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A
host of medical condi-
tions have been associ-
ated with overweight
and obesity, including

hypertension, type 2 diabetes mel-
litus, coronary artery disease, 
gallbladder disease, osteoarthritis,
and several types of cancer.1 In ad-
dition to the medical toll, excessive
weight gain may have a negative
impact on social and psychological
factors and even lead to functional
impairment.1,2 Gortmaker and col-
leagues found that adolescents and
young adults (aged 16 to 24) who
were overweight were significantly
less likely than those who weren’t
to be married seven years later—

and for the women in the group,
being overweight had adverse ef-
fects on educational and economic
status.2

Weight gain and its medical com-
plications are well recognized po-
tential adverse effects of both
conventional and atypical antipsy-
chotic medications.3,4 For patients
with schizophrenia or other psy-
chotic disorders, therefore, the
very medications that ease their
psychotic symptoms may be in-
creasing their risk of weight-related
problems—both medical and psy-
chological. Individuals with schizo-
phrenia who experience weight
gain while taking antipsychotic
medications report a poorer quality
of life, a reduced sense of well
being, and decreased vitality com-
pared to those who do not gain
weight.5

The tendency for antipsychotic
medications to induce weight gain
not only raises the risk of obesity
for those who rely on them but also
can frustrate the patient in the 
already difficult task of losing
weight.6 When traditional attempts
at weight loss fail repeatedly and
weight gain reaches life threatening
proportions, it may be appropriate
to consider surgical intervention.
Determining the suitability of candi-
dates for surgical weight loss inter-
vention is a complex process,
however, in which psychological
factors play a key role.7,8 Since many
of these factors may be compro-
mised by serious psychopathology,7

providers may be wary of offering
this option to morbidly obese pa-
tients with psychotic disorders. 

Thus far, the data on surgical
treatment of obesity in patients
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with schizophrenia and other psy-
chotic disorders is very limited, but
a few reports have demonstrated
encouraging results in selected pa-
tients.8,9 This article adds further
anecdotal evidence that supports
its use as it presents a case of suc-
cessful gastric bypass surgery in a
patient with schizophrenia. Unlike
the patients described in previous
reports,8,9 this patient’s psychotic
symptoms were not in remission
prior to surgery. Moreover, in ad-
dition to postsurgical medical 
improvements, this patient expe-
rienced notable psychological ben-
efits related to his schizophrenia.  

PATIENT HISTORY
A 42-year-old, male veteran with
paranoid type schizophrenia had
been a longtime patient of the VA
health care system. He had begun
to hear derogatory voices at about
age 21 while in the military. At the
time of his first hospitalization, he
had ideas of reference regarding
the television, thoughts that people
in his unit were after him, suicidal
ideation, and thought blocking. He
improved considerably with thio-
thixene 15 mg three times daily but
was deemed unfit for further mili-
tary duty and was discharged. He
continued to receive psychiatric
care through the VA, though he
chose a primary care physician
from the private sector. 

Over the next 13 years, the pa-
tient continued to have auditory
hallucinations, visual hallucina-
tions (frightening faces with vivid
red eyes), paranoid delusions, and
ideas of reference, despite treat-
ment with high doses of conven-
tional antipsychotics—including
thiothixene, haloperidol, and
fluphenazine. He had frequent sui-
cidal and homicidal ideation, the
latter of which was directed to-

ward people he felt had insulted
him or intended him harm. Despite
these symptoms, he secured a job
following discharge from the ser-
vice and held it for about eight
years. Beginning as a janitor, he
moved on to more complex assign-
ments, but ultimately returned to
janitorial work when he was un-
able to keep up with the demands
of these positions. 

Given the failure of conventional
antipsychotic medications to con-
trol his psychotic symptoms ade-
quately, as well as his development
of intractable akathisia from
haloperidol, the patient was
switched to clozapine at the age of
35. As a result, his akathisia disap-
peared and his paranoia and hallu-
cinations improved moderately. By
no means, however, did he achieve
total remission of psychotic symp-
toms, which he still experienced on
a daily basis. Though suicidal and
homicidal impulses lessened some-
what, they continued to occur, es-

pecially in the context of stressful
family situations.  

At the time of his discharge from
the military, the patient weighed
160 lb. While taking conventional
antipsychotics, his weight almost
doubled, to about 300 lb. During
the time he was taking clozapine,
he gained another 85 lb. At this
point, his body mass index (BMI)
was 54. The patient was disturbed
by his large size because he felt it
made him dramatically more con-

spicuous, which worsened his
paranoia. He made attempts to lose
weight by dietary restriction and
exercise programs, to no signifi-
cant avail. His embarrassment
about his size and appearance
caused him to begin refusing to
have his weight measured at rou-
tine psychiatric appointments. He
also developed diabetes mellitus,
for which his private primary care
physician prescribed insulin. 

In January 2002, when the pa-
tient was aged 42, he asked about
surgical intervention for obesity at
a routine psychiatric visit. He had
read about gastric bypass surgery
in the lay press and was interested
because of his failure to lose
weight through dieting and exer-
cise. Based on this history of at-
tempted weight loss and his level
of obesity and related comorbidity,
he was referred for a surgical con-
sultation. Because gastric bypass
surgery was no longer being per-
formed at his usual VA facility, the

patient was referred to the surgical
department of another facility in
the same network.

INITIAL EXAM
In October 2002, the patient was
evaluated by the surgical depart-
ment and determined to be a po-
tential candidate for gastric bypass,
pending further nutritional and psy-
chological assessment. This was
completed in December 2002, after
which he was scheduled for sur-

The patient was disturbed by his large size 

because he felt it made him dramatically more

conspicuous, which worsened his paranoia.
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gery the following month (January
2003). 

At the time of his last routine
psychiatric visit before the surgery
(a few days before the procedure),
the patient was still experiencing
his usual paranoid delusions and
hallucinations. He is able, however,
to hide overt evidence of these
symptoms, especially around peo-
ple with whom he is not familiar.
This gives him some measure of
control over his disease in certain
situations and allows him to adapt
to and function within his sur-
roundings when the need arises. It
is likely that these coping skills
helped him in his initial evaluations
and during the immediate presurgi-
cal and postsurgical periods.

TREATMENT COURSE
The surgeons performed gastric
stapling with a Roux-en-Y gastroje-
junal anastomosis. The patient had
an uneventful postoperative recov-
ery, tolerating remarkably well the
vomiting which often accompanied
his attempts to eat over the next
several weeks. 

The patient had continued to
take his usual dose of clozapine
(675 mg/day) until 24 hours before
the surgery. The drug was restarted
one week after the surgery at a
dosage of 200 mg/day, which was
titrated, eventually, to 500 mg/day.
Although he experienced an initial
exacerbation of psychotic symp-
toms shortly after the surgery, he
gradually returned to his presurgi-
cal level of disease control as cloza-
pine was reintroduced and titrated.
(It is unclear why he required less
clozapine for the same level of
symptom control following the sur-
gery, but it may be that the chance
to “start over” revealed the suffi-
ciency of a lower dosage). 

Over the next year, the patient
progressively lost weight, reaching
a low of about 240 lb. He has main-
tained this approximate weight for
an additional 30 months now. Sig-
nificantly, his blood glucose has
normalized and he has been able to
discontinue his insulin. 

Despite continued paranoid
ideation and hallucinations, the pa-
tient consistently has reported a
sense of well-being he has not ex-
perienced for many years. He at-
tributes this to his substantial
weight loss. He feels that by being
leaner he is less conspicuous, re-
ducing his paranoia and making it
easier for him to be in public. His
new sense of well-being is evident
to others. One VA physician who
sees the patient intermittently
noted, about seven months after
the surgery, that he had never be-
fore observed the patient to be so
“fluid, interpersonally connected,
[and] bright,” or to show so much
affect (A. Howsepian, MD, written
communication, August 23, 2003). 

ABOUT THE CONDITION
Recent studies of the long-term out-
comes of bariatric surgery indicate
sustained weight loss and substan-
tial improvement in medical comor-
bidities.10,11 White and colleagues
reported follow-up data on 342 pa-
tients from one medical center who
underwent gastric bypass between
June 1990 and April 2003.10 After a
median follow-up of four years
(range, zero to 14 years), weight
loss was generally well maintained
and there was complete resolution
of presurgical type 2 diabetes melli-
tus, hypertension, or dyslipidemia
in 85%, 62%, and 34% of patients
with the conditions, respectively. 

In Sjorstrom and colleagues’
large, prospective, controlled, 10-

year study of a variety of bariatric
surgical procedures, the results
also showed substantial benefits.11

Patients who underwent surgical
intervention were significantly
more likely than the matched 
controls treated nonsurgically to
experience a resolution of diabetes,
hypertension, hypertriglyceridemia,
and hyperuricemia (but not hyper-
cholesterolemia). In addition, the
surgical patients were less likely to
develop new-onset diabetes (7% of
those in the surgery group versus
24% in the control group). Both
weight loss and posttreatment
weight maintenance over follow-up
were greatest among the surgical
patients, who demonstrated weight
losses of 23% at two years and 16%
at 10 years, compared with losses
of less than 1% and 2%, respec-
tively, in the control group.

Candidates for bariatric surgery
must be evaluated thoroughly for
their suitability. According to clini-
cal guidelines developed for the
American College of Physicians,
bariatric surgery is an option in 
patients with a BMI of at least 40
kg/m2 whose efforts to lose weight
through an adequate exercise and
diet program have failed and who
have obesity-related comordities.12

Candidates must be able to appre-
ciate the risks of this surgery (in-
cluding perioperative mortality),
have reasonable expectations
about outcomes, and be able to ad-
here to postsurgical requirements
and to long-term monitoring of
weight and health status.6,7

Given that studies have found
high rates of both Diagnostic and

Statistical Manual of Mental Dis-

orders Axis I and Axis II psychi-
atric disorders among morbidly
obese people,7,13 the effect of men-
tal health disorders on candidacy
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for bariatric surgery is an impor-
tant issue. Schizophrenia is charac-
terized by both psychosis and
cognitive dysfunction, either of
which might impinge upon a pa-
tient’s ability to make an informed
choice and to adhere to postsurgi-
cal care.14 Data on the ability of pa-
tients with schizophrenia to make
informed decisions about their
treatment are limited,15 though a
few studies have investigated their
abilities to make informed deci-
sions to participate in research.16,17

Generally speaking, medical litera-
ture suggests that there is a wide
range of decision making abilities
among patients with schizophrenia

and that the presence of schizo-
phrenia alone does not necessarily
render a patient unable to make in-
formed decisions.15–17 Even among
patients with a reduced capacity
for decision making, intensive edu-
cational interventions may help
render them more capable.15–17 This
patient’s psychosis did not impinge
upon his ability to understand the
proposed surgical procedure, to
have reasonable expectations of
the surgery, or to adhere to postsur-
gical care. This is in keeping with
his schizophrenia subtype (para-
noid type), which is characterized
by “a relative preservation of cogni-
tive functioning and affect.”18

Prior case reports of surgical in-
terventions for obesity in patients
with psychotic disorders have em-
phasized the medical benefits from
the intervention,8,9 adverse psychi-
atric sequelae,19 and the effects of
surgery on the pharmacokinetics of
antipsychotics.20

Lawlor and Rand reported on
six patients with schizophrenia
who underwent gastric restrictive
surgery.8 These patients were all
free of psychotic symptoms at the
time of their preoperative psychi-
atric evaluation. Most had no major
psychiatric sequelae, but one pa-
tient became floridly psychotic fol-
lowing the surgery, requiring rapid

reintroduction of his antipsychotic
medication and six weeks of hospi-
talization. The authors note that
this patient’s antipsychotic medica-
tion had been discontinued two
weeks before the surgery (for un-
stated reasons), whereas the others
had continued their medication
until 24 hours prior to the surgery
and resumed it without incident 24
to 48 hours afterward. All five pa-
tients achieved weight loss within
the expected range and experi-
enced improvements in their med-
ical conditions. 

More recently, Hamoui and col-
leagues compared the outcomes of
five patients with schizophrenia

who underwent surgical treatment
of morbid obesity with those of 165
patients without psychotic disor-
ders.9 As in the Lawlor and Rand
report, these patients’ symptoms
were well controlled by antipsy-
chotic medications at the time of
the surgery. Three patients under-
went duodenal switch, one had a
sleeve gastrectomy, and one had
conversion of a Silastic ring gastro-
plasty to biliopancreatic diversion.
Their mean weight loss at six
months was comparable to that of
the control patients. 

Not all reports of gastric surgery
in patients with psychotic disor-
ders have had such event free re-
covery periods. In 2000, Kaltsounis
and De Leon described an individ-
ual with a diagnosis of schizoaffec-
tive disorder, bipolar type who
became severely manic following
gastric bypass surgery, though he
experienced no surgical complica-
tions.19

The present case report adds to
the limited descriptive literature on
the tolerance and outcomes of gas-
tric bypass surgery in patients with
psychotic disorders. It supports the
notion that a diagnosis of schizo-
phrenia need not automatically 
disqualify a person for such sur-
gery—even when the patient’s
symptoms are not fully controlled.
Moreover, it highlights the impor-
tant psychological benefits of
weight reduction, quite apart from
the important medical conse-
quences. The increase in comfort
this patient reported feeling regard-
ing moving about publicly has been
associated previously with weight
loss following gastric bypass sur-
gery.21 To my knowledge, however,
this is the first report of such im-
provement in an individual whose
unease in public was related to an
interaction between psychotic

There is a wide range of decision making 

abilities among patients with schizophrenia

and...the presence of schizophrenia alone 

does not necessarily render a patient unable 

to make informed decisions.



paranoia and a keen awareness of
his size.

The experience of this patient
suggests that further study of gas-
tric bypass surgery in patients with
psychotic disorders is warranted,
especially given the limited success
of more traditional weight loss in-
terventions in patients who have
antipsychotic-related weight gain.22

Before prospective studies of
bariatric surgery in patients with
psychotic disorders are under-
taken, a systematic review of indi-
viduals with psychotic disorders
and completed gastric bypass sur-
gery from major surgical centers
should be undertaken. The handful
of existing case reports,8,19,20 small
studies,9 and reports from special-
ized surgical centers7 cited here
suggest that, once analyzed for-
mally, the existing preliminary data
may be sufficient to help plan such
prospective studies and to inform
current clinical decision making. At
this time, it seems reasonable to
recommend that patients with
schizophrenia who meet weight
and morbidity requirements for
bariatric surgery candidacy be as-
sessed thoroughly with regard to
cognitive dysfunction and psy-
chosis, and that intensive educa-
tional interventions may be needed
to enable these patients to make an
informed decision.                           ●
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