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Title 

‘It just made me feel so desolate’: Patients’ narratives of weight gain following 
laparoscopic insertion of a gastric band 

 
 
Abstract  
Aims and objectives: To describe the experiences of patients who have failed to 
maintain weight loss following the insertion of a Laparoscopic Adjustable Gastric 
Band (LAGB) for the treatment of morbid obesity. 
Background: Obesity is a global health problem resulting in physical, psychological 
and economic problems, and presenting challenges for health services. Surgical 
intervention is an increasingly common approach to treatment, however some 
patients do not sustain their weight loss following bariatric surgery and little is known 
about people’s longer-term experiences following LAGB insertion.  
Design: A narrative based qualitative interview study. 
Methods: A purposive sample of ten participants who had undergone LAGB insertion 
for morbid obesity was recruited.  Semi-structured interviews were conducted in 
2014. Thematic analysis identified codes and emerging themes common to the 
participants’ experiences. 
Findings: Three major themes emerged: living with the side effects; regret; and lack 
of support.  These reflect the difficulties participants experienced and provide new 
insights on why weight loss is not sustained after two years following surgery. 
Conclusion: Participants reported that the surgery had a detrimental effect on their 
lives and some regretted having the band inserted.  These findings identify areas of 
care that need to be addressed if patients undergoing LAGB are to experience its 
potential benefits and indicate that further research is needed into the long-term 
effects of gastric band insertion.  Patients need to be better informed about the 
consequences of bariatric surgery if it is to have a lasting impact on their weight 
reduction.    
Relevance to clinical practice: Patients require comprehensive information and 
support before and after LAGB insertion in order to develop strategies which will help 
them lose weight and sustain it over the longer-term. Clinicians need to be sensitive 
to patients' needs when weight loss plateaus or weight is regained and intensify 
support during these periods. 
 
 
Keywords: bariatric surgery, narrative, nursing, obesity surgery, qualitative, weight 
loss 
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What does this paper contribute to the wider global clinical community? 
 

· Laparoscopic adjustable gastric band (LABG) insertion is one of the most common 

bariatric surgical techniques used in the treatment of morbid obesity. However, 

following LABG, some patients do not always sustain their weight loss and some 

regain weight, which can affect all aspects of their lives. 

· The dramatic weight loss following LAGB insertion is described as a positive 

experience, however when weight-loss plateaus patients tend to focus mostly on the 

negative effects of having a gastric band. These negative effects lead to distress and 

feelings of regret for having had the gastric band inserted.   

· Patients require information and support before and after LAGB insertion in order to 

develop strategies which will help them lose weight and sustain their weight loss 

over the longer term.  Psychological and self-support interventions need to be 

explored further in relation to this particular group of patients and be evaluated for 

their long-term effect. 
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INTRODUCTION 

The incidence of obesity has more than doubled since 1980, and in 2014 there were 

600 million people who were classified as obese (WHO 2016). Obesity is a major 

public health issue (Buchwald & Oien 2009), resulting in adverse outcomes for 

obese individuals including physical co-morbidities, poor quality of life, reduced 

psychosocial functioning and economic hardship (Mamplekou et al. 2005, Cochrane 

2008, van Hout & van Heck 2009).  Bariatric surgery has been identified as the 

intervention of choice when dietary interventions to reduce weight have failed 

(Buchwald & Oien 2009, National Institute for Health and Care Excellence [NICE] 

2006).  The rate of Laparoscopic Adjustable Gastric Band (LAGB) insertion in 

particular has increased (Pataky et al. 2011). For example, the number of bariatric 

surgery procedures performed in England increased from around 470 in 2003/04 to 

over 6,500 in 2009/10 (National Obesity Observatory 2010) and It is now a common 

procedure in Australia, the United States and most parts of Europe (Buchwald & 

Oien 2009).  Despite the rise in the number of LAGB procedures undertaken, there is 

little research investigating patients’ experiences following surgery.  This paper 

reports a study which described patients’ accounts of the period following surgery 

which revealed how they struggled to maintain weight loss in the longer term and 

how they made sense of what they had experienced.  

 
Background 

Bariatric surgery is regarded as an effective method of weight loss treatment for 

obesity and LAGB insertion is one of the most common interventions available 

(Buchwald & Oien 2009).  It involves placing a silicone band around the upper 

stomach below the gastro-oesophageal junction and injecting saline into the band to 

tighten it.  The rationale is that the pressure on the stomach will result in early satiety 

and thus induce a feeling of ‘fullness’ for a longer period after eating.  
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Patients who undergo LAGB insertion can achieve losses of between 35-50% 

of excess weight in the first three to 36 months post-surgery (Scholtz et al. 2007, 

O’Brien et al. 2013) and experience a reduction in a range of comorbidities including 

type 2 diabetes, hypertension, dyslipidaemia, osteoarthritis, obstructive sleep 

apnoea syndrome, and metabolic syndrome (O’Brien et al. 2006a, Favretti et al. 

2007). Systematic reviews of studies of LAGB patients’ maintenance of weight loss 

indicate there is significant weight loss at 12-24 months and a steady but negligible 

weight loss following that period (Chakravarty et al. 2012, O’Brien et al. 2013). 

However, there can be weight gain in the two years following surgery. Conceição et 

al. (2014) found that 17% of the 62 LAGB patients in their study experienced weight 

regain two years after surgery.  Moreover, LAGB is not without risk, and 

complications include band slippage/migration, gastric necrosis, oesophageal 

dilatation, and erosion of the gastric wall by the band (Chevallier et al. 

2004).  Despite these risks, NICE (2006) recommends LAGB insertion for patients 

diagnosed as morbidly obese (Body Mass Index of over 40kg/m² or 35kg/m²) with 

co-morbidities such as diabetes and hypertension, and it has become a treatment of 

choice worldwide (Pataky et al. 2011). 

It has been suggested that long term support is vital if patients are to maintain 

weight loss following LAGB insertion (Nicolai et al. 2002, Liebl et al. 2016), and if this 

is to be provided, greater understanding of the patient experience is required.  In 

view of this, the study reported here was undertaken to describe the experiences of 

patients following LAGB insertion for morbid obesity whose weight loss plateaued or 

who regained weight two years after surgery. 
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THE STUDY 

Aim 

The aim of the study was to describe the experiences of patients who had failed to 

maintain weight loss following LAGB insertion for the treatment of morbid obesity. 

The intention was to access the patients’ accounts in order to understand the impact 

the procedure had on their lives two years or more following surgery. 

 
Design 

In view of the lack of existing research in this area, an exploratory descriptive 

approach was chosen to explore the nature and meaning of the patients’ 

experiences (Holloway 2005). A qualitative approach (Holloway & Wheeler 2010) 

informed by narrative as an interpretive framework (Mitchel & Egudo 2003) was 

taken.   It has been noted that qualitative research can be conducted in dozens of 

ways, with many of these approaches having established traditions and conventions 

(Miles et al. 2014).  However, they share a key concern with exploring the ways 

people in particular settings come to understand, account for, take action and 

manage their day-to-day situations (Miles & Huberman 1994, p7). In qualitative 

research, it is essential to uncover the constructions of participants which involves 

accessing such constructions and exploring their meaning (Lincoln & Guba 

2013).  Lincoln & Guba (2013) go on to stipulate that all methodologies should fit 

with the ontological assumptions of the work.  One way of addressing this is through 

an explanatory narrative approach which seeks to render an account of why 

something happened though a narrative (Sandelowski 1991).  This is consistent with 

a constructivist ontology and in view of this the overall design of the study was 

informed by the principles of the narrative approach, that is the investigation of 

Illness narratives, which are the storied accounts of ill people and their informal 

carers - typically recounted in semi-structured or unstructured research interviews 
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(Thomas 2010).  Research focused on patient illness narratives has made an 

important contribution, particularly to sociological understanding of the patient 

experience (Mathieson & Stam 1995, Radcliffe et al. 2013) and is also becoming 

more common in nursing (Wang & Geale 2015).  There has been some lively debate 

concerning the extent to which the privileging of the respondents’ accounts presents 

a limited perspective on phenomena (Thomas 2010), however accessing personal 

narratives can transcend the mere noting of the facts of the case (Exworthy 2011), 

and so offered the prospect of accessing key insights in this new area of the patient 

experience.   This approach is well suited to the study of subjectivity and identity and 

reveals much about social life or culture, as culture speaks through stories (Mitchel & 

Egudo 2003).  This offers the prospect of uncovering new or hidden data (Borland 

1991, Harrison 1996) and because of the focus on encouraging the respondents to 

engage in storytelling, a conversational style of interviewing was used (Riessman 

1993, Coates 1996). A narrative framework affords access to the human experience 

of time, order and change (Sandelowski 1991), in this case the experience of people 

after LAGB insertion. This involved conducting semi-structured interviews, which are 

appropriate for this approach (Thomas 2010, Muylaert et al. 2014).   

 

Sample 

A purposive sampling strategy (Kuzel 1992) was used and 70 patients (53 female, 

17 male) who had undergone LAGB insertion between 2009 and 2012 in a hospital 

in the West Midlands of England were identified as potential participants for this 

study. Of the 35 patients who met the inclusion criteria (Table 1), 20 did not respond 

to the invitation to participate in the study.  Twelve patients agreed to participate, 

however two did not respond to the interview invitation.  
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Data collection 

The data collection was undertaken by a female researcher (FL) with experience in 

LAGB research, over a three-month period in 2014.  The interview guide was 

developed following a comprehensive literature review and included questions 

designed to explore the effects of the LAGB on the patients’ lives following insertion 

(Table 2).  The semi-structured interviews followed a broadly chronological approach 

and the respondents were encouraged to talk about the antecedents to the surgery 

(including accounts of how they had put on weight in the first place), the decision to 

have a LAGB inserted, their narratives about life in the period following surgery, and 

the difficulties experienced in maintaining weight loss.  

Participants chose the interview setting. Nine were interviewed in their homes 

and one in an interview room at the hospital.  The interviews lasted between 60 to 90 

minutes, were digitally recorded and transcribed verbatim.  

All participants had been offered a follow-up care package for a minimum of 2 

years by bariatric physicians and dieticians in the bariatric service consisting of 

physical health checks and advice about diet and exercise (NICE 2006, 2016). Two 

years after the operation, patients were discharged from the bariatric service and 

nutritional status monitoring was transferred to their general practitioner. Although 

individually tailored psychological support is advised, none of the participants 

recalled receiving psychological support. All participants confirmed that their weight 

loss had plateaued or that they were regaining lost weight.  

The interviewer, during the interviews, established rapport with the 

participants and a calm, conversational approach was taken which facilitated open, 

honest discussions.  During the interviews, the interviewer made contemporaneous 

notes on the participants’ gestures and body language.  This was done to record 
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additional detail concerning the context of the participants’ responses.  For example, 

where facial expressions or gestures accompanied comments made.  Where 

relevant, these have been indicated in the data extracts appearing in the results.  In 

this way these notes provided insights that were valuable in the analysis of the data 

because they enhanced understanding of the situation being studied (Rodgers and 

Cowles, 1993).  

 
Ethical considerations 

Ethical approval for the study was granted by the local Health Research Ethics 

Committee (13/WM/0286). The 35 participants who met the inclusion criteria were 

asked by the lead clinician of the weight management clinic they were attending if 

they would consider participating in a research project.  If a patient expressed 

interest, an invitation letter and participant information leaflet were sent to their home 

address.  The ten participants who agreed to participate signed an informed consent 

form and were advised that they were free to withdraw from the study at any 

point.  Provision was made for psychological support in case any of the participants 

experienced distress during, or as a result of, the interview. 

 
Data analysis 

Thematic analysis was undertaken (Braun and Clarke 2006) because it has a clear 

structure, yet is flexible enough to encompass the overall narrative approach which 

informed the study design (Boyatzis 1998).  The interviews were transcribed, the 

transcripts were read several times and the sound files were listened to on a number 

occasions to cross check for accuracy and to give attention to intonation and 

expression by one researcher (FL). 

The interviews were coded initially for emerging core descriptive content, this 

involved assigning codes to particular words, sentences, phrases or entire 
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paragraphs and then grouping them into broader categories of data, before 

identifying the common themes in the data (Braun and Clarke 2006).  This iterative 

process of charting and interpretation is used extensively in qualitative research 

(Srivastava & Hopwood 2009, Ryan & Bernard 2000) and is also central to a 

narrative approach (Brandner et al. 2014, Llewellyn et al. 2014,).  One of the 

transcripts was analysed independently by all the researchers (NL, AH, NE) using 

the same method and similar themes were identified, enhancing the validity of the 

analysis (Burnard 1991).  The data analysis resulted in the identification of three 

main themes which were agreed by all the researchers. 

 
Rigour and Trustworthiness 

Credibility in qualitative research is essential in establishing its trustworthiness 

(Lincoln & Guba 1985).  The credibility of the findings from this study was enhanced 

using the narrative approach which encouraged honesty in reporting personal 

experiences.  The primary researcher was an experienced obesity research nurse, 

who could establish rapport with the participants.  Although participants were not 

asked to validate the findings, one transcript was analysed by all the researchers 

(Burnard 1991) and the primary researcher had frequent debriefing sessions with 

experienced qualitative researchers to discuss the findings.  Detailed description of 

the findings is provided with illustrative data extracts which are discussed in terms of 

their congruence with previous work (Shenton 2004).  The processes followed in this 

study have been described in detail to ensure clarity concerning the decisions taken 

at the planning stage and the steps taken during the study, demonstrating 

dependability (Lincoln & Guba 1985, Shenton 2004). 
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RESULTS 

All the participants were women aged between 43 and 63 years old (mean 

52.8).  Their BMIs prior to surgery ranged from 37.2 to 50.6 kg/m2 (mean 

42.53kg/m2).  Only two participants were non-white (Table 3). 

The participants described their experiences prior to LAGB insertion and 

explained their decision to have the band inserted.  The initial effect of the 

intervention was described as a positive experience, however when weight loss 

plateaued, their experience became more complex as related in their narrative 

accounts.  The themes in the data were: Living with the side effects; Regret; Lack of 

support. 

 
 
Living with the side effects 

Without exception, the participants identified the negative side effects of living with a 

gastric band, particularly the combination of the pain, regurgitation and vomiting they 

experienced.  

I always used to sit nearest the end of the table I’d never sit in a corner 
because I’d have to get up quickly because I could feel it there (places hands 
on her upper chest) and be thinking oh no I’ve got a few seconds to get to the 
toilet and since I had the band done as soon as I go into a building I look to 
see where the signs are [for the toilets] just in case I’m going to be 
sick.  (Julie) 
 

Once the band was in place eating larger portions of food caused pain, similarly 

when ‘proper’ food was eaten too quickly it would ‘get stuck’ which also resulted in 

discomfort. Proper food was described as chicken, salads, fresh fruit and vegetables; 

however, these were often avoided because eating them led to pain.  Instead they 

ate the ‘wrong foods’ such as sweets, chocolate and foods high in saturated fat and 

sugar.  This was reported to be necessary because eating chocolate and sweets did 

not cause the pain experienced when eating normal food.    
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I wasn’t told when I had this [gastric band] that I would have to diet for the rest 
of my life I wasn’t told about stuff getting stuck and all the vomiting and 
everything else ... if you overeat you will vomit because you’ve only got a 
small pouch like you know (Mary) 

 

Regurgitation, vomiting and the fear of vomiting were also common distressing side 

effects. The respondents explained how the unpredictability of vomiting led them to 

avoid social interaction, particularly family occasions, to prevent embarrassment, 

which in turn resulted in them feeling isolated from friends, colleagues and family. 

…it just made me feel so desolate really, I mean the whole point of being on 
holiday is to enjoy yourself and have fun and I wasn’t and I mean this was 
Disney in Orlando they have a lot of different restaurants and it’s not as 
though I’d eaten a lot of big meals but for some reason some of it just had to 
come out and what it was it was a lot of great big windy reflux it was a lot of 
saliva that I was throwing up and so I had to watch the food, it made me feel 
rotten. (Hera) 

 

In response to the effects of LAGB the women developed ways to cope with it, for 

example ‘cheating the band’: 

…you could cheat by having a mouthful of water and I know it’s not the way to 
do it but that’s what I did, that’s the only way I could act normal round my 
children because they never knew.  My husband did and he’d look at what I 
was having and be thinking you’re going to choke now. (Julie) 

 

‘Cheating the band’ involved engaging in strategies to overcome the restrictions in 

dietary intake imposed by the LAGB.  Examples included taking water to ease 

swallowing of larger amounts of food than could be accommodated following LAGB 

insertion-as noted above, and eating high calorie foods such as chocolate, that could 

be enjoyed without inducing discomfort even though the participants knew this 

should be avoided. 

In some cases, coping with the side effects involved seeking solace in consuming 

the ‘wrong’ foods, not just because they were easier to eat, as noted earlier, but 

because it was a way of dealing with the problems they faced: 
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I’d have a bad day and I’d be back on the bad foods because I’ve got a sweet 
tooth and I want chocolate that would be on a bad day type of thing but I 
wouldn’t stop at one I’d have to eat half the box or the whole bar and it would 
be like 200 grams at a time or more if I had it [chocolate] you see so now like 
two years on my health isn’t that good. (Harpreet) 

 

and 
 

If anybody upsets me I think stuff it and I go down the shop and buy two or 
three bars of chocolate with nuts in and I eat all of them. (Pat) 

 

The cumulative effect of living with the band was manifested in feelings of regret 

expressed by the women. 

 
Regret 
Most of the participants expressed feelings of regret for having undergone the 

operation. It appeared that the long-term expectations were high and when 

participants stopped losing weight the side effects felt unbearable and led some to 

feel they should not have had the operation in the first place. The impact of the 

weight loss in the initial stages following band insertion on the women resulted in 

feelings of ‘elation’. 

I never felt better in my life I didn’t limp I didn’t hobble and … at that point I’d 
only gone down to 20 stone you wouldn’t believe the difference that made to 
my life because I’d carried all that weight for so long I was absolutely …over 
the moon and buying clothes.  I remember that first Christmas that I’d lost the 
weight I went to a department store to get a dress and I stood there and I 
cried because I’d bought a dress from a normal shop because I never thought 
I could look like that and I stood in the changing room and sobbed.  (Eve) 

 

However, their accounts reflect the stark contrast in their feelings when they 

regained weight.  

 

I was miserable as sin really uncomfortable, I hurt with my Arthritis because 
the weight doesn’t help I hate myself again, I mean I’ve got all these clothes 
that I got when I lost the weight I’m still not back up to a 26 [dress size] at this 
moment but I look at all the clothes I got when I was thinner and it  tears me 
apart, but I won’t throw them out because I’m determined to get back in them 
but it rips me to pieces psychologically it’s having a terrible effect on my well-
being I’m just so down in the dumps. (Eve) 
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Many of the women spoke of regretting their decision to have a LAGB inserted 

because of the negative impact it had on their lives.  Although it initially seemed to 

be a solution to the weight problems they had, it was clear this was not the case.   

 

I sort of realised that this is your last chance … so I sort of knew I was taking a 
risk but it’s what I had to do, take that risk as I wanted to get me old life back 
you know because it’s been so life changing … I wanted to take charge of my 
life again and then the band, and I thought here was my opportunity to get 
some of the old me back but it didn’t. (Elizabeth) 

 

Such feelings led one respondent to comment: 

In the long term, I want it out I want it out so I can live a normal life. (Mary) 
 

This resulted from a combination of complex emotions and dissatisfaction with their 

own efforts: 

I was livid I was really cross with myself I knew I’d got to make more of an 
effort to eat the right things. (Monica) 

 

However, the women interviewed in this study were unable to maintain their weight 

loss and felt their health had not improved following the LAGB insertion. 

They didn’t want me to have it because I’m not a very good healer. Give me a 
cold and I’ve got it for weeks. They didn’t want me to have it because I never 
eat a lot anyhow and they reckoned I’d eat even less so I didn’t have any help 
off them, no help at all I had no encouragement.  It was my idea you know, I 
thought if I could lose some weight I’d feel better but when I lost it I felt 
worse”.  (Pat) 

 
 
Lack of support 
The participants identified the lack of support they received before and after the 

surgery as a contributory factor in their inability to maintain weight loss.  In terms of 

preparation for the procedure the respondents recalled that: 

You are told things… you’re given diagrams and you’re told this is what’s 
going to happen and you need to do this, you need to do that, you know?  But 
how it’s actually going to make you feel and how difficult it will be to eat or 
stick to a regimen … you’re not helped really…. (Chris) 
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When thinking about this, one respondent suggested an approach that she would 

have found helpful. 

You need someone who’s had the band because they know what you’re going 
through.  I mean to get a stick insect for a dietician, I mean you get a big lady 
walking in to see a dietician and there’s this sticky thing who says well you 
can’t eat this and you can’t eat that I mean you don’t want that, you need 
someone who’s probably had the op you’ve had and who knows what you’re 
going through and knows how you feel.  (Pat) 

 

In addition to the concerns expressed about pre-operative preparation, the 

participants recounted their experiences of their subsequent care and how this 

affected their ability to maintain weight loss.  For some it was reported to be fairly 

minimal: 

I had my op, I came out, they gave me a glass of water and discharged me, 
that was it, I had nothing I had a glass of water and they sent me home at half 
past eight in the morning. (Jane) 

 

For others, the support was either not available or was not appropriate.  

…they just give you pamphlets…it means nothing but if they’d have sat you in 
a room altogether and talked to you about your food and portions and stuff, 
but you just go back and see a dietician she weighs you and talks to you 
about your food and then you go again.  That’s it, as soon as you walk out it’s 
like anything, you don’t bother and people just ram food back in their mouth 
and think oh I’ll lose it for next time. (Pat) 

 

They felt there was a need for a different approach.  Along with the surgery the 

respondents identified the need to develop a fundamental shift in the way they 

managed their dietary intake. 

I think I was told when you first have the band done there’s help that way and 
I never ever had any, never had any help on the mental side of it to try and 
restructure your brain because I’m never hungry here (points to her stomach) 
but I’m hungry in my head (points to head) my head’s absolutely starving.   
(Chris) 

 

Similarly, Monica focussed on this need for help to re-order thinking to support 

continued weight loss. 



15 
 

If they could do something to your brain while you’re having your band fitted I 
think that would be great because it’s not your stomach … that tells you you 
want something to eat, it’s your head. It’s like your head’s greedy but your 
stomach isn’t. The old thoughts are still there, they haven’t been dealt with like 
... trying to pick and eat a more healthy diet that’s what needs to be dealt 
with.  The reasons why you eat the way you do and help to deal with 
it.  (Monica) 

 

Many felt support should be offered on a long-term basis and that a range of options 

should be available to meet the complex needs of people in this 

situation.  Suggestions included counselling with a psychiatrist or psychologist using 

Cognitive Behavioural Therapy (CBT) and support groups.  For some there was a 

feeling that such support needed to be provided on a ‘lifelong’ basis and it was clear 

the respondents felt there was a lack of support to help them manage their weight 

loss: 

I feel a little bit let down because after all this time I haven’t got anyone I can 
turn to at the moment.  I do feel … they’re quick enough to resolve the 
problem, I feel let down they’re not supporting me to maintain my weight I 
don’t think you should be discharged until you say I want to be discharged. 
(Jane) 

 
 
DISCUSSION 

The purpose of this research was to describe the experiences of patients who had 

failed to maintain weight loss following LAGB insertion for the treatment of morbid 

obesity.  New insights are revealed on the long-term effects of living with a LAGB, as 

the participants were interviewed two years or more post LAGB insertion.  The 

findings indicate a number of sequelae following LAGB insertion that had a negative 

impact on the lives of the participants. Participants also explained how this led to 

feelings of regret and that the lack of support they received contributed to a situation 

whereby the quality of their lives post LAGB insertion had not improved in the way 

they had hoped.  
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All the participants explained that they achieved significant weight loss in the 

first twelve to eighteen months following surgery.  This initially had many positive 

effects on their health and emotional wellbeing.  They described feelings of elation 

and joy at having lost considerable amounts of weight.  Indeed, a number of 

participants were able to reduce or discontinue medication for hypertension, type 2 

diabetes and dyslipidaemia, which has been found in earlier bariatric surgery related 

research (Brown et al. 2009).  However, for the participants in this study the rate of 

weight loss slowed after eighteen months following LAGB insertion.  This is 

consistent with work conducted by Bocchieri et al. (2002) and O’Brien et al. (2006b) 

who found the rate of weight loss plateaued between 18 and 24 months.  It is at this 

point that many patients who have had LAGB insertion experience disappointment 

with the slowdown of weight loss and resume consumption of calorie dense food 

(O’Brien et al. 2006a). 

The respondents found the pain, regurgitation and vomiting, which at times 

could be projectile, very distressing.  Although patients who have had bariatric 

surgery are advised to eat small mouthfuls of food and chew it for a long period 

before swallowing (Brown et al. 2009), the participants in this study reported how 

they were unable to follow this guidance.  This resulted in the development of a 

range of strategies to circumvent the limitations they felt the LAGB placed on them, 

and feelings of regret.  To avoid the embarrassment and discomfort, they limited 

their social interactions and became isolated.  The isolation could be detrimental to 

their physical and emotional wellbeing and can lead to anxiety and the development 

of depressive illness (Cacioppo & Hawkley 2003).  Indeed, patients who have 

undergone gastric band insertion can experience high levels of depression, anxiety 

and chronic physical illness (Simon et al. 2006). 



17 
 

To avoid or reduce the distressing symptoms, participants reported ‘cheating 

the band’ which has similarities to the ‘ways around the band’ identified by Pfeil et al. 

(2014), although in their study the participants considered the distressing symptoms 

to be a ‘reasonable price to pay’ for the weight loss (Pfeil et al 2014). Indeed Pfeil et 

al (2014) report that their respondents felt these ‘ways around the band’ afforded 

them a greater feeling of control over their food intake and felt angry with those who 

did cheat.  It should be noted however that data was collected 12-18 months after 

surgery when most of the participants were losing weight (Pfeil et al. 2014).  The 

accounts might have been different if the study had been conducted when weight 

loss had plateaued.  In contrast to the perception of the respondents in the Pfeil et al 

(2014) study that the ‘enforced control’ (p50) of the LAGB helped them and was 

paradoxically liberating, in the present study it was regarded as restrictive, negative 

and something to be circumvented.  Also, this tendency to view the band as 

something ‘other’ to the individual and regarding it as something to be outwitted was 

also observed by Homer et al. (2016).  In their study the participants saw the gastric 

band as a ‘tool’ to control eating and expected the surgery to remove their need to 

decide to eat or not.  This desire to hand over control to an external source was also 

found by Ogden et al. (2011) who explored patients’ experiences of unsuccessful 

weight-loss following bariatric surgery, including LAGB insertion.  This is an 

important finding when considering how best to support patients in adjusting to the 

effects of such procedures. 

The narratives of the participants indicate how their feelings toward the band 

and its effect on them changed over time.  This was expressed as a form of regret 

for the ‘lost self’ prior to gaining weight in the first instance.  They also experienced 

regret about the negative effects on family and friends and loss of their social 
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life.  Although regret can act as a motivating force to corrective action (Markman et 

al. 2008), as a complex backward looking emotional experience, it is generally 

regarded as having a negative impact on wellbeing leading to emotional distress 

(Wrosch et al. 2005). 

Participants felt they received little support either before or after insertion of 

the band and suggested a number of ways support could be offered to them by both 

specialists and self-help groups.  Most of the participants acknowledged that they 

needed to change their relationship with food.  However, evidence suggests that 

even when patients receive treatment to address their eating behaviour following 

LAGB insertion, their relationship with food is not completely modified, often resulting 

in weight gain (Liebl et al. 2016).  This suggests that long term coping strategies 

need to be developed and health professionals could play an important part in 

helping patients adopt healthy eating behaviours (Kinzl et al. 2006, Liebl et al. 2016). 

Interventions such as Cognitive Behavioural Therapy (CBT) have been 

effective for LAGB patients, with a systematic review demonstrating greater weight 

loss post operatively compared to those who did not receive CBT (Rudolph & Hilbert 

2013).  Similarly, another systematic review, concluded group counselling post 

bariatric surgery is associated with greater weight loss (Livhits et al. 

2011).  However, further research is required to establish whether the gains from 

these interventions are maintained long-term.  Other interventions worthy of further 

consideration include self-help groups which offer emotional and practical support 

and empower members to develop positive coping strategies to deal with the 

negative aspects of their lives (Elakkary et al. 2006).  Whilst the benefits of 

behavioural self-management intervention programmes such as the Expert Patient 

Programme and DESMOND for newly diagnosed type 2 diabetes have been 
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recommended for patients undergoing bariatric surgery (Homer et al. 2016), they 

would need to be adapted and tailored for the specific needs of patients in this 

situation.  Crucially, NICE (2006, 2016) guidelines recommend that patients are 

discharged from secondary care after two years, the time when evidence, and the 

current study, suggest that weight loss levels-out and is a period when patients 

require further specialist support.  

The accounts of the participants chart their progress from elation and rapid 

weight loss in the immediate post-operative period, to distress and regret as their 

weight loss plateaued and the reality of living with a gastric band became 

apparent.  This resulted in several of the participants expressing the wish that they 

had not had the surgery.  The narratives of the women reveal the stark iatrogenic 

(Illich 1977, 2003) effects of LAGB insertion which in turn indicate the areas of care 

that need to be modified if patients are to experience the benefits of LAGB insertion 

rather than its adverse effects. 

 
Limitations 

This study has a number of limitations.  Despite both male and female patients being 

invited to participate, only women agreed to take part.  This may be because women 

generally are more willing to talk about health issues (Möller-Leimkühler 2002) and 

reflects the fact that more women than men undergo LAGB insertion (Burns et al. 

2010).  Men’s experiences may have been different to the ones described by the 

women in this study. 

Ten participants could be considered a small sample, however views on the 

acceptable number of participants for qualitative studies vary depending on the 

nature of the study (Baker & Edwards 2012), and there is no consensus in this area 

(Sandelowski 1995).  A sample of ten participants was considered appropriate for 
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the aims and scope of this study and provided rich narrative data.  Participants were 

from one area in UK and their views may not reflect experiences or support provided 

in other geographical areas.  However, similar findings have been identified in other 

studies (Bocchieri et al. 2002, O’Brien et al. 2006b, Pfeil et al 2014) suggesting the 

findings have some transferability. 

 
Conclusion 

This study described accounts of patients who did not maintain weight loss or 

regained lost weight in the longer term following LAGB insertion, and how they made 

sense of what they had experienced. Patients’ narratives in this qualitative study 

captured the complex nature of their experiences.  The main findings were that the 

participants had to adapt to living with a range of unanticipated side-effects of LAGB 

insertion, which had a negative impact on their lives; they experienced regret at 

having the procedure undertaken, with some expressing a wish to have the band 

removed; and they identified the lack of support received as one of the main reasons 

for not sustaining weight loss after two years following surgery. The major life 

changes experienced by patients following bariatric surgery can have a significant 

impact on health and wellbeing (Bocchieri et al. 2002) and if the potential benefits of 

LAGB insertion are to be realized then patients need to learn how to adjust to and 

live with the band on a day-to-day basis, which involves not just coping but also 

feeling psychologically supported (Morris et al. 2010).   

 

 

Relevance to clinical practice 

Patients who have undergone bariatric surgery need to adjust their lifestyle and diet 

to achieve the expected outcomes and sustain long-term weight loss. Clinicians 
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need to be aware of the challenges patients face in adjusting to life following LAGB 

insertion and provide adequate psychological support. This support needs to be 

provided on a long-term basis to ensure that psychological, dietary and lifestyle 

changes are sustained.   

Clinicians working with patients prior to and following LAGB insertion need to 

be alert to patients’ distress and anxiety so that timely support can be initiated. 

Nurses working in bariatric services could be equipped with the skills to provide 

simple psychosocial interventions in order to support patients who have undergone 

bariatric surgery. Clinicians should also ensure that these psychosocial interventions 

are evaluated for their long-term effectiveness. 

Considering the increasing number of patients undergoing bariatric surgery 

and the concerns about its efficacy, health professionals are required to support 

patients to adjust to and live with the band on a day-to-day basis. In addition, helping 

patients to think differently about themselves, their relationship to food, and the need 

for a sustained change in lifestyle is essential if the negative impact of LAGB 

insertion is to be ameliorated. 
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