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Providing psychological evaluations to patients interested in bariatric
surgery is a common practice—but one for which clear guidelines are
unavailable. These investigators surveyed a group of U.S. Army surgeons and
psychologists about what they want from such evaluations and how they use them.

besity is an epidemic prob-

lem in the United States.

Results from the 2003-2004

National Health and Nutri-
tion Examination Survey (NHANES),
conducted by the CDC, showed
that 66.3% of U.S. adults (aged 20
or older) had a body mass index
(BMI) of 25 or higher, making them
overweight or obese.! Furthermore,
32.2% met the criteria for obesity
(BMI of 30 or higher), and 4.8% met
the criteria for extreme obesity (BMI
of 40 or higher).!

Increased BMI brings a greater
risk of medical problems, including
type 2 diabetes mellitus, cardiovas-
cular disease, certain forms of cancer,
sleep apnea, gallbladder disease, and
the exacerbation of osteoarthritis.?
Largely due to the associations with
diabetes, cardiovascular disease, and
cancer, 2000 mortality data showed
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that poor diet and physical inactiv-
ity—the chief contributors to over-
weight and obesity—had become the
second leading preventable cause of
death in the United States, following
tobacco use.> One recent estimate
projected the direct and indirect costs
of overweight and obesity to be as
high as $79 billion.* Aside from the
societal costs, overweight and obesity
have very personal costs for individu-
als. In addition to health problems,
overweight and obese people face
such social challenges as discrimina-
tion and prejudice, and they are at in-
creased risk for depression and other
emotional disorders.” These issues
are particularly severe for extremely
obese individuals—who not only are
at greatest risk for obesity-related
medical problems® but also experi-
ence the most difficulty achieving
sustained weight loss through nonin-
vasive strategies.”

For almost 50 years, bariatric sur-
gery has been an important treatment
option for extreme obesity. Although
the safety, efficacy, and durability of
these procedures has improved tre-
mendously over the years,®’ the in-

vasive nature of the surgery carries
inherent risks. Furthermore, both the
effectiveness and safety of bariatric
surgery depend upon the patient’s
ability to make and sustain lifestyle
changes, including dietary restric-
tions. Because of these demanding
postoperative requirements, as well
as the potential for psychological
complications (such as depression),
it has become a common practice to
incorporate some type of psychologi-
cal assessment into the preoperative
evaluation process.

Nevertheless, there remains, to
date, a lack of data regarding the use
of such assessments. The recently is-
sued VA/DoD clinical practice guide-
lines on managing overweight and
obesity state that, while facilities
often require preoperative assessment
by a mental health provider prior to
bariatric surgery, there is no evidence
supporting routine use of this type of
assessment.® Similarly, the 1991 Na-
tional Institutes of Health Consensus
Development Conference Statement
on Gastrointestinal Surgery for Se-
vere Obesity recommended that can-
didates for bariatric surgery should
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be well informed, motivated people
who can participate in extended
treatment and follow-up and who
have access to “psychiatric exper-
tise,” but the statement provided
no specific psychosocial criteria or
contraindications nor did it recom-
mend any particular psychological
assessments.’

Despite conducting several litera-
ture reviews, we have been unable to
find empirically derived guidelines
for preoperative psychological testing.
Some studies have detailed specific
screening tools used for a population
of surgical patients, but they typically
have been limited to a single site. In
one of the earliest studies on psycho-
logical risk factors in bariatric surgery
patients, Valley and colleagues re-
ported that prior inpatient psychiat-
ric treatment and low social support
predicted psychological complica-
tions postoperatively. They found no
psychological factor, however, to be
predictive of weight loss.™

To help fill in this knowledge gap,
we surveyed a sample of U.S. Army
surgeons and psychologists about
their involvement in preoperative
psychological screenings for patients
interested in bariatric surgery. We
asked participants what assessment
tools they used and what factors
they viewed as most important dur-
ing such screenings. In addition, we
asked about the role that psycholo-
gists play in the evaluation process
and how psychologists communicate
their findings to surgeons.

STUDY DESIGN

Our study was approved by the
Human Use Committee at Dwight
D. Eisenhower Army Medical Cen-
ter in Augusta, GA. The investigators
adhered to policies for protection of
human subjects as prescribed in Title
45 of the Code of Federal Regulations
(CFR), part 46.

For the study, we developed two
surveys for health care profession-
als practicing bariatrics in U.S. Army
medical facilities: one for surgeons
and one for psychologists. Each sur-
vey had questions about presurgical
evaluation techniques that were indi-
vidualized for the specialty. In addi-
tion, there were several overlapping
questions related to the amount of
experience in presurgical evaluations
and interdisciplinary interaction with
the other specialty. Both specialties
also were asked about patient charac-
teristics and symptoms that relay im-
portant information in the presurgical
evaluation and about contraindica-
tions for surgery.

At the time of the survey, there
were nine U.S. Army medical facilities
conducting bariatric surgery. At these
nine facilities, we identified a sample
of 21 surgeons and eight psycholo-
gists involved in bariatric surgery. The
surveys were sent to these 29 provid-
ers by e-mail, initially, followed by a
mailed printed survey if there was no
response to the e-mail.

We compiled the results of the
survey and compared the surgeons’
responses with those of the psychol-
ogists through paired t-testing. A P
value of less than .05 was considered
statistically significant.

PRACTICE PATTERNS AMONG
RESPONDENTS

Surgeons
Of the 21 surgeons who received the
survey, 13 (62%) returned responses.
These 13 respondents represented
each of the nine facilities conduct-
ing bariatric surgery, and four of the
respondents identified themselves as
a facility’s primary bariatric surgeon.
Years of experience with bariatric sur-
gery ranged from one to 12 years.

Of the responding surgeons, 11
(85%) said they use preoperative psy-

chological evaluations. Both of the
surgeons who reported that they do
not use such evaluations, along with
one surgeon who does use them, said
that the evaluations provide no useful
information for the patient selection
process. The remaining 10 surgeons
(77%) said that they receive useful
information from the evaluations.

Three (27%) of the surgeons who
use psychological evaluations indi-
cated that they allow the evaluating
psychologist to ultimately determine
whether or not a patient can undergo
bariatric surgery. The surgeons esti-
mated that they deny bariatric sur-
gery to an average of 4.5% of patients
(range, 1% to 20%) based on the psy-
chological evaluations.

Psychologists

All eight psychologists (100%) re-
sponded to the survey. Six (75%) said
they are integrated members of their
institution’s bariatric surgery team.
When asked how they communicate
the results of their evaluations to bar-
iatric surgeons, six of the psycholo-
gists said they use a written consult
reply, and the other two said they dis-
cuss the results in person as part of a
team meeting.

Psychologists estimated that they
recommend against bariatric surgery
for an average of 3.7% of the patients
they evaluate—a denial rate that is
generally consistent with that re-
ported by the surgeons (4.5%). They
further indicated that, on average,
8.7% of the patients they evaluate are
subsequently referred for psychologi-
cal treatment. Notably, they estimated
that an average of 20.4% of patients
who receive bariatric surgery are re-
ferred postoperatively for psychologi-
cal treatment.

All of the psychologists use an in-
dividual patient interview as part of
their evaluations, and none require
the presence of a family member.

Continued on page 41
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Table 1. Top three contraindications for

bariatric surgery as ranked by surgeons and
psychologists responding to the survey

Contraindication

Rank Surgeons (n = 13)

Psychologists (n = 8)

surgery

1 Unrealistic expectations after

Uncontrolled psychopathology

Lack of informed consent

Substance abuse

surgery

Inappropriate motivation for

Lack of informed consent

Table 2. Top four most important patient characteristics
or symptoms in the preoperative evaluation as ranked by

surgeons and psychologists responding to the survey

Patient characteristic/symptom
Rank Surgeons (h = 13) Psychologists (n = 8)
1 Psychopathology Current physical health
2 Motivation for surgery Adherence to medical
regimens
3 Adherence to medical regimens | Informed consent
4 Goals after surgery Motivation for surgery

Only one site reported using no stan-
dardized instrument for psychologi-
cal assessment. Among those that
reported employing standardized in-
struments, there was little consensus
on which should be used. In total,
11 different instruments were listed
as part of usual practice—the most
popular of which were the Minne-
sota Multi-phasic Personality Inven-
tory-2 (MMPI-2), which is used at
four sites, and the Millon Behavioral
Medicine Diagnostic, which is used
at three sites. (The Millon Behavioral
Medicine Diagnostic is a measure for
which normal values were established
using populations of medical patients
rather than behavioral health pa-
tients.) The average number of tests
used per patient was 2.6, with two

sites using four or more and the rest
using two or less.

VIEWS ON PATIENT SELECTION:
SURGEONS VS. PSYCHOLOGISTS
The surgeons and psychologists both
were asked to rank 16 contraindica-
tions for surgery. One contraindica-
tion appeared among the top three
identified by both surgeons and psy-
chologists: lack of informed consent,
which was number two for surgeons
and number three for psychologists
(Table 1).

Respondents also were asked to
rank 16 patient characteristics or
symptoms from most important to
least important in providing useful
information in the preoperative evalu-
ation. There was agreement between
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surgeons and psychologists on two of
the top four most important aspects
of the preoperative assessment: moti-
vation for surgery (which was num-
ber two for surgeons and number four
for psychologists) and adherence to
medical regimens (which was num-
ber three for surgeons and number
two for psychologists) (Table 2).

Statistical analysis showed signif-
icant differences between surgeons’
and psychologists’ ranking of adher-
ence to medical regimens, current
physical health, and informed con-
sent (Table 3). The difference between
rankings for marital discord trended
toward but did not reach statistical
significance (P = .051).

THE IMPORTANCE OF DIALOGUE

Our results suggest that, in U.S Army
facilities that offer bariatric surgery,
preoperative psychological assess-
ment of candidates for bariatric sur-
gery is a common practice and one
that most surgeons find useful. They
also demonstrate, however, the cur-
rent lack of standardized methods for
such assessments among U.S. Army
providers. While surgeons and psy-
chologists who responded to our
survey showed some agreement re-
garding the importance of patients’
prior adherence to medical regimens
and their motivation for surgery, their
opinions differed substantially with
regard to other types of information
in the preoperative evaluation. In-
terestingly, each group included the
other’s area of specialty as one of the
most important factors to consider:
Psychologists cited physical health
as the top factor, while the surgeons
identified psychopathology as most
important.

One positive interpretation of the
variation between surgeons and psy-
chologists in this regard is that, be-
tween the two groups, a broad range
of factors are being assessed carefully.

Continued on next page
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Continued from previous page

Table 3. Patient characteristics or symptoms for which difference

between surgeons’ and psychologists’ mean rankings were most different

Surgeons’ mean Psychologists’ mean
Characteristic/symptom ranking (n = 13) ranking (n = 8) P value?
Adherence to medical regimens 6.66 2.66 .008
Current physical health 6.91 2.60 .026
Informed consent 8.92 3.60 .037
Marital discord 8.27 10.75 .051

3P < .05 was considered statistically significant.

On the other hand, it seems to in-
dicate a need for increased dialogue
between bariatric surgeons and psy-
chologists. Some differences between
the two types of providers are bound
to exist, given their disparate bodies
of knowledge. Outside the setting of
bariatric surgery, there are very few
circumstances in which the surgeons
and psychiatrists would likely inter-
act in an ongoing, coordinated man-
ner. By asking more questions about
what the other specialty expects in
the preoperative process, members of
each group may be able to enhance
the consistency and effectiveness of
the preoperative evaluation and, in so
doing, improve patient outcomes.

MORE INVESTIGATION NEEDED

The benefits of bariatric surgery for
extremely obese patients have been
well established. Due to the risks and
potential complications of these pro-
cedures, however, the American Soci-
ety of Bariatric Surgery has identified
as one of its goals the ethical selection
of appropriate surgical candidates. In
order to achieve this goal, providers
need as much information about fac-
tors that could influence or predict a
patient’s outcome as possible. Thus, it
would seem logical that preoperative
psychological assessments might play
an important role in this process.

Our study provides some insight
into the current practice patterns of

U.S. Army surgeons and psycholo-
gists involved in assessing candidates
for bariatric surgery. Its findings are
limited, however, by several impor-
tant factors, such as the small sample
surveyed and the specific population
surveyed. It’s possible that civilian
bariatric surgery providers and those
in other military branches may have
more uniform practice patterns.
Clearly, more research is needed
to enhance our understanding of
psychological assessment in the set-
ting of preoperative evaluations for
bariatric surgery. Larger studies in-
vestigating the types of information
surgeons value most in screening
patients would be helpful. In addi-
tion, it will be important to examine
which psychological characteristics
or variables are correlated with posi-
tive, long-term outcomes following
bariatric surgery. [ ]
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