
ABSTRACT

Introduction: morbid obesity (MO) is a chronic disease that is
reaching epidemic proportions and becoming an increasing health
problem in developed countries. Obesity-related comorbidities re-
duce both the quality and expectancy of life. 

Objectives: to validate the GIQLI (Gastrointestinal Quality of
Life Index) test as a reliable and effective tool for the evaluation of
quality of life in morbidly obese patients. 

Patients and methods: the GIQLI test is made up of 36 in-
dividually scored items, the addition of which give up a final score.
A higher score correlates with a better quality of life. Items can be
separated into five groups or dimensions: digestive symptoms,
emotional status, effects of  treatment, and physical as well as so-
cial dysfunction. The GIQLI test was administered to a random-
ized sample of 1990 morbidly obese patients who fulfilled the in-
dication criteria for bariatric surgery, and to a control group of
100 healthy individuals with no known medical, functional or psy-
chiatric disease. Overall test and specific dimension scores were
evaluated for each group. 

Results: overall test and specific dimension scores were signif-
icantly lower in patients with MO when compared to the control
group. The overall GIQLI score decreased as age increased, as did
the number of associated comorbidities. 

Conclusions: the GIQLI test proved to be a rather useful tool
to evaluate quality of life in morbidly obese patients. These pa-
tients present a poorer quality of life not only because of the pres-
ence of digestive symptoms but also because of their emotional,
physical, and social status. 
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INTRODUCTION

Morbid obesity (MO) is a chronic disease that is reach-
ing epidemic proportions in developed countries (1). Pa-
tients with MO not only have a greater risk of suffering
from serious associated diseases (cardiovascular, respira-
tory, metabolic, degenerative, etc.) and a shorter life ex-
pectancy, but also expect a poorer associated quality of
life (2). The incidence of some digestive diseases, such as
biliary lithiasis and gastroesophageal reflux disease, in-
creases with obesity. The problem has reached such a
magnitude that general unanimous consensus has been
clearly established regarding the indication of bariatric
surgery (3), which is currently considered the only effec-
tive treatment available to achieve adequate, sustained
weight loss in morbidly obese patients (4,5). The evalua-
tion of health-related quality of life (HRQL) as used in
the study digestive diseases (6,7) has been steadily grow-
ing to include other conditions such as MO (8).

Current medicine not only calls for an evaluation of re-
sults in terms of cure for a given disease but also for an
improvement in the quality of life and side effects result-
ing from every treatment. HRQL in morbidly obese pa-
tients –with or without comorbid diseases– cannot be
based on the subjective perception of the physician but
on objective, easy-to-assess parameters. Chronic diseases
such as obesity affect HRQL and continuously limit the
affected individual’s daily activity. The objective mea-
surement of HRQL enables a collection of additional in-
formation on a specific disease, and the evaluation of the
impact of said disease on the patient and his or her set-
ting.

Indexes used to evaluate HRQL must meet some basic
criteria (9-11). There is a wide array of multiple question-
naires to measure HRQL, some of which are specific
with other being more generic (9,10). GIQLI (Gastroin-
testinal Quality of Life Index) is a validated question-
naire designed to measure quality of life in patients af-
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fected with digestive diseases. Its use also allows the
clinician to evaluate the effectiveness and sequelae from
different medical or surgical treatments in the short, mid
and long run.

The objective of the study was to evaluate quality of
life in morbidly obese patients by using the GIQLI ques-
tionnaire. This questionnaire will be subsequently vali-
dated for use as an effective tool for the evaluation of out-
comes obtained with the various treatments used in MO,
taking into account that in bariatric surgery the anatomy
of the normal digestive system is modified.

PATIENTS AND METHODS

From May 2002 to October 2003, 190 patients suffer-
ing from severe or morbid obesity who were candidates
for surgical treatment (MO group) were given a GIQLI
questionnaire. The existence of comorbid diseases and/or
functional alterations resulting from obesity was ana-
lyzed for each patient. During the same period of time the
same survey was administered to a group consisting of a
randomized sample of 100 individuals (control group).
The control group included individuals without moderate
to severe obesity, with a body mass index (BMI) below
30 kg/m2, no known medical diseases or evident clinical
manifestations, and no presence of sequelae derived from
previous treatments or diseases, lack of neurosensorial
defects or psychiatric diseases, and no alcohol or drug de-
pendence. The subjects in the control group were recruit-
ed among the companions of patients who came to the
practice to get a surgery consultation, either for obesity or
other conditions. All surveys, including those in the con-
trol group and in the MO group, were anonymous. In-
complete surveys, poorly filled-out surveys, and unreli-
able surveys were all excluded from the study.

Obese patients who were candidates to bariatric
surgery met the consensus criteria established in 1991 by
the American Society of Bariatric Surgery (3): BMI
above 40 kg/m2 or above 35 kg/m2 with associated co-
morbidities, failed hygienic-dietary treatment and/or drug
treatment after one year, lack of endocrine pathology re-
sponsible for obesity, sufficient understanding and con-
formity on the part of the patient regarding the surgical
procedure, no alcohol or drug dependence, acceptable
operative risk, and age between 18 and 50 years (in our
series no strict limit above said age was established). The
group of obese patients who were candidates to bariatric
surgery was subdivided into 3 groups according to BMI:
pathological obesity (BMI < 40 kg/m2), morbid obesity
(40-50 kg/m2), and super obesity (> 50 kg/m2) (Table IV).

The GIQLI questionnaire, which was created in 1994
by Eypasch et al. (12,13) and then translated into Spanish
and validated in year 2000 (14), was used to assess
HRQL. The validated form is a mixed questionnaire in-
cluding generic aspects of quality of life, as well as dis-
ease-specific aspects for symptoms of the upper and low-

er gastrointestinal tract. It contains 36 items that can be
grouped into 5 dimensions: 19 questions covering diges-
tive symptoms (1 to 9 and 27 to 36), 7 questions on phys-
ical status (15 to 21), 5 questions on  the emotional status
(10 to 14), 4 questions on the social setting or surround-
ings (23 to 26), and one question on the effects of med-
ical treatment (question number 22). Each of these 36
items is valued from best to worst (from 4 to 0  points),
with 144 points being the maximum possible score for a
healthy patient.

The dimension covering the physical status refers to
the presence of tiredness, fatigue, general malaise or feel-
ing unwell, insomnia, bothersome changes in physical
appearance, energy level, endurance, and physical condi-
tion. The emotional dimension covers the degree of toler-
ance to daily stressful situations, presence of depression,
nervousness, fear, satisfaction with life, and degree of
frustration. The social setting focuses on the capacity of
the individual to carry out daily activities, leisure and
spare-time activities, as well as changes in the interac-
tions with relatives and friends, and sexual life. 

An analysis of variance (ANOVA) was used for statis-
tical comparisons for overall results and subsets of the
administered test, and to study differences in the lines of
compared curves. For the comparative study of popula-
tion characteristics (age and BMI) Student’s t test was
used. Differences were considered significant when p
was < 0.05.

RESULTS

Table I shows the population characteristics of the
control group and the morbidly obese group. No signifi-
cant differences were found between both populations
with regard to mean age. No significant differences were
found in the control group between genders with regard
to population characteristics, age,  BMI, or total GIQLI
score. Between genders in the MO group there were no
significant population differences (age and BMI). There
were, however,  significant differences in the final GIQLI
score, which was lower in females.   

Table II shows the GIQLI scores for both groups. The
scores are presented as total figures or broken-down fig-
ures by dimensions or areas of dysfunction. GIQLI was
greater in the control group than in the MO group, with
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Table I. Population features of both control and morbid
obesity (MO) groups attending to gender

Control MO

Men Women Men Women

Age 40.8 ± 8.1 39.6 ± 11.4 38.3 ± 10.2 40.4 ± 11.9

BMI 26.2 ± 2.3 24.3 ± 2.6 43.7 ± 6.2 43.4 ± 7.1

GIQLI 118 ± 8 120 ± 11 94 ± 15 88 ± 16



significant differences both in the total score as well as in
all the other areas (physical, digestive symptoms, emo-
tional status, and social situation). The “medical treat-
ment” dimension was not analyzed in this paper, as there
was just one related question.

In the group of obese patients, 40% were superobese
(BMI ≥ 50 kg/m2), 47% were morbidly obese with a BMI
of 40-50 kg/m2, and 13% suffered from grade-III patho-
logical obesity (BMI < 40 kg/m2) with associated comor-
bid conditions. Mean GIQLI scores were 84.7 (SD 17.6),
90.2 (SD 16.4) and 90.7 (SD 14), respectively, for these
groups of obese patients (Table III). There were no sig-
nificant differences concerning total GIQLI score be-
tween patients with super-obesity or with pathological-
morbid obesity (p = 0.07). In relation to the different
dimensions of the questionnaire, there were in fact signif-
icant differences to the detriment of the superobese group
in the physical and social dimensions.

Table III. Population features and results of GIQLI test in
morbid obesity and its grades: pathologic obesity (PO),

morbid obesity (MO) and super-obesity (SO)

PO MO SO
(n = 62) (n = 90) (n = 38)

Age 39 ± 10 39.5 ± 11.6 42.5 ±13.5
Gender (% M / W) 22 / 78 30 / 70 20 / 80
BMI 36.7 ± 1.9 43.8 ± 2.9 54 ± 5.7
Digestive symptoms 57.3 ± 7.3 58.7 ± 7.6 57 ± 9.2
Emotional 10.5 ± 3.2 10.7 ± 4.2 10.5 ± 4.3
Physical 10.5 ± 4.8 9.1 ± 4.9 7.3 ± 4.8
Social 9.7 ± 3.2 9.3 ± 3.6 7.6 ± 4
Total score 90.5 ± 13.8 90.3 ± 16.6 84.7 ± 17.6

In the group of obese patients, 2, 42, 34, 16, 4.6 and
1.4% of subjects had none, one, two, three, four or five
associated comorbid conditions. Figure 1 shows the sig-
nificant progressive decrease in final GIQLI score de-
pending on the number of comorbid conditions of the
obese patient. 

Figure 2 represents the variation in GIQLI score of
obese patients vs. the control group depending upon age.
Both scores decrease significantly as age increases. No
significant differences were found between both lines of
the curve.

DISCUSSION

The health status of a population, the disability caused
by a disease, and the relief brought about by treatment is
no longer assessed solely using epidemiological quantita-
tive data as interpreted by healthcare personnel. The self-
perspective a patient has of his or her own health bears
great transcendence on all dimensions (physical, mental,
and social) (18). To this end, tools to measure HRQL
have started to be developed (19). There are question-
naires considered generic (20-23) that have proven useful
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Table II. Results of GIQLI test (total and dimensions) for
both control and morbid obesity (MO) groups

Control MO p

Digestive symptoms 62.5 ± 6.2 57.9 ± 7.8 < 0.05
Emotional 14.1 ± 2.9 10.6 ± 3.9 < 0.05
Physical 23.3 ± 3.7 9.2 ± 5 < 0.05
Social 14.2 ± 2 9.1 ± 3.6 < 0.05
Total 118.4 ± 10.7 89.3 ± 16 < 0.05
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Fig. 1.- GIQLI score attending to associated comorbidity.
Puntuación GIQLI según comorbilidad asociada a la obesidad.
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Fig. 2.- Evolution of GIQLI score in both control and morbid obesity
groups attending to age.
Evolución de la puntuación GIQLI en los grupos control y obesidad
mórbida según la edad.



for the assessment of any disease or health status, and
other have been specifically created for assessing specific
diseases. The GIQLI questionnaire is capable of provid-
ing information on generic as well as on specific aspects
of digestive symptoms and quality of life. For this reason,
GIQLI has been extensively used in different pathologies
and to evaluate medical treatments or surgical procedures
performed on the digestive tract (14).

Other specific questionnaires for the assessment of obe-
sity, such as the IWQoL (Impact of Weight on Quality of
Life Scale), SOS (Swedish Obese Subjects) or HRQoL +
HSP (Health Related Quality of Life + Health State Prefer-
ence), have demonstrated a good capacity to assess the
repercussion that side effects derived from obesity have on
the quality of life of these patients. The BAROS (Bariatric
Analysis Reporting Outcome System) (24) evaluates the ef-
fects of bariatric surgery on the quality of life of the obese
patient. In Spain, it has been possible to adapt and validate
generic HRQL questionnaires (25-28), many of which have
been administered to obese patients (2,29). Nevertheless,
no studies have been conducted so far to evaluate quality of
life in these patients that could at the same time be used to
correlate changes occurring in these patients following
bariatric surgery (30). Given that bariatric surgery, in any of
its techniques, modifies the anatomy and the normal func-
tionality of the digestive tract, in our opinion the GIQLI
questionnaire can be a very valuable tool to measure the pa-
tient’s perception of his or her quality of life, mainly in rela-
tion to digestive discomfort and other possible side effects
caused by the different surgical techniques. For this reason,
it would be advisable to validate the GIQLI questionnaire
as a study and assessment tool in MO.

The GIQLI questionnaire has been used to assess qual-
ity of life in morbidly obese patients because it affords
the following advantages:

—It provides information on the quality of life of the
patient in relation to both generic aspects (physical status,
social relations, emotional status) and  specific aspects of
the upper and lower digestive tract. 

—It is widely used because it is a self-contained, easy-
to-understand and easy-to-complete questionnaire that
does not require a lot of time to fill in the data.

—It thoroughly assesses the changes in the quality of
life of an obese patient who has undergone bariatric
surgery (due to the changes caused in the intestinal tract
by this sort of surgery).

Other authors have demonstrated its value as a mea-
surement tool for HRQL in obese patients (15-17). 

The results obtained via questionnaires on the quality of
life of morbidly obese patients, such as GIQLI, must be in-
terpreted very cautiously due to a bias in the selection
process. It is difficult to assess whether morbidly obese pa-
tients who were given the questionnaire showed more con-
cern about their obesity than other obese patients, as they
came to the practice with the intention of finding a defini-
tive solution – surgery in this case. According to some au-
thors (31), such concern could reflect a greater psy-

chopathological component (anxiety and/or depression), a
more severe or incapacitating case of obesity,  or a case of
obesity associated with increased risk for and a higher
number of comorbidities associated with such obesity, as
compared to the rest of the general obese population.

Both study samples (control group and MO) were
comparable, as no significant differences were found re-
garding age; while it is true that an unbalance existed
with regard to gender, no significant differences were
found in relation to age, BMI or GIQLI score between
males and females. 

Some studies on public health have shown gender to
have an influence on the way an individual perceives his
or her health. In males, the perception of health with re-
gard to their obesity would decrease with age, in sharp
contrast with the worst perception of females, especially
in young obese women (32). In our study we found no
significant differences in quality of life between both
genders in the control group. However, significant differ-
ences were in fact found with regard to the quality of life
in the MO group, with the perception of life being worse
in women than in men. These differences are more evi-
dent in the emotional dimension of the test, with no sig-
nificant differences found neither in the physical nor in
the social dimensions or with regard to digestive symp-
toms.  These findings could mean that women with MO
would be more emotionally labile than men, and that
such feelings would transpire in their daily life thus caus-
ing more stress, anxiety, depression, and frustration.

According to our results, total GIQLI score was signif-
icantly lower in the group of patients with MB than in the
control group. The score obtained in the control group of
the study was similar to that obtained in the control group
in the original study by Eypasch et al. (12,13) for valida-
tion of the GIQLI questionnaire. The group of healthy pa-
tients studied by the above-mentioned authors coincides
demographically with our control group, both in age and
gender. This similarity would confirm the adequate inter-
pretation and completion of the questionnaire on the part
of the population cared for and its validation. 

An overall decrease in GIQLI score has been observed
for all dimensions. Morbidly obese patients have a worse
perception of their quality of life versus patients in the
control group. This worse quality of life is the result of a
marked alteration of digestive specific symptoms related
to obesity, coupled with a worsening of physical, emo-
tional and social status in the morbidly obese patient.

Using other questionnaires, both generic such as
Fontaine and Barlett with the SF-36 (33) and Kolotkin et
al. (25,34) with the IWQoL, or specific such as  Suvillan
with the SOS (36), other authors have obtained the same
results. All these authors refer to the impact that HRQL
has on areas such as the patient’s level of energy, social
ability, role limitations due to emotional problems, and
mental health, self-esteem and sexual life.

According to some authors, obesity, being a chronic,
systemic condition, has a strong repercussion not only on
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the different organs and systems of the patient’s body
(degenerating effects) but also on the psychological and
social dimensions, as these patients often suffer from
damaged self-esteem, depressed mood, emotional labili-
ty, higher anxiety, feelings of guilt, self-recrimination,
and a deep feeling of frustration resulting from continued
failure to achieve “ideal” weight standards despite great
efforts to lose weight (37,38). 

The GIQLI questionnaire has been shown to be a reli-
able and valid questionnaire to measure quality of life in
morbidly obese patients. Morbidly obese patients have a
worse perception of life than non-obese patients. Such de-
terioration in quality of life can be attributable to exces-
sive body weight and  the existence of comorbid condi-
tions caused by obesity. This worsening in quality of life
is justified not only by a greater, obvious limitation of
their physical condition (physical dimension) but also by
a worse perception of the accompanying digestive symp-
tomatology, the patient’s social attitude (social dimen-
sion), and his or her mind frame (emotional dimension).
Since the GIQLI questionnaire bears an important specific
weight on the evaluation of the way a patient perceives his
or her digestive symptoms, it can be a very useful tool in
the assessment of the final outcome and side effects of
bariatric surgery.
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