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Introduction

Changes in weight or body mass index (BMI) are primary
outcomes in the bariatric surgery field, and ascertaining accu-
rate weight and height measurements is critically important.
While measured anthropometric data is certainly preferred,
this is often not possible; for example, epidemiological and
follow-up clinical research studies often must rely on self-
reported data. In the bariatric surgery field, there exist few
data on accuracy of self-reported height and weight [1].

In the general population, research suggests that reported
and measured weights are correlated highly [2]; however, in-
dividuals tend to underreport weight and overestimate height
[3] resulting in inaccurate BMI estimations. Greater BMI has
been related to greater error in self-reported weight [4], al-
though greater BMI coupled with disordered eating is not
related to greater error [5–7]. For example, preliminary studies

on individuals with binge-eating disorder and overweight/
obesity suggest discrepancies in reported and actual weight
are minimal and the degree of weight error is not related to
eating disorder features or BMI. Although greater BMI is
generally related to greater inaccuracy in self-reported weight,
researchers have speculated that disordered eating among
those with greater BMI may heighten awareness of weight,
ultimately improving accuracy [6].

To date, only one study has examined accuracy of self-
reported weight and height among bariatric surgery candidates
[1]. This study, performed with candidates seeking gastric by-
pass, yielded three primary findings. Candidates for gastric by-
pass were accurate reporters of weight and height, the degree of
misreporting was not related to BMI or to eating disorder fea-
tures, and Black women were more likely to underestimate
BMI compared to White women [1]. A second study, which
examined accuracy of self-reported weight, but not height, fol-
lowing Roux-en-Y gastric bypass or laparoscopic adjustable
gastric band, reported that self-reported weight differed little
from measured weight and the degree of misreporting was not
related to BMI [8].These findings for bariatric surgery patients
echo those for patients with binge eating and comorbid obesity
[5–7]. Whether these findings for gastric bypass and adjustable
band patients generalize to patients who undergo other forms of
bariatric surgery is unknown. Importantly, no study has inves-
tigated accuracy of reported weight and height after bariatric
surgery; such data could be informative for designing follow-up
assessment protocols. Thus, the purpose of the present study
was to examine accuracy of self-reported height, pre-surgical
weight, and current weight in a group of patients who
underwent sleeve gastrectomy surgery. In this study, we fo-
cused on a specific subgroup of patients post-surgically—i.e.,
those who reported struggling with disordered eating and par-
ticularly loss-of-control (LOC) eating, a known predictor of
poorer weight loss outcomes following bariatric surgery [9].
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Materials and Method

Participants

Participants were 64 treatment-seeking individuals reporting
LOC eating approximately six months following sleeve gas-
trectomy surgery. Inclusion criteria required age 18 to 65 years
and LOC eating (defined as having a sense of loss of control
while eating and/or difficulty stopping while eating regardless
of the quantity consumed at least once weekly over the past
4 weeks). Exclusion criteria were medications that influence
weight/eating and current substance dependence or severe
psychiatric illness that required immediate treatment.
Informed consent was obtained from all individual partici-
pants included in the study. The majority of participants were
female (n = 55; 85.9%); 51.6% (n = 33) identified as White,
31.3% (n = 20) Black or African American, 15.6% (n = 10)
Hispanic, and 1.5% (n = 1) BOther.^ Participant mean age and
BMI were 47.1 (SD = 10.2) years and 38.2 (SD = 8.1) kg/m2,
respectively.

Assessments

The Eating Disorder Examination (EDE [10]) is a semi-struc-
tured, investigator-based interview which assesses eating dis-
order psychopathology and disordered eating behaviors such
as subjective binge-eating episodes (SBEs; LOC eating with-
out eating an unusually large quantity of food). The EDE has
demonstrated good inter-rater reliability and test-retest reli-
ability in clinical studies [10].

As part of the initial assessment, participants were asked to
report height, pre-surgical weight, and current weight. Weight
was subsequently measured using a high-capacity digital scale
after participants reported current and pre-surgical weight.
Pre-surgical weight and measured height were obtained from
the bariatric surgery program.

Self-reported pre-surgical weight and self-reported height
were used to calculate self-reported pre-surgical BMI, while
measured pre-surgical weight and measured height were used
to calculate measured pre-surgical BMI. Self-reported current
weight and self-reported height were used to calculate self-
reported current BMI, while measured current weight and
measured height were used to calculate measured current
BMI.

Statistical Analyses

Paired t tests were used to test the discrepancy betweenmeasured
and reported height, pre-surgical weight, and current weight.
Correlation analyses were used to test the relationship between
degree of discrepancies in height, weight, and BMI with eating
disorder features and BMI. As previously defined [1], weight
accuracy was defined as overestimating or underestimating
weight by less than 5 lb. In addition, this 5-lb cut point was the
natural cut point in the distribution of the present sample.

Results

Table 1 summarizes actual (measured) and estimated
(reported) measurements for height, pre-surgical weight, cur-
rent weight, and corresponding pre-surgical and current BMIs
and presents correlations and paired t tests for actual and mea-
sured variables. Correlations between all measured and report-
ed variables were significant, and paired t tests did not signif-
icantly differ for measured and reported height, measured and
reported pre-surgical weight, measured and reported current
weight, measured and reported pre-surgical BMIs, or mea-
sured and reported current BMIs.

Figure 1 presents the degree of current weight discrepancy
in pounds. The majority of the participant group (n = 49;
76.6%) were Baccurate^ reporters, defined as less than 5-lb

Table 1 Measured and self-
reported height, pre-surgical
weight, current weight, and cor-
responding BMI

Measured Reported Correlation Discrepancy t p
value

M SD M SD ra M SD

Height (in.) 65.06 3.46 65.10 3.51 .988*** −0.04 0.54 0.58 .563

Pre-surgical
weight (lb)

295.03 77.68 292.67 74.83 .959*** 2.36 21.91 −0.86 .393

Current weight (lb) 232.03 60.43 231.05 60.00 .996*** 0.98 5.56 −1.42 .162

Pre-surgical BMI
(kg/m2)

48.61 10.25 48.15 9.57 .928*** 0.46 3.82 0.96 .343

Current BMI
(kg/m2)

38.22 8.07 38.02 8.05 .991*** 0.20 1.06 1.49 .143

n = 64

***p < .0005
aMeasured and reported variables
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discrepancy between actual and reported current weight. Of
those who were Binaccurate^ (n = 15; 23.4%), seven
overestimated weight and eight underestimated weight.

The degree of discrepancy for measured and reported
weight, height, and BMI variables (both pre-surgical and cur-
rent) was in all cases non-significant and minimally correlated
with eating disorder psychopathology (EDE Global), SBEs,
andBMI.Correlations ranged from−.055 to .122, and p values
ranged from .338 to .918. Neither sex nor race was associated
significantly with any discrepancy (height, pre-surgical
weight, current weight, pre-surgical BMI, or current BMI);
however, age was associated significantly with pre-surgical
weight (r = −.274, p = .028) and pre-surgical BMI
(r = −.315, p = .011), but not with height, current weight, or
current BMI.

Discussion

Two primary findings emerged from this study of patients with
LOC eating following sleeve gastrectomy surgery. First, partici-
pants were generally accurate reporters of height, pre-surgical
weight, and current weight and discrepancies in actual versus
reported measurements were minimal. Nearly 80% of patients
were accurate reporters of weight or misestimated current weight
by less than 5 lb. Second, our findings indicate that the degree of
discrepancy for all measurements (height, pre-surgical weight,
current weight, pre-surgical BMI, and current BMI) was not re-
lated to eating disorder psychopathology, SBEs, or BMI.Agewas
significantly related to discrepancies in pre-surgical weight and
pre-surgical BMI; younger age was associated with greater error.
These findings replicate and extend previous findings fromRoux-
en-Y gastric bypass candidates [1] and post-operative Roux-en-Y
gastric bypass and lapar oscopic adjustable band patients [8]; one

notable exception was that we failed to observe a reporting bias
associated with race [1]. This discrepancy may be due to differ-
ences in sampling (candidates versus post-operative bariatric pa-
tients) and bariatric procedure (gastric bypass versus sleeve gas-
trectomy). Our findings also mirror those suggesting that individ-
uals with obesity and binge-eating disorder [5–7] (which involves
LOC eating) are accurate reporters of weight, but differ in the
degree of error in height estimation. It may be that individuals
who have undergone bariatric surgery have greater awareness of
height and weight measurements due to repeated bariatric ap-
pointments where measurements may be obtained. Importantly,
our findings also extend previous research by lending support for
the accuracy of self-reported height and weight at the six-month
post-operative period and retrospectively for pre-surgical weight.
When there are limits to obtainingmeasured anthropometric data,
our findings indicate that asking patients will provide valid results
nearly 80% of the time.

Findings should be interpreted based on study strengths
and limitations. To our knowledge, this is the first study to
report accuracy of weight and height among post-sleeve gas-
trectomy surgery patients. While this is a strength of the study,
findings may not generalize to other bariatric procedures or to
bariatric patients without disordered eating. Second, due to the
limited sample size, we were unable to conduct more fine-
grained analyses. Future research should examine group dif-
ferences based on accuracy and compare groups who under-
estimate versus overestimate weight. Finally, the present study
examined accuracy of weight and height six months post-
surgery and it is unknown whether post-operative patients
continue to accurately report height and weight long-term.
Future research should examine accuracy of self-reported
height and weight at multiple assessments post-surgery.

In summary, sleeve gastrectomy patients with disordered eat-
ing are generally accurate reporters of height, pre-surgical weight,

N=64. “Accurate” defined as < 5 lb discrepancy 
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Fig. 1 Discrepancy (in pounds) between self-reported and measured current weight. n = 64. BAccurate^ defined as <5-lb discrepancy
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and current weight six months post-operatively and the degree of
discrepancy is not systematically related to eating disorder psy-
chopathology, SBEs, or BMI. Self-reported height and weight
may provide accurate measurements for BMI change in retro-
spective and short-term longitudinal designs when warranted.
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