“We’re Outside the Norm Again Because of the Thing That Allowed Us to be Inside the Norm”: an Interpretative Phenomenological Analysis of the Experience of Developing an Alcohol Use Disorder after Bariatric Surgery
Abstract
Studies indicate that bariatric surgery is associated with an increased risk of alcohol use disorder (AUD). It is considered some patients develop the disorder after surgery, without having antecedents of preoperative alcohol problems. This qualitative study aimed to explore the experiences of people who developed AUD postoperatively and understand how they make sense of the onset of this disorder. A semi-directed interview was carried out with eight adults who had undergone bariatric surgery and developed AUD de novo postoperatively. Data were analyzed using interpretative phenomenological analysis. Four superordinate themes emerged: (1) “losing control over drinking and self after surgery”; (2) “feelings of guilt, shame and loss contrasted with perceptions of still being lucky”; (3) “trying to make sense of the onset of AUD”; and (4) “retrospective evaluation of bariatric surgery and preoperative information”. These themes indicated loss of control was a central aspect of participant’s experiences of postoperative alcohol consumption. AUD was associated with negative emotions and cognitions, but several participants still considered themselves lucky. All tried to make sense of this disorder’s onset; many felt they would not have developed AUD if they had not undergone surgery. The onset of AUD influenced their current perceptions and feelings about surgery and the preoperative information regarding AUD risks. Taken together, these results provide insight into the subjective experience of suffering from new-onset AUD post-surgery. However, more studies are necessary to gain a better understanding of the physical and psychological implications of postoperative AUD.
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1. INTRODUCTION
Bariatric surgery is the most effective long-term treatment for weight loss and maintenance in individuals suffering from severe obesity [1]. However, many studies indicate psychosocial difficulties can occur after the operation [2]. In particular, bariatric surgery is associated with an increased risk of alcohol use disorder (AUD) and unhealthy alcohol use [3-6]. King et al. [7] followed 2003 individuals before and up to 7 years after Roux-en-Y gastric bypass (RYGB) and adjustable gastric banding. They found the prevalence of regular alcohol consumption doubled after both surgeries, but the prevalence of AUD increased from 6.6% to 16.4% only after RYGB. Recent research also demonstrates an increase in AUD prevalence and high-risk drinking after sleeve gastrectomy (SG) [6, 8-10]. Wong et al. [11] found the prevalence of high-risk drinking increased from 13.4% before SG to 22.7% one year afterward. Recent data suggest there is no difference between RYGB and SG regarding the risk of postoperative problematic alcohol use [8-10, 12]. However, some previous studies with large samples indicate that AUD risk is greater after RYGB than after other restrictive surgeries such as adjustable gastric banding [13-15].
Interestingly, studies suggest a subgroup of individuals who have AUD or high-risk drinking after surgery develop the disorder de novo postoperatively that is, without having antecedents of problematic drinking preoperatively. The prevalence of new-onset AUD cases varies greatly between studies, and there is no consensus in the literature on this specific issue [8, 11, 16-18]. 
In recent years, several studies have also found a higher incidence of AUD-related diseases after bariatric surgery. Bariatric surgery is associated with an increased risk of alcohol-related liver disease (e.g. alcohol hepatitis and cirrhosis) and AUD-related hospitalizations [3, 19-23]. 
Despite the increasing number of studies on this topic, few qualitative studies exist. Most of these have focused on patient-perceived causes of postoperative AUD [24-29]. The main etiological factors patients mentioned were psychological problems that persist after surgery, the replacement of food with alcohol as a coping strategy, the increased effects of alcohol, and a lack of information or follow-up [30]. These studies rarely distinguished results emerging from the discourse of participants who developed new-onset AUD after surgery and patients who relapsed post-surgery [30]. Moreover, they provided little information about the experience of postoperative AUD, what it entails in terms of emotions and cognitions. One qualitative study did indicate that, among participants with postoperative AUD who talked about whether or not they regretted the operation, most did not regret surgery while a minority expressed regrets or were ambivalent [24]. Unfortunately, little information was given regarding why they did or did not regret the operation in relation to their AUD. Another study indicated that patients with problematic postoperative alcohol consumption more often reported a negative self-image, partly due to their increased alcohol use [26].
Given these gaps in the literature, this study’s aim was to explore participants’ feelings, subjective perceptions and thoughts regarding their experiences of AUD and how they make sense of the onset of AUD after surgery. Interpretative phenomenological analysis (IPA) was used for data analysis given its focus on in-depth analysis of the lived experience and its widespread use in psychological research [31]. 
2. METHODS
Participants
Participants were recruited through social media and a Belgian network of institutions and professionals who treat addictions. All volunteers were interviewed by telephone to determine whether they met the study’s inclusion criteria: (1) being over 18 years old; (2) having undergone bariatric surgery at least two years ago, regardless of the type of surgical procedure; and (3) having or having had AUD that appeared after surgery. Presence of AUD was determined based on participants’ scores on the AUDIT [32] and CAGE [33] questionnaires. The presence of other mental health disorders in the participants was not evaluated. This study was approved by the ethics committee of the faculty of psychology of the University of Liège (no.2021-036), and informed consent was obtained from all participants. 
Eight participants were included in this study. Participants’ characteristics[footnoteRef:1] are described in Table 1. All participants were abstinent at the time of the interview. All reported that they began drinking more starting in the first year after surgery and that their consumption became problematic (drinking on a daily basis and/or as a means of emotional regulation) from the second year after surgery. According to what they said, the minimum time to AUD treatment was 3 years and the maximum time was 8 years after surgery. [1:  Each participant was assigned a pseudonym.
] 

Procedure
An individual, semi-directed interview was conducted with each participant in the aftercare center where they received treatment (n = 2), the participant’s house (n = 1) or the researcher’s office (n = 5). All the interviews were conducted by the first author (a female clinical psychologist and PhD student with experience in bariatric surgery) and started with the same remarks: “You agreed to take part in this study because you have had bariatric surgery and you have had some alcohol consumption issues. Could you talk to me about your alcohol consumption?” There was no recompense for participation. All interviews were recorded and transcribed. Interviews lasted from 42 minutes to one hour and 42 minutes.

Analyses
Interviews were analyzed using IPA. IPA investigates individuals’ experiences of major life events and how they make sense of them. Phenomenology, hermeneutics and the idiographic approach constitute the theoretical foundations of this method [34]. Its phenomenological dimension is related to its particular focus on participants’ individual lived experience, personal perceptions and interpretations of an event [35]. IPA is based on a double hermeneutics: the researcher makes sense of the sense the participants make of their experience [35-36]. It is idiographic in that the researcher takes everyone’s “singularity of experience” into account [37] (p.433). This involves case-by-case analysis of every interview before searching for connections between interviews. Because of its focus on providing a detailed analysis, IPA studies are conducted on small samples, typically between 6 and 10 participants [36].
Smith, Flowers and Larkin [34] describe six steps for data analysis in IPA: (1) reading and rereading the interview transcript; (2) initial noting of exploratory comments; (3) developing emergent themes; (4) searching for connections among themes and producing a structure showing how they are connected with one another; (5) moving on to the next interview following the first four steps; and (6) looking for patterns across interviews. Results are presented in the form of superordinate and subordinate themes.
The first author ran the analyses. These were then reviewed by the other two authors, two female psychologists and researchers specialized in health and clinical psychology. The Consolidated Criteria for Reporting Qualitative Research [38] checklist was followed to report this research.


3. RESULTS
The analysis led to the development of four superordinate themes: (1) “losing control over drinking and self after surgery”; (2) “feelings of guilt, shame and loss contrasted with perceptions of still being lucky”; (3) “trying to make sense of the onset of AUD”; and (4) “retrospective evaluation of bariatric surgery and preoperative information”. All of these superordinate themes comprised two subordinate themes. Table 2 presents the superordinate and subordinate themes emerging from the analysis, with quotations from participants. 
In the following section, the terms “AUD”, “alcohol dependence” and “addiction” are used interchangeably, as participants used the latter two terms to describe their consumption.
Superordinate theme 1: Losing control over drinking and self after surgery
This theme underscored the difference participants perceived between their consumption pre- and post-bariatric surgery. Before surgery, they said they had never had alcohol problems. They increased their alcohol use after surgery, to the point of losing control of their consumption. This overconsumption also led sometimes to lose control of their behaviors under the influence of alcohol, which was described as a distressing experience.
Subordinate theme 1.1. Perceiving bariatric surgery as a turning point
All the participants situated the appearance of AUD in relation to their bariatric surgery. They perceived bariatric surgery as a turning point in their alcohol consumption history: there was a before and an after. Before surgery they said they engaged in "festive," "occasional" or "like everyone else" drinking.
 “… before surgery, I only drank occasionally (…) it was really festive alcohol and it was in small amounts…” (Marie)
After surgery, all said they started drinking more and became “addicted,” “dependent,” “alcoholic”. They lost control of their consumption: they reported they drank even if they did not want to, that they were aware drinking aggravated their family and psychological problems. Not being able to control their drinking made them feel imprisoned, frustrated and helpless in the face of their consumption.
“after the operation (…) my drinking, well, it increased gradually.”(François)
 “… it got frustrating for me because (…) you’re no longer free to do what you want, because in the brain, in the head, there's just one thing that counts, it's getting in so you can consume.”; “ultimately, you’re a prisoner, it’s not freedom at all…” (Elise)
Subordinate theme 1.2. Losing control of self
Loss of control over alcohol consumption was accompanied by a loss of control over their behaviors as well. Most participants (6/8) reported having behaved in ways during dependence that they would never have done before (e.g., being more aggressive, paying less attention to their family, neglecting their responsibilities). This was associated with feelings of distress, and sometimes, with an inability to recognize themselves. 
".. when I think back on it, I say to myself, ‘how could I? I'm not like that.’ (…) I had the impression I had become someone else. "; "... before that, I was (…) a great mom, very loving, a real mother hen and, little by little, I lost a bit of the bond with my children and I was less attentive to them…” (Sandra)
Superordinate theme 2: Feelings of guilt, shame and loss contrasted with perceptions of still being lucky
Participants reported conflicting feelings regarding their postoperative AUD. They described negative affects and cognitions about themselves because of their alcohol consumption. Some compared these feelings with how they felt about their obesity. These feelings were, however, accompanied by a perception of still being lucky.

Subordinate theme 2.1. Feelings of guilt, shame and loss
All the participants reported AUD has had a major impact on their lives. Some lost their job, gave up their hobbies or reported causing harm to loved ones and family. They described feelings of guilt, shame and loss regarding their AUD and its consequences. 
Most of them (7/8) said they felt shame and guilt about having become “an alcoholic,” which was perceived as a highly stigmatized disorder, but also about certain behaviors they had under the influence of alcohol (cf. theme 1). A sense of loss was also described by some participants (4/8). This concerned the loss of work, money and relationships, as well as the loss of self-esteem or dignity. These feelings were often accompanied by negative cognitions and a tendency to devalue themselves.
“…I was ashamed of what I had become…” (Sandra)
“It’s a descent into Hell. [It’s a descent into Hell] It means losing everything. You lose your dignity, your loved ones’ love, your family’s trust.”; “… as time goes on, we lose all self-esteem…”[footnoteRef:2] (Marie) [2:  The sentences in square brackets are those spoken by the interviewer.] 

Some participants made a connection between the affects they felt about AUD and obesity. For example, Célia explained obesity, like AUD, is associated with shame. She felt outside the norm when she suffered from obesity and addiction made her feel outside the norm again. She felt she had been punished twice. Gemma also felt shameful and guilty of her obesity, but she added she felt much more ashamed and guilty about her AUD than her obesity. She explained she had not noticed herself gaining weight over the years, whereas she had been aware of drinking excessively long before she became dependent, but she had continued to drink. She spoke of deliberately looking for trouble. Moreover, she felt people were looking at her again in the same way as when she suffered from obesity and mentioned several times how judgmental and hurtful that look was. For these participants, addiction seemed like a throwback.
« … alcohol I tell you is a shameful disease, obesity is a shameful disease… »; « we’re punished twice – that’s it, punishment – two punishments (…) because we do something to make us fit into the norm and then we’re outside the norm again because of the thing (bariatric surgery) that allowed us to be inside the norm…” (Célia)
“… it wasn’t the same as when I was fat (…) because then, somehow (…) I felt less at fault, I told myself, ‘well, there it is, you’ve gained weight, you’ve been stressed, you’ve eaten too much, you’ve eaten the wrong things (…) And there, moving toward alcohol was a deliberate choice. [It was a deliberate choice?] It was a deliberate choice (...) by over-consuming, in the end, it was I who no longer had any control over my choice, I was finished (...) I had sought misery…” (Gemma)
Subordinate theme 2.2. Still being lucky
Despite the negative emotions and cognitions aforementioned, five of the participants still perceived themselves lucky. This was fueled by participants’ knowledge they could have faced more serious consequences of addiction if they had continued to drink. For others, it came from comparing their situation with what they perceived as other people’s more difficult situations. 
 “I am lucky: my husband and my family stayed. I don't have a problem with justice... in my difficulties, I'm lucky. » (Marie)
Superordinate theme 3: Trying to make sense of the onset of AUD
This theme underscored a search by participants for a meaning of the onset of AUD, how they came to make a connection between their alcohol use and bariatric surgery, and ultimately how they situated the role of surgery in the onset of AUD, among other factors.
Subordinate theme 3.1. Relying on temporality and other people’s experiences to make sense
Participants’ discourse emphasized the importance of making sense of the occurrence of addiction. They had many questions about the onset of this disorder, which had had such an impact on their lives. Thus, perceived causes of AUD figured prominently in their discourse. Some understanding of their AUD’s onset seemed to emerge by analyzing their alcohol use history and through interactions with others.
Most participants (7/8) thought bariatric surgery was involved in their AUD, simply because they started drinking more after surgery (see superordinate theme 1). Participants seemed to think that, since AUD had appeared after surgery, the operation must have contributed to its appearance. For example, Célia spoke of her entire consumption history from adolescence to adulthood. She had never been addicted before she had the operation, which led her to consider surgery had contributed to it. 
 “… I drank, I had always drunk alcohol, but in a way, yes, sometimes too much and sometimes not too much, but I never had a dependence, a physical dependence on alcohol…”; “… I told myself, ‘it’s weird, it’s not normal – why? Why has a physical dependence set in now, when I’ve had a bypass?’” (Célia)
Another phenomenon that led participants to establish a link between AUD and bariatric surgery was the number of people in treatment centers where they went who had had the same operation. All participants seemed startled, almost shocked, to see the large number of people who had had surgery and were now in treatment for alcohol like them. 
“[…When did you, well, what made you say, ‘OK, the bypass had something to do with this’?] When I saw how many people in treatment with me had had a bypass (…) I realized it, but afterward it was throughout the treatment, meeting people (…) in treatment, but then later, here in aftercare (…) there were five of us, uh, who had had a bypass…” (François)
Subordinate theme 3.2. Situating the role of surgery among other causal factors
Participants mentioned multiple factors that led them to develop AUD, such as high work stress or relationship problems they faced through alcohol. However, the majority (6/8) considered they would never have become dependent on alcohol without bariatric surgery.
“… I’m convinced that I wouldn’t have got into this (AUD) and I wouldn’t have had so many difficulties and I wouldn’t have made everyone around me go through all that stuff. [Without the operation, you wouldn’t have turned to alcohol?] Yeah, I’m sure of it, yeah, certain.” (Sandra)
Participants mentioned two mechanisms by which bariatric surgery led them to addiction: 1) the replacement of food with alcohol; and 2) alcohol’s faster and stronger effects post-surgery. Regarding the first mechanism, most participants (6/8) reported they managed their difficulties with food before surgery. After surgery, it was no longer possible to use food that way, as the operation limited the amounts they could eat. In addition, high-calorie foods caused dumping syndrome. In response to their inability to eat as they did before, participants reported they began to use alcohol as an alternative source of pleasure and/or a means of dealing with their emotions, sometimes believing it was less likely than food to lead to weight regain. Retrospectively, all considered this replacement strategy as a bad choice. For example, Marie and François considered they had been naive to believe alcohol could be an alternative with less risk of regaining weight. Gemma described the replacement of food with alcohol as “perverse” because, as other participants also pointed out, she became addicted to the substance she had chosen to replace food. 
“…I tended to eat too much, in situations, of stress or euphoria… to think about something else…”; “… (after surgery) I couldn’t eat (….) I no longer ate large quantities and sweets because, if I ever ate snacks, sweet snacks after the operation, I paid for it big time, meaning I have, I had dumping syndrome (…) So any kind of snacking and all that, I didn’t have that anymore, well, I, I tended to drink the glass of wine…” (Martin)
 “(there is a) perverse effect of finally going to alcohol as compensation (…) because you no longer know how to compensate otherwise. Finally it becomes an addiction, serious and without any return. » (Gemma)
Regarding the second mechanism, seven out of the eight participants reported having experienced stronger and faster effects of alcohol postoperatively. These sensations were new and unexpected for many of them and they took pleasure in them. Several explained that, once they had experienced alcohol’s enhanced effects, they learned of alcohol's potential as a coping strategy and researched these effects. This is why some participants (4/8) considered alcohol’s increased effects to be insidious: it was pleasant at first, they were not attentive, and became addicted.
"...one has the effect of three (...) and it's true that we... yes... yes I really, I think I enjoyed it…”; "...we take a liking to this effect...without knowing that at some point, we are going to tip over toward no return..." (François)
 “It’s insidious in the sense that… those first glasses I drank (…) that affected me so fast… that day, I… realized how much pleasure and relaxation (…) wine could give me, which was something I hadn’t felt for years. I didn’t know, I wasn’t expecting, I wasn’t… I wasn’t vigilant. And I think that right from the first drink after the bypass… I can’t say I became an alcoholic but almost… almost, because the mechanism… the mechanism… the speedy effect (…) this effect of alcohol that I felt so fast, that set in right away, right away. And then after that, my brain very quickly understood how to get calmer.” (Marie)
Believing their surgery had caused them to become addicted was associated with sadness for most participants but, surprisingly, with relief and reduced guilt feelings for two of them. Stéphane said it was reassuring for him to attribute his AUD to surgery because it meant he was not the only one to blame for his dependence. In the same vein, when Célia belittled herself because of her AUD, she told herself she was physically dependent on alcohol, not psychologically. She did not want to drink and her physical dependency was due to alcohol's heightened effects post-surgery.
 “…it’s a good thing to be able to pinpoint what triggered the alcoholism. And it really reassures me to know that it was, that it might be due to the bypass…”; “… it makes you feel a bit less guilty, saying ‘it’s not all my fault, there’s an outside factor that was added to it’…” (Stéphane)
Superordinate theme 4: Retrospective evaluation of bariatric surgery and preoperative information
Most participants expressed their current feelings and perceptions regarding bariatric surgery. Their retrospective assessment seemed to be based on the perceived role of bariatric surgery in their AUD but also, and above all, on whether they still perceived benefits from the operation. This was also accompanied by an assessment of the information they had or had not received before surgery about postoperative AUD risks.
Subordinate theme 4.1. Current perceptions and feelings regarding bariatric surgery 
Most participants described how they retrospectively perceived their bariatric surgery experience. Three participants did not regret the surgery, three did regret and one participant was ambivalent.
Elise, Martin and François did not regret having had surgery, even though they considered the operation was responsible for their addiction. They explained they had long suffered from the negative consequences of obesity in many areas of life. Bariatric surgery had allowed them to lose weight and even if they had become dependent on alcohol, they still perceived benefits of the intervention (maintained weight loss, improved quality of life, etc.). It seems that, for these participants, the improvements and especially the maintenance of weight loss after surgery compensated for the dependence they had developed. However, two of them added that, if they did it again, they would pay much more attention to their alcohol consumption; which was perceived as a risk or even a “trap” of surgery.
 “I’d do it again 100%… but knowing what I know now. So, careful (…) it’s really being careful, but super careful. [About what?] About all the pitfalls, so drinking, etc.”; “… the lack of vigilance, it’s really that (…) before, I took two drinks; now if you take two, it’s equivalent to six or eight (…) and I think you still do things the same way, yes, the same drinking without really paying attention… (…) tell yourself ‘be careful, at most you should have one drink and not two; don’t take more than one because you’ll already see the effects of one…’” (François)
Marie, Sandra and Stéphane regretted having had surgery. Stéphane felt regrets, mainly because of severe postoperative medical complications and because he considered he had become dependent because of the surgery. Sandra and Marie reported they had regained weight postoperatively, essentially because of their alcohol consumption. So not only did surgery not solve their overweight issues, but it also added a new problem. They had the impression of being back at the starting point with alcohol problems to manage as well. This was associated with a feeling of failure for them. 
“I wouldn’t do it again. [You wouldn’t do it again…] I don’t have any more benefits from it… I’m still just as obese… I’ve become an alcoholic… and in addition, I have to be careful all the time anyway (…) because there are things that I cannot digest, because I need to eat fractionally, because I have vitamin deficiencies…”; “…really, I have a feeling I’ve wrecked everything…” (Marie)
Celia was the only one to be ambivalent about her surgery. When she suffered from obesity, she felt ashamed, stigmatized, outside the norms of society. Bariatric surgery allowed her to return to a norm by losing weight (which she did not regain), but by tipping her into dependence, she said it again placed her outside the norm.
“…we do something to make us fit into the norm and then we’re outside the norm again because of the thing that allowed us to be inside the norm…” (Célia)
Subordinate theme 4.2. Lacking (adequate) information and associated feelings
Because of their difficult post-surgical AUD experience, participants insisted on the need for more information on the risks of postoperative AUD. They referred to their own experiences with this issue. Most participants (6/8) reported they had not been informed of the increased risk of AUD before they had surgery. This was associated in some participants with feelings of anger, discontent and a feeling of not having been given all the necessary information before deciding whether to undergo surgery.
“They told me about dumping syndrome (…) the fact you get stopped up and feel sick and throw up (…) but they never told me about alcohol problems.” (Gemma)
 “In the beginning, I was a bit mad at the psychologist who hadn’t warned me because I think it’s really the least they could do.” (Célia)
François and Martin had been warned of the alcohol-related risks. However, François considered “problematic consumption” to be relative. Apparently, the preoperative information was not precise enough to help him. And Martin explained he had not felt concerned by this risk, since he had no alcohol problems preoperatively.
“… during the information session that we do before the intervention, he (the surgeon) says ‘be careful with alcohol, be very careful with alcohol’ (…) the problem is that we don’t know exactly when we’re tipping over (…) That’s the problem: when does pleasure become an addiction? For some people, one drink is a problem. For others, ten drinks is a problem. And where are the shades of meaning?” (François)
4. DISCUSSION
This in-depth qualitative analysis explored the experiences of individuals who developed new-onset AUD after bariatric surgery. Analysis revealed four superordinate themes: “losing control over drinking and self after surgery”; “feelings of guilt, shame and loss contrasted with perceptions of still being lucky”; “trying to make sense of the onset of AUD”; and “retrospective evaluation of bariatric surgery and preoperative information”.
The first superordinate theme indicated that all participants reported they had developed AUD post-surgery, without preoperative antecedents of problematic alcohol consumption. This is consistent with previous studies suggesting patients with postoperative AUD sometimes develop the disorder de novo after surgery [8, 11, 16-18, 29]. Research indicates that AUD appears about two years after surgery and patients first seek treatment five years postoperatively [7-8, 39]. This coincides with our participants’ testimonies. They reported that they began to drink more starting in the first year after surgery but, according to them, this did not become problematic until two years after surgery. As AUD took hold, many said they had done things they never would have done before, under the influence of alcohol. This led to an inability to recognize themselves and engendered feelings of distress.
The second superordinate theme indicated that AUD was associated with feelings of guilt, shame, loss and self-depreciating thoughts. This echoes a previous study’s findings that patients with AUD after bariatric surgery have a negative self-image compared to individuals without AUD [26]. So, while bariatric surgery is generally associated with improved self-esteem [40], for these participants who developed postoperative AUD, self-esteem appeared to decline postoperatively due to increased alcohol use. Many, however, still considered themselves lucky. This feeling seemed to be stimulated by a process of downward social comparison where they compared themselves to people whose situation they perceived as worse. Research indicates this process can have a positive impact on self-esteem [41].
The third superordinate theme underscored that all the participants were searching for a sense to the onset of AUD. Participants made a connection between bariatric surgery and AUD through two processes. The first referred to temporality: they had developed AUD post-surgery, so bariatric surgery was probably responsible for it. While this perception is quite simplistic and does not take into account many other factors that may have played a role into the onset of AUD, it was widely held among participants. Actually, it is related to a well-known attributional process that consists in believing a causal relation exists between two phenomena just because one precedes the other [42-43]. The second process related to meeting other people who had developed AUD after surgery. Several of them were in the same situation, so they considered surgery must have contributed to their AUD. 
Another important finding in the third superordinate theme was that participants attributed a central role to bariatric surgery in the onset of AUD. Even when AUD had arisen in a difficult life context, many considered they would not have developed it without the operation. They mentioned two mechanisms through which surgery led them to AUD. The first was the replacement of food with alcohol, supporting addiction transfer theory [24, 29, 44], which posits that, before surgery, some individuals suffer from food addiction and/or use food as a coping strategy to deal with difficult emotions. After surgery, it is impossible to use food in the same way as before, so they look for a new coping strategy in the form of alcohol use. Recently, Wong et al. [11] provided some evidence for this theory by showing one out of five individuals without high-risk drinking preoperatively developed new high-risk drinking one year post-surgery and these new drinkers had more disordered eating at baseline. However, there is still debate regarding this theory, because if it were true, AUD rates would be expected to increase similarly after all types of surgical procedures. But, as mentioned in the introduction, this is not the case; certain interventions are associated with a greater risk of AUD than others, which suggests that mechanisms beyond food limitation and addiction transfer are involved in the onset of postoperative AUD [13]. Furthermore, Dickhut et al., [45] found that the postoperative remission of preoperative food addiction was not associated with an increase in other addictive disorders such as alcohol or gambling disorders after surgery. Even though food addiction is not an accepted psychiatric diagnosis, this study provides important information and indicates more research on addiction transfer theory is necessary. The second mechanism mentioned by participants related to alcohol’s enhanced effects post-surgery. Studies demonstrate changes in alcohol’s pharmacokinetics after RYGB. Individuals who have had RYGB reach the peak alcohol level faster than people who have not, and this level is higher in these individuals [46-48]. Contradictory results have been reported for SG [49-50]. In our study, all the participants except the one who had had SG felt increased sensitivity to alcohol. Participants’ discourse suggested they may have learned after experiencing alcohol’s enhanced effects that it can be a useful strategy to cope with unpleasant emotions, which is why they continued drinking after the operation.
The last superordinate theme related to participants’ retrospective evaluation of bariatric surgery and the information regarding postoperative AUD risks. Some participants did not regret the operation, even though they considered it had played a key role in triggering their AUD. They seemed to explain this by the fact the operation had solved their weight problems and improved their quality of life. Participants who regretted the operation said surgery had caused their AUD and had not resolved their weight problems (often they had regained weight because of their drinking). One participant was ambivalent; she felt the operation had solved her weight problems, but it had also given her another problem: AUD. These results complement those of a previous study showing that some patients with postoperative AUD regretted the operation while others did not, but which did not explore much about why participants thought this way about their surgery [24]. Our participants’ current perceptions and feelings about surgery seemed to depend on whether they considered it had caused their AUD but also, and primarily, on whether they still perceived benefits from surgery. Finally, regarding preoperative information, most participants reported they were not given information about alcohol-related risks before undergoing surgery, which backs up earlier qualitative studies [24, 26-27]. This led to feelings of anger and discontent and an impression of not having made a truly informed choice regarding surgery. A minority of participants said they had been informed of the risk, but reported they had not felt concerned by this risk since they had never suffered from alcohol problems before or that the information they received was too vague.
Limitations
This study has several limitations. First, the non-problematic nature of participants’ preoperative alcohol consumption was determined on the basis of self-reports. It is possible participants minimized their preoperative consumption. Nevertheless, this study’s purpose was to examine participants’ perceptions of their alcohol use. An objective assessment of their preoperative consumption would not have been relevant, even if it had been obtained. Second, the sample size is small and so this study’s results cannot be generalized to all patients who develop AUD post-surgery. However, given the aim of providing an in-depth analysis, IPA studies are typically conducted on small samples [34, 36]. Furthermore, this research was exploratory; it did not seek to validate or generalize the perceptions, thoughts and feelings the participants reported about their experience of AUD. Third, participants’ accounts were retrospective and therefore may have been subject to recall bias. Finally, the interviews were conducted in French; the excerpts presented were translated into English. Even though a professional translator did the translation, it is possible that some meaning was lost in the translation process [51].
5. CONCLUSION
This study provides a better understanding of patients' experiences of developing AUD after bariatric surgery and adds to the small number of qualitative studies conducted on this topic. Participants perceived bariatric surgery as a turning point in their alcohol consumption history. This disorder’s onset was associated with negative feelings and cognitions about themselves, even though they still perceived themselves as lucky not to have lost more to their dependence. All of them considered bariatric surgery had played a key role in their AUD. This led some of them to regret having had the operation, while others still did not regret it because it had helped them to overcome obesity, which had had an overwhelming impact on their life. Further qualitative and quantitative research specifically addressing these new postoperative AUD cases should be conducted to gain a better understanding of the processes leading to develop AUD postoperatively and to determine the physical and psychological implications of developing such a disorder after surgery.
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Table 1: Participants’ characteristics (n=8)
	Participant
	Célia
	Marie
	Gemma
	François
	Elise
	Stéphane
	Martin
	Sandra

	Age (years)
	49
	42
	46
	49
	55
	56
	40
	39

	Marital status
	Married
	Married
	Married
	Married
	Divorced
	Divorced
	Married
	Divorced

	Employment status
	Employed
	On sick leave
	On sick leave
	On sick leave
	Employed
	On sick leave
	Employed
	Employed

	Education 
	U
	U
	NUPS
	US
	NUPS
	NUPS
	NUPS
	US

	Type of operation
	Bypass
	Bypass
	Sleeve
	Bypass
	Bypass
	Bypass
	Bypass
	Bypass

	Year of operation
	2015
	2011
	2010
	2015
	2016
	2015
	2016
	2016

	BMI before operation
	38.2
	43
	45.6
	41.8
	43.9
	42
	41
	40.1

	Lowest BMI achieved
	22
	23.1
	24.7
	27.8
	24.2
	20.4
	30.1
	23.5

	Current BMI 
	24.6
	37.5
	32.4
	27.8
	26.8
	23.1
	33.5
	34.5

	AUDIT score
	29
	35
	40
	39
	26
	28
	32
	36

	CAGE score
	4
	3
	3
	4
	3
	2
	4
	4


University = U; Non-university post-secondary = NUPS; Upper secondary: US













Table 2: Summary of findings
	Superordinate theme
	Sub-ordinate theme
	Examples of supporting quotes

	1. Losing control over drinking and self after surgery

	1.1. Perceiving bariatric surgery as a turning point





1.2. Losing control of self

	“…before bariatric surgery, I didn’t drink all that much; I mean, my drinking was completely normal and very, very moderate.”; “And I’d never been drunk before. There you have it.” (Stéphane)
 “… after the surgery, I started to drink…”; “… since my operation six years ago, uh, it’s (alcohol consumption) become, uh, much, too much.” (Elise)

“…it’s the bottle that directs you… » (Elise)
 “…one day when I was a little pissed off, I phoned… a friend who had become director (…) I was a little too… comfortable under the influence of alcohol (...) saying that there was no longer any consideration for the staff and that it had become a shitty workplace (…) that's not my style, it doesn't look like me, I'm always very polite, very, very attentive.” (Gemma)


	2. Feelings of guilt, shame and loss contrasted with perceptions of still being lucky

	2.1. Feelings of guilt, shame and loss









2.2. Still being lucky

	“I felt guilty, about EVERYTHING. (…) I forgot to do the laundry and right away I felt guilty because I told myself, ‘Oh, it’s because I was drinking’…” (Célia)
"I wouldn't have wanted that for my children, never, nor for my parents (…) because seeing your daughter become garbage, I think it's something... difficult. [So in fact, when you say ‘garbage’, how was your image of yourself ?] (…) the image is shameful (…) my house was in a terrible state, me too … that's why I use the word ‘garbage’, because that's really it…”; “… I was a human wreck..." (Sandra)

“… I’m not in such a dramatic situation. There are people who go through things so much more difficult and much more painful than me (…) [And what does it do for you to tell yourself, 'there are people who experience much more difficult things'?] It allows me to move forward, because I tell myself ‘I have nothing to complain about’… (Elise)

	3. Trying to make sense of the onset of AUD
	3.1. Relying on temporality and other people’s experiences to make sense










3.2. Situating the role of surgery among other causal factors
	“… I drank, I had always drunk alcohol, but in a way, yes, sometimes too much and sometimes not too much, but I never had a dependence, a physical dependence on alcohol…”; “… I told myself, ‘it’s weird, it’s not normal – why? Why has a physical dependence set in now, when I’ve had a bypass?’” (Célia)
“At X (name of a care center), all the women who were in the care center were bypassed. Where I am in day hospital, at X, we are, I don't know, 4 women with bypasses out of (…) we are 8, I think. (…) at X, so it was the psychiatric department, but we were all there for alcohol, there were also several bypass patients… at some point, you have to, you have to open your eyes. (…) [And how does it feel to see that?] It’s really sad. I want to shout it out, tell everyone…” (Sandra)

“… before the operation, I, I don’t, I believe, I don’t know, I don’t think I would ever have gone as much off course as I did over the last few years.” (Elise)
“In my opinion, the fact that you can’t compensate with food anymore, you look for something else that, that works….”; “… the first thing I thought of was, was to drink, uh, my glass of wine and then (…) there’s the satisfaction side of, of the relaxation that it leads to… a more enjoyable effect than food…”(Gemma)
“… with the equivalent of two, two and a half glasses, I was really drunk…”; “… this effect of alcohol that’s, uh, felt so quickly, it came right away (…) after that, well, my brain soon understood what to do in order to calm down.” (Marie)

	4. Retrospective evaluation of bariatric surgery and preoperative information
	4.1. Current perceptions and feelings regarding bariatric surgery













4.2. Lacking (adequate) information and associated feelings
	“… I think that I, I, I would do it again anyway. I would even do it a bit sooner… um, because, yeah, I’d, I’d hesitated to do it and then, you know, before having the bypass I had tried the, the medical system by, by going regularly to the clinic to exercise and, treated by physios, nutritionists and the doctor, um, the nutritionist doctor. Despite everything, it, it didn’t work because, always that urge to snack.” (Martin)
“… I regret it, yeah, because, you see, I had, um, a honeymoon after, for, for three years, I was thin, um, you see, and then, right, the act of, of drinking alcohol, well, of the 40 kilos I lost, I put 30 back on and then, now, um, I ask myself what was the point of having um, risked it as well, um, because, well, there are always risks with an operation, to, uh, ultimately get back, um, almost like before, with, um, this problem that I had, you know. It really wasn’t worth it…” (Sandra)

“… they talked about some risks, but not all of them, you know. They told me about dumping and that kind of thing and sometimes problems, uh, uh, with no longer having a body image that, well, not recognizing myself and that kind of thing, yeah, but not alcoholism.” (Marie)
“… I resent the doctor for not having told me…”; “… I’m a bit mad about that because I tell myself, um, it’s, it can destroy your life, you know, it’s really, um… I could’ve lost everything, you know…” (Sandra)
“I have the impression I didn’t have all the tools I needed to make the right choice…” (Marie)
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