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Communication between the bariatric surgeon and the obese patient is very important as it
influences the expectations of patients with regard to surgery, aim of the surgery and the
understanding of the mechanisms of failure of surgery. Furthermore, the incidence of
certain psychopathology in these patients makes it necessary for the surgeon to have
the ability to communicate to the patient the need for motivation and the maintenance
of healthy life habits. Although the topicis subjective, in this article we review several useful
recommendations to optimise communication before and after surgery. Finally, we em-
phasise the need to create workshops to train the bariatric surgeon in these issues that we
consider so important.

© 2014 AEC. Published by Elsevier Espaiia, S.L.U. All rights reserved.

La comunicacion entre el paciente obeso y el cirujano bariatrico

RESUMEN

Palabras clave:
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La comunicacién entre el cirujano bariatrico y el paciente obeso es muy importante, ya que
influye en las expectativas de los pacientes respecto a la cirugia, sus objetivos y la com-
prensiéon de los mecanismos por los que esta puede fallar. Ademads, la incidencia de
determinadas condiciones psicopatoldgicas en este grupo de poblacién exige a los cirujanos
poseer unas habilidades psicolégicas que les permitan una comunicacién destinada a
conseguir el compromiso del paciente y el mantenimiento de unos habitos de vida saluda-
bles. A pesar de la subjetividad del tema, en este articulo se exponen ciertas recomenda-
ciones utiles para optimizar dicha comunicacién antes y después de la intervencién
quirtrgica. Por Ultimo, destacamos la necesidad de crear talleres destinados a la formacién
del cirujano bariatrico en esta faceta que consideramos tan importante.
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Introduction

Doctor-patient communication plays a very important role in
patient care,’ influencing their health as much as their quality
of life.? There is an additional aspect to this when a patient is
referred for surgical intervention.? In the same way that the
relationship between the surgeon and an oncological patient
has its own characterisitcs,* interaction with an obese person
requires not just the proper explanation and meticulous
performance of the surgery itself, but also requires social and
psychological skills to obtain good results.

No other area of general practice requires as much
collaboration and motivation from the patient to achieve
the expected results as this. So much so that several authors™®
have described how the maintenance or increase of weight
loss during the first year after surgery depends primarily on
the information that patients receive, their expectations, the
acquisition of good nutritional habits, and regular physical
activity.

Because of this, Lanyon et al.” emphasise the need to
continue reinforcing all these factors after surgery. In addition
to this, the prevalence of diverse pre-surgery psychopatholo-
gical conditions in this patient group is relatively high,” and
this should be taken into account when communicating with
patients. In fact, it has been confirmed that bariatric post-
surgery outcomes are poorer in patients with psychological
conditions; and, for this reason, they will need more active
psycho-social intervention.?

Although establishing guidelines or rules for communica-
tion between surgeons and obese patients is rather compli-
cated due to the subjectivity of the topic, this article proposes
several useful recommendations for improving this relations-
hip. We cover two different scenarios, before and after
surgery, and present some final remarks on training the
surgeon in this respect.

First Interview

Wording

Obesity continues to be a socially-stigmatised disease,
frequently associated with feelings of guilt. Terms such as
“obesity”, “fat” or “obese person” convey a negative message
to the greater percentage of patients, who prefer to speak of
their condition using words such as “overweight”, “excess
weight”, “weight problems”, ‘“unhealthy body weight”, or
‘“unhealthy body massindex”.”'° Therefore, the terms that we
use to refer to obesity during a medical interview do matter.

Expectations and Objectives

Often, the expectations of patients regarding weight loss after
surgery are greater than the results expected by the
surgeons.’'? This creates disappointment in the medium
to long term, significantly reducing the adherence to dietary
and behavioural programmes. For this reason, it is easier to
indicate achievable, realistic objectives from the beginning,
based on the surgeon’s experience, the patient’s individual

characteristics, and on existing research. Many patients ask
how many kilograms they should lose within a specific period
of time. We point out the fact that there is a weight-loss range,
which is dependent on certain factors, and that for this reason
the patient should not focus all their hopes on weight loss. In
accordance with this, we also challenge the popular concep-
tion of obese people that surgery will work miracles. We aim to
make them understand, at this point, that surgical interven-
tion is merely a starting point to help them to lose weight and
address any associated diseases, as long as they are able to
maintain certain specific behaviour over time. Patients must
know that surgical intervention alone is not enough to reach
an ideal body weight.

Following this approach of actively involving patients in
the process of addressing their own disease, we emphasise the
requirement for pre-operative weight loss, which, through a
low-calorie diet, will, in addition to reducing hepatic volume
and making surgery easier for the surgeon,"® test the patient’s
capacity for making sacrifices and a genuine effort to change
their behaviour when needed. We believe that this is how the
issue should be explained to the patient. Moreover, Livhits
et al. find that pre-operative weight loss may be positively
associated with weight loss after surgery,'* although the
relationship is not entirely clear.

Surgical Intervention

As the patient’s commitment is a high-priority, we describe
the intervention and the mechanisms by which it works
(restriction, poor absorption, a mix of both). Whilst the
informed consent form gives details of some of the characte-
ristics of the intervention, some terminology may be complex.
The use of images, drawings and plans may be useful
strategies for improving surgeon-patient communication
and may also increase patient understanding and satisfac-
tion.™ It is suggested that explanatory booklets using simple
language are provided, repeating the information discussed
during the consultation. Some patients are anxious and do not
assimilate all the information from the outset; therefore also
having the information in a paper format will help them to
remember the details and should also clarify any doubts.
The reversibility or irreversibility of the surgery, the
possible post-operative complications, as well as their severity
and how to address them will also be clarified. We challenge
the concept thatbariatric surgeryis a minor intervention; itis a
major procedure with elevated risks, particularly in patients
with certain comorbidities.'® Once all this information has
been explained, we then describe the normal post-operative
process that occurs in most cases, involving a short hospital
stay and low analgesic requirements. This will help the
patients tointernalise the challenge that they are about to face.

Quality of Life

Some patients ask about symptoms following surgical
intervention, or if they will need chronic treatment as a
consequence of the change in their gastrointestinal anatomy,
or question what they will or will not be able to do afterwards.
In other words, they are concerned about decreased post-
operative well-being. In most cases an “expected” improve-
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ment in their quality of life constitutes a motivation in itself
for seeking bariatric surgery,” as patients already suffer
limitations in many aspects of their everyday life. Using
questionnaires completed before and after surgery, several
authors have confirmed a substantial improvement in the
scores in every domain, comparable even to those reported by
general population controls.’®'° However, an increased risk of
suicide,?® alcoholism and substance abuse®! has also parado-
xically been reported in some patients. For this reason,
patients must understand that they may feel depressed due
to the sensation of loss of their “alter ego” during the first year,
or they may feel irritable, but that this is something transitory.

During the consultation we emphasise the commonest
gastrointestinal symptoms and the need to correctly follow
the dietin phases, in accordance with the intervention plan. In
order to provide additional information to the subject, we
recommend quantifying the patient’s quality of life in the
short, medium, and long-term, as the existence of cultural,
regional or socio-economic variables may not allow for the
exact repetition of results published by other authors.

Follow-up

During the First Year

This is a crucial period when the impact of the surgery on
weight loss is most abrupt. Quality of life also improves
substantially, so we can consider that the patient submitted for
bariatric surgery experiences a ‘honeymoon’ period. Likewise,
it is the time where patient motivation is at its highest,
emphasising the beneficial effects of the intervention. We
recommend positive reinforcement to assist the acquisition of
healthy habits, emphasising the improvement in quality of life
and the resolution of comorbidities. Some subjects, even when
they are generally satisfied, are influenced by on-line infor-
mation or rumours, and seek consultation with concerns about
their weight loss. They may have concerns regarding whether
it may or may not be in accordance with the time that has
elapsed after surgery. It should be explained to the patient that
the results are quantified by analysing the percentage of excess
weight loss and not by the total number of kilograms, which
can vary significantly from patient to patient.

It is also important to promote regular physical activity,
particularly aerobic exercise, with a minimum of 150 min per
week” along with an enquiry into the dietary habits of the
patients. From the first week, assessment by a specialist in
Endocrinology and Nutrition should be mandatory in order to
monitor potential vitamin or mineral deficiencies, and also for
the control of potential pre-existing comorbidities and
nutritional counselling. Unfortunately we are often surprised
to learn the things our patients eat due to their lack of
awareness or noncompliance with the diet. We are also aware
of the need to identify those subjects who may need to be
psychologically assessed by a specialist, emphasising that it is
a normal part of the process and beneficial for them. With
regard to this, it is essential that a group of psychologists are
part of the multidisciplinary team dedicated to the treatment
of morbid obesity, and that they offer regular periodical
support to the patients.

Insufficient Weight Loss or Weight Regain

A patient who has not achieved adequate weight loss or who
presents gradual weight regain should have the possible
causes of this explained to them from the beginning.
Specifically: lack of adherence to changes in life style; intake
of medications that may have encouraged the weight regain;
development of maladaptive behaviour regarding food intake;
psychological complications or failures in the surgery techni-
que. The situation cannot be addressed, whatever the cause
may be, with an accusative or punitive tone; instead, we
enquire into the potential anatomical alterations that may
explain the situation, whilst at the same time asking for a new
assessment from specialists in Nutrition and Psychiatry.
Maintaining a positive and encouraging attitude towards
the problem is compatible with the assumption of responsi-
bility on the part of both the patient and the surgeon. To
propose the possibility of a reintervention implies the
explanation of its risks, its adverse effects, and its mecha-
nisms of action.

Training of the Bariatric Surgeon

For many physicians, treating an obese person is a potentially
uncomfortable situation”® and some studies have described
negative attitudes in health professionals towards those
suffering from obesity.”***> As in most of the medical
specialties, training courses in bariatric surgery do not usually
contain specific sections focused on the acquisition of certain
skills to adequately communicate with this group of patients
and they may not teach methods of motivating patients to
manage their own disease. Therefore, most of the bariatric
surgeons communicate using their experience acquired from
years of medical practice. For this reason, it is necessary to
develop courses and workshops to acquire communication
skills in this field, to use the right words, to avoid negative
feelings, to assure patients’ understanding of what they are
being told and to maintain their adherence to behavioural
programmes that will help them prolong the expected results
of the bariatric surgery and to lead a healthy life.?®
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