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Abstract
Aims: The objective of this study is to describe and understand the experiences of 
sexuality amongst heterosexual women with morbid obesity (MO) who are in a bari-
atric surgery program.
Background: Morbid obesity is a chronic, metabolic disease that affects women's 
physical, psychological and sexual health. MO is associated with anxiety, depression 
and body image disorders. Bariatric surgery is a reliable method for weight loss in 
people with MO.
Design: A qualitative descriptive study research design was adopted.
Methods: Twenty- one heterosexual women with MO in a bariatric surgery program 
were recruited through purposive sampling. Data collection included individual semi- 
structured interviews conducted between November 2018 and May 2019. Interviews 
were audio recorded, transcribed verbatim and analysed using a computer- assisted 
qualitative data.
Findings: Three main themes emerged from the analysis: (1) trapped in a body that 
limits my sexuality; (2) between neglect and hope and (3) the partner as a source of 
support for sexuality in women with MO.
Conclusion: Women hide a body that they do not accept and ignore their own sexual-
ity, focusing on that of their partner. Although the women have doubts about their 
partners’ desire for them, they share the decision- making process with them whilst 
waiting for bariatric surgery, on which they place all of their hopes for improved sexu-
ality and quality of life.
Impact: The findings highlight the importance of exploring the experiences and sexual 
issues faced by heterosexual women with MO in a bariatric surgery program. Bariatric 
nurses have a privileged position to assess these women's sexuality, recommend al-
ternatives to sexual intercourse or refer them to sexologists. As part of the multidisci-
plinary team, nurses can contribute to managing the expectations of women with MO 
and their partners in relation to the improvement of their sex lives following bariatric 
surgery.
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1  |  INTRODUC TION

Obesity is a chronic- metabolic disease characterised by the accumu-
lation of fat mass and adiposopathy. Thirty- nine percent of adults 
around the world are overweight, of whom 13% are obese (WHO, 
2017). Prevalence varies by country (Mazer & Morton, 2018); in 
Spain, obesity affects 21.6% of the general population and 20.5% 
of women (Lecube et al., 2017). Morbid obesity (MO) is associated 
with cardiovascular disease, diabetes, hypertension (Wingfield et al., 
2016), cancer (Rowland et al., 2016), osteoarthritis, pelvic floor dys-
function and urinary incontinence (Sarwer et al., 2012); conditions 
caused or aggravated by obesity (Oliveira et al., 2019). MO is also 
related to anxiety, depression, low self- esteem and body image 
disorders (Lyons et al., 2014; Taskin et al., 2019). Additionally, MO 
affects sexual health and can be associated with female sexual dys-
function (FSD) and changes in libido, pleasure and sexual relations 
(Mariano et al., 2014). Research into FSD in MO women has focused 
on pathology, diagnosis and treatment (Rowland et al., 2016), stigma 
(Brewis, 2014), self- image or mental health (Sfahani & Pal, 2019); but 
there is a lack of research into the understanding of female sexuality 
through exploring the experiences of women themselves.

1.1  |  Background

Obesity is defined as having a body mass index (BMI) > 30 kg/m2 
and MO as having a BMI between of 40 kg/m2 or greater (Mechanick 
et al., 2009, 2013). MO can be of endogenous origin, due to genetic 
or metabolic/endocrine problems (Dubern et al., 2017) or exog-
enous, due to hypercaloric diets, lack of physical exercise or non- 
healthy lifestyles (Jiménez et al., 2014; Wu & Berry, 2018). Obesity 
has a social, economic and cultural dimension. Southern European 
countries are abandoning the “Mediterranean diet”, and only 50% 
of the Spanish population have a healthy diet (Burggraf et al., 2018). 
With beauty standards that focus on being slim as well as society's 
negative opinion towards obesity (Medina et al., 2014), Spain has 
a high relative index of income- related inequality regarding obesity 
and education in women (OECD, 2019).

The link between MO and sexual function is complex (Rowland 
et al., 2016); in a woman it comes from hormonal or vascular condi-
tions and other comorbidities (Wingfield et al., 2016).

Although the prevalence of sexual satisfaction in the general fe-
male population stands above 75% (Castellanos- Torres et al., 2013; 
Lammerink et al., 2017), MO is associated with decreased quality of 
sex life (Sfahani & Pal, 2019). Approximately half of the women with 
severe obesity are dissatisfied with their sex lives before bariatric sur-
gery (Steffen et al., 2017). Along with the loss of physical movement, 
a woman with MO may experience menstrual cycle alterations, lack of 

lubrication, arousal and dyspareunia (Erenel & Kilınc, 2013). These may 
present alongside a lack of desire and sexual satisfaction (Mariano et al., 
2014), difficulty in reaching orgasm and a decreased quality of repro-
ductive health and life as a whole (Broughton & Moley, 2017). MO may 
also result in stigma and loss of social life (Albano et al., 2019), reduced 
perception of attractiveness, increase in shame and impaired eroticism 
and sexual health (Mantelo et al., 2014; Westermann et al., 2015).

The treatment of MO has focused essentially on diet, physical 
exercise and use of drugs (Annesi, 2018; Srivastava & Apovian, 
2018). Bariatric surgery has been shown to be a reliable method for 
long- term weight loss and improving quality of life (Kabu & Özbayır, 
2021; Pichlerova et al., 2019; Wingfield et al., 2016). The inclusion 
criteria for a person with MO in a bariatric surgery program are as 
follows: being an adult with a BMI ≥40 kg/m2; being an adult with a 
BMI between 35 and 39.9 kg/m2 and having weight related comor-
bidities (type 2 diabetes, hypertension, hyperlipidemia) (Landecho 
et al., 2017; Sabench et al., 2017). In this phase of MO, women may 
experience severe lack of mobility, confidence and self- esteem 
(Mariano et al., 2014; Sfahani & Pal, 2019; Wu & Berry, 2018).

Women with MO hope to improve their sexual and reproductive 
health following bariatric surgery, which is associated with a conse-
quent improvement in self- esteem and body image (Nilsson- Condori 
et al., 2020). Significant weight loss as a result of bariatric surgery can 
improve sexual dysfunction in women (Pichlerova et al., 2019), but 
unrealistic expectations can lead to frustration (Hering et al., 2018). 
Research into FSD in MO women has focused on diagnosis, treat-
ment and psychological effects. Whilst there have been studies on 
sexual function and the expectations surrounding bariatric surgery of 
patients with MO included in a bariatric surgery program (Granero- 
Molina et al., 2020; Jiménez et al., 2014; Poulsen et al., 2016), little 
is known about the experiences of women. Our research question is 
“What are the experiences of heterosexual women diagnosed with 
MO in a bariatric surgery program in relation to sexuality?” The frame-
work described by Verschuren et al. (2010) allows us to understand 
how chronic disease (MO) may affect physical, psychological and 
sexual well- being. Disease activity, complications and treatment may 
impact sexuality in three ways: direct (genitals), indirect (fatigue, per-
ception changes) or iatrogenic (psychological comorbidity, effects of 
medication, changes in body image or sexual desire disorder).

2  |  THE STUDY

2.1  |  Aim

The objective of this study was to describe and understand the ex-
periences of sexuality amongst heterosexual women with MO who 
are in a bariatric surgery program.

K E Y W O R D S
bariatric surgery, female sexual dysfunction, morbid obesity, nursing, qualitative research, 
sexuality, Women's Health Services
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2.2  |  Design

A qualitative descriptive study research design was used. This ap-
proach has a naturalist perspective, allowing for an in- depth descrip-
tion of a little- known phenomenon by exploring the participants’ 
experiences and using their own words (Sandelowski, 2000). The 
Consolidated Criteria for Reporting Qualitative Research (COREQ) 
was used to report the findings of this study.

2.3  |  Sample/participants

Through purposive sampling, 21 women diagnosed with MO were 
selected. The criteria for inclusion were as follows: being a heter-
osexual woman 18– 50 years old, being included in a bariatric sur-
gery program, speak Spanish and having given informed consent. 
Exclusion criteria were as follows: having recently been pregnant or 
breastfeeding, reaching menopause, having undergone prior bariat-
ric surgical procedures or refusing to participate in the study. Of the 
thirty- five women with MO who were contacted for recruitment, 
three did not answer the telephone, nine refused to discuss the 
subject and two said they did not have time to be interviewed. A 
total of twenty- one women were interviewed (Table 1). The study 
took place in two hospitals in the south of Spain between November 
2018 and May 2019.

2.4  |  Data collection

Participants fulfilling inclusion criteria were telephoned by nurses. 
The aims were explained, doubts were clarified, voluntary participa-
tion in the study was requested, and if they accepted, they were en-
rolled. Nurses and participants had met prior to the interview in the 
context of clinical care. Furthermore, nurses had a master's degree 
with qualitative research training and did not require additional train-
ing. Participants agreed to be interviewed in a part of the hospital 
outside of the surgical area, and only the researchers and participant 
were present in the interview. After conducting three pilot inter-
views, group techniques for data collection were dismissed because 
the women refused to share/discuss their experiences with other 
participants. Two nurses from the research team (MJTS, MSN), with 
five years of experience in the bariatric surgery program, performed 
the in- depth interviews using the interview protocol (Table 2), which 
lasted on average 50 min. At the time of the study, three authors 
(MJTS, MSN, MFM) were working as nurses and a surgeon in a bari-
atric surgery unit; the remaining authors are academics from the 
University's Department of Nursing, Physiotherapy and Medicine. 
All of the researchers have a master's degree and a PhD. Each partic-
ipant carried out only one individual and private interview, and field 
notes were collected. Before the interview, in addition to the signed 
consent form, sociodemographic data of the participants were col-
lected. All of the participants’ responses in the in- depth interviews 

TA B L E  1  Demographic characteristics of interviewees (n = 21)

Participant Age BMI, kg/m2 Onset of obesity Marital status Children Education level Other weight loss treatment

WDI1 49 50.0 Wedding Married 2 Primary Diet/pickups

WDI2 48 40.1 Adolescence Married 3 Primary Diet

WDI3 50 40.8 Wedding Partner 3 No studies Diet/IGB

WDI4 42 40.2 Pregnancy Divorced 2 Secondary Diet/pickups

WDI5 41 43.2 Adolescence Partner 0 Secondary Diet/pickups

WDI6 45 41.6 Wedding Married 3 No studies Diet/pickups

WDI7 49 40.4 Pregnancy Married 3 University Diet

WDI8 46 41.9 Pregnancy Married 4 Primary Diet/pickups/IGB

WDI9 44 51.2 Pregnancy Married 2 Primary Diet/pickups/gastric band

WDI10 36 42.4 Adolescence Single 0 Secondary Diet

WDI11 30 41.2 Adolescence Single 0 Primary Diet

WDI12 50 41.3 Pregnancy Married 3 University Diet

WDI13 42 40.4 Adolescence Single 0 University Diet

WDI14 20 40.5 Childhood Single 0 Secondary Diet

WDI15 48 41.1 Adolescence Married 4 University Diet

WDI16 32 42.9 Childhood Single 0 Primary Diet

WDI17 30 43.8 Childhood Partner 0 Secondary Diet/gastric band

WDI18 33 40.3 Adolescence Single 0 No studies Diet/pickups

WDI19 42 40.7 Childhood Married 2 Secundarios Diet/pickups

WDI20 45 43.1 Childhood Married 1 Primary Diet/pickups

WDI21 28 40.3 Childhood Partner 0 Secondary Diet/pickups

Abbreviations: BMI, body mass index; IGB, intragastric balloon.
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were audio recorded, transcribed and analysed with ATLAS.ti. 8. 
The codification process was developed by three members of the 
research team (JMHP, ARM, MDRF) and agreed upon by the rest of 
the research team. Data collection ceased when researchers consid-
ered that data saturation had been reached.

2.5  |  Data analysis

Thematic analysis was used (Braun & Clarke, 2006), the following 
steps were followed: (1) Getting familiar with the data: transcription 
of the data, reading and re- reading, and annotation of initial ideas. (2) 
Generating initial codes: systematic coding of data groups. (3) Theme 
search: converting codes into themes. (4) Review of themes: check-
ing code fit with themes. (5) Defining and naming topics: analyzing 
by fine- tuning the details of each topic. (6) Preparing the report: se-
lecting examples of topics and subtopics, relating the analysis to a 
research question, and generating a final report.

2.6  |  Rigor

To ensure trustworthiness (Lincoln et al., 1985), the criteria for cred-
ibility, transferability, dependability and confirmability were taken 
into account in this study. The researchers were nurses and surgeons 
with experience in bariatric surgery and sexuality, and it is common 
to detect problems with sexuality in the bariatric surgery consulta-
tion. With the aim to achieve rich data, intentional sampling allowed 
for a selection of participants with a wide range of characteristics; a 
qualitative descriptive study ensured the congruence between the 
methodological positioning and the methods (Caelli et al., 2003). In 
order to improve credibility, researchers checked and confirmed the 
interpretations of the interviews. The researchers had a long- standing 
dedication to research, and the interviews were carried out by nurses 

with experience in a bariatric surgery program. Transferability was 
achieved by providing detailed descriptions of the experiences and 
contexts of the participants during data collection. Dependability 
was ensured through detailed descriptions of every methodological 
decision taken throughout the research process. An audit trail was in-
cluded in the textual transcriptions, the structure of the categories, 
the field notes and the codification memoranda throughout the study. 
Confirmability was achieved through including detailed descriptions 
using extracts of data from the findings.

2.7  |  Ethical considerations

The study was carried out in accordance with the ethical standards 
established by the Helsinki Declaration. Approval was obtained from 
the Ethics and Research Committee (protocol number…). Before 
commencing the study, written informed consent and permission to 
record the interview were obtained. If the researchers detected that 
the participants were uncomfortable or distressed, the latter were 
able to choose not to respond to the questions and the interview 
was paused, at which point the participants were asked whether 
they wanted to continue with the study. Participants were informed 
that their participation in the study was independent of the bariatric 
surgery program. Refusal to participate or withdrawal would not in-
fluence their therapeutic or care process.

3  |  FINDINGS

Twenty- one women, with an average age of 40.4 years old 
(SD = 8.37), were recruited. Their average BMI was 42.34 ± 2.96 kg/
m2, and the majority had been diagnosed with MO during adoles-
cence (33.3%) or childhood (28.6%). Forty- seven percent of the sam-
ple were married, and 57% had one or more children. Three themes 

Stage Subject Content/example questions

Introduction Motives, reasons Learn about your experiences in your sex life since 
your inclusion in a bariatric surgery program

Ethical issues Inform about voluntary participation, recording, 
consent, possibility of withdrawing, 
confidentiality

Beginning Introductory 
question

Tell me about your experience of MO

Development Conversation 
guide

How has MO affected your sexuality?
How has it affected your relationship to your friends 

and social relations?
How has MO affected the changes in the image of 

your body?
How has MO affected your life with your partner?

Closing Final question Is there anything else you would like to tell me?

Appreciation Thank them for their participation, remind them that 
their testimony will be useful, place ourselves at 
their disposition

Abbreviation: MO, morbid obesity.

TA B L E  2  Interview protocol
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and seven subthemes allowed for a description and understanding 
of the experiences of sexuality amongst women with MO included 
in a bariatric surgery program (Table 3).

3.1  |  Trapped in a body that limits my sexuality

Obesity compromised the physical, mental and social health of 
women with MO in a bariatric surgery program. Influenced by their 
body image, they struggled to have a positive relationship with 
themselves, with their partner, and with their social group. This situ-
ation has had significant consequences and brought impediments to 
their sex lives with their partners.

3.1.1  |  The body as an obstacle

Our participants recounted how their bodies gradually transformed 
and limited their movement during sexual relations. The loss of phys-
ical movement was a barrier that prevented them from having a fully 
developed sense of sexuality. The women also associated MO with 
a lack of exercise, inactivity, muscular weakness and osteoarthritis, 
which all generate fatigue, dyspnoea and post- coital pain. One par-
ticipant expressed these limitations as follows:

I weigh a lot, I get tired easily … I suffocate him (part-
ner). Positions like me sitting on top of him are diffi-
cult due to my belly; even if we try it, it’s impossible. 
(WDI1)

Despite the efforts to adapt, the sexual experiences were tainted 
by a constant awareness of their body image. Skin folds require special 
hygiene care as there is a risk of chafing, reddening or foul odour. This 

situation can cause discomfort, distraction, loss of sexual desire and 
sexual dissatisfaction in women. For example, one woman said:

Under the abdomen, under the breasts, when you 
move you sweat between the folds of the skin, and this 
can smell bad. You are distracted, aware of your body, 
… not enjoying yourself. (WDI17)

The women also knew, through the media or other patients that, 
after bariatric surgery, they might still have excess skin or scars. Although 
this can affect body image and sexuality, they asked about it in a pre- 
surgical consultation, but they did not insist or request details. As one 
participant said, what they wanted now was to lose weight, and they 
did not worry about the rest: I know that there may be scars, remnants of 
skin…, but I’ll think about this after surgery, when I go to the beach (WDI- 6).

3.1.2  |  Retreating within oneself

The stigma of their weight became internalized, and the participants 
experienced it in their daily lives, in their interaction and social rela-
tions. Many participants felt insecure about their bodies; when they 
looked at themselves in the mirror, they did not like what they saw 
and felt feelings of inferiority and low self- esteem. This situation led 
them to rejecting obesity and themselves, and to feeling less desire 
to engage in sexual relations. This may reflect the value that society 
placed on them, rather than their feelings about their own worth. 
Nevertheless, the women neither fooled nor pitied themselves, and 
as one participant said, they knew exactly what their problem was.

I don’t feel ugly, I feel fat … the word is fat. I have 
always undervalued myself but now this feeling of in-
feriority overwhelms me. (WDI5)

TA B L E  3  Themes, subthemes and units of meaning

Theme Subtheme Units of meaning

3.1 Trapped in a body that limits 
my sexuality

3.1.1 The body as an obstacle Changes in mobility, limitation of sexual positions, searching for 
comfort, negative body image

3.1.2 Retreating within oneself Low self- esteem, insecurity, rejection of obesity, fear, frustration, 
introspection

3.1.3 Obesity, an impediment to 
sexuality

Body rejection, avoiding coitus, sexual dissatisfaction, do it for him, 
sex as an outlet for the partner, dyspareunia, less lubrication, no 
orgasm

3.2 Between neglect and hope 3.2.1 Facing social stigma Limitations in daily life, rejection of obese people, comments, 
resilience, puritan panties

3.2.2 Accepting the consequences 
and adapting sexual practices

Preserving sexual desire, facing changes, need for sex in my life, 
hope in surgery

3.2.3 Managing uncertainty, when 
the body overtakes the mind

He does not want me due to my physical appearance, it is all in 
my head, guilt, I do not give him what he deserves, loss of 
communication, decline in affection, fear of being left

3.3 The partner as a source of 
support for sexuality in women 
with morbid obesity

3.3.1 Sharing experiences and 
reaching agreements

United until surgery, support in the decision- making process 
(partner), share fears, assess and accept risks and consequences, 
desired and respected, tolerating abstinence (partner)
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For many women, MO became an insurmountable obstacle for lei-
sure activities such as going to the beach, going for a walk, or going out 
with friends; it trapped them, confined them to their homes, and took 
them away from work, their daily routine and their social lives. During 
this phase, their experiences were centered on comparing their current 
situation (including sexuality) with their past life, which led to feelings 
of frustration. As one of the participants stated, they were immersed 
in a process of introspection that gradually secluded them, prevented 
them from presenting themselves to others in the way that they would 
have liked, and this ultimately had consequences on their sexuality.

I no longer do what I used to do, you lose spontaneity 
… you make excuses to not have to leave the house, for 
everything … I’m embarrassed to show myself (in front 
of others), I’m trapped in my body, which is like a prison. 
(WDI11)

3.1.3  |  Obesity, an impediment to sexuality

MO can be an insurmountable obstacle for a woman's sex life; dis-
satisfaction with her body affects sexual encounters negatively and 
can even lead to her rejecting sex. According to the interviews, the 
women were aware of their body image during sexual relations, they 
were always tense and failed to relax or enjoy sex. They rejected a 
body from which they could not detach themselves, and their sexu-
ality was marred by anxiety, lack of concentration and discomfort. 
As they scrutinized their bodies, they feared that they would pass 
these feelings on to their partner, and, as a result, they lost interest 
and confidence. As one participant said:

I’m not comfortable, sometimes I don’t reach orgasm 
because I’m thinking: how embarrassing, look at my 
tummy! … Even though he (partner) doesn’t say any-
thing, he must be thinking the same as me … that’s 
why if I can avoid it (intercourse), I do. (WDI15)

Although at the beginning this type of avoidance behaviour was 
more sporadic, it became much more common in the women with MO 
awaiting bariatric surgery. The loss of desire and lack of sexual appetite 
did not come from their partners but the women themselves. Some 
women forgot about their own sexuality to solely focus on that of 
their partner. Despite coming across as communicative and confident, 
women faked their arousal and desire in order to please their partners. 
As one participant explained, they did not want sexual relations but 
they forced themselves into having sex for the sake of their partner's 
enjoyment: He suggests having sex, and we have it at least once a month 
but not because of me…. I do it for him, because I know he needs it even if 
he doesn't say so (WDI3).

For the women, this phase of MO was characterized by dyspa-
reunia, lack of arousal and lubrication and difficulty reaching orgasm. 
In addition, hormonal disorders and menstrual irregularity may have 
also complicated the couple's sex life. As one woman said, these 

difficulties were also experienced by their partners: Lately, I have no-
ticed more dryness, discomfort during coitus, sometimes I feel more pain, 
and he does too, even though he doesn't say anything (WDI6).

3.2  |  Between neglect and hope

Women with MO felt ambivalent about their experiences of sexual-
ity. They either preserved their sexuality, adapting it as necessary, 
or it progressively deteriorated to the point of being lost completely. 
While waiting for bariatric surgery, the women attempted to adapt 
to the great high tension between them and their partners.

3.2.1  |  Facing social stigma

Body image disorders are linked to social stigma and difficulty in 
relationships. The women with MO perceived stigma as a problem 
when looking for a partner, as it had a negative impact on their sex-
uality. Participants felt stigmatised by strangers and even people 
close to them in their social or work environment due to perceived 
gestures, looks and comments about their physical appearance. 
This situation increased their feelings of fear, insecurity, frustra-
tion and social isolation. Our participants described how they 
forced themselves to make changes in their own behavior to be 
more accepted; they tried to be more open, assertive or affection-
ate; however, the majority of the time, the situation did not change. 
In other situations, it was the women who become obsessed with 
the idea that other people were looking at them and rejecting them 
due to their MO. As one of the participants stated, they always feel 
observed: They don't look at my bum or boobs with desire, they look at 
me because I’m fat (WDI1).

The situation was more difficult for women who were single, di-
vorced, or without a stable partner. Many of them barely left home 
out of shame and took refuge in their family. However, they still had 
sexual needs, and despite fear and uncertainty, they strived to find a 
partner, even lowering their aspirations (in men). Although they had 
been obese since adolescence and were used to it, having sexual re-
lations with a person they hardly knew made everything much more 
difficult. This is how one woman described it:

There is no trust, at first you feel very uncomfortable, 
afraid. What embarrasses me the most are my tits, … 
that they see such big tits. I say no, don't take my bot-
tom t- shirt off me! (WDI10)

Self- rejection led to some women having problems in coping with 
relationships and facing daily activities such as buying clothes. MO 
limited them to buying in shops with large sizes, choosing from very 
few styles and buying unfashionable clothing. They could not choose 
the clothes that they liked, so they made clothes themselves or they 
bought them on the internet and asked a seamstress to adapt them. 
These limitations also marked their sexual lives as they did not find 
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themselves attractive. As one participant said, they did not buy sexy 
clothes, they did not try to look sexy, and they felt depressed:

I got tired of looking for sexy clothes, there are none for 
me. You are forced to put on your usual puritan panties 
… you gradually lose any illusion of sex appeal. (WDI13)

Clothing is a key factor that pushed them to lose weight and con-
sider surgery, with one participant saying it acted as a detonator, mak-
ing them face a situation which was important to them: The clothes just 
sat in the wardrobe, too small, not wearable, out of fashion … I no longer 
care! (WDI3).

3.2.2  |  Accepting the consequences and adapting 
sexual practices

For some women with MO, sexuality continued to be a key part of 
their lives; as with food, clothing and leisure, they confronted the 
situation by trying to normalize it. Putting on weight made sexual 
relations more difficult, but it did not prevent them from having in-
tercourse. They maintained interest in sex and still felt desire; they 
looked for satisfaction and were able to reach orgasm. For some of 
the participants, sex continued to be a necessity that they were not 
willing to relinquish:

I don’t have a problem with being fat, we accept it 
(partner), we want to do it (intercourse), for me it’s 
essential, I couldn’t live without sex. (WDI19)

Women and their partners had to refocus their sexual relations by 
coming to an agreement to make any necessary adjustments and look-
ing for more comfortable positions. This could be a positive indicator 
of the couple's maturity, due to their ability to discuss problems and 
seek solutions for a healthy sex life. As one participant said, she had to 
look for new adventures, encouraging alternative sexual experiences:

I can't do it with me on top (intercourse), if I get on all 
fours, he can’t get there. But the hands … they go ev-
erywhere! You can do many things with your hands. 
(WDI8)

Despite never completely relaxing (more for single women or those 
without a stable partner), our participants managed to feel comfort-
able when being naked or being seen naked by their partners. If the 
woman made an effort to maintain her sexuality, to show herself off, 
her partner responded, they continued to appear attractive, and this 
was a sign of hope. For example, one participant said:

When I get out of the shower naked I allow him to see 
me, look at me, talk to me and touch me (my partner), 
but it’s difficult because I don’t like myself! (WDI18)

Women with MO put their hopes in bariatric surgery and thought 
that it would improve their health, sexuality and quality of life. They 
expected improvements in physical mobility, body image and social 
acceptance. They also believed that it would help them to accept 
themselves and feel more confident and more desired. One of the 
participants commented that her partner also shared her hopes to im-
prove their sex life after the operation, and they had taken surgical 
decisions together because they saw it as a shared objective:

(Surgery) is one of the few dreams we have. When we 
feel scared, to put ourselves at ease, I say to him: just 
wait and see, when I’ve lost all that weight, penetrative 
sex is going to be better … just wait and see! (WDI14)

3.2.3  |  Managing uncertainty when the body 
overtakes the mind

Participants appeared to have experienced their relationships solely 
through the lens of body weight. The women were convinced that 
their partners had hidden negative thoughts about their bodies, and 
that they were with them only because they felt affection towards 
them and the time they had spent together. In their opinion, this 
feeling of resignation was what most pushed them toward bariatric 
surgery:

I feel that he is acting strange. I think that he sees 
me as so being fat that he doesn’t feel attracted to 
me…. I want to get the operation as soon as possible! 
(WDI13)

Even when the participants lived together as a married couple, 
the women felt a false sense of security and feared being left. They 
were afraid that due to a lack of sexual relations their partners would 
get tired and cheat on them with other women, and so jealousy jeop-
ardised their relationship.

We have sex, yes, but it’s bad and sporadic and … jeal-
ousy (she inhales). I can’t stop thinking that he is with 
another woman, that he doesn’t want to be with me, 
that he's going to leave me… (WDI7)

Some women stated that the loss of physical contact led to a loss 
of communication and affection from their partner. They felt that 
when they most needed their partners to be involved with their illness, 
they became distant. In these circumstances, some women said they 
needed medical help and were treated with antidepressants, which 
worsened their sex life.

The pills raise the mood, but not the libido. I was lying 
on the couch all day, not wanting anything, least of all 
sex. (WDI15)
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When they did not feel a sense of support, they convinced them-
selves even more that the solution was bariatric surgery. One partic-
ipant describes it like this: He's no longer affectionate or expressive he 
doesn't give me a hug when I’m feeling down … yes, I need to do something 
now! Surgery will help me (WDI5).

3.3  |  The partner as a source of support for 
sexuality in women with MO

Despite periods of doubt, women's sexuality involved their part-
ner, and both experienced significant changes. The women put into 
words the support that they received from their partners in relation 
to sexuality.

3.3.1  |  Sharing experiences, reaching agreements

For women with MO in a bariatric surgery program, their partners 
were fundamental support figures. Their positive attitude was nec-
essary for the women's self- acceptance and coping mechanisms. 
Our participants depended on their support to be able to express 
themselves freely regarding their sexuality, saying what they liked 
and what made them uncomfortable. The interviewees described 
the positive consequences of their partners not feeling embar-
rassed by them in public places, holding their hands, giving them a 
kiss and encouraging them to get dressed up and wear pretty/sexy 
clothes. As one participant explained, they felt loved, desired and 
respected, which was an invaluable source of support for these 
women.

He (partner) is always telling me not to worry, that 
he met me like this, that he loves me like this … that 
he still likes me physically and that he doesn’t worry 
about my body! (WDI2)

When many positions were impossible, and difficulties in having 
sexual relations increased, women and their partners adapted their 
behaviour to improve their sex life. Although most denied it, some par-
ticipants commented that they resorted to sex toys.

We had thought about it several times but we didn't 
dare. One day my husband went to a sex shop and 
bought (sex) toys … well, well (laughs). (WDI19)

According to the female participants in the study, MO also inter-
fered with the partner's (man's) sexuality, but they accepted it, learnt 
from it, and adapted to living with their partners’ bodies and new sex 
lives. The partner shared their worries regarding the risks associated 
with MO, especially bariatric surgery; but they supported the women's 
decisions and encouraged them to undergo surgery. As the women 
were not ready for sexual relations, the partner accepted long peri-
ods of sexual abstinence, hoping that the situation would change after 

surgery. This situation was especially worrying to participants, who 
clearly recognised it:

I don’t feel great about myself, and of course that af-
fects him (partner) too, but he tells me: Don’t worry 
about me, if you choose to have the surgery its for your 
own health. I’ve never demanded anything, I manage 
fine (sexually), I feel fine with you. (WDI18)

4  |  DISCUSSION

The aim of our study was to explore and describe the experiences of 
sexuality among heterosexual women diagnosed with MO and in a 
bariatric surgery program. The theoretical framework of Verschuren 
et al. (2010) allowed us to study MO as a chronic disease that af-
fects women on a physical, psychological, and relationship level, 
impairing their sexual wellbeing and quality of life. In line with the 
OECD (2019, p. 103), our results also confirm the importance of so-
ciocultural and educational aspects related to MO. Concurring with 
Mariano et al. (2014), participants stated that MO caused physical 
limitations, hindering mobility and making sexual positions difficult, 
thus making their bodies a severe obstacle in relation to their sexual-
ity. Similarly to men with MO, the women reject a body that limits 
their physical, social and sexual lives (Granero- Molina et al., 2020). 
Dissatisfaction associated with physical and psychological com-
plexes (Mantelo et al., 2014), together with the woman's body image 
insecurity, lead to low self- esteem (Yazdani et al., 2018) and prevent 
the enjoyment of sexuality.

Sexual well- being refers to the person's subjective experience of 
sexuality and how it is evaluated in the context of their personal rela-
tionships (Verschuren et al., 2010). In accordance with Mantelo et al. 
(2014), social and cultural factors also affect sexual life. Along these 
lines, our participants felt stigmatized and suffered rejection in their 
closest social groups (Albano et al., 2019; Brewis, 2014). Although 
overweight children/youth are at higher risk of feeling excluded 
or bullied (one in five obese girls report being victims of bullying, 
OCDE, 2019, p. 25), the study's participants do not refer to abuse in 
childhood or at the hands of their partners.

Türkben and Kaplan (2020) found a positive correlation be-
tween self- esteem and the quality of sex life in women with MO. 
In alignment with our results, women with MO sometimes discrim-
inate against themselves (Abrahamian & Kautzky- Willer, 2016), and 
this leads to dissatisfaction and favors FSD (Taskin et al., 2019). 
Furthermore, women with MO may have symptoms of depression, 
and antidepressant medication is associated with poorer sexual 
function (Steffen et al., 2017). The link between body image and sex-
ual function may explain the hope women place on bariatric surgery 
(Quinn- Nilas et al., 2016; Taskin et al., 2019). Low self- esteem is an 
indicator of despair amongst patients included in a bariatric surgery 
program, (Gaudrat et al., 2021). Therapeutic objectives should be 
defined for each individual patient prior to bariatric surgery, and re-
alistic expectations should be laid out (Hering et al., 2018). Although 
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people with MO worry about excess skin after bariatric surgery 
(Kabu & Özbayır, 2021), the participants address this after the inter-
vention as their key focus is weight loss.

As with other chronic diseases (Granero- Molina et al., 2018), the 
partner is the key support figure for sexuality in women with MO. As 
in other studies on bariatric surgery (Pories et al., 2016), our partic-
ipants share experiences and reach agreements with their partners, 
thus improving intimacy. According to other studies, the partner 
joins in the struggle against obesity (Ledyard & Morrison, 2008), 
and this may be a factor that helps to protect them in their marriage 
(Abidin et al., 2016). The majority of women feel supported by their 
partners, sexuality forms part of their shared life, and they continue 
to feel desired. However, they also fear losing their sensuality and 
male desire towards them (Abidin et al., 2016); they focus on satisfy-
ing their partner (Steffen et al., 2019).

In line with Wingfield et al. (2016), our participants place all 
of their hopes on bariatric surgery. The resulting improvement in 
self- esteem and body image are associated with positive impacts 
on female sexual function (Nilsson- Condori et al., 2020). Various 
studies demonstrate improvements in FSD after bariatric surgery 
(Pichlerova et al., 2019; Sarwer et al., 2012), together with an in-
crease in frequency, sexual satisfaction (Jiménez et al., 2014), com-
fort between the couple (Kabu & Özbayır, 2021) and sexual positions 
during sexual relations (Oliveira et al., 2019). Nevertheless, patients 
should have follow- ups after bariatric surgery to prevent or detect 
despair (Gaudrat et al., 2021). In addition, surgery is more effective 
when it is accompanied by lifestyle changes and a commitment be-
tween the couple (Landecho et al., 2017). In order to improve the 
way women with MO included in a bariatric surgery program cope 
with, learn about, and care for sexuality, a better understanding of 
their expectations and experiences is needed (Poulsen et al., 2016). 
This study has helped to reveal problems which should be taken into 
account by healthcare providers when giving advice in their medical 
or nursing consultations (Erenel & Kilınc, 2013).

4.1  |  Limitations

Although it is more and more present in social discourse, Catholic 
morality in Spain makes sexuality a difficult topic to address and 
may have been responsible for the interviews not being longer. 
A descriptive design justifies the fact that follow- up interviews 
were not carried out. Although purposive sampling was used to 
look for maximum variation, we were not able to recruit women 
<28 years old. The interview protocol did not include specific 
questions about a patient's history or sexual abuse trauma. The 
inclusion of participants from other ethnic groups in the study 
may have led to different results. All participants declared they 
were heterosexual and monogamous, and findings could be dif-
ferent for people with other types of sexual orientation (e.g. 
homosexual) or when both members of the couple have MO. 
Another significant limitation is not having obtained the perspec-
tive of the participants’ partners.

5  |  CONCLUSION

This study has highlighted the complexity of female sexuality in MO. 
Our findings point to the presence of physical and psychological 
limitations, coupled with social stigma and comorbidities. Personal, 
cultural and social factors may contribute to stigmatization, both 
from the women themselves or those around them. Some women 
experience self- image disorders, neglect, and a need to hide their 
bodies, which may lead to a form of sexuality that is borrowed and 
excluded. Some women focus their sexuality on satisfying their part-
ners, whom they fear they will lose. However, the findings are not 
homogenous; as in the case of other women, sexuality continues to 
be important for their identity and quality of life. MO causes severe 
limitations on a woman's sexual life; adaptation and coping mecha-
nisms lack not only social and professional support but, sometimes, 
also that of their partners. In this advanced phase of MO, the women 
need support, understanding and counselling. The decision- making 
process, shared with the women's partners, is focused on bariatric 
surgery, upon which the women place all of the hopes of an improve-
ment in their sexuality and quality of life.

5.1  |  Implications for practice and/or policy

• Sexuality in women with MO in a bariatric surgery program is an 
issue that must be explored. Bariatric surgical nurses have a privi-
leged position in assessing these women's sexuality as well as that 
of their partners.

• Nurses can recommend alternative practices to sexual intercourse 
(positions, sex toys…), that improve the sex life of the women with 
MO and that of their partners. They can also refer them to spe-
cialists such as sexologists.

• The women with MO and their partners’ high expectations of an 
improvement in their sex life following bariatric surgery should be 
managed by the multidisciplinary team in the pre- operative phase 
so that they are not left frustrated after the surgery.
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