related 
quality of life (HRQoL) and obesity-specific quality of life 
(O-QoL), life optimism, physical activity, healthcare utili-
sation, employment and social security. Comorbidity was 
assessed by self-report using a questionnaire designed 
specifically for this study (online supplemental file 2). 
Gastrointestinal symptoms were evaluated using a question-
naire developed for the REFLUX trial.14 Urological health 
was assessed using the International Prostate Symptom 
Score (IPSS)15 and the International Consultation on 
Incontinence Questionnaire-Urinary Incontinence Short 
Form (ICIQ-UI SF) wherein a score ≥6 indicates moderate 
incontinence.16 Female reproductive health data were 
obtained using a modified version of the questionnaire 
developed for the Longitudinal Assessment of Bariatric 
Surgery-2 study.17 Information on male erectile dysfunc-
tion was obtained using a modified version of the question-
naire developed for the Massachusetts Male Ageing Study.18 
Anxiety and depression were assessed using the 7-item 
Generalised Anxiety Disorder Assessment (GAD-7)19 and 
Patient Health Questionnaire-9 (PHQ-9)20 instruments, 
respectively. A PHQ-9 score ≥10 is indicative of moderate 
to severe depression, while a GAD-7 score ≥6 is reflective of 
moderate to severe anxiety.19 20 Smoking status was ascer-
tained using a questionnaire specifically developed for this 
study (online supplemental file 2). Alcohol use was deter-
mined using a modified version of the Alcohol Use Disor-
ders Identification Test.21 HRQoL was assessed using the 
Rand 12-item Short Form Survey (SF-12)22 and EuroQoL 
5-level EQ-5D version (EQ-5D-5L)23 24 instruments while 
O-QoL was assessed using the Impact of Weight on Quality 
of Life-Lite (IWQOL-Lite) questionnaire.25 Standardised 
scoring was used when interpreting IWQOL-Lite question-
naires.26 Life optimism was determined using a modified 
version of the Life Orientation Test, wherein a score range 
of 0–13 reflects low optimism (high pessimism).27 Data 
on physical activity were obtained using the International 
Physical Activity Questionnaire (IPAQ) Short Form.28 
Information on participants’ employment, social security 
status and healthcare utilisation was obtained using ques-
tionnaires specifically developed for this study (online 
supplemental file 2).

Each participant’s quintile of the Scottish Index of 
Multiple Deprivation (SIMD), an area-based measure of 
socioeconomic status,29 was derived from their postcode. 
Combining a number of indicators of socioeconomic 
status across seven domains, the SIMD provides a relative 
measure of deprivation which can be used to compare 
data zones by ranking them from most to least deprived. 
The seven domains include income, employment, health, 
education, skills and training, housing, geographic access 
and crime.29

Height and weight data were collected by clinical staff 
at recruitment allowing BMI to be calculated.

We herein report baseline data recorded during the 
recruitment visit for the whole recruited cohort before 
bariatric surgery, and patient-reported outcomes for the 
subset completing baseline questionnaires.

Statistical analyses
Continuous data are reported as means and SD or 
medians and lower (Q1) and upper (Q3) quartiles 
depending on data distribution, and counts and percent-
ages are reported for categorical data. Age and BMI data 
were categorised a priori; BMI (kg/m2) is reported as 
5-unit bands (<40, 40–44, 45–49, 50–54 and ≥55) and age 
was categorised using 10-year age bands (<35 years, 35–44 
years, 45–49 years, 50–54 years and  ≥55 years). Other 
baseline demographics are summarised by group.

Linear regression models were used to examine contin-
uous quality of life measures and logistic regression for 
the binary ‘need for specialist aids’ and ‘equipment in 
the home to assist with daily living’. Models were used to 
estimate the effect of a 10-unit increase in age or BMI in 
(1) an unadjusted model and (2) in a model adjusted for 
sex, SIMD, smoking status and BMI or age, respectively, 
as these factors may be associated with obesity and related 
comorbidity. Regression model effect estimates, or ORs, 
and corresponding 95% CIs and associated p values are 
provided. Data were analysed as available, without any 
imputation for missing data. All analyses were performed 
using SAS (V.9.3).

RESULTS
Over the 3-year recruitment period, a total of 548 
patients were approached and screened for eligibility to 
participate. Of these, 103/548 (19%) were excluded or 
declined to participate (figure 1). We recruited 445/548 
(81%) participants, but one participant withdrew consent 
leaving a recruited sample of 444 (81%). Of the recruited 
sample, 413/444 (93%) consented to data linkage and 
questionnaire follow-up, while 31/444 (7%) consented 
to data linkage only. Of these 413 participants, a total 
of 164/413 (40%) were not included in the subsequent 
analysis: 129 did not return a baseline questionnaire and 
35 had bariatric surgery before their baseline patient-
reported outcome measures (PROMs) questionnaires 
were completed. Of the 129 participants who did not 
return baseline questionnaires, 84/129 (65%) progressed 
to surgery, 43/129 (33%) did not progress to surgery 
and the status of 2/129 (2%) was unknown. Completed 
preoperative baseline PROMs data for 249/413 partici-
pants (60% of those consented) were available for anal-
ysis (figure 1).

Characteristics of recruited and analysed sample
Demographic data are summarised in table 1. Participant 
characteristics were similar between the total recruited 
sample (n=444) and the analysed subset (n=249) with 
completed PROMS before bariatric surgery (table  1). 
Mean age was 46 years (SD: 9.1 years) with a higher 
proportion of women than men (71% vs 29%). Half 
of recruited participants were aged 35–49 years, with 
one-third being over 50 years. The median BMI was 47 
kg/m2 (Q1: 43; Q3: 54) with more than 21% having a 
BMI of ≥55 kg/m2. Over half of the participants (55%) 
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lived in areas of high socioeconomic deprivation (SIMD 
quintiles 1 and 2). There were no statistically significant 
differences between the analysed subset (n=249) and the 
non-analysed subset (n=195, data not shown).

Comorbidities
For the analysed sample (n=249), self-reported medical 
comorbidities, and physical, mental and functional 
measures are presented in table  2. Over 40% reported 
having at least one of hypertension, type 2 diabetes 
(T2D), back problems, anxiety/depression and gastro-
oesophageal reflux. Over 60% of the sample reported 
more than three comorbidities. Over 40% of male partic-
ipants reported erectile dysfunction, while one-third of 
males described urinary incontinence. Half of female 
participants reported urinary incontinence. Mean depres-
sion scores reflected mild depression, although 44% of 
participants had scores indicating moderate to severe 
depression. Anxiety scores for all participants were indic-
ative of mild anxiety (median: 5.0), with half of partic-
ipants having scores indicative of moderate to severe 
anxiety. The mean life optimism score for participants 
was reflective of low optimism (high pessimism). Very 
few participants smoked (5%) and, on average, alcohol 
consumption was moderate.

Health and obesity-related quality of life
Mean SF-12 Physical Component Summary (PCS) 
and Mental Component Summary (MCS) scores were 

low—PCS: 37.0 (11.4) and MCS: 45.5 (10.3). The median 
EQ-5D-5L score of sample participants was 0.6 (0.3; 0.8), 
while the mean EQ-5D-5L Visual Analogue Scale was 55.3 
(22.1). Participants had a mean IWQOL-Lite Physical 
Function score of 56.9 (25.4) and a mean total score of 
58.5 (21.7) (table 2), where an increase in IWQOL-Lite 
score indicates a worsening in quality of life.

Physical activity
Over 80% of SCOTS participants reported undertaking 
at least 10 min of either walking, moderate or vigorous 
activity in the last 7 days and the median IPAQ score for 
the sample was 720.0 metabolic equivalent of task (MET) 
min/week. Almost one-third (29%) of participants 
reported using aids or specialist equipment to assist with 
their daily activities in the home (table 2).

Comorbidity by BMI and age
Comorbidity data are presented by BMI group and age 
group in online supplemental tables 2 and 3, respectively. 
In order to further investigate the associations between 
BMI and age on physical, mental and functional measures, 
and healthcare utilisation within the SCOTS population, 
regression analyses were performed (table 3). There was 
no significant correlation between BMI and age (correla-
tion: 0.0075, p=0.9061). Higher BMI values and higher 
ages were negatively associated with physical, but not 
mental, HRQoL scores (table  3). For each 10 kg/m2 
higher BMI, there was a change of −5.2 (95% CI −6.9 to 
–3.5; p<0.0001) in SF-12 PCS, −0.1 (95% CI −0.2 to –0.1; 
p<0.0001) in EQ-5D-5L score and 14.2 (95% CI 10.7 to 
17.7; p<0.0001) in IWQOL-Lite Physical Function score 
(where an increase in score indicates a worsening). We 
observed a 3.1 times higher use of specialist aids and 
equipment in the home (OR: 3.1, 95% CI 1.9 to 5.0; 
p<0.0001), adjusting for age, sex, smoking and socioeco-
nomic deprivation. For each 10-year higher age, there was 
a change of −2.1 (95% CI −3.7 to –0.5; p<0.01) in SF-12 
PCS score, −0.1 (95% CI −0.1 to 0.0; p<0.01) in EQ-5D-5L 
score and 5.01 (95% CI 1.8 to 8.3; p<0.01) in IWQOL-Lite 
Physical Function score, and a 3.1 (OR 3.1, 95% CI 1.9 to 
5.0; p<0.0001) times higher use of specialist aids or equip-
ment in the home, adjusting for BMI, sex, smoking and 
socioeconomic status.

Interactions were explored between smoking and 
both age and BMI (with smoking as a two-level variable 
(smoked or never smoked) due to small numbers in 
the current smoker group) and a borderline significant 
interaction between age and smoking status was observed 
(online supplemental table 4). Further exploration in the 
subpopulations of smokers (current or former) and those 
who had never smoked revealed a significant effect of age 
on the use of specialist aids or equipment in the home in 
both subpopulations, but the OR suggests a trend toward 
a slightly larger odds in those participants who had 
never smoked (online supplemental table 4). No signif-
icant effect of age or BMI on moderate to severe depres-
sion (PHQ-9) was observed in either the unadjusted or 

Figure 1  Screening, consent and follow-up. 548 patients 
were screened for inclusion in the SCOTS. Of these 548 
patients, 103 were non-eligible (62 patients had undergone 
previous bariatric surgery and 1 patient lacked the necessary 
English language skills) and 40 were eligible but did not 
consent. 31 patients consented to only part 1 of the study 
(data linkage), while 413 consented to both part 1 and part 2 
(completion of baseline PROMs). 249 baseline PROMs were 
available for analysis. PROMs, patient-reported outcome 
measures; SCOTS, SurgiCal Obesity Treatment Study.
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Table 1  Baseline sociodemographic characteristics of recruited (N=444) and analysed (N=249) samples of SCOTS 
participants

Characteristic

Recruited sample Analysed sample*

N=444 N=249

Sex, N (%) Male 123 (27.7) 72 (28.9)

Female 321 (72.3) 177 (71.1)

Missing 0 0

Age (years) Mean (SD) 46.2 (9.1) 45.9 (9.1)

Missing 0 0

Age group, N (%) <35 years 61 (13.7) 36 (14.5)

35–44 years 116 (26.1) 63 (25.3)

45–49 years 109 (24.5) 63 (25.3)

50–54 years 79 (17.8) 43 (17.3)

55+ years 79 (17.8) 44 (17.7)

Missing 0 0

BMI (kg/m2) Median (Q1; Q3) 47.2 (42.7; 53.6) 47.6 (42.8; 53.8)

Missing 1 0

BMI group, N (%) <40 52 (11.7) 24 (9.6)

40–44 115 (26.0) 64 (25.7)

45–49 116 (26.2) 64 (25.7)

50–54 71 (16.0) 44 (17.7)

55+ 89 (20.1) 53 (21.3)

Missing 1 0

SIMD quintile, N (%) 1 (most deprived) 135 (30.5) 70 (28.3)

2 108 (24.4) 65 (26.3)

3 84 (19.0) 51 (20.6)

4 68 (15.4) 34 (13.8)

5 (least deprived) 47 (10.6) 27 (10.9)

Missing 2 2

Marital status, N (%) Married/civil partnership/co-habiting Not collected 155 (63)

Single/separated/divorced/widowed 91 (37)

Missing 3

Ethnic group, N (%) White Not collected 243 (97.6)

Mixed 4 (1.6)

Asian/Asian Scottish/Asian British 1 (0.4)

African Caribbean/Black 1 (0.4)

Other 0 (0.0)

Missing 0

Education, N (%) School only Not collected 58 (23.5)

Formal qualifications through training at work 54 (21.9)

Qualification (other than a degree from college 
or university)

64 (25.9)

Degree from college or university 71 (28.7)

Missing 2

Continued
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adjusted models. However, on extending that model to 
include the interactions between smoking and each of 
age and BMI, we observe a significant interaction between 
BMI and smoking status. Considering the subpopulations 
of smokers and those who had never smoked, there was 
no significant effect of BMI on smokers, but there was 
a significant effect of BMI in those who never smoked, 
with increasing BMI having increased odds of moderate 
to severe depression (online supplemental table 4).

With regard to medical comorbidities, as listed in online 
supplemental table 5, higher BMI had a significant asso-
ciation with higher prevalence of asthma in the SCOTS 
population, while older age was associated with higher 
prevalence of hypertension, arthritis and sleep apnoea 
(online supplemental table 5).

DISCUSSION
Despite escalating levels of severe obesity in Western 
society and the concomitant increase in bariatric surgical 
procedures being performed in some countries,30 there 
is a dearth of information on the health status of people 
living with severe obesity. This is the first report from the 
national Scottish cohort study of people seeking surgical 
treatment for severe obesity. We recruited 444 adults from 
14 centres across Scotland over a 3-year period, including 
all NHS centres and major private hospitals undertaking 
bariatric surgery. We found that a higher BMI and older 
age were associated with decreased physical quality of 
life, increased use of specialist aids and equipment in the 
home and a high prevalence of comorbidities.

There has been a significant increase in the prevalence 
of a BMI ≥40 kg/m2 in recent decades; in Scotland, obesity 
prevalence has trebled in women aged 16–64 years since 
1995. However, it is hard to assess the global increase due 
to lack of reporting of a BMI ≥40 kg/m2 in national health 
survey data.31 While it is known that healthcare resource 
use increases in people with a BMI ≥30 kg/m2, with service 
use estimated to be over 25% higher than for those with a 
BMI in the normal weight range,32 few data exist for those 
with a BMI ≥40 kg/m2. In 2016, the Global BMI Mortality 

Collaboration33 conducted an individual-participant-data 
meta-analysis of 239 prospective studies and found a 2.8 
times increased risk of all cause mortality for people with 
a BMI of 40–60 kg/m2. Grieve et al34 conducted a system-
atic review, which focused on the economic cost of severe 
obesity (BMI  ≥40 kg/m2) and found limited literature 
describing increased prescribing, outpatient utilisation 
and intensive care admission, and hospital length of stays 
during critical illness. However, in both studies, there was 
no disaggregation of BMI beyond  >40 kg/m2 meaning 
that the health consequences of severe obesity are not yet 
fully described.

There has been extensive research on the relationship 
between HRQoL and obesity.35 Ul-Haq et al36 performed a 
meta-analysis of 8 studies (43 086 participants) and found 
that physical quality of life, measured by the Rand 36-item 
Short Form Health Survey, was reduced by 9.7 points in 
those with a BMI of 40 kg/m2 compared with those with 
a BMI in the normal range, although, again, there was 
no disaggregation above BMI 40 kg/m2. Van Nunen et 
al37 performed a meta-analysis to compare the general, 
non-treatment-seeking population to patients within 
weight management programmes and those seeking 
bariatric surgery. They found that those seeking surgical 
treatment reported the most severely reduced HRQoL, 
perhaps reflecting their reasons for seeking definitive 
surgical treatment. Our cohort of treatment-seeking indi-
viduals who completed a rich battery of patient-reported 
measures provides data to show that health-related and 
obesity-related quality of life of those with the highest 
body mass is extremely poor and this is compounded by 
increasing age. Quality of life scores of SCOTS partici-
pants in both the upper BMI (≥55 kg/m2) and older age 
(≥55 years) groups included physical scores comparable 
with those reported by cancer patients receiving palliative 
care,38 patients with chronic heart failure expressing end 
of life preferences39 and patients with end stage kidney 
disease.40 Furthermore, patients with severe chronic 
obstructive pulmonary disease report higher quality of 
life scores, indicating a better quality of life, than our 

Characteristic

Recruited sample Analysed sample*

N=444 N=249

Current employment 
status, N (%)

Working full time Not collected 124 (50.0)

Working part time 24 (9.7)

Unable to work because of illness or disability 64 (25.8)

Student/unemployed and seeking employment/
unemployed and not seeking employment/
carer/other

36 (14.5)

Missing 1

Working full time: ≥ 30 hours per week; working part time: < 30 hours per week. Percentages may not total 100% in all cases due to rounding.
*Participants who returned baseline questionnaires prior to their bariatric surgery are included in the analysed sample.
BMI, body mass index; SCOTS, SurgiCal Obesity Treatment Study.

Table 1  Continued
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Table 2  Preoperative health-related characteristics of SCOTS participants undergoing bariatric surgery (N=249)

N=249
N (%)

Missing
N (%)

Comorbidity, self-report DVT 8 (3.2) 0

Pulmonary embolism 4 (1.6) 0

Hypertension 107 (43.0) 0

T2D 124 (49.8) 0

Angina/heart attack 17 (6.8) 0

Heart failure 2 (0.8) 0

Stroke/ministroke 6 (2.4) 0

Arthritis 73 (29.3) 0

Back problems 115 (46.2) 0

Chronic bronchitis 4 (1.6) 0

Eczema/psoriasis 33 (13.3) 0

Asthma 70 (28.1) 0

Thyroid problems 32 (12.9) 0

Migraine 49 (19.7) 0

Anxiety/depression 114 (45.8) 0

Kidney disease 7 (2.8) 0

Liver disease 2 (0.8) 0

Cancer 4 (1.6) 0

Irritable bowel syndrome 44 (17.7) 0

Sleep apnoea 66 (26.5) 0

CVD 20 (8.0) 0

N (%), self-reported 
comorbidities

None 9 (3.6) 0

1–2 80 (32.1) 0

≥3 160 (64.3) 0

Gastro-oesophageal reflux Yes 97 (40.4) 9 (3.6)

Female reproductive health, 
N=75*

Mean (SD) age in years, last natural 
menstrual period

39.4 (10.9) 4 (5.3)

Female reproductive health, 
N=177

PCOS, N (%) 28 (16.8) 10 (5.6)

Male reproductive health,
N=72

Impotence, N (%) 28 (41.2) 4 (5.6)

IPSS score ≥8, N (%) 34 (47.9) 1 (1.4)

Incontinence Median (Q1; Q3) ICIQ-UI SF score 4 (0.0; 10.0) 10 (4.0)

ICIQ-UI SF score ≥6 105 (43.9) 10 (4.0)

Incontinence, females,
N=177

ICIQ-UI SF score ≥6, N (%) 83 (49.4) 9 (5.1)

Incontinence, males,
N=72

ICIQ-UI SF score ≥6, N (%) 22 (31.0) 1 (1.4)

Depression Mean (SD) PHQ-9 score 9.6 (6.3) 5 (2.0)

N (%) PHQ-9 score ≥10 107 (43.9) 5 (2.0)

Anxiety Median (Q1; Q3) GAD-7 5 (2.0; 9.0) 6 (2.4)

N (%) GAD-7 score ≥6 114 (46.9) 6 (2.4)

Smoking status Current 13 (5.4) 9 (3.6)

Former 105 (43.8)

Never 122 (50.8)

Alcohol use Median (Q1; Q3) AUDIT 3 (1.0; 6.0) 20 (8.0)

Continued
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cohort of treatment-seeking obese participants.41 As far as 
we are aware, this is the first study to investigate physical 
and mental health in patients with severe obesity awaiting 
bariatric surgery with finer level consideration of a BMI 
up to ≥55 kg/m2.

UK guidelines42 currently indicate that bariatric surgery 
is a treatment option for those with a BMI ≥40 kg/m2, 
or between 35 kg/m2 and 40 kg/m2 in the presence of 
other significant diseases (eg, T2D or hypertension), 
which could be improved if they lost weight. Non-surgical 
weight management must have been attempted but not 
resulted in clinically beneficial weight loss before surgery 
is indicated. However, baseline SCOTS data appear to 

suggest that the low prioritisation of bariatric surgery and 
a lengthy preoperative pathway in the UK is associated 
with surgical treatment being reserved for individuals 
at an older age with a very high BMI. Indeed, in 2018, 
the Global Registry initiative of the International Feder-
ation for the Surgery of Obesity and Metabolic Disorders 
(IFSO) reported a global median pre-bariatric surgery for 
those with a BMI of 41.7 kg/m2,43 as compared with 47.6 
kg/m2 in the SCOTS cohort. Similarly, IFSO reported a 
median patient age of 42 years at the time of bariatric 
surgery,43 as compared with a median age of 47 years for 
SCOTS participants. This combination of higher BMI 
and older age means that, at the time of surgery, Scottish 

N=249
N (%)

Missing
N (%)

Quality of life

SF-12 Mean (SD) PCS 37 (11.4) 13 (5.2)

Mean (SD) MCS 45.5 (10.3) 13 (5.2)

EQ-5D-5L Median (Q1; Q3) 0.6 (0.3; 0.8) 12 (4.8)

Mean (SD) VAS 55.3 (22.1) 12 (4.8)

IWQOL-Lite
(standardised scoring)

Mean (SD) physical function 56.9 (25.4) 6 (2.4)

Mean (SD) self-esteem 70.7 (27.1) 7 (2.8)

Mean (SD) sexual life 57.1 (31.7) 18 (7.2)

Mean (SD) public distress 58.1 (27.2) 6 (2.4)

Mean (SD) work 43.6 (29.2) 13 (5.2)

Mean (SD) total score 58.5 (21.7) 7 (2.8)

Life optimism Mean (SD) LOT score 13 (4.9) 14 (5.6)

Physical activity ≥1 walking, moderate or vigorous activity 
in last 7 days

201 (83.4) 8 (3.2)

Median (Q1; Q3) IPAQ score† 720 (40.0; 1800.0) 6 (3.0)

Healthcare utilisations Using any aids or specialist equipment 67 (28.9) 17 (6.8)

Median (Q1; Q3) GP visits in last 3 
months

2 (1.0; 3.0) 79 (31.7)

Median (Q1; Q3) visits to other health/
social care providers in last 3 months

3 (1.0; 5.0) 73 (29.3)

Social security Unable to work due to illness or disability 64 (25.8) 1 (0.4)

Receiving disability living allowance 
(caring)

44 (18.6) 13 (5.2)

Receiving disability living allowance 
(mobility)

47 (19.9) 13 (5.2)

IPSS Scores: 0–7=‘mild symptoms’; 8–19=‘moderate symptoms’; 20–35=‘severe symptoms’.15 ICIQ-UI SF score: ≥6=‘moderate 
incontinence’.16 PHQ-9 scores: 0–4=‘minimal depression’; 5–9=‘mild depression’; 10–14=‘moderate depression’; 15–19=‘moderately severe 
depression’; 20–27=‘severe depression’.20 GAD-7 scores: 0–5=‘mild anxiety’; 6–10=‘moderate anxiety’; 11–15=‘moderately severe anxiety’; 
15–21=‘severe anxiety’.19

*75/177 (42%) female participants reported not menstruating in the last 12 months
†Metabolic equivalent of task min/week.
AUDIT, Alcohol Use Disorders Identification Test; CVD, cardiovascular disease; DVT, deep vein thrombosis; EQ-5D-5L, EuroQoL 5-level 
EQ-5D version; GAD-7, 7-item Generalised Anxiety Disorder Assessment; GP, general practitioner; ICIQ-UI SF, International Consultation 
on Incontinence Questionnaire-Urinary Incontinence Short Form; IPAQ, International Physical Activity Questionnaire; IPSS, International 
Prostate Symptom Score; IWQOL-Lite, Impact of Weight on Quality of Life-Lite; LOT, Life Orientation Test; MCS, Mental Component 
Summary; MET, Metabolic equivalent of task; PCOS, polycystic ovary syndrome; PCS, Physical Component Summary; PHQ-9, Patient Health 
Questionnaire-9; SCOTS, SurgiCal Obesity Treatment Study; T2D, type 2 diabetes; VAS, visual analogue scale.

Table 2  Continued
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patients have high levels of comorbidity and poor physical 
functioning. Bariatric surgery is considered a highly cost-
effective intervention.44 However, the health economic 
models rely on data primarily from the US and Scan-
dinavian studies,45–49 where BMI and age at the time of 
surgery are lower than in the UK. A higher BMI and older 
age are risk factors for postoperative complications50 51 
and also associated with lower total weight loss.52–54 T2D 
remission rates are negatively correlated with age.55 As 
such, focusing bariatric surgery provision on those with 
older age and higher BMI may result in higher costs of 
surgery with increased length of hospital stay, higher rates 
of postoperative complications, lower overall weight loss 

and lower rates of disease remission. Consequently, the 
impressive health benefits and resultant cost-savings of 
bariatric surgery observed in clinical trials and observa-
tional cohorts from other countries may not be fully real-
ised for the UK/Scottish population.

The SCOTS dataset represents a unique and rich 
resource. A major strength of the study is its represen-
tativeness. Indeed, every clinical team providing publicly 
funded bariatric surgery in Scotland approached their 
patients for recruitment to the study, rendering it highly 
representative of the population in comparison to other 
studies undertaken in the field. However, the number of 
participants with valid baseline questionnaires was lower 

Table 3  Association of age and BMI with QoL, use of specialist equipment in the home and social security

QoL indicators and functional 
measures Variable

Unadjusted models* Adjusted models†

Regression coefficient (95% CI)‡ Regression coefficient (95% CI)‡

SF-12 PCS BMI −4.91 (−6.55 to 3.28) −5.21 (−6.90 to 3.52)

Age −2.44 (−4.03 to 0.85) −2.14 (−3.73 to 0.54)

SF-12 MCS BMI −0.49 (−2.07 to 1.09) −0.40 (−2.06 to 1.26)

Age 0.42 (−1.04 to 1.87) 0.68 (−0.89 to 2.25)

EQ-5D-5L score BMI −0.11 (−0.15 to 0.06) −0.11 (−0.16 to 0.06)

Age −0.08 (−0.12 to 0.03) −0.07 (−0.11 to 0.02)

EQ-5D-5L VAS BMI −7.08 (−10.38 to 3.79) −7.73 (−11.10 to 4.36)

Age −2.19 (−5.30 to 0.92) −0.65 (−3.77 to 2.46)

IWQOL-Lite physical function BMI 13.72 (10.28 to 17.17) 14.20 (10.69 to 17.70)

Age 5.77 (2.28 to 9.26) 5.01 (1.75 to 8.27)

IWQOL-Lite self-esteem BMI 5.09 (1.02 to 9.16) 5.99 (1.86 to 10.12)

Age −4.74 (−8.51 to 0.97) −5.11 (−8.96 to 1.25)

IWQOL-Lite sexual life BMI 5.56 (0.71 to 10.41) 5.74 (0.82 to 10.67)

Age 3.86 (−0.75 to 8.47) 3.01 (−1.71 to 7.73)

IWQOL-Lite public distress BMI 15.36 (11.72 to 19.00) 16.07 (12.34 to 19.80)

Age −2.78 (−6.57 to 1.02) −3.04 (−6.51 to 0.44)

IWQOL-Lite work BMI 9.54 (5.25 to 13.84) 9.59 (5.16 to 14.02)

Age 1.95 (−2.25 to 6.16) 1.04 (−3.15 to 5.24)

IWQOL total score BMI 10.31 (7.29 to 13.33) 10.88 (7.79 to 13.97)

Age 1.20 (−1.84 to 4.24) 0.55 (−2.33 to 3.43)

Use of aids or specialist 
equipment

BMI 2.34 (1.62 to 3.39)* 3.10 (1.94 to 4.95)*

Age 2.65 (1.76 to 4.00)* 3.10 (1.94 to 4.95)*

Disability living allowance (caring) BMI 1.19 (0.82 to 1.73)* 1.07 (0.72 to 1.59)*

Age 1.54 (1.03 to 2.31)* 1.62 (1.08 to 2.46)*

Disability living allowance 
(mobility)

BMI 1.18 (0.82 to 1.70)* 1.13 (0.77 to 1.65)*

Age 1.64 (1.10 to 2.45)* 1.62 (1.08 to 2.44)*

N ≥10 for all indicators and measures for which regression analyses were performed.
*Unadjusted models, including only the effect of BMI (per 10 kg/m2) or age (per 10 years) on QoL indicators and functional measures
†Adjusted models, including the effects of BMI (per 10 kg/m2) and age (per 10 years) on QoL indicators and functional measures, after 
adjusting additionally for sex, SIMD and smoking status
‡Regression coefficient (95% CI) is estimate (95% CI) for results from the linear regression and OR (95% CI) for results from the logistic 
regression. OR results are indicated with an asterisk mark (*).
BMI, body mass index; EQ-5D-5L, EuroQoL 5-level EQ172 5D version; IWQOL-Lite, Impact of Weight on Quality of Life-Lite; MCS, Mental 
Component Summary; QoL, quality of life; SF-12 PCS, 12-item Short Form Survey Physical Component Summary; SIMD, Scottish Index of 
Multiple Deprivation; VAS, Visual Analogue Scale.
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than anticipated. In many cases, this could be attributed 
to the participant undergoing surgery before completing 
the questionnaire, or the participant leaving the bariatric 
surgery pathway before surgery. The overall length of the 
questionnaire may have also played a role. Participants 
living in the most deprived areas were well represented 
in our cohort and the mean quality of life findings were 
broadly similar to those of bariatric surgery cohorts from 
across the world.56–58 A further strength of the study is 
that questionnaires were externally validated and wide 
ranging, containing a number of unique questions 
covering medical, social, psychological and physical func-
tioning domains. This wide range of self-reported health 
measures will allow us to account for a range of potentially 
mediating and confounding factors in future analyses. In 
addition, we have revealed the extent of comorbidities, 
including musculoskeletal, urinary and mental health 
problems affecting people with severe obesity. Low 
numbers of some comorbidities meant that this could not 
be a focus of this analysis.

A limitation of this study is that selection for bariatric 
surgery is often based on the presence of comorbidity; 
so these results, while applicable to a treatment-seeking 
population, may not be directly applicable to the whole 
population with severe obesity in the wider society. While 
we will have access to medical records via electronic health 
record data linkage in follow-up, the current analyses are 
based on self-report of selected comorbidities. It is well 
known that self-reported weights are underreported, 
particularly by people with a very high BMI.59 However, 
we are confident of the accuracy of weight and height 
as these data were collected in clinic during the recruit-
ment visit. With regard to future analyses, follow-up of 
the SCOTS cohort is ongoing, which will allow us to 
report the longitudinal health trajectory after bariatric 
surgery. The electronic health record infrastructure in 
Scotland60 will also permit us to study health outcomes of 
SCOTS participants across a range of clinical events and, 
ultimately, determine the effect of bariatric surgery and 
other factors associated with health outcomes.

Obesity is a multisystem disease which affects every facet 
of a person’s life. Our data have shown that a higher BMI 
combined with older age is associated with very poor phys-
ical functioning, and health-related and obesity-related 
quality of life. Indeed, quality of life scores for those 
living with severe obesity in Scotland are akin to those 
seen in the end stage of diseases such as cancer and heart 
failure. The health consequences of severe obesity and 
the extent to which treatments such as bariatric surgery 
can improve these are not yet known. Researchers should 
ensure that they include people with severe obesity in 
population cohorts and treatment studies, and study the 
impact of severe obesity in more detail; there are substan-
tial differences in the health status of those with a BMI 
above 50 kg/m2 and those whose BMI is around 40 kg/
m2. Policy-makers should consider the health and care 
needs of the growing numbers of individuals living with 
obesity. There will be a considerable future demand for 

healthcare and services must be designed to accommo-
date the physical needs of the individuals. While primary 
prevention of obesity is clearly paramount to avoid more 
people developing such a debilitating, chronic condi-
tion, investment is urgently needed, both in the UK and 
globally, to provide increased access to bariatric surgery 
and other forms of effective weight management, directly 
targeting patient groups who will benefit from surgical 
intervention as early in the disease course as possible.

Author affiliations
1BHF Glasgow Cardiovascular Research Centre, Institute of Cardiovascular and 
Medical Sciences, University of Glasgow, Glasgow, UK
2Robertson Centre for Biostatistics, University of Glasgow, Glasgow, UK
3University Hospital Ayr, Ayr, UK
4NHS Grampian, Aberdeen, UK
5Warwick Clinical Trials Unit, University of Warwick, Coventry, UK
6Institute of Health and Wellbeing, University of Glasgow, Glasgow, UK
7School of Medicine, Dentistry and Nursing, University of Glasgow, Glasgow, UK
8Institute of Cardiovascular and Medical Sciences, University of Glasgow, Glasgow, 
UK
9School of Health and Life Sciences, Glasgow Caledonian University, Glasgow, UK
10Lancaster Medical School, Lancaster University, Lancaster, UK

Twitter Julie Bruce @jxbruce and Naveed Sattar @MetaMedTeam

Acknowledgements  These data have been made available for analysis by 
members of the SCOTS Investigators group, Mr Afshin Alijani, Dr Ewan Bell, 
Professor Andrew Collier, Ms Carol Craig, Dr Jennifer Darrion, Mr David Galloway, 
Mr Hasan Kasem, Ms Joeleen McKean, Mr Stuart Oglesby, Mr Chris Shearer, Mr 
Rob Stuart and Mr Bruce Tulloh, due to their hard work in collecting data, and the 
patients who have participated in the study. The authors also wish to thank Mr 
Richard Welbourn, Ms Catherine Quinn, Professor David Beard, Dr John Mooney, Ms 
Elizabeth Thompson, Mrs Joanne O’Donnell, Mrs Jane Munro, Dr Iona Donnelly and 
Dr Samantha Alvarez Madrazo.

Contributors  RMM, NG, AA, DB, JB, EG, ML, RL, NS, SS, IF and JL were involved in 
the conception, planning and design of the study, revising it critically and approving 
the final version for submission. NG conducted the analyses. RMM and JL wrote 
the first draft. All authors agree to be accountable for all aspects of the work and to 
ensure that questions relating to the accuracy or integrity of any part of the work 
are appropriately investigated and resolved.

Funding  This work was supported by the National Institute for Health Research's 
Health Technology Assessment Programme (project number: 10/42/02).

Disclaimer  The views expressed are those of the authors and not necessarily 
those of the National Institute for Health Research (NIHR) or the Department 
of Health and Social Care. Professor J Bruce is supported from NIHR Research 
Capability Funding via University Hospitals Coventry and Warwickshire.

Competing interests  ML has received advisory board and speaker fees from Eli 
Lilly, Novo Nordisk, Merck and Sanofi. RL has received advisory board and speaker 
fees from Eli Lilly, Novo Nordisk and Servier. NS has consulted for Eli Lilly, Novo 
Nordisk, Pfizer and Sanofi and received compensation.

Patient consent for publication  Not required.

Ethics approval  A favourable ethical opinion for this study was obtained from the 
West of Scotland Research Ethics Committee 4 on 7 February 2013 (13/WS/0005).

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available upon reasonable request. 
Deidentified participant data will be available upon reasonable request by bona 
fide researchers after completion of the study and our current funded analyses 
(estimated early 2022). Data requests should be submitted in the first instance to ​j.​
logue1@​lancaster.​ac.​uk and will be reviewed by the study’s publication committee.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 

https://twitter.com/jxbruce
https://twitter.com/MetaMedTeam


11Mackenzie RM, et al. BMJ Open 2021;11:e046441. doi:10.1136/bmjopen-2020-046441

Open access

of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/​
licenses/by/4.0/.

ORCID iDs
Julie Bruce http://orcid.org/0000-0002-8462-7999
Mike Lean http://orcid.org/0000-0003-2216-0083
Naveed Sattar http://orcid.org/0000-0002-1604-2593
Sally Stewart http://orcid.org/0000-0002-9014-8601
Jennifer Logue http://orcid.org/0000-0001-9549-2738

REFERENCES
	 1	 Kitahara CM, Flint AJ, Berrington de Gonzalez A, et al. Association 

between class III obesity (BMI of 40-59 kg/m2) and mortality: 
a pooled analysis of 20 prospective studies. PLoS Med 
2014;11:e1001673.

	 2	 Sturm R, Hattori A. Morbid obesity rates continue to rise rapidly in 
the United States. Int J Obes 2013;37:889–91.

	 3	 Flegal KM, Kruszon-Moran D, Carroll MD, et al. Trends in 
obesity among adults in the United States, 2005 to 2014. JAMA 
2016;315:2284–91.

	 4	 Baker C. House of commons library. Obes Stat 2019;3336:1–18.
	 5	 Grieve E, Mackenzie RM, Munro J, et al. Variations in bariatric 

surgical care pathways: a national costing study on the variability of 
services and impact on costs. BMC Obes 2018;5:43.

	 6	 Colquitt JL, Pickett K, Loveman E. Surgery for weight loss in adults. 
Cochrane Database Syst Rev 2014:CD003641.

	 7	 O'Brien PE, McPhail T, Chaston TB, et al. Systematic review of 
medium-term weight loss after bariatric operations. Obes Surg 
2006;16:1032–40.

	 8	 Angrisani L, Santonicola A, Iovino P, et al. Bariatric surgery worldwide 
2013. Obes Surg 2015;25:1822–32.

	 9	 Welbourn R, le Roux CW, Owen-Smith A, et al. Why the NHS 
should do more bariatric surgery; how much should we do? BMJ 
2016;353:i1472.

	10	 Hedenbro JL, Näslund E, Boman L, et al. Formation of the 
Scandinavian obesity surgery registry, SOReg. Obes Surg 
2015;25:1893–900.

	11	 Booth HP, Khan O, Fildes A, et al. Changing epidemiology of bariatric 
surgery in the UK: cohort study using primary care electronic health 
records. Obes Surg 2016;26:1900–5.

	12	 Logue J, Stewart S, Munro J, et al. Surgical obesity treatment study 
(Scots): protocol for a national prospective cohort study of patients 
undergoing bariatric surgery in Scotland. BMJ Open 2015;5:e008106.

	13	 von Elm E, Altman DG, Egger M, et al. The strengthening the 
reporting of observational studies in epidemiology (STROBE) 
statement: guidelines for reporting observational studies. Lancet 
2007;370:1453–7.

	14	 Macran S, Wileman S, Barton G, et al. The development of a 
new measure of quality of life in the management of gastro-
oesophageal reflux disease: the reflux questionnaire. Qual Life Res 
2007;16:331–43.

	15	 Barry MJ, Fowler FJ, O'leary MP, et al. The American urological 
association symptom index for benign prostatic hyperplasia. J Urol 
2017;197:S189–97.

	16	 Avery K, Donovan J, Peters TJ, et al. ICIQ: a brief and robust 
measure for evaluating the symptoms and impact of urinary 
incontinence. Neurourol Urodyn 2004;23:322–30.

	17	 Gosman GG, King WC, Schrope B, et al. Reproductive health of 
women electing bariatric surgery. Fertil Steril 2010;94:1426–31.

	18	 Feldman HA, Goldstein I, Hatzichristou DG, et al. Impotence and its 
medical and psychosocial correlates: results of the Massachusetts 
male aging study. J Urol 1994;151:54–61.

	19	 Spitzer RL, Kroenke K, Williams JBW, et al. A brief measure for 
assessing generalized anxiety disorder: the GAD-7. Arch Intern Med 
2006;166:1092–7.

	20	 Spitzer RL, Kroenke K, Williams JB. Validation and utility of a self-
report version of PRIME-MD: the PHQ primary care study. primary 
care evaluation of mental disorders. patient health questionnaire. 
JAMA 1999;282:1737–44.

	21	 Reinert DF, Allen JP. The alcohol use disorders identification 
test (audit): a review of recent research. Alcohol Clin Exp Res 
2002;26:272–9.

	22	 Ware J, Kosinski M, Keller SD. A 12-Item short-form health survey: 
construction of scales and preliminary tests of reliability and validity. 
Med Care 1996;34:220–33.

	23	 Herdman M, Gudex C, Lloyd A, et al. Development and preliminary 
testing of the new five-level version of EQ-5D (EQ-5D-5L). Qual Life 
Res 2011;20:1727–36.

	24	 Fermont JM, Blazeby JM, Rogers CA, et al. The EQ-5D-5L is a 
valid approach to measure health related quality of life in patients 
undergoing bariatric surgery. PLoS One 2017;12:e0189190.

	25	 Kolotkin RL, Crosby RD. Psychometric evaluation of the impact 
of weight on quality of life-lite questionnaire (IWQOL-lite) in a 
community sample. Qual Life Res 2002;11:157–71.

	26	 Kolotkin RL, Crosby RD. The Impact of Weight on Quality of Life-Lite 
(IWQOL-Lite): User’s Manual. Durham, NC: Obesity and Quality of 
Life Consulting, 2002.

	27	 Scheier MF, Carver CS, Bridges MW. Distinguishing optimism 
from neuroticism (and trait anxiety, self-mastery, and self-esteem): 
a reevaluation of the life orientation test. J Pers Soc Psychol 
1994;67:1063–78.

	28	 Craig CL, Marshall AL, Sjöström M, et al. International physical 
activity questionnaire: 12-country reliability and validity. Med Sci 
Sports Exerc 2003;35:1381–95.

	29	 Scottish index of multiple deprivation 2016: introductory booklet, 
2016. Available: https://www.gov.scot/publications/scottish-index-​
multiple-deprivation-2016/ [Accessed Jan 2020].

	30	 Arterburn DE, Courcoulas AP. Bariatric surgery for obesity and 
metabolic conditions in adults. BMJ 2014;349:g3961.

	31	 Williamson K, Nimegeer A, Lean M. Rising prevalence of BMI ≥40 kg/
m2 : A high-demand epidemic needing better documentation. Obes 
Rev 2020;21:e12986.

	32	 le Roux CW, Chubb B, Nørtoft E, et al. Obesity and healthcare 
resource utilization: results from clinical practice research database 
(CPRD). Obes Sci Pract 2018;4:409–16.

	33	 Di Angelantonio E, Bhupathiraju S, Wormser D. Body-Mass index 
and all-cause mortality: individual-participant-data meta-analysis of 
239 prospective studies in four continents. Lancet 2016;388:776–86.

	34	 Grieve E, Fenwick E, Yang H-C, et al. The disproportionate 
economic burden associated with severe and complicated obesity: a 
systematic review. Obes Rev 2013;14:883–94.

	35	 Kolotkin RL, Andersen JR. A systematic review of reviews: exploring 
the relationship between obesity, weight loss and health-related 
quality of life. Clin Obes 2017;7:273–89.

	36	 Ul-Haq Z, Mackay DF, Fenwick E, et al. Meta-analysis of the 
association between body mass index and health-related quality of 
life among adults, assessed by the SF-36. Obesity 2013;21:E322–7.

	37	 van Nunen AMA, Wouters EJM, Vingerhoets AJJM, et al. The 
health-related quality of life of obese persons seeking or not seeking 
surgical or non-surgical treatment: a meta-analysis. Obes Surg 
2007;17:1357–66.

	38	 Radbruch L, Sabatowski R, Loick G, et al. Cognitive impairment and 
its influence on pain and symptom assessment in a palliative care 
unit: development of a minimal documentation system. Palliat Med 
2000;14:266–76.

	39	 Brunner-La Rocca H-P, Rickenbacher P, Muzzarelli S, et al. End-Of-
Life preferences of elderly patients with chronic heart failure. Eur 
Heart J 2012;33:752–9.

	40	 Iyasere O, Brown EA, Johansson L, et al. Quality of life with 
conservative care compared with assisted peritoneal dialysis and 
haemodialysis. Clin Kidney J 2019;12:262–8.

	41	 Voll-Aanerud M, Eagan TML, Wentzel-Larsen T, et al. Respiratory 
symptoms, COPD severity, and health related quality of life in a 
general population sample. Respir Med 2008;102:399–406.

	42	 National Institute for Health and Clinical Excellence (NICE). Weight 
management: lifestyle services for overweight or obese adults, 2014. 
Available: https://www.nice.org.uk/guidance/ph53 [Accessed Jan 
2020].

	43	 Welbourn R, Hollyman M, Kinsman R, et al. Bariatric surgery 
worldwide: baseline demographic description and one-year 
outcomes from the fourth IFSO global Registry report 2018. Obes 
Surg 2019;29:782–95.

	44	 Avenell A, Robertson C, Skea Z, et al. Bariatric surgery, lifestyle 
interventions and orlistat for severe obesity: the REBALANCE mixed-
methods systematic review and economic evaluation. Health Technol 
Assess 2018;22:1–246.

	45	 Alsumali A, Eguale T, Bairdain S, et al. Cost-Effectiveness analysis of 
bariatric surgery for morbid obesity. Obes Surg 2018;28:2203–14.

	46	 Maciejewski ML, Arterburn DE. Cost-Effectiveness of bariatric 
surgery. JAMA 2013;310:742–3.

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-8462-7999
http://orcid.org/0000-0003-2216-0083
http://orcid.org/0000-0002-1604-2593
http://orcid.org/0000-0002-9014-8601
http://orcid.org/0000-0001-9549-2738
http://dx.doi.org/10.1371/journal.pmed.1001673
http://dx.doi.org/10.1038/ijo.2012.159
http://dx.doi.org/10.1001/jama.2016.6458
http://dx.doi.org/10.1186/s40608-018-0223-3
http://dx.doi.org/10.1002/14651858.CD003641.pub4
http://dx.doi.org/10.1381/096089206778026316
http://dx.doi.org/10.1007/s11695-015-1657-z
http://dx.doi.org/10.1136/bmj.i1472
http://dx.doi.org/10.1007/s11695-015-1619-5
http://dx.doi.org/10.1007/s11695-015-2032-9
http://dx.doi.org/10.1136/bmjopen-2015-008106
http://dx.doi.org/10.1016/S0140-6736(07)61602-X
http://dx.doi.org/10.1007/s11136-006-9005-3
http://dx.doi.org/10.1016/j.juro.2016.10.071
http://dx.doi.org/10.1002/nau.20041
http://dx.doi.org/10.1016/j.fertnstert.2009.08.028
http://dx.doi.org/10.1016/S0022-5347(17)34871-1
http://dx.doi.org/10.1001/archinte.166.10.1092
http://dx.doi.org/10.1001/jama.282.18.1737
http://dx.doi.org/10.1111/j.1530-0277.2002.tb02534.x
http://dx.doi.org/10.1097/00005650-199603000-00003
http://dx.doi.org/10.1007/s11136-011-9903-x
http://dx.doi.org/10.1007/s11136-011-9903-x
http://dx.doi.org/10.1371/journal.pone.0189190
http://dx.doi.org/10.1023/A:1015081805439
http://dx.doi.org/10.1037/0022-3514.67.6.1063
http://dx.doi.org/10.1249/01.MSS.0000078924.61453.FB
http://dx.doi.org/10.1249/01.MSS.0000078924.61453.FB
https://www.gov.scot/publications/scottish-index-multiple-deprivation-2016/
https://www.gov.scot/publications/scottish-index-multiple-deprivation-2016/
http://dx.doi.org/10.1136/bmj.g3961
http://dx.doi.org/10.1111/obr.12986
http://dx.doi.org/10.1111/obr.12986
http://dx.doi.org/10.1002/osp4.291
http://dx.doi.org/10.1016/S0140-6736(16)30175-1
http://dx.doi.org/10.1111/obr.12059
http://dx.doi.org/10.1111/cob.12203
http://dx.doi.org/10.1002/oby.20107
http://dx.doi.org/10.1007/s11695-007-9241-9
http://dx.doi.org/10.1191/026921600672986600
http://dx.doi.org/10.1093/eurheartj/ehr404
http://dx.doi.org/10.1093/eurheartj/ehr404
http://dx.doi.org/10.1093/ckj/sfy059
http://dx.doi.org/10.1016/j.rmed.2007.10.012
https://www.nice.org.uk/guidance/ph53
http://dx.doi.org/10.1007/s11695-018-3593-1
http://dx.doi.org/10.1007/s11695-018-3593-1
http://dx.doi.org/10.3310/hta22680
http://dx.doi.org/10.3310/hta22680
http://dx.doi.org/10.1007/s11695-017-3100-0
http://dx.doi.org/10.1001/jama.2013.276131


12 Mackenzie RM, et al. BMJ Open 2021;11:e046441. doi:10.1136/bmjopen-2020-046441

Open access�

	47	 Keating C, Neovius M, Sjöholm K, et al. Health-Care costs over 
15 years after bariatric surgery for patients with different baseline 
glucose status: results from the Swedish obese subjects study. 
Lancet Diabetes Endocrinol 2015;3:855–65.

	48	 Hoerger TJ, Zhang P, Segel JE, et al. Cost-effectiveness of bariatric 
surgery for severely obese adults with diabetes. Diabetes Care 
2010;33:1933–9.

	49	 Borisenko O, Mann O, Duprée A. Cost-utility analysis of bariatric 
surgery compared with conventional medical management in 
Germany: a decision analytic modeling. BMC Surg 2017;17:87.

	50	 Khan MA, Grinberg R, Johnson S, et al. Perioperative risk factors 
for 30-day mortality after bariatric surgery: is functional status 
important? Surg Endosc 2013;27:1772–7.

	51	 Quilliot D, Sirveaux M-A, Nomine-Criqui C, et al. Evaluation of 
risk factors for complications after bariatric surgery. J Visc Surg 
2018;155:201–10.

	52	 Livhits M, Mercado C, Yermilov I, et al. Preoperative predictors of 
weight loss following bariatric surgery: systematic review. Obes Surg 
2012;22:70–89.

	53	 Nickel F, de la Garza JR, Werthmann FS, et al. Predictors of risk and 
success of obesity surgery. Obes Facts 2019;12:427–39.

	54	 Parri A, Benaiges D, Schröder H, et al. Preoperative predictors of 
weight loss at 4 years following bariatric surgery. Nutr Clin Pract 
2015;30:420–4.

	55	 Jans A, Näslund I, Ottosson J, et al. Duration of type 2 diabetes 
and remission rates after bariatric surgery in Sweden 2007-2015: a 
registry-based cohort study. PLoS Med 2019;16:e1002985.

	56	 Malone M, Alger-Mayer S, Polimeni JM. Health related quality of life 
after gastric bypass surgery. Appl Res Qual Life 2012;7:155–61.

	57	 Pristed SG, Omar HK, Kroustrup JP. Association between Fulfilment 
of expectations and health-related quality of life after gastric bypass. 
Appl Res Qual Life 2013;8:101–11.

	58	 Julia C, Ciangura C, Capuron L, et al. Quality of life after Roux-en-Y 
gastric bypass and changes in body mass index and obesity-related 
comorbidities. Diabetes Metab 2013;39:148–54.

	59	 Spencer EA, Appleby PN, Davey GK, et al. Validity of self-reported 
height and weight in 4808 EPIC-Oxford participants. Public Health 
Nutr 2002;5:561–5.

	60	 Public health Scotland data and intelligence. Available: https://www.​
isdscotland.org [Accessed Jan 2020].

http://dx.doi.org/10.1016/S2213-8587(15)00290-9
http://dx.doi.org/10.2337/dc10-0554
http://dx.doi.org/10.1186/s12893-017-0284-0
http://dx.doi.org/10.1007/s00464-012-2678-5
http://dx.doi.org/10.1016/j.jviscsurg.2018.01.004
http://dx.doi.org/10.1007/s11695-011-0472-4
http://dx.doi.org/10.1159/000496939
http://dx.doi.org/10.1177/0884533614568154
http://dx.doi.org/10.1371/journal.pmed.1002985
http://dx.doi.org/10.1007/s11482-011-9157-3
http://dx.doi.org/10.1007/s11482-012-9175-9
http://dx.doi.org/10.1016/j.diabet.2012.10.008
http://dx.doi.org/10.1079/PHN2001322
http://dx.doi.org/10.1079/PHN2001322
https://www.isdscotland.org
https://www.isdscotland.org

	SurgiCal Obesity Treatment Study (SCOTS): a prospective, observational cohort study on health and socioeconomic burden in treatment-­seeking individuals with severe obesity in Scotland, UK
	ABSTRACT
	Introduction﻿﻿
	Participants and methods
	Patient involvement
	Study design
	Participant and centre eligibility
	Recruitment procedures and consent
	Data collection
	Statistical analyses

	Results
	Characteristics of recruited and analysed sample
	Comorbidities
	Health and obesity-related quality of life
	Physical activity
	Comorbidity by BMI and age

	Discussion
	References


