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Abstract 

Obesity is a serious public health problem that has grown in recent years and is 

associated with increased comorbidities and decreased quality of life. This study aims 

to evaluate the perception about the quality of life of users of the Reference Center 

for Obesity of Acari, in the municipality of Rio de Janeiro, at two different times: before 

and during the treatment. The follow-up protocol of the users of the Reference Center 

for Obesity includes a quality of life assessment using the SF-36 questionnaire. A total 

of 58 medical records were selected for male and female patients with morbid obesity 

who started using the service from August 2012 to December 2016 and who had 

completed two SF-36 questionnaires. The mean and standard deviation for the 

continuous variables and the frequencies of categorical variables were described. To 

compare the evolution of the quality of life scores, the paired T-test and the Wilcoxon 

test were used for the variables with parametric distribution and the variables with 

non-parametric distribution, respectively. The Statistical Package for Social Science 

(SPSS), version 19, was used for data analysis. The results were analyzed statistically 

and compared between the first and second questionnaire. The eight domains had a 

higher score in the second application of the SF-36 (role-physical, physical functioning, 

general health perception, bodily pain, vitality, social functioning, role-emotional and 

mental health) (p <0.05). The study showed the importance of multidisciplinary health 

care and its positive impact on the quality of life of individuals with obesity. 

 

Keywords: Obesity. Quality of life. Health Care (Public Health). 

 

Resumo 

A obesidade é um grave e crescente problema de saúde pública,  e está associada ao 

aumento de comorbidades e diminuição da qualidade de vida. Este trabalho tem 

como objetivo avaliar a percepção sobre a qualidade de vida de usuários do Centro 

de Referência em Obesidade (CRO) da unidade de Acari, Rio de Janeiro, em dois 

momentos: antes e durante o tratamento para obesidade grave. O protocolo de 

acompanhamento dos usuários do CRO inclui a avaliação da qualidade de vida, 

usando o questionário SF-36. Foram selecionados 58 prontuários de usuários com 

obesidade grau III, de ambos os sexos, que entraram no serviço entre agosto de 2012 

e dezembro de 2016, e que possuíam dois questionários SF-36 preenchidos. 

Descreveram-se a média e o desvio padrão para as variáveis contínuas, e as 

frequências de variáveis categóricas. Para comparar a evolução dos escores de 

qualidade de vida, para as variáveis com distribuição paramétrica foi realizado o teste 

T pareado, e para as variáveis com distribuição não paramétrica, o teste de Wilcoxon. 

Utilizou-se para a análise dos dados o programa Statistical Package for the Social 
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Science (SPSS), versão 19. Os resultados dos dois questionários foram analisados e 

comparados. Os oito domínios (aspectos físicos, capacidade funcional, estado geral de 

saúde, dor, vitalidade, aspectos sociais, aspectos emocionais e saúde mental) 

apresentaram escores maiores na segunda aplicação do SF-36 (p<0,05), ou seja, houve 

melhoria da percepção da qualidade de vida em todos os domínios avaliados pelo 

instrumento, o que parece apontar o impacto positivo do modelo de cuidado 

multidisciplinar experimentado pelo serviço. 

 
Palavras-chave: Obesidade. Qualidade de vida. Atenção à saúde. 
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INTRODUCTION 

Obesity is considered as a serious public health problem by the World Health Organization because of 

fast evolution and worldwide reach of the disease.1 According to data from the Surveillance System of Risk 

and Protective Factors for Chronic Diseases by Telephone Survey (VIGITEL), the number of obese people in 

Brazil has grown from 11.8% to 19.8%, and its frequency is similar between males and females. In 2006, 

12.1% of women and 11.4% of men were obese; in 2018 this rate rose to 20.7% and 18.7%, respectively.2 

This condition is related to biological, sociocultural, economic, environmental and metabolic 

complications, such as increased levels of cholesterol and triglycerides, insulin resistance, high blood 

pressure, and other complications, e.g. mental health related illnesses, hypothyroidism, and some types of 

cancer, in addition to people’s decreased quality of life,3-7 especially people who have a body mass index (BMI) 

equal to or greater than 40 kg/m², classified as obesity grade III. 

The multifactorial nature of obesity, the factors that affect an obese person’s quality of life, as well as 

psychosocial factors inherent with such person’s context of life, point to the need for interdisciplinary 

provision of health care with a comprehensive approach. 

The performance of an interdisciplinary team is important in health care and for the quality of life of 

obese people, as it allows the exchange of knowledge, thereby making the treatment more effective.3 In this 

sense, health care for obese people should be focused not only on weight loss, but also on improvements in 

sleep, intestinal and emotional functions, self-esteem, clinical conditions and quality of life.3,8,9 

In this context, the Reference Center for Obesity (RCO) was implemented by the Municipal Health 

Department of Rio de Janeiro. It is a service specialized in health care to users with severe obesity (BMI≥40 

kg / m²), and it is connected to Brazil’s primary health care network. The service has multidisciplinary staff 

(nurse, psychologist, nutritionist, physical educator and endocrinologist) and offers outpatient clinical 

treatment aimed at weight loss, improvement of comorbidities and promotion of quality of life. Individual 

appointments, consultation-liaisons and collective activities are carried out, based on the shared construction 

of the therapeutic project.10 

 

Measuring quality of life 

The concept of quality of life is very broad, and there are several definitions and approaches in the 

literature.11-14 The World Health Organization defines quality of life as “an individual's perception of their 

position in life in the context of the culture and value systems in which they live and in relation to their goals, 

expectations, standards and concerns”.15 

It can be said that issues concerning quality of life are related to the standard that people at large define 

and endeavor to achieve, either consciously or unconsciously. It is also related to the set of public and social 

policies that involve human development and changes in living conditions and lifestyle (which are part of the 

formulations and responsibilities of the health sector).13 

Although quality of life is a broad concept, different instruments or questionnaires have been used in 

an attempt to quantify how affected it is by diseases.16 The Medical Outcomes Study 36-Item Short Form (SF-

36) is a questionnaire that has been used alone or together with other instruments in studies with obese 

patients, although it has not been particularly designed for such group. In the literature, uses of SF-36 have 

been reported; for example, to assess the quality of life of people with different degrees of obesity,17 
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comparisons of perceived quality of life by patients before and after surgical treatment18-20 and comparisons 

between people with or without obesity.21,22 

In view of the multifactorial context of obesity and the need to address patients’ quality of life in health 

care strategies for the treatment of obesity, the aim of the present study is to evaluate how users of the 

Reference Center for Obesity at the Acari unit, Rio de Janeiro, perceive their quality of life at two different 

times: before and during treatment. 

 

METHOD 

The study was conducted with users of the Reference Center for Obesity in Acari, in the city of Rio de 

Janeiro, using restricted-use secondary data. Data collection used all medical records of both male and female 

patients, who used the service from August 2012 to December 2016, and who had completed two SF-36 

questionnaires: the first one, applied at the beginning of the treatment, and the second one after three to six 

months after starting the treatment. 

The SF-36 questionnaire (Medical Outcomes Study 36-Item Short Form) was developed by Ware & 

Gandek23 and validated in Brazil by Ciconelli.24 This instrument, which is not very long and easy to administer, 

can be used to study different health or disease conditions; it evaluates both positive and negative 

aspects.24,25 

The protocol for monitoring RCO users includes assessing quality of life, using the SF-36 questionnaire. 

This consists of 36 items, divided into eight components, namely: physical functioning (10 items), role-physical 

(4 items), bodily pain (2 items), general health perception (5 items), vitality (4 items), social functioning (2 

items), role-emotional (3 items), mental health (5 items) and a one-item measure of self-evaluated change in 

health status (health transition) over the previous year.23 For evaluation of results after application, each 

question is assigned a score; the scores are subsequently transformed into a 0-100 scale, where zero 

corresponds to a worse health status, while 100, to a better one. Only the item that deals with the comparison 

of health status over the previous year does not have a score for quality of life. There is no single value that 

sums up the entire assessment; each dimension is analyzed separately.24 

The SF-36 is applied when the user contacts the service for the first time, through an individual 

appointment with the nurse or in collective health care. The questionnaire is self-completed by the user, with 

the help of a health worker who can clarify the patient’s doubts. Three to six months after the start of the 

follow-up at the RCO, the questionnaire is reapplied and filed in the patient’s medical record. 

Data collection was based on the selection of medical records of users that received health care from 

August 2012 to December 2016. The data from the SF-36 questionnaires were entered into a Microsoft Excel 

2010 spreadsheet, designed for coding the answers and calculating the score proposed by the questionnaire, 

according to Ciconelli.24 

The collected data were focused on individual characteristics (age and race/skin color), socioeconomic 

status (education and income), morbidity (diabetes mellitus, high blood pressure, dyslipidemia, 

hypothyroidism and depression) and anthropometric assessment (body mass, height and BMI). The 

respective data were collected from the users' registration form, which was part of their medical record. All 

information contained in the registration form was self-reported by patients and written down in their 

medical record at the time of the first nursing appointment, except for the anthropometric assessment, which 

was performed by the staff at RCO. 
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The analysis also included the scores for each component of the questionnaire and the item comparing 

health perceptions at present and in the previous year - obtained at time 1 (at the beginning of the treatment) 

and at time 2 (three to six months after the start of the treatment) of the application. The mean and standard 

deviation for the continuous variables and the frequencies of the categorical variables were described. 

To compare the evolution of the quality of life scores, for the variables with parametric distribution, the 

paired T-test was performed; and for the variables with non-parametric distribution, the Wilcoxon test was 

used. The Statistical Package for the Social Science (SPSS), version 19, was used for data analysis. 

This study was approved by the Research Ethics Committee of the State University of Rio de Janeiro, 

under protocol number 2.475.275. 

 

RESULTS 

A total of 436 medical records were analyzed. In 94 (21.5%) of them, the questionnaire had not been 

completed; 196 (44.9%) had a completed questionnaire; 72 (16.5%) had two questionnaires filled out in a 

longer or shorter interval than required by the study; in 16 (3.6%) of them, one of the questionnaires was 

undated or incomplete. Only 58 (13.3%) medical records met the inclusion criteria established by the present 

study. 

Among these 58 medical records, most of them were answered by female users (84.5%), aged between 

18 and 67 years (mean = 44.25); 65.5% were black or brown and 51.7% were married. The predominant level 

of education was complete high school (46.6%); 48.3% reported having a paid job and the majority (70.7%) 

reported having a family income of up to two minimum wages (table 1). 

 

Table 1.  Sociodemographic characteristics of patients followed up by the Reference Center for Obesity. Rio de Janeiro-RJ, 2012-2016. 

 

Variables                   Frequency Percentage 

rate 

Sex   

Females 49 84.5 

Males 9 15.5 

Marital Status   

Single 19 32.8 

Married 30 51.7 

Divorced 3 5.2 

Widow(er) 6 10.3 

Race/Skin color   

Black 21 36.2 

Brown 17 29.3 

White 18 31.0 

Not informed 2 3.4 

Level of education   

Incomplete Elementary School 20 34.5 

Complete Elementary School 9 15.5 

Complete High School 27 46.6 

College Degree 1 1.7 

Not informed 1 1.7 

Paid work   

Yes 28 48.3 

None 30 51.7 
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Table 1.  Sociodemographic characteristics of patients followed up by the Reference Center for Obesity. Rio de Janeiro-RJ, 2012-2016. 

(continues) 

 

Variables                   Frequency Percentage 

rate 

Family Income   

Up to 1 minimum wage 18 31.0 

1 to 2 minimum wages 23 39.7 

2 to 4 minimum wages 12 20.7 

4 to 6 minimum wages 1 1.7 

Does not know/Did not inform 4 6.9 

 

Regarding the medical records that were not included in this study, the majority of respondents were 

also females (77.2%), with an average age of 44 years, and 39.4% had finished high school. In terms of clinical 

conditions, according to the medical records, of patients reported being hypertensive (93.1%), diabetic 

(63.8%), and dyslipidemic (34.5%), while 3.4% reported having hypothyroidism and depression (table 2). 

 

Table 2. Clinical characteristics reported by patients when they start follow-up at the Reference Center for Obesity and frequency and 

percentage of BMI at both application times of SF-36. Rio de Janeiro-RJ, 2012-2016. 

 

Nutritional status / pathology Frequency Percentage rate 

BMI 1a (kg/m²)   

40 Ⱶ 50 32 55.2 

50 Ⱶ 60 20 34.5 

60 Ⱶ 70 5 8.4 

> 70 1 1.7 

BMI 2b (kg/m²)   

< 40 5 8.6 

40 Ⱶ 50 29 50.0 

50 Ⱶ 60 20 34.5 

60 Ⱶ 70 4 6.9 

> 70 0        0 

High Blood Pressure 54 93.1 

Diabetes Mellitus 37 63.8 

Dyslipidemia 20 34.5 

Hypothyroidism 2 3.4 

Depression 2 3.4 

a BMI 1 = Body mass index of patients in the first application of the SF-36 questionnaire. 
b BMI 2 = Body mass index of patients in the second application of the SF-36 questionnaire 

 

The anthropometric data showed that the BMI of 55.2% of the individuals ranged between 40 and 50 

kg/m² in the first application of the SF-36 questionnaire. At the time of the second assessment, there was a 

change in the BMI categories. Thus, the BMI of five patients (8.6%) was less than 40 kg/m² and, therefore, 

they shifted from class III obesity to class II obesity. Mean BMI ranged from 50.66 kg/m2 (SD 7.56; Min 40.13; 

max. 80.61) to 49.11 kg/m2 (SD 6.83; min 36.54; max. 67.91); this difference was statistically significant (p 

<0.001). 
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The data in Table 3 show the means and standard deviation of the SF-36 questionnaire domains, at 

both times of application. At first, the domains role-emotional (31.60), role-physical (36.20), bodily pain (40.97) 

and vitality (41.89) had the lowest scores. Social functioning (53.01) and general health perception (46.37) 

had the best results, followed by physical functioning (43.79) and mental health (42.75).  

In the second application of SF-36, the domains with the lowest score were: vitality (47.75), role-physical 

(50.86), bodily pain (54.02) and mental health (51.86). Social functioning (65.73), general health perception 

(57.58) and physical functioning (57.15) remained with the highest scores, followed by role-emotional (55.74), 

unlike the first evaluation time. The results show a statistically significant difference between the two times 

of the evaluation in all domains of the SF-36, with higher scores in the second moment of the application of 

the questionnaire. The item about the comparison of health perception over the previous year also showed 

a significantly improved score, increasing from 40.51 (28.41) to 65.06 (27.68) (M ± SD). 

 

Table 3. Perception of users of the Reference Center for Obesity about quality of life, according to the components evaluated using the 

SF-36 questionnaire, at two times of clinical follow-up (values described in M ± SD). Rio de Janeiro, 2012-2016. 

 

Domains            1st SF-36 2nd SF-36 

 M SD M SD p 

Physical functioning 43.79 25.44 57.15 26.58 0.000* 

Role-physical 36.20 38.09 50.86 40.54 0.011* 

Bodily pain 40.97 22.56 54.02 21.47 0.001* 

General health perception 46.37 20.51 57.58 17.52 0.000* 

Vitality 41.89 20.68 47.75 16.86 0.002* 

Social functioning 53.01 28.32 65.73 27.16 0.004* 

Role-emotional 31.60 38.70 55.74 44.32 0.003* 

Mental health 42.75 17.73 51.86 15.17 0.007* 

 

DISCUSSION 

Most of the study group was composed of women, similarly to the sample in other studies.20,26 

According to Brilmann et al.,17 males and females behave differently as to their concern with weight and the 

search for treatments. Females seek and use health services more often than males, especially because of 

reproductive issues.27 

With regard to nutritional diagnosis, the users treated by the health service had severe obesity, 

according to the service protocol established by the RCO. In the present study, a significant change was found 

in the BMI of patients undergoing clinical treatment for obesity. Such findings possibly indicate the positive 

impact of multidisciplinary care on severe obesity in a short period of time. This is a positive result, even 

though weight loss maintenance is clearly the biggest challenge in the treatment of obesity in the medium 

and long terms. 

Regarding comorbidities, the prevalence of hypertensive, diabetic and dyslipidemic patients was greater 

than that of previous research.28.29 One can try to explain this higher prevalence of morbidity in comparison 

to other studies on the basis of the severity of obesity found in the present sample; all subjects had obesity 

class III, the highest stage of the disease and, thus, a greater possibility of associated comorbidities. In 

addition, the users of the RCO are referred by the municipal primary care network, and a large part of adults 



 8 

 

Demetra. 2020;15:e39815  

and the elderly being followed up at this level of care are hypertensive and diabetic, since the control of these 

two morbidities is among the priority actions of primary care.30 

Costa & Liberali,31 after comparing the quality of life of obese and eutrophic women, found that there 

was no significant association between obesity and general health perception, social functioning and mental 

health. On the other hand, they found a significant relationship between obesity and role-physical, bodily 

pain, vitality, physical functioning and role-emotional. A similar result was found by Brilmann et al.17 for the 

domains “physical functioning”, “role-physical” and “bodily pain”. 

Other studies have also found worse results in the domains “physical functioning”, “role-physical” and 

“bodily pain”, when assessing the quality of life of patients who are candidates for bariatric surgery.20,32-34 It 

should be noted that RCO patients have a clinical profile for bariatric surgery, although this is not the objective 

of the service. 

In addition to the influence of obesity on quality of life, there is a difference between males and females 

in terms of the impact of obesity on quality of life. According to Torres et al.,35 obese women have lower 

quality of life when compared to men. Their study found higher percentages of low quality of life for the 

physical and mental components in females, with greater associations in the physical component. According 

to the authors, the influence of sex may be due to biological, genetic, social and emotional characteristics 

inherent in females. 

The present study showed an improvement in the self-perception of quality of life in users who were 

undergoing treatment at the RCO, since all components of the SF-36 showed a significant difference after the 

start of the treatment. In other words, such improvement was not limited to anthropometric issues (BMI); the 

users reported better development in their daily activities and in emotional and social issues. One factor that 

may have contributed to this result is the fact that health care is offered by a multiprofessional team, and 

social support is reinforced through meetings in educational groups with health workers and service users. 

The item that evaluates perceived health transition over the previous year also showed a significant 

improvement between the two applications. Although this item has not been addressed in previous studies, 

as it does not score any of the eight dimensions of the SF-36, an analysis of it can offer further insights into 

a person's disease.24 

In a study by Vasconcelos & Costa Neto20 on the perception of quality of life of male and female adult 

patients with class II and III obesity and awaiting bariatric surgery in a public hospital, there was greater 

preservation of social satisfaction and mental health, but worse results for the physical components (physical 

functioning, role-physical, and bodily pain). The authors claim that the loss of some dimensions of quality of 

life can be compensated for by satisfaction in other dimensions, through personality characteristics and 

monitored expansion of the social support network. 

In the literature, quality of life assessment has been widely used in individuals undergoing bariatric 

surgery. Some studies have addressed the assessment and comparison of quality of life, along with weight 

variance and psychological aspects in individuals before and after surgical intervention. In general, the 

surgical treatment of obesity has also shown a positive effect on quality of life. 19,33,36 

Although the SF-36 questionnaire is not specific for obesity, different studies have used it for this group, 

either alone or with other types of questionnaires. In the study by Araújo et al.,37 the domains “physical 

functioning”, “general health perception”, “bodily pain”, “vitality”, “social functioning” and “mental health” of the 

SF-36 had a significant correlation with the “physical function” domain of the Impact of Weight on Quality of 

Life - Lite (IWQOL-Lite), a specific questionnaire for obesity. 
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The present study presented a limitation: it was based on data contained in the medical records, but 

although the application of the SF-36 questionnaire to all patients had been recommended by the health 

service, only 13.3% of the medical records had two complete questionnaires, with a three to six-month 

interval between them. Such condition was required for a comparison. 

However, the findings of the present study showed that quality of life assessment is useful to support 

the health care provided to people with severe obesity, as the goal of treatment cannot be restricted to 

weight loss. 

 

CONCLUSION 

The present study showed an improvement in the self-perception of quality of life in users who were 

undergoing treatment at the RCO, in the eight domains (role-physical, physical functioning, general health 

perception, bodily pain, vitality, social functioning, role-emotional and mental health) evaluated by the SF-36 

questionnaire. These findings probably point to the success of the health care model experienced by the 

study service, which involved an interdisciplinary therapeutic plan for the treatment of obesity. 

Coping with obesity will only be possible with effective, well-planned and continuing intersectoral 

initiatives. However, the health sector has a clear role, which involves both prevention and control of this 

epidemic and provision of health care to the huge amount of people already affected. This health care must 

be organized, and obesity must be understood as a chronic disease, which means that the main focus of 

treatment should not be the cure, but rather the control and monitoring of the problems associated with 

obesity and the improvement of the quality of life of obese people. Therefore, the service needs to use 

instruments capable of evaluating improvements in the quality of life and other subjective aspects of obese 

patients. 
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