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Abstract
Background: Bariatric surgery is an effective procedure for the treatment of obesity. Despite this, only 0.1% to 2% of eligible
individuals undergo surgery worldwide. The stigma surrounding surgery might be a reason for this. Thus far, no research has
systematically studied the nature and implications of bariatric surgery stigma. The limited studies on bariatric surgery stigma are
often conducted from the perspective of the public or health care professions and either use small and nonrepresentative samples
or fail to capture the full essence and implications of the stigma altogether, including attitudes toward patients and perpetrators
of the stigma. In addition, studies from patients’ perspectives are limited and tend to address bariatric surgery stigma superficially
or implicitly. Finally, the extent to which cultural factors shape and facilitate this stigma and the experiences of patients have not
yet been researched.
Objective: This study aimed to explore the perceptions, experiences, and consequences of bariatric surgery stigma from the
perspective of the public, health care professionals, and patients before and after bariatric surgery. Furthermore, although the
concept of stigma is universal, every society has specific cultural norms and values that define acceptable attributes and behaviors
for its members. Therefore, this study also aimed to explore the extent to which cultural factors influence bariatric surgery stigma
by comparing the Netherlands, France, and the United Kingdom.
Methods: This paper describes the protocol for a multiphase mixed methods research design. In the first part, we will conduct
a scoping review to determine the current knowledge on bariatric surgery stigma and identify knowledge gaps. In the second part,
semistructured interviews among patients before and after bariatric surgery will be conducted to explore their experiences and
consequences of bariatric surgery stigma. In the third part, surveys will be conducted among both the public and health care
professionals to determine the prevalence, nature, and impact of bariatric surgery stigma. Surveys and interviews will be conducted
in the Netherlands, France, and the United Kingdom. Finally, data integration will be conducted at the interpretation and reporting
levels.
Results: The study began in September 2020 and will continue through September 2025. With the results of the review, we
will create an overview of the current knowledge regarding bariatric surgery stigma from patients’ perspectives. Qualitative data
will provide insights into patients’ experiences with bariatric surgery stigma. Quantitative data will provide information related
to the prevalence and nature of bariatric surgery stigma from the perspective of the public and health care professionals. Both
qualitative and quantitative data will be compared for each country.
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Conclusions: The findings from this study will lead to new insights that can be used to develop strategies to reduce bariatric
surgery stigma and improve access, use, and outcomes of bariatric surgery.
International Registered Report Identifier (IRRID): PRR1-10.2196/36753
(JMIR Res Protoc 2022;11(4):e36753) doi: 10.2196/36753
KEYWORDS
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Introduction
Background
Obesity (BMI ≥30 kg/m2) has become a major health issue
worldwide. People with obesity are at risk for several conditions,
including cardiovascular disease, diabetes, hypertension,
infertility, arthritis, and certain types of cancer [1]. More severe
forms of obesity are associated with lower quality of life and
higher chances of morbidity and mortality [2]. For people with
severe obesity (BMI ≥40 kg/m2 or BMI ≥35 kg/m2 with ≥1
obesity-related condition), bariatric surgery is considered the
only effective treatment when diet, exercise, or pharmacological
interventions do not result in sufficient or permanent weight
loss [3-5]. There are numerous types of bariatric surgery;
however, essentially, all involve the surgical alteration of the
stomach or intestines to restrict the intake or absorption of food
[6]. People with severe obesity undergoing bariatric surgery
lose an average of approximately 45% to 58% of their excess
body weight, depending on the type of procedure performed,
and maintain this weight loss in the long term [7]. In addition
to sustained weight loss, there is increasing evidence that
bariatric surgery leads to improvement in obesity-related
comorbidities such as type 2 diabetes and hypertension [3-5,8],
thereby reducing the risk of mortality [5].
Despite the effectiveness of bariatric surgery, worldwide, only
0.1% to 2% of people with obesity who are eligible for bariatric
surgery undergo surgery [9]. Underuse of bariatric surgery is
largely related to unequal access to care, misconceptions about
the safety and efficacy of surgery, and cultural and social bias
and stigma [10,11]. Similar to obesity, bariatric surgery is highly
stigmatized, with surgery being viewed as a last resort and an
easy way out method to lose weight [11]. In addition, people
with obesity who choose or have bariatric surgery are
stigmatized and perceived by others as lazy, sloppy, less
competent, and lacking in self-discipline compared with people
with obesity who lose weight through diet and exercise [12-17].
The negative attitudes toward the procedure and patients of
bariatric surgery stem from the assumptions about personal
responsibility in obesity and the misconceptions about surgery
being an easy fix and low-effort method of losing weight
[9,13,16].
There are numerous potential consequences of the prevailing
negative attitudes toward bariatric surgery and patients [11,18].
For example, people who are eligible for surgery may not be
referred by health care professionals because of the stigma
surrounding the procedure [19,20]. People with obesity who
internalize and agree with stigmatizing beliefs may be
discouraged from considering surgery [12,15,21] out of fear of
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being judged by others as taking the easy way out. This fear of
judgment may also withhold those who are considering or have
undergone surgery from disclosing their surgery status
[11,13,15,22-24], which can limit opportunities for social
support. After surgery, stigma may hamper patients’ ability to
adhere to necessary postsurgical dietary and behavioral
recommendations [25,26] and therefore decrease surgery
success.
Currently, numerous studies have documented obesity stigma
(stigma toward people with obesity) in many countries and
diverse populations [14,16,18,27-35]; however, research on
bariatric surgery stigma is limited and often conducted from
the perspective of the public [12,14,16,17,29,30,32,36-42] and
health care professionals [20,36,43-46]. These studies provide
valuable insights into the prevalence and nature of bariatric
surgery stigma. However, they have several limitations. First,
many studies on bariatric surgery stigma have focused on
attitudes toward the procedure itself rather than on attitudes and
behaviors toward people who are considering or have undergone
bariatric surgery. Stigma is a term used to describe the negative
way in which we think about, feel, and act toward individuals
who are different from us, as these individuals possess certain
socially unacceptable characteristics or attributes [47].
Therefore, to fully capture the prevalence and nature of bariatric
surgery stigma, research needs to address not only the stigma
attached to the procedure but also the stigma attached to the
person who is considering or has undergone bariatric surgery.
Thus far, only 4 studies have investigated attitudes toward
patients of bariatric surgery, all of which were conducted among
the public. However, all of these 4 studies included small sample
sizes [14,16,17,39], and 3 used nonrepresentative samples (eg,
undergraduate or psychology students) [14,16,39], limiting their
generalizability.
Second, although the stigma toward the procedure has been
researched extensively, how this stigma is conceptualized and
measured differs significantly between studies. For instance,
most studies addressing stigma toward bariatric surgery measure
stigma in terms of belief in public versus private funding
[12,41,42], willingness to recommend or undergo surgery
[20,29,32,36-38,43,45,46], perception of surgery as medical or
cosmetic [12,37], and agreement with easy way out [12,20,40].
This lack of clear conceptualization and the various ways of
measuring stigma make it difficult to compare the results of
different studies and hinder the accumulation of knowledge
about bariatric surgery stigma and its consequences. In addition,
many studies that claim to measure stigma toward bariatric
surgery actually measure individual-level factors that trigger
the occurrence and perpetuation of the stigma, such as
knowledge about and perceived effectiveness of surgery
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[20,29,30,32,37,45,46], rather than the actual stigma. This is
often the case for studies among health care professionals.
Although these studies provide valuable information regarding
the factors that cause and perpetuate the stigma, important
aspects of the stigma, stereotypes, and prejudice remain
underexamined. Understanding what stereotypes and prejudices
are associated with bariatric surgery, and thus how bariatric
surgery is framed, is important as it influences how people think
about, feel, and act toward patients of bariatric surgery. In
addition, acquiring this knowledge is a key step in intervening
and tackling negative stereotypes, prejudices, and behaviors
toward patients of bariatric surgery.
Third, most research into bariatric surgery stigma thus far has
focused on the stigma from the perspective of stigmatizers.
Although these studies among the public [12,14,16,17,29,30,
32,36-42] and health care professionals [20,36,43-46] provide
evidence that stigma toward patients of bariatric surgery exists,
they provide no knowledge regarding the actual experiences of
patients with the stigma and the consequences thereof. The
importance of understanding the perspectives of patients of
bariatric surgery is reflected in the number of studies published
over the past years [21,48,49]. These studies highlight the impact
of bariatric surgery on many different aspects of patients’ lives
and the challenges patients face after surgery. However, they
provide limited information regarding patients’ experiences
with bariatric surgery stigma. Existing studies among patients
of bariatric surgery mostly focus on weight stigma and the
implications thereof and tend to address bariatric surgery stigma
superficially or implicitly, presenting a limited snapshot of the
actual stigmatizing experiences of patients [21,48]. Studies from
patients’ perspectives are vital to obtaining a better
understanding of the extent to which patients of bariatric surgery
perceive, experience, and internalize bariatric surgery stigma;
how they respond to this stigma; and how this stigma affects
patients’ everyday lives [13,24].
Finally, existing studies on bariatric surgery stigma have
documented the presence of this stigma in several parts of the
world, varying from Western countries (eg, Germany, the United
Kingdom, the United States, and Australia) [29,32,36] to less
westernized countries (eg, Saudi Arabia and China) [37,44].
Despite this, we know relatively little about whether and to what
extent cultural factors such as social, beauty, and gendered
norms shape people’s attitudes, behaviors, and experiences of
stigma. Stigma is a social construction influenced by cultural,
historical, and situational factors and is constantly evolving
within social interactions, norms, context, and values [50].
Individual characteristics may be stigmatized at one historical
moment but not at another or in one specific place or context
but not in another within the same period [51]. Hence, although
the concept of stigma is universal, every society has specific
cultural norms, values, and structures that define acceptable
attributes and behaviors for its members. Consequently, the
perception of what constitutes stigma may vary from one society
to another [34,51]. Cultures emphasizing fashion, luxury, and
a slender body as a reflection of the ideal feminine beauty, such
as in France, might promote obesity stigmatization, particularly
among women [52]. However, it is unclear whether these norms
would also facilitate the stigmatization and experiences of
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patients of bariatric surgery. This illustrates the fundamentally
social nature of stigma and the need for research into the cultural
factors that shape and facilitate the occurrence of bariatric
surgery stigma and the experiences of patients.

Aims and Objectives
Currently, no studies have systematically explored bariatric
surgery stigma. Consequently, our understanding of the
prevalence, nature, and implications of bariatric surgery stigma
remains limited. Many studies aiming to increase the
understanding of bariatric surgery stigma have been conducted
from the perspective of the public or health care professionals
and tend to focus mostly on the stigma associated with the
procedure rather than the stigma toward patients. Studies that
investigate public attitudes toward patients of bariatric surgery
use small and nonrepresentative samples and different ways of
conceptualizing and measuring stigma, limiting the
generalizability of and comparability between studies. Moreover,
many studies from the perspective of the public and health care
professionals actually measure factors that cause or perpetuate
bariatric surgery stigma. Therefore, our understanding of what
the stigma related to bariatric surgery entails, both for the
procedure and toward patients, remains limited. In addition, our
knowledge of patients’ experiences is limited as many studies
among patients of bariatric surgery tend to address it implicitly.
Finally, the extent to which cultural factors shape and facilitate
bariatric surgery stigma and the experiences of patients has not
yet been researched.
Given the limited knowledge and lack of systematic research
on the prevalence, nature, and consequences of bariatric surgery
stigma, the overall aim of this study is to explore the perceptions,
experiences, and consequences of bariatric surgery stigma from
the perspective of (1) people with obesity who are considering
or about to undergo surgery (patients before bariatric surgery),
(2) people who have undergone surgery (patients after bariatric
surgery), (3) the general public, and (4) health care
professionals. In addition, this study aims to explore the extent
to which bariatric surgery stigma is shaped by cultural factors
by comparing three European countries: the Netherlands, France,
and the United Kingdom. These countries were chosen as they
are geographically and socioeconomically close but differ
significantly in their views toward and approaches to tackling
obesity. In addition, to date, no research has been conducted on
the prevalence, nature, and consequences of bariatric surgery
stigma in the Netherlands and France.
The objectives of the research are as follows:
1.

2.

3.

To determine the current knowledge on stigma toward
bariatric surgery and its consequences from the perspective
of patients of bariatric surgery and identify possible
knowledge gaps
To explore the experiences and consequences of bariatric
surgery stigma from the perspective of patients of bariatric
surgery
To determine the prevalence and nature of bariatric surgery
stigma in the general public and among health care
professionals
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4.

To assess the extent to which bariatric surgery stigma is
culture dependent by comparing the Netherlands, France,
and the United Kingdom.

Methods
Theoretical Framework
The theoretical framework guiding this study is the Health
Stigma and Discrimination Framework (HSDF) developed by
Stangl et al [53] (Multimedia Appendix 1). The HSDF is a
multilevel theoretical framework that “articulates the
stigmatization process as it unfolds across the socio-ecological
spectrum in the context of health” [53]. This framework
comprises several domains, including drivers and facilitators
of stigma, stigma markings, and stigma manifestations, which,
in turn, influence the main outcomes (eg, coping, adherence to
treatment, and accessibility to quality health care) and,
ultimately, health and quality of life among the stigmatized
group. Drivers and facilitators of stigma determine the
occurrence and perpetuation of stigma (stigma markings).
Drivers (individual-level factors) are inherently negative and
include, for example, blame and attributions of responsibility
and control. Drivers of stigma may originate from, for example,
lack of knowledge. Facilitators (social-level factors), on the
other hand, may be positive or negative and include cultural
and gender norms and (institutional) laws, policies, and
regulations.
Within this framework, stigma can manifest itself in terms of
stigma practices and stigma experiences. Stigma practices are
defined from the perspective of those who stigmatize and include
stereotypes (ie, labels and beliefs about the characteristics of a
group), prejudice (ie, endorsement of beliefs and negative
evaluations), and stigmatizing behavior and discrimination (ie,
unfair treatment and social rejection) [53]. Stigma experiences
are defined from the perspective of people who are stigmatized
and include actual experiences of stigmatizing acts and
discrimination (experienced stigma; eg, negative comments
from friends), perceptions of stigma (perceived stigma; eg,
“People think I cheated by having surgery”), anticipation or
expectation of discrimination or social rejection if one’s
condition becomes known (anticipated stigma; eg, “I’m afraid
of how my friends would react if they found out I had surgery”),
and the internalization of stigma (internalized stigma; eg, “It
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was the surgery, not me that made me lose weight and I felt
ashamed”).
We will apply the HSDF to data analysis (ie, the development
of data extraction forms and coding categories; details are
provided in the following sections). Furthermore, we will use
this framework to highlight how and at what levels bariatric
surgery stigma operates and affects individuals who are
considering or have undergone surgery. In addition, the
framework will also be used to highlight the similarities and
differences between countries. Finally, we will use the HSDF
to help identify which multiple-level interventions are needed
to meaningfully intervene and combat bariatric surgery stigma.

Study Design
This study uses a multiphase mixed methods research design
with an exploratory sequential and convergent component
(Figure 1) [54,55]. This type of research design examines a
topic or problem through a series of phases or separate studies.
Although each phase stands on its own (convergent component),
these phases are connected sequentially (exploratory sequential
components). This study will be conducted in 4 parts, each
addressing the corresponding objectives. The first part addresses
research objective 1 through a literature review. The results of
this part will also be used to inform the development of
interview guides, surveys, and analyses. The second part, the
qualitative phase, is directed toward achieving research
objectives 2 and 4. In this part, patients of bariatric surgery will
be interviewed regarding their experiences with bariatric surgery
stigma and the consequences of this stigma before and after
surgery. We will use the findings from baseline qualitative
interviews to further inform the development of the surveys (eg,
identify additional domains, language use, and wording of items)
[54]. The third part, the quantitative phase, addresses research
objectives 3 and 4. We will conduct surveys among the public
and health care professionals to determine the prevalence and
nature of bariatric surgery stigma. Although the findings of the
interviews will be used to inform the development of the
surveys, each method will address a specific research objective.
Consequently, both qualitative and quantitative data collection
can occur concurrently [54,55]. The findings of the interviews
and surveys, each analyzed and synthesized individually, will
be combined afterward to create a better and holistic
understanding of the research topic and draw valid conclusions
(part 4) [54,55]. The research, methods, and activities for each
part are explained in more detail in the following sections.
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Figure 1. Multiphase mixed methods research design comprising 4 parts.

Study Setting and Study Population
We will collect data from the Netherlands, France, and the
United Kingdom. Although these countries are geographically
and socioeconomically close [56], the way their health care
systems are organized [57-59] and their views of and approaches
to tackle obesity [60-65], as well as their organization of, access
to, and rates of bariatric surgery, differ significantly [65].
The study population comprises 4 different groups:
1.

2.
3.
4.

Patients before bariatric surgery, comprising people with
severe obesity (BMI ≥40 kg/m2 or BMI ≥35 kg/m2 with ≥1
obesity-related condition) considering, awaiting, scheduled,
or about to undergo bariatric surgery
Patients after bariatric surgery, comprising people who have
undergone bariatric surgery
The general public
Health care professionals involved in the bariatric surgery
care pathway [60-65]

Part 1: Literature Review
To determine the current knowledge on stigma toward bariatric
surgery from the perspective of patients of bariatric surgery and
identify knowledge gaps (objective 1), we will conduct a scoping
literature review adhering to the PRISMA-ScR (Preferred
https://www.researchprotocols.org/2022/4/e36753
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Reporting Items for Systematic Reviews and Meta-Analyses
Extension for Scoping Reviews) [66]. A total of four electronic
databases will be searched: PubMed, Web of Science,
PsycINFO, and MEDLINE. The search terms will include 2
main keywords, stigma and bariatric surgery, and will be
expanded with synonyms and Medical Subject Heading terms.
Both qualitative and quantitative studies addressing the
experiences and perceptions of stigma for patients before and
after bariatric surgery will be considered for inclusion. A data
extraction form developed iteratively using the HSDF and
piloted by a minimum of 2 reviewers will be used to extract
data from all relevant papers and include information on study
characteristics (eg, author, year of publication, and country),
sample characteristics (eg, gender, age, type, and time of
surgery), and stigma-related findings.

Part 2: Qualitative Phase—Interviews
Data Collection: Semistructured Interviews
Semistructured interviews will be conducted to explore the
experiences and consequences of bariatric surgery (objective
2) from the perspective of patients before and after bariatric
surgery and assess the extent to which this experienced stigma
is culture dependent (objective 4). We developed a preliminary
interview guide based on relevant literature [23,67], the results
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from the scoping literature review, and consultations with
experts in the field of bariatric surgery (eg, bariatric surgeons).
Iterative changes to the interview guides will be made if needed.
The interview guides will be initially developed in English and
forward and backward translated into the Dutch and French
languages by independent translators. For both patients before
and after bariatric surgery, the interview guides will broadly
explore the following themes: (1) personal, public, and health
care professionals’ views of bariatric surgery; (2) motivation
and decision-making for bariatric surgery; (3) disclosure of
bariatric surgery and stigma experiences; and (4) expected
changes after surgery or changes since surgery.

Sampling and Recruitment
Participants aged ≥18 years considering, awaiting, scheduled,
about to undergo, or have undergone bariatric surgery and living
in the Netherlands, France, or the United Kingdom will be
recruited for interviews. The main criterion for patients before
bariatric surgery is that participants need to fulfill the BMI
criteria to undergo bariatric surgery (BMI ≥40 kg/m2 or BMI
≥35 kg/m2 with ≥1 obesity-related condition). Purposive
sampling will be used to recruit patients both before and after
bariatric surgery. Purposive sampling is a cost-efficient sampling
method that is useful for qualitative research as it allows the
researcher to intentionally select participants according to
predetermined criteria relevant to a particular research objective
[68-70]. To provide a wide range of perspectives, we aim to
include patients from different age groups, genders, and
socioeconomic statuses. Therefore, participants for the interview
will be recruited via health care professionals, (digital) posters
and (digital) flyers at clinics and hospitals, social media (eg,
web-based community and associations on Facebook, Twitter,
or Instagram), forums, and in person during events for people
who are about to or have undergone bariatric surgery.
Participants who express interest will be screened for eligibility,
provided with information about the study, and scheduled for
an interview at their desired location. We will interview the
participants only after they have provided their informed
consent. On the basis of previous studies, we anticipate that the
interviews would last between 30 and 90 minutes [71-74].
Data collection will stop when data saturation is reached. Data
saturation occurs when no new information is obtained [69,70],
typically by 12 interviews in qualitative studies. To ensure data
saturation, we will conduct a minimum of 24 interviews (12
before and 12 after bariatric surgery) in each country.

Part 3: Quantitative Phase—Surveys
Data Collection: Surveys
Surveys will be used to determine the prevalence and nature of
bariatric surgery stigma (objective 3) from the perspective of
the general public and health care professionals and assess the
extent to which this stigma is context and culture dependent
(objective 4). We developed a preliminary version of the survey
based on existing relevant literature [13,30,32,36-38,43-46,
75-78], expert opinions, and the preliminary results of the
scoping literature review. The survey is segmented into several
parts: the first part assesses whether respondents meet the
eligibility criteria for the survey and includes 3 questions that
https://www.researchprotocols.org/2022/4/e36753

XSL• FO
RenderX

Garcia et al
can be answered with either yes or no: “Are you 18 years or
older?”; “Do you live in the Netherlands, France, or the United
Kingdom?”; and “Are you able to read and understand English,
Dutch, or French?” Only respondents who answer yes to all 3
questions and provide informed consent will be allowed to
continue with the remainder of the survey. The second part of
the survey collects information on knowledge and attitudes
toward obesity and its treatment. The third part collects
information on knowledge and attitudes toward bariatric surgery.
We will measure both positive and negative attitudes toward
bariatric surgery. As recommended by Rattray and Jones [79],
to engage respondents, the final part of the survey collects
demographic information such as age, gender, self-reported
height and weight, country of residence, ethnicity, educational
level, marital status, and occupation. For health care
professionals, information such as type of specialization, years
of experience, and experience working with people with obesity
will also be assessed. The surveys comprise both closed- and
open-ended questions (eg, “Have you ever heard positive
comments about people who have had bariatric surgery?...If
yes—What positive comments have you heard?”).
The surveys will be developed in English, tested by experts,
and translated into Dutch and French. To test the readability of
the survey items and ensure conceptual and semantic
equivalence, the surveys will be forward and backward
translated by independent translators fluent in both English and
the language of the translated survey [80]. Once conceptual and
semantic equivalence is ensured, the survey will be piloted by
a small group of respondents in their native language to verify
whether respondents can understand and answer all the questions
[81]. Once the surveys are revised and corrected for errors, if
needed, the final version of the survey will be placed on the
web to collect data for the study.
We will distribute a link to the web-based surveys via national
and international professional organizations, national and
international panels, and personal networks of health care
professionals in the bariatric surgery pathway. Respondents will
be asked to complete the survey within a 6-week time frame.
After 3 weeks, a reminder will be sent to increase the response
rate.

Recruitment and Sampling
We will use probability and nonprobability sampling methods
to recruit members of the general public and health care
professionals in each country.
Members of the general public will be recruited via paid
web-based panels. The inclusion criteria for the general public
are adults aged ≥18 years and living in the Netherlands, France,
or the United Kingdom, who can communicate in the country’s
national language (Dutch, French, or English) and give informed
consent.
Health care professionals will be recruited via associations for
the study of obesity (surgery; eg, the European Association for
the Study of Obesity), general surgery societies (eg, the Dutch
Association of Surgeons), and national and international
web-based panels and hospitals in the 3 countries. For each
country, we will strive to include a representative sample of
JMIR Res Protoc 2022 | vol. 11 | iss. 4 | e36753 | p. 6
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health care professionals involved in the bariatric surgery care
pathway, including (primary) general practitioners, practice
nurses, endocrinologists, internists (internal medicine), general
surgeons, bariatric surgeons, psychologists, and registered
dietitians. The inclusion criteria for health care professionals
are adults aged ≥18 years involved in the bariatric surgery care
pathway and living in the Netherlands, France, or the United
Kingdom, who can communicate in the country’s national
language (Dutch, French, or English) and give informed consent.
To generalize the study findings and avoid sampling errors or
biases, the minimum sample size required for the survey study
among the general public is 1155 respondents (385 respondents
per country). The sample size was calculated by using Raosoft
Sample Size Calculator [82], assuming a CI of 95%, a margin
of error of 5%, and a 50% chance of agreeing to take part in the
study [82,83]. For health care professionals, the minimum
sample size required was calculated assuming an unlimited
population size [82]. This resulted in a minimum sample size
of 1155 health care professionals (385 respondents per country).
To ensure that the minimum sample size for both the general
public and health care professionals is obtained, we will increase
the sample size by 50%, distributing the surveys to a minimum
of 1733 respondents (578 respondents per country) in the general
public and a minimum of 1733 health care professionals (578
respondents per country) [83].

Data Analysis
Quantitative Data Analysis
Quantitative data analysis will be conducted using SPSS (version
27; IBM Corp). To prepare the survey for analysis, data will
first be imported to SPSS and cleaned (eg, checked for missing
values, recording, and computing variables). Descriptive
statistics will be reported in absolute and relative values using
the measures of frequency (count and percentage), central
tendency (mean), and variation (SD, minimum, maximum, and
range) for all quantitative data, where applicable. Inferential
statistics (chi-square tests, t tests, and ANOVA) will be
performed to analyze the differences and associations between
demographic groups and countries. The significance level will
be set at α=.05.
Qualitative Data Analysis
Interviews will be audio recorded and transcribed in full, with
all personal identifiable information removed. The transcripts
will then be imported into a qualitative data analysis software
package (eg, Atlas.ti Scientific Software Development GmbH)
for coding and analysis. The data will be analyzed using both
deductive (theory-driven) and inductive (data-driven) thematic
analysis approaches [84,85]. Thematic analysis is a method for
identifying, analyzing, and interpreting patterns of meaning in
qualitative data [84,85]. Quotations from the participants,
derived from the English interviews and original Dutch and
French interviews translated into English, will be used to
illustrate the findings and allow readers to assess the accuracy
of the analysis [86,87].
Data Integration of Part 2 and Part 3
According to a study by Fetter et al [54], the findings of mixed
methods studies can be integrated into the design, method, and
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interpretation and reporting levels of research. Given the aim
and multiphase design of this study, the integration will occur
at 2 levels: the methods level and the interpretation and reporting
level. Integration at the methods level will occur by building
using findings from the scoping literature review and qualitative
interviews to inform the development of the surveys. Integration
at the interpretation and reporting level will be implemented by
connecting the qualitative findings from part 2 of the study with
the quantitative findings from part 3 of the study using a staged
approach in which the results of each part (survey vs interviews)
are reported in stages as the data are analyzed and published
separately [54]. The findings of the quantitative and qualitative
data analyses will then be brought together using a narrative
(weaving) approach describing the quantitative and qualitative
findings on a theme-by-theme basis using the HSDF as a guiding
framework [54]. Finally, the qualitative and quantitative findings
will be integrated through joint displays. Joint displays bring
data together through visual means (eg, tables, graphs, figures,
and matrices) and help to draw out new insights beyond the
information gained from separate qualitative and quantitative
findings [54].

Ethics Approval
The Medical Research Involving Human Subjects Act does not
apply to this study in the Netherlands, as confirmed in
September 2021 by the Medical Research Ethics Committee of
Utrecht. On January 22, 2022, the Social Science Ethical
Committee of the University of Wageningen approved the
qualitative part of this study. We will submit the quantitative
part of the study separately for ethics approval. The study will
also be submitted for review by the Medical Research Ethics
Committee in France (Comité de Protection des Personne) and
the United Kingdom (Research Ethics Committee).
Participation in this study is voluntary. Before the start of the
survey and interviews, we will provide participants with
information about the purpose and scope of the study, the length
of the survey and interview, their personal rights, and data
protection regulations. Data will only be collected after
participants have provided informed consent. Interview
participants will have the opportunity to ask questions before
giving informed consent and signing the relevant consent forms.
The survey participants can contact the researchers for any
additional information or further questions regarding the study.
All participants will be informed that they can withdraw from
the interview or stop with the surveys at any time without
providing any form of explanation.
Participants in both surveys and interviews will be assured of
confidentiality and anonymity. Survey data will be collected
anonymously using a certified web-based survey tool that
complies with the European Union’s General Data Protection
Regulation [88]. Interview data will be audio recorded and
transcribed afterward. Once transcribed, audio recordings will
be erased. All written transcriptions will be deidentified by
removing names and changing any identifying data that can be
linked back to the participant. All collected data will be securely
stored in an encrypted password-protected folder with restricted
access.
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There is no major risk anticipated with filling in the survey and
participating in the interviews. However, survey respondents
might feel uncomfortable sharing their views on obesity and
bariatric surgery. To reduce this risk, survey respondents will
be informed about the potential risks and benefits of the study
during the consent process so that they can choose whether to
participate [89]. In addition, potential survey respondents will
be informed that if they choose to participate, they can choose
to skip questions or stop with the survey at any time without
providing a reason [89]. The same principles apply to the
interview participants. Interview participants may also feel
distressed or discomfort when discussing their experiences with
stigma; in this situation, participants will be asked whether they
are fine and whether they would like to take a short break and
continue with the remainder of the interview later on. Toward
the end of the interview, we will encourage participants to
contact the researcher if they experience continued discomfort
or distress as a consequence of participating in the interview.

Results
The research study started in September 2020 and will continue
through September 2025. The Research and Assessment
Committee from the Wageningen School of Social Sciences
reviewed this study (Multimedia Appendix 2 [25,26,90,91]).
We will conduct a scoping review to create an overview of the
current knowledge related to the experiences and consequences
of stigma for patients before and after bariatric surgery. We will
also use this information to identify knowledge gaps and further
inform the research methods and analyses. Data collected using
quantitative methods will provide information on the prevalence
and nature of bariatric surgery stigma and will be used to assess
the extent to which stigma is culturally dependent. Finally, the
qualitative aspect of the study is designed to generate rich
information on the lived experiences of patients before and after
bariatric surgery, taking into account the experiences and impact
of stigma. We will compare quantitative and qualitative findings
from all the 3 countries to discuss the similarities and differences
between each country.

Discussion
Principal Findings
Obesity is becoming a major health issue in today’s society.
One way of combating obesity and related diseases is through
bariatric surgery. However, the widespread stigma surrounding
bariatric surgery may restrict access to this procedure and
influence the well-being of patients before and after bariatric
surgery, in turn generating health disparities, as people who
meet the criteria for bariatric surgery are often economically
disadvantaged, have lower levels of education, have less access
to health care, and come from racial or ethnic minorities [92,93].
Therefore, it is critically important to conduct research on the
nature, experiences, and impacts of stigma. If bariatric surgery
stigmatization withholds individuals with obesity from
undertaking bariatric surgery or decreases the well-being of
patients of bariatric surgery, it is important to alter these negative
attitudes in both the general population and health care
professionals.
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This will be the first study to investigate bariatric surgery stigma
from multiple perspectives and in multiple countries. This study
is expected to lead to new knowledge and a better understanding
of bariatric surgery stigma in several ways. First, although
previous research predominantly focused on weight bias and
obesity stigmatization, this study will lead to in-depth knowledge
on bariatric surgery stigmatization as it uncovers the nature and
prevalence of bariatric surgery stigma and how it is perceived
and experienced by patients of bariatric surgery. Second, the
research will study bariatric surgery stigma from the perspective
of both the stigmatized (eg, patients before and after bariatric
surgery) and the potential stigmatizer (eg, the general public
and health care professionals), which will foster a more
comprehensive picture of the topic. Understanding bariatric
surgery stigma from the general public, health care
professionals, and patients’ perspectives might help with
decreasing negative attitudes. More knowledge regarding the
prevalence and nature of bariatric surgery stigma and hearing
about the experiences of patients of bariatric surgery may help
reduce the bias and negative attitudes held by the public and
health care professionals and help prepare future patients for
surgery.
Third, the research will be unique in combining quantitative
survey data with in-depth qualitative data to gain a full
understanding of the topic. Surveys and interviews will be used
as complementary methods to explore different perspectives on
stigma. Although mixed methods designs generally require
more time, resources, and skills in different research methods,
they are valuable as they contribute to a better understanding
of the problem than quantitative or qualitative research methods
alone [55].
In addition, the research will compare 3 European countries
(the Netherlands, France, and the United Kingdom), which will
provide insights into how bariatric surgery stigmatization is
constructed and maintained by its societal and cultural context.
A cross-cultural study of bariatric surgery stigma will help us
understand how the drivers and facilitators of stigma, stigma
experiences, and discrimination are similar or different across
cultures, thereby highlighting how stigma is influenced by
culture. Furthermore, this study will be guided by the HSDF to
help understand how bariatric surgery stigma operates at
different levels and help identify what interventions are needed
to combat this stigma. Finally, the topic of bariatric surgery
stigma will be approached from an interdisciplinary perspective:
contributions from sociology, psychology, ethics, public health,
medicine, and health care will be used to document and analyze
the topic.

Limitations
In this mixed methods research, data will be collected in the
national language of the country. This poses challenges for (1)
the translation of surveys and interviews and (2) data analysis,
as translation to a common language is time consuming and
expensive, and the meaning can easily be distorted or lost in
the process of translation [94]. For example, in some languages,
words can have several meanings depending on the context in
which they are spoken. In addition, some words or phrases (eg,
Gezellig in Dutch and Ras-le-bol in French) cannot literately
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be translated into other languages. The accuracy and validity
of the data might be compromised because of translation.
To help ensure the accuracy of the data collected and the validity
of the results reported so that local meaning and cultural
connotations are not lost, we will pay particular attention to the
development and testing of surveys and interview topic guides
and the analysis and reporting of data [80,94]. Surveys and
interviews will be forward and backward translated by
independent translators who have good proficiency in the
language and then piloted by native speakers. To minimize the
risk of misinterpretation, misunderstanding, and loss of
respondents’ intended meaning and thus maintain the conceptual
equivalence, qualitative data derived from the interviews will
be analyzed in the language in which it was obtained, using an
iterative coding framework with common labels. Participants
interested in the study results will receive a summarized version
in both English and the language of origin (Dutch or French).
For the interviews, because of time constraints and the
geographical spread of hospitals and clinics that perform
bariatric surgery in the Netherlands, France, and the United
Kingdom, it is not possible to include participants from all
regions within these countries. Consequently, not all types of
patients of bariatric surgery will be represented in this study.
In addition, in qualitative studies, it is often difficult to assess
whether the sample is representative of the population. To ensure
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that a wide range of patient perspectives is included in the study,
we will interview patients from different age groups, genders,
and socioeconomic statuses. In addition, interviews will be
conducted until data saturation is reached and, thus, no new
information is discovered [69,70].

Conclusions
This protocol outlines the rationale and design of a cross-cultural
mixed methods study focused on understanding the prevalence,
nature, and impact of bariatric surgery stigma from the
perspective of the public, health care professionals, and patients
of bariatric surgery in the Netherlands, France, and the United
Kingdom. We expect the results of this study to be relevant for
people with obesity who are considering bariatric surgery,
people who have undergone surgery, and health care
professionals involved in the care of people with obesity and
patients of bariatric surgery. The findings of this study have
several practical implications. It can be used to educate the
general public regarding patients’ experiences, in the education
of health care professionals who work with patients of bariatric
surgery, by health care professionals to generate discussions
with patients and raise awareness of the issue, and to develop
interventions that can be used to educate patients of bariatric
surgery before surgery about the potential experiences and
implications of stigma to prepare them for life afterward. In
turn, bariatric surgery access, use, and outcomes, including the
quality of life of patients, may be improved.
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