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Abstract

Introduction Obesity is a multifactorial and chronic disease, constantly growing in prevalence. Metabolic and Bariatric
Surgery (MBS) is among the most effective therapies for obesity, determining consistent long-term weight loss and mainte-
nance. Increasing evidence suggests a relevant mental health contribution to obesity pathogenesis. European and International
Guidelines for MBS emphasize the importance of a pre-surgical psychological/psychiatric assessment and a post-surgical
follow-up to improve MBS outcomes. Yet, no standard psychological/psychiatric procedures currently exist.

Methods This paper overviews the psychological/psychiatric procedures which Italian mental health providers currently
perform on MBS candidates to provide psychological support through every step of the MBS, from the assessment to the
postsurgical follow-up, to evaluate eligibility, prevent mental health flare-ups and weight regain, as endorsed by the Board
of the Italian Society of Surgery for Obesity and Metabolic Diseases (SICOB).

Results The psychological/psychiatric procedures should encompass two phases: pre-surgical assessment and post-surgical
follow-up. Pre-surgical assessment should investigate every condition that might reduce the MBS effectiveness or contraindi-
cate the surgical process. It must include a mental state evaluation, weight history, eating behavior, body image, psychosocial
conditions, and motivation. The post-surgical follow-up should offer psychological support to patients in achieving weight
loss and maintenance. It should also prevent the onset or recurrence of psychiatric disorders that may affect clinical outcomes.
Discussion This paper is the first to introduce a standardized protocol for psychological/psychiatric procedures for each phase
of the surgical process, to allow MBS candidates to receive similar care despite geographical differences. It also serves as
a potential clinical model for assessing mental eligibility or contraindications prior to MBS, and subsequently support the
individual behavioral and lifestyle changes to achieve and maintain weight loss.

Key Points

¢ Obesity and psychiatric disorders intertwine, influencing surgical outcomes.
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¢ Standardized mental health procedures are crucial in bariatric surgery candidacy.
e Pre- and post-operative psychological support is pivotal for optimal outcomes.
¢ Standardized procedures ensure consistency, reliability, and quality of care.
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Introduction

Obesity is a chronic multifactorial disease that has become
a significant public health issue, reaching epidemic propor-
tions [1]. It is estimated that one-third of the world popula-
tion may now be classified overweight or having obesity [2].

Metabolic and Bariatric Surgery (MBS) is among the
most effective therapies for obesity, showing consistent long-
term weight loss and significant improvement in the overall
clinical picture [3]. However, as the popularity of MBS has
grown over the years, psychiatric disorder occurrence in
MBS-seeking patients has become increasingly evident, and
high prevalence has been observed mainly for depression
and Binge Eating Disorder (BED) [4]. Notably, the lifetime
rate of any psychiatric disorders can be high as 80.9% [5]
and about 30% of bariatric patients report depressive symp-
toms at the time of surgery [6]. Mental health conditions can
adversely affect surgical outcomes, such as a negative impact
on weight loss and on postoperative psychological health if
not adequately addressed [7, 8]. Patients suffering from these
conditions often show lower adherence to post-surgical life-
style changes [9], which is crucial for the long-term success
of bariatric surgery, partly explaining the higher rate of poor
post-surgical outcomes.

Among obesity-contributing factors, increasing evidence
suggests that several psychopathological conditions may
be associated with obesity pathogenesis. Rates of obesity
are indeed higher than average in psychiatric populations,
especially in severe mental illness and anxiety disorders
[10]. Furthermore, mental health comorbidities are highly
prevalent in patients with severe obesity [11]. The link may
lie in psychiatric disorders’ potential to affect one’s eating
behavior, primarily when patients use food to cope with
mental distress, thus increasing the risk of developing obe-
sity [12]. Furthermore, obesity is frequently the expression
of an eating disorder (ED), especially BED and Night Eating
Syndrome (NES). Their prevalence is higher in individu-
als with obesity (15%) rather than the general population
(2-5%) and rises to 60% in patients with obesity seeking
surgical help [13—15]. However, the link between obesity
and psychopathology is considered bidirectional [16]. It is
well known that psychiatric disorders can also develop due
to the obesity-related chronic low-grade neuroinflammatory
state that may relevantly affect the neuroendocrine activity
and neurotransmitter balance [17, 18].
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The American Society for Metabolic and Bariatric Sur-
gery (ASMBS) [19], the European and Italian guidelines
[20, 21], and the recent Italian Delphi consensus [22] con-
sider several psychiatric disorders as contraindications or
reasons for surgery deferral (e.g., non-stabilized severe men-
tal illness, current alcohol abuse (AUD) or substance use
disorders (SUD)) and highlight the importance of mental
health evaluation. The European Position Statement explic-
itly states that several mental health conditions can pose a
contraindication unless otherwise “specifically advised by
a psychiatrist experienced in obesity” [21]. Moreover, the
most current ASMBS and International Federation for the
Surgery of Obesity and Metabolic Diseases (IFSO) guide-
lines emphasize the importance of mental health assessment
by a licensed mental health provider in the pre-surgical
evaluation of the MBS candidate patient to address disor-
dered eating, severe uncontrolled mental illness, and active
substance abuse, to implement adequate interventions and
optimize surgical outcomes [23].

Despite the widespread mention of the mental health
assessment role in MBS, no current national or international
statements exist regarding the standardization of clinical
psychological/psychiatric procedures. This gap is significant,
as standardized procedures have been shown to improve out-
comes in various medical fields by ensuring consistency,
reliability, and quality of care. This paper aims to provide an
overview of the psychiatric/psychological procedures of the
MBS multidisciplinary team. It concerns the Italian psychi-
atric/psychological clinical procedures to inquire about men-
tal health conditions and psychological factors in MBS can-
didates and subsequent post-surgical follow-up, endorsed by
the Board of the Italian Society of Surgery for Obesity and
Metabolic Diseases (SICOB) and published online in 2017
[24]. It provides suggestions for standardized psychological/
psychiatric procedures for the mental health management of
bariatric candidates, translating the international recommen-
dation into pragmatic guidance that can serve as a starting
point in developing official guidelines. Standardized pro-
cedures offer significant advantages, ensuring that patients
receive standardized reliable care, fostering continuity and
reliability in treatment approaches regardless of the differ-
ences in healthcare facilities, similar to the well-established
standardized nutritional programs in clinical practice [25].
Furthermore, it can serve as a guide for mental health pro-
viders to recognize and address any mental health conditions
that can potentially harm a candidate which would otherwise
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undergo surgery without the necessary psychological sup-
port and intervention.

Pre-surgical assessment

The pre-surgical assessment of individuals seeking bariatric
surgery is a critical component that stands out as an indis-
pensable tool for elucidating patient’s psychological profile,
among its multiple aspects. It aims to identify any factors
that may impact post-surgical outcomes, ultimately contrib-
uting to informed decision-making about surgery. The psy-
chological/psychiatric evaluation of the MBS candidate must
investigate any mental health condition that might hinder
the MBS process. This is particularly crucial for identifying
mental disorders associated with or contributing to obesity,
which could contraindicate MBS or reduce its effectiveness.

The clinical interview must also encompass a compre-
hensive assessment of various psychological dimensions
that can influence the MBS process, including a detailed
evaluation of eating behaviors, weight and diet history, and
body image uneasiness and dissatisfaction, psychosocial
conditions and motivation. A holistic assessment enables the
identification of several potential issues that may negatively
affect the whole surgical process, such as mental health
issues, lack of social support, or unrealistic expectation. An
early recognition can allow the development of personalized
strategies to overcome these barriers, thereby proposing sup-
port plans and interventions, to increase the likelihood of
successful outcomes.

The first visit should be conducted face-to-face at the
health center. A clinical psychologist or, when available,
a psychiatrist, specifically trained for this purpose, should
conduct the clinical evaluation. The clinical psychologist
must consistently seek consultation with a psychiatrist
whenever there is suspicion of a psychiatric disorder. This
collaborative approach ensures a thorough and multidimen-
sional evaluation, incorporating the expertise of both figures,
enhancing the reliability and validity of the diagnostic pro-
cess. The pre-surgical assessment can potentially involve the
caregivers who may help assist the information-gathering
process, particularly in verifying the patient's reliability,
but also strengthens the therapeutic alliance by involving
the patient's support system in the overall therapeutic plan.
While involving the caregivers can provide valuable sup-
port depending on psychosocial conditions, patient’s prefer-
ences must be emphasized, respecting and accommodating
the potential choice to refrain their caregivers from attending
their visits, ensuring that the overall care is patient-centered.
The following paragraphs provide an in-depth description of
specific steps for a comprehensive pre-surgical assessment,
which are also summarized in Fig. 1.

Clinical interview and mental state evaluation

A proper clinical evaluation must include an anamnestic
record and a current mental state evaluation to exclude any
psychiatric disorder. The anamnestic record should include
the patient’s psychiatric history, involving an in-depth explo-
ration of past diagnoses, as well as a detailed account of pre-
vious specific interventions, such as pharmacological and/or
psychotherapy. Family psychiatric history can also provide
insights on potential genetic predisposition and familial pat-
terns. Such a thorough assessment can provide a holistic
view of the patient’s mental health trajectory. It can allow
clinicians to identify patterns in the patient's psychological
well-being, including periods of stability and episodes of
crisis that can worsen after MBS. Understanding the effec-
tiveness and side effects of past treatments can inform cur-
rent therapeutic decisions and help anticipate the patient's
response to future interventions. Furthermore, this detailed
history aids in recognizing any underlying or co-occurring
mental health conditions that may impact the patient's eli-
gibility for MBS and their ability to adhere to postoperative
care plans. Beyond diagnoses and interventions, the his-
tory should encompass traumatic and stressful experiences,
since they can impact their mental well-being and coping
mechanisms. Also, trauma history can significantly corre-
late with depressive symptomatology and pathological eat-
ing behaviors [26], likewise occurring after MBS [27]. The
physician should perform a thorough current mental state
evaluation, to identify signs of distress, mental disorders and
overall functioning. Since mental health conditions can pose
a contraindication or negatively affect MBS outcomes, the
investigation should be comprehensive. Structured Clinical
Interview for DSM-5, Clinician Version (SCID-5-CV) [28],
and Mini-International Neuropsychiatric Interview [29] can
assist the mental health providers in diagnosing relevant
psychiatric disorders, such as Mood Disorders (e.g., Major
Depressive Disorder (MDD), Bipolar Disorder (BD)), Anxi-
ety Disorders (e.g., Generalized Anxiety Disorder, Social
Anxiety Disorder, Panic Disorder), Psychotic Disorders, Per-
sonality disorders, Substance/Alcohol Use Disorder (AUD),
and Impulse-control Disorders. In instances where a mental
health condition is suspected, the integration of psychomet-
ric tools can help measure the symptomatologic dimensions
and provide data to supplement clinical observation. These
tools offer a dynamic framework to measure the severity of
psychiatric disorders and can help track changes before and
after an intervention, thereby measuring the impact of differ-
ent therapies on clinical outcomes. The rating scales include
but are not limited to the ones presented within the following
paragraphs, which provide an example of the most used in
clinical practice. Further options and brief descriptions are
available in Table 1. Concerning the assessment of mood
and anxiety disorders, mental health providers may employ
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Comprehensive
evaluation of the
patient's mental state,
psychiatric, and
family psychiatric
history.

' Clinical interview |

Investigation of
lifetime and current
eating disorders and
maladaptive eating
behaviors, for their
potential impact on
surgery outcomes.

Eating Behavior

Standard Pre-surgical
Assessment

I Weight Stigma |

Evaluation of the
patient's motivation
for surgery,
understanding of its
implications, and
commitment to
lifestyle changes.

JUIUUSSISSY”
HORDALJOJA

Assessment of the S
potential impact of N
perceived social RRE A
stigma on self-worth Q)
and adherence to diet
programs.

Fig.1 Summarization of the standard pre-surgical assessment

the Beck Depression Inventory [30], Hamilton Depression
Rating Scale [31], State-Trait Anxiety Inventory [32], and
Hamilton Rating Scale for Anxiety [33]. The relevance of
Mood Disorders is stressed by the increased risk of post-
surgical pharmacological de-compensation [34] due to the
influence of MBS on drug absorption and its potentially
severe consequences, such as an increased suicide risk [35,
36]. AUD must be evaluated due to the increased likelihood
of developing or relapsing alcohol abuse after MBS, espe-
cially after a gastric bypass [37]. Surgery affects alcohol
pharmacokinetics, accelerating its absorption due to quicker
gastric emptying and reduced expression of alcohol dehy-
drogenase [38, 39]. The CAGE questionnaire is helpful in
screening former and current alcohol use [40]. Substance
use disorder (SUD) must be assessed due to an increased
risk of new-onset or relapse after MBS [41]. Drug Abuse
Screening Test (DAST) may be helpful to screen for sub-
stance abuse history [42]. Personality traits can influence
individual stress-coping ability for post-surgical recommen-
dations and lifestyle changes. They also can impact eating
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behavior, associating with body image disorders and disor-
dered eating [43], and ultimately indirectly influence nutri-
tional and weight management. A structured assessment of
personality traits can help determine the most appropriate
type of psychotherapy (e.g., borderline personality disorder
may benefit from dialectical behavioral therapy). The Min-
nesota Multiphasic Personality Inventory 3 can be used to
measure personality traits standardly [44].

Eating behavior history

Mental health providers should always thoroughly investi-
gate lifetime EDs. Notwithstanding mixed evidence, due to
the heterogeneity of the appraised samples, BED seems to
be associated with post-surgical insufficient weight loss [45,
46]. NES is associated with poor post-surgical outcomes
due to its symptomatic core characterized by nocturnal eat-
ing and the shift in the circadian rhythm [47, 48]. Mental
health providers should also inquire about obesity-associated
maladaptive eating behaviors or disordered eating that can
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negatively affect MBS weight outcomes. Disordered eating
refers to behaviors not fully meeting any ED criteria yet
associated with relevant clinical distress or significant psy-
chological impairment, especially concerning anxiety and
depression [49]. Disordered eating includes grazing, sweet-
eating, loss of control eating (LOC), and craving included
in food addiction. Grazing is a repetitive, unexpected eat-
ing of small amounts of food, not in response to hunger.
Its psychopathological traits include high levels of anxiety,
impulsiveness, and body image disorder [50]. Sweet-eating
is the repetitive eating of sweet foods, with 50% of the daily
carbohydrate consumption, which can be triggered by emo-
tional factors [51]. Both conditions can lead to poor clinical
outcomes after MBS, with an increased risk of post-sur-
gery EDs and subsequent insufficient weight loss or weight
regain [52]. Also, repetitive ingesting of high-sugar foods
may increase the risk of dumping syndrome [53]. LOC is
defined as the subjective perception of being unable to resist
or stop eating, regardless of the amount of food consumed,
and can result in binge episodes, the consumption of abnor-
mally large quantities of food in a short period of time. LOC
is associated with the dysregulation of the emotional sys-
tem related to impulsiveness [54]. It increases the risk of
insufficient weight loss [45] and can worsen MBS outcomes.
The Eating Disorder Inventory, Third Version (EDI-3) can
be employed to screen EDs and assess their symptoms and
psychological features [55]. Disordered eating behaviors
correlate with high impulsivity levels [56, 57], which can
be measured through the Barratt Impulsiveness Scale [58]
and the Binge Eating Scale [59]. High impulsivity levels
may adversely affect post-surgical weight loss [60] and may
benefit from psychological therapy before undergoing MBS.

Weight and diet history, weight stigma

An in-depth record of all attempted and failed diets, includ-
ing any instances of weight cycling, must be meticulously
documented to evaluate the patient’s ability to cope with the
post-surgical nutritional program. A detailed dietary history
is essential for understanding the patient’s past challenges
and successes with weight management, thereby providing
insights into their potential compliance with post-surgical
recommendations and suggest possible psychological and
nutritional supportive care plans. The mental health pro-
vider must also gather an anamnestic record of previous
EDs, considering that they can increase susceptibility to the
occurrence of new-onset post-surgery psychiatric conditions,
like anorexia nervosa (AN) and bulimia nervosa (BN) and
disordered eating [49]. The Weight and Lifestyle Inven-
tory [61] can assist the history gathering process, offering a
structured approach to thorough collect information about
the patient’s weight and diet history, eating behaviors, and
lifestyle factors, also identifying triggers related to weight
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gain and loss, providing a comprehensive overview of the
patient’s relationship with food and their body.

Perceived social stigma must be carefully considered
as it can significantly interfere with post-surgical follow-
up. Internalized weight stigma has been shown to directly
impact self-worth and self-perception [62] and subsequently
impair the ability to adhere to a diet program and achieve
weight loss, further complicating the post-surgical process,
determining insufficient weight loss or weight regain. This
internalization of stigma can lead to poorer adherence to
required strict dietary regimens [63] and ultimately affect
long-term outcomes. Utilizing tools like the Stigmatizing
Situations Inventory [64] and the Weight Bias Internaliza-
tion Scale [65] can help measure the intensity of weight
stigma perception.

Body image

Practitioners must consider the patient’s body uneasiness
and dissatisfaction, as these feelings can affect their psy-
chological well-being and the overall success of bariatric
surgery. Body image is significantly influenced by psycho-
social factors, especially the modern idealization of thin-
ness, which is often paralleled with attractiveness, social
status, and success [66]. These ideals can fuel feelings of
body uneasiness and dissatisfaction, particularly upon the
occurrence of weight stigma, that is often experienced by
individuals suffering from severe obesity [67]. Drive for
thinness can contribute to the high emotional investment
in surgery, and post-surgical weight phobia, that can trig-
ger eating disorders such as anorexia or bulimia as defense
mechanisms against the anxiety related to potential weight
regain [49].

The ‘inside view’ of Body image encompasses percep-
tual, cognitive, and emotional components, which may
be resistant to change, especially in individuals who have
experienced obesity since childhood, who often harbor an
ingrained body image [68]. After MBS, the perceptual and
emotional components of one’s self-image may lag behind
the physical reality, creating a dissonance where the individ-
ual may not fully recognize and accept their new thin bodies
despite the evident physical change, thereby impeding the
full realization of their surgical process [69]. This disso-
nance can impede the full realization of their weight loss
journey, resulting in insufficient weight loss or weight regain
due to reduced motivation, driven by unresolved negative
emotions and a persistent sense of dissatisfaction. The strug-
gle to accept and internalize their new body can also lead
to a resurgence of depressive symptoms and dissatisfaction,
fueled by the anxiety of not meeting internalized or societal
expectations [70].

Investigating body image and obesity onset is thereby
crucial during the assessment to support the candidates
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understand and accept the ongoing body transformation, that
is essential for long-term successful outcomes [71]. Body
image disorders can be evaluated using various standardized
tools, such as the Body Uneasiness Test [72], Fat Phobia
Scale [73], Body Image Concerns Inventory [74], and Body
Shape Questionnaire [75]. Eventual body image concerns
may benefit from psychological treatment to improve MBS's
long-run outcomes.

Addressing body image issues early through counseling
and psychological interventions can help reduce post-surgi-
cal dissatisfaction that can fuel the development of eating
disorders, depression, and anxiety, thereby promoting bet-
ter adherence to postoperative guidelines and enhancing the
overall success of bariatric surgery.

Motivation assessment

The motivation to undergo surgery is one of the most critical
aspects to inquire about during the pre-surgical assessment,
since individuals with strong commitment are more likely
to comply with the rigorous post-surgical requirements and
maintain long-term lifestyle changes. The assessment of
motivation involves evaluating the patient’s commitment
to the surgical process, weight loss and their understand-
ing of the surgery's implications. Motivation refers to the
energy, direction, persistence and finality toward a goal
(REF). Several theoretical models can help in the evalua-
tion of the nature of motivation, accounting for what are the
driving factors of the patient’s choice. According to Self-
determination Theory [76], an individual can experience an
intrinsic motivation or extrinsic motivation. Intrinsic motiva-
tion arises from within the individual, driven by interest or
enjoyment in the task or goal itself, such as personal health
goals and self-improvement. On the other hand, extrinsic
motivation involves performing tasks to achieve external
rewards or avoid punishments, therefore, the motivation
is not self-determined but controlled by external pressure.
Within this framework, internal motivation is traditionally
linked to higher levels of engagement and persistence since
the individual behaves for its own well-being and satisfac-
tion. However, low self-determination in motivation can be
strengthened by aligning external pressure with personal
values and self-concept, into the process of internalization.
Through the stages of internalization, behavior is progres-
sively introjected toward a complete assimilation into the
individual’s values and needs, which can be assimilated to
intrinsic motivation in terms of engagement and persistence.
Another theory regards the Locus of Control (LC) [77] that
refers to the personal beliefs regarding the regarding the
causes of their life events and experiences. Individuals with
an internal locus of control believe that one’s behavior has a
significant influence over life events, attributing success or
failure to their own efforts and decisions. Individuals with

an external locus of control believe that external factors,
such as luck, fate, or other people's actions, primarily influ-
ence the outcomes of their lives, which are considered as
beyond their control. Evidence showed that patients with
internal LC are more prone to maintain postsurgical weight
loss [78], explainable by the higher motivation to take initia-
tive and persist in tasks, with enhanced resilience. On the
contrary, patients with external LC may have lower motiva-
tion to take initiative, as they believe their efforts are less
impactful, besides an increased susceptibility to feelings of
helplessness and stress, due to a perceived lack of control.

In order to improve the motivation in case of external
LC, a personalized psychological intervention could be
employed, to help the individual develop a sense of personal
agency and responsibility for their life events.

Useful motivation-assessing psychometric tools are the
Decisional Balance Test for weight [79]. In addition, men-
tal providers should always evaluate potential ambivalence
about surgery, exploring and reinforcing insight about sur-
gery fears or belittlement of the associated risk. Patients'
false beliefs (e.g., surgery automatically resolves all the
problems — the patient will not adequately follow the post-
intervention nutritional program) must be investigated and
undone before surgery.

Psychosocial assessment

Psychosocial assessment serves to identify cultural, working
conditions and economics that can support or interfere with
the post-surgical program. Doubtful and not fully motivated
patients must undergo at least five motivational sessions
before the intervention. Patients should also be helped to
withstand the negative judgment of the environment.

Additionally, the evaluation should assess the candidate's
psychosocial condition, including support systems, stress
levels, and coping mechanisms. Social network support
can provide assistance in adhering to the required lifestyle
changes and overcome challenges during the post-surgical
period. Also, evaluating the candidate’s stress levels and
coping mechanisms helps identify how they manage adver-
sity. Identifying potential issues allows for the implementa-
tion of stress management and coping strategies to maximize
the success of MBS.

Pre-surgical assessment indications

The initial pre-surgical assessment can result in different
indications:

i. The patient may be deemed eligible for direct consid-
eration of MBS upon the absence of contraindications
and the presence of adequate motivation. This qualifi-
cation is met when no clinical conditions necessitate
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further investigation or management, ensuring the
patient’s physical and mental readiness for the proce-
dure. Additionally, a robust level of motivation should
be evident as a crucial psychosocial determinant for
optimal outcomes.

ii. The patient may be considered for bariatric surgery,
with a preceding and subsequent psychotherapeutic
and/or pharmacological regimen, contingent upon
the presence of relative contraindications such as
maladaptive eating behaviors or EDs, severe anxiety,
depression, or insufficient motivation. In instances
where MDD or BD is identified, pharmacological
adjustments may be necessary to balance the impact
of bariatric surgery on drug absorption, including dose
and formulation modifications (e.g., transitioning from
tablets to drops).

For those engaged in psychotherapy, completion of
the entire therapeutic course is imperative. Afterward,
a comprehensive further assessment, encompassing a
clinical interview and the employment of psychomet-
ric tools (e.g., EDI-3 for EDs and maladaptive eating
behaviors, SCID-5-CV, or specific rating scales tai-
lored to psychiatric disorders), becomes essential for
a precise evaluation of significant improvement and/
or clinical remission.

Patients necessitating pharmacological interven-
tion should undergo a thorough psychiatric evalu-
ation aligned with the associated disorder, and an
adequate treatment period must be granted to achieve
and observe clinically stable remission. For example,
in conditions like MDD or BD, complete sustained
remission requires a minimum of two months without
significant symptoms, as stipulated by the DSM-5-TR
[80, 81]. Employing relevant psychometric tools can
assist in validating clinical improvement and remis-
sion, thereby determining eligibility for MBS. This
approach allows a rigorous assessment of patients,
necessitating further support to ensure optimal con-
ditions for MBS.

Patients with low motivation or external LC could
benefit from cognitive-behavioral techniques, such as
cognitive restructuring- to identify and challenge neg-
ative beliefs and replace them with self-empowering
thoughts [82].

iii. The patient is deemed ineligible for MBS due to the
presence of one or more contraindications, including
acute severe mental illness, intellectual disability, cur-
rent alcohol abuse (AUD) or substance use disorders
(SUD). These contraindications pose a considerable
risk of clinical de-compensation, which may also
be exacerbated by the influence of surgery on drug
absorption. Additionally, such conditions can result in
an incapacity to manage the post-surgical nutritional
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schedule. This collective set of contraindications
underscores the necessity for caution and alternative
intervention strategies, acknowledging the potential
impact of surgery on the patient's mental health. Fig-
ure 2 summarizes the pre-surgical indications and
management.

Post-surgical follow-up

The follow-up serves a multipurpose role encompassing
monitoring, prevention, and intervention to support patients
throughout the weight loss and maintenance phases. This
follow-up is intrinsically linked with nutritional monitoring
to ensure comprehensive care. Robust evidence underscores
the positive impact of post-surgical follow-up on patients'
coping abilities and clinical outcomes [19, 83].

Telemedicine or phone interviews can represent an addi-
tional instrument to enhance patient compliance, since it
allows patients to receive follow-up care regardless of their
location, reducing the need for travel [84]. An improved
patient engagement to follow-up can also be useful to
improve patient engagement and support them with their
treatment plan and improve adherence to postoperative
guidelines. A recent study showed how the majority of
patients reported a positive experience with telemedicine-
based follow-up, appreciating the convenience and acces-
sibility of virtual appointments [85], that can be especially
useful for those residing in underserved areas, reducing
the need for travel and associated temporal and financial
resources. Concerns may raise regarding telemedicine’s
challenges, such as the absence of physical contact, limited
technology access and privacy concerns about the security
of patient data during consultations. However, hybrid care
models involving in-person visits can ensure an effective
integration of telemedicine into follow-up protocols, accom-
modating individual preferences.

A structured post-surgical follow-up program is impera-
tive for every patient undergoing MBS. This program aims
to foster acceptance of a new body image and support the
patient through the required lifestyle changes. Key objectives
include enhancing patients' ability to establish meaningful
connections with their environment, self-care practices,
incorporating physical activities, and reinforcing adjusted
dietary habits [86, 87].

Since there is no definitive consensus on the acceptable
extent of post-surgical weight regain, patients experienc-
ing any weight gain or insufficient weight loss may struggle
with guilt and shame feelings, potentially leading to drop-out
from the follow-up. Consistent follow-up must help patients
control such emotions and fortify their motivation to achieve
sustained weight loss. A tailored follow-up strategy can pro-
mote psychological well-being, subsequently contributing
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v

Direct access to MBS

No contraindications to MBS

Relative contraindications to MBS
* Maladaptive eating behaviors (e.g.,
grazing, sweet-eating, binge,
nocturnal eating)
* Eating disorders (e.g., bulimia

Psvchotherapy before MBS

nervosa, BED, NES)
* Substance use disorder
* Alcohol use disorder
* Undertreated affective disorders
* Severe personality disorders

Low motivation

Update pharmacotherapy to allow correct
post-surgery drug absorption

History of low medical adherence

Absolute contraindications to MBS

* Severe and untreated mental disorders
(e.g., bipolar disorder, schizophrenia)
because MBS could hinder drug

Motivational sessions

v

absorption

» Severe intellectual disability

* Prader-Willi and other genetic
syndromes

* Recent suicidal behavior

* Active substance or alcohol use
disorders

> Patient cannot undergo MBS

Fig.2 Pre-surgical assessment outcomes and management. BED Binge Eating Disorder, MBS Metabolic and Bariatric Surgery, NES Night Eat-

ing Syndrome

to long-term successful outcomes. Figure 3 summarizes the
different follow-up flowcharts.

Standard follow-up procedure

In the absence of new-onset or recrudescence of post-sur-
gical mental health conditions, the standard follow-up pro-
cedure applies. The follow-up should start one month after
the reintroduction of a solid diet and must include clinical
interviews designed to reinforce post-surgical nutritional
compliance and develop a therapeutic alliance. Therefore, it
is necessary to enhance patient coping abilities. A bimonthly
monitoring should persist with until the patient achieves a
significant weight loss occurs. Upon weight loss stabiliza-
tion, group psychotherapy may be helpful to support the
reinforcement of the new body image, across its cognitive,
emotional and perception components [69, 88]. The follow-
up program is also helpful to identify eventual new-onset
psychiatric disorders, disordered eating, and EDs. MBS
patients exhibit a higher suicide risk compared to their coun-
terparts with obesity who do not undergo surgery [35, 89].

Hence, a clinical evaluation must include a careful monitor-
ing for suicidal ideation. Furthermore, it must support the
patient coping abilities through the new lifestyle, encom-
passing the changes in eating behavior, the introduction of
physical activity, and adjustments in social and working
relationships. Table 2 summarizes the standard follow-up
schedule.

Follow-up in case of post-surgical new-onset mental
disorders

Post-surgical metabolic changes, malabsorption challenges,
obstacles in adapting to lifestyle changes, lack of social sup-
port and the stress of coping with the follow-up procedures
can exacerbate pre-existing and latent psychiatric disorders,
thereby influencing weight outcomes [90]. The interplay of
such factors can endanger the mental well-being and precipi-
tate new-onset disorders [9]. Notably, MDD and SUD stand
out as the most commonly arising conditions after MBS [91,
92]. They can significantly compromise clinical outcomes,
necessitating prompt intervention, relying on timely and
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Metabolic

New-onset post-surgical psychiatric disorders

Post-surgical follow-up

Standard follow-up

* Nutritional compliance support

* New lifestyle coping abilities support
* New body image acceptance

* Social relationship support

* Psychological monitoring

Specific follow-up in case of new-onset psychiatric disorders
* Psychological support to deal with guilt and shame in the
- case of inadequate weight loss or weight regain

Bariatric
Surgery

Pre

sty

Fig. 3 Post-surgical follow-up summary. Post-surgical psychological
follow-up must be patient-tailored and must account for pre-existing
and new-onset psychiatric disorders. Such customization allow to

Table 2 Standard follow-up schedule

* Motivation support

* Behavioral rehabilitation sessions to support patients through
complex lifestyle changes

* Pharmacological therapy (if needed)

Specific follow-up in case of pre-existing psychiatric disorders
» Pharmacological adjustment (molecule, formulation, dosage)
» Continue pre-surgical psychological interventions

provide personalized mental health support in order to improve post-
surgery outcomes

Follow-up interviews after MBS Topics

Purposes

First interview: One month after MBS, once
solid diet is resumed

Bimestrial interviews until significant weight
loss

Group psychotherapy: Once weight stabilizes

One and three months after group psycho-
therapy

Semestral interviews (for five years after MBS)

Post-intervention nutritional compliance
Clinical assessment

Food and motivation appraisal

Patient coping abilities through the new
lifestyle

Emotions and perceptions of the new the body
image

Body image reinforcement

Social relationships

Appraisal of stressful events
Appraisal of patient’s changes in lifestyle

i. Establish a therapeutic alliance

ii. Evaluate and support patient’s motivation

iii. Monitoring potential new-onset psychiatric
diseases

i. Re-evaluate patient’s motivation
ii. Nutritional support
iii. Follow-up satisfaction judgment

i. Construction of new body image

i. Support acquired awareness

ii. Social reinforcement

iii. Monitoring of psychological state

i. Supervise the patient’s psychological state
ii. Support weight loss maintenance

Patient’s relation with food

Social conditions

MBS Metabolic and Bariatric Surgery

tailored psychological and pharmacological interventions.
Also, patients can develop new-onset EDs (i.e., AN, BN),
especially those with a pre-existing thin body idealization,
due to their fear of weight gain and the inability to control
hunger [93, 94]. These conditions may benefit from individ-
ual or group psychotherapy or psychoeducational training to
reduce shame and guilt feelings, addressing disordered eat-
ing behaviors [95]. The psychotherapeutic approach choice
should acknowledge the different patients’ characteristics
and aligning with their needs and preferences. Thereby,
the choice of the therapeutic model should account for the
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different mental health conditions that can emerge. For
instance, cognitive—behavioral therapy is among the most
evidence-supported approaches for post-surgical eating dis-
orders (e.g., [96, 97]) since it addresses specific cognitive
distortions associated with such eating behaviors. On the
other hand, dialectical-behavioral therapy can be helpful
for emotional eating [98] as well as in SUD by providing
skills to manage emotional regulation and reduce harmful
behaviors [99]. In instances where the lifestyle change cop-
ing mechanisms prove inadequate, behavioral management
sessions proved effective in supporting patient motivation
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through adversities [95, 100]. The psychotherapy choice
must also account for the practicalities of implementation
of a certain approach since some modalities can be chal-
lenging in logistics (e.g., group psychotherapy can be hard to
organize) or underrepresented or not available by the public
health system. Specific procedures and interventions of this
particular follow-up should always complement the standard
follow-up procedures to assist the patient through the com-
plex scenario of new-onset mental disorders.

Follow-up in case of pre-existing mental disorders

Patients with pre-existing mental disorders identified during
the pre-surgical assessment must continue the psychothera-
peutic or pharmacological intervention to ensure ongoing
mental health support. Specifically, concerning the pharma-
cological interventions, many MBS surgical procedures can
hinder drug absorption [101]. Hence, different molecules,
dosages and/or formulation (e.g., transitioning from tablet to
oral solution) may be required. Discontinuation of pharma-
cological treatments should be avoided since it can increase
the risk of post-surgical exacerbations of the symptomatol-
ogy. The post-surgical continuity of individual or group psy-
chotherapy is essential for pre-surgical maladaptive eating
behaviors, considering they can hinder weight loss. It must
be remarked that the eating pattern can adjust in response to
the altered gastrointestinal settings (e.g., a binge behavior
can transition to grazing). Cognitive—behavioral therapy has
emerged as a helpful therapeutic approach, proving effective
in supporting weight loss and reducing weight regain risk
factors, such as disordered eating behaviors and depression
[102, 103]. Pre-existing mental health condition should be
considered when tailoring the post-surgical follow-up and
psychotherapy approach, accounting for the continuum
between mental well-being and weight outcomes.

Conclusions

Despite mental health evaluation is highly emphasized by
National and International Guidelines, to the best of our
knowledge, no international guidelines or position state-
ments describe a standardized psychological pre- and post-
surgical approach for MBS candidates. This paper aims to
propose a model for standardized psychological and psychi-
atric procedures to ensure a consistent standard of care for
bariatric surgery candidates, regardless of their geographical
location. Standard protocols seek to bridge regional dispari-
ties in healthcare delivery, thereby providing equivalent and
high-quality preoperative and postoperative psychological
support to all patients undergoing bariatric surgery. It may
represent a clinical model for mental health providers to
support MBS candidates’ mental health status throughout

the surgery process and could stand as a basis for future
guidelines. By implementing a structured and standardized
approach, consistency and reliability can be ensured in the
mental health care among bariatric surgery candidates. This
model addresses the current gaps in clinical practice, where
variability in psychological evaluations can lead to inconsist-
ent care, increasing the risk of misidentification of potential
‘Trojan horses’ that may result in decompensation or diffi-
culties in following the post-surgical program. By address-
ing these conditions preoperatively, healthcare providers can
tailor interventions to improve the mental health and overall
well-being of patients, thereby optimizing surgical results.
Beyond merely diagnosing disorders, the mental health
evaluations should offer a profound understanding of coping
mechanisms, personality traits, and behavioral patterns that
collectively help in personalize supportive psychological or
psychopharmacological care, when necessary, with the ulti-
mate goal of improving clinical outcomes. To further estab-
lish the efficacy and the feasibility of the proposed model,
long-term follow-up comparative studies will be needed to
assess its impact on patient outcomes, including weight loss,
post-surgical mental health, and quality of life.
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