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Abstract

Purpose of Review  Bariatric surgery is the most effective and durable treatment for severe 
obesity. Postoperative behavioral weight management approaches are available for opti-
mizing weight change for both short- and long-term outcomes.
Recent Findings  Varying settings such as groups and telemedicine along with techniques 
such as cognitive behavioral therapy have been assessed in the post-bariatric surgery 
population. The assessment and application of these programs have been limited due to 
methodological, financial, and attrition-related constraints.
Summary  This review aims to summarize the current evidence for different postoperative 
behavioral interventions on postoperative outcomes, specifically highlighting weight loss. 
Future opportunities for study include mechanisms for overcoming some of the barriers to 
implementing these programs in clinical, non-research settings.

Introduction

Bariatric surgery is the most effective and durable treat-
ment for severe obesity, producing 20–35% total body 
weight loss within 12 to 18 months [1]. The two most 

commonly performed procedures, Roux-en-Y gastric 
bypass and sleeve gastrectomy, provide substantial 
reductions in body mass index (BMI) with modest 
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risks [2]. Laparoscopic bariatric procedures are consist-
ently cited as one of the lowest risk abdominal or elec-
tive operations an individual can undergo, likely due 
to the comprehensive, interprofessional optimization 
of their care prior to surgery [3]. Postoperative optimi-
zation of care is an evolving area of practice with con-
siderable limitations. However, more than 200,000 US 
adults undergo bariatric surgery each year; the number 
of individuals in need of effective, supportive postop-
erative care continues to increase [2].
When discussing postoperative behavioral interven-
tions, acknowledging the limitations imposed upon 
postoperative care is necessary to better understand 
the context of the information presented. Of note, 
those who undergo bariatric surgery represent a small 
minority of the clinically eligible population for sur-
gery—approximately 1%—and patients undergoing 
bariatric surgery are disproportionately White and 
female and of higher socioeconomic status [4, 5•]. 
This lack of representation of all patients with severe 
obesity calls into question the scalability of many of 
these interventions as the patient population reached 
increases in diversity. Additionally, variability in post-
operative outcomes and limited research to predict 

those at greatest risk of suboptimal outcomes create 
challenges around targeting those at greatest risk for 
weight regain and who may see the greatest benefit 
in these interventions [6•]. Specific to bariatric sur-
gery, postoperative attrition is a continuous challenge 
of care with little consistency of which patients are 
at greatest risk of loss to follow-up and methods to 
improve rate of completion of postoperative visits [7]. 
High attrition rates create methodological hurdles for 
the design and evaluation of any postoperative inter-
ventions. Lastly, payer coverage of the most commonly 
assessed services such as nutrition, physical activity, 
and behavioral health is limited, leaving the majority 
of the available information based in research settings 
or limited by financial constraints [8, 9, 10]. Despite 
bariatric providers identifying postoperative coun-
seling as an area of importance and need, most cite 
cost as the primary barrier to being able to provide 
these services [11]. With these postoperative challenges 
in mind, this article aims to summarize the current 
state of the literature on behavioral interventions after 
bariatric surgery and highlight opportunities for future 
research (Fig. 1).

Timing of interventions
Short‑term interventions

Short-term interventions occur within the first year of surgery. Immediate 
postoperative behavioral counseling practices vary between programs and 
are not a new concept to care. A 2013 meta-analysis found that any post-
operative behavioral intervention was associated with greater weight losses 
up to 3 years after surgery [12]. Specific to nutrition, Sarwer and colleagues 
randomized patients after bariatric surgery to receive nutrition counseling 
with a registered dietitian for the first 4 months after surgery or standard 
of care without standardized nutrition follow-up counseling (n = 84) [13]. 
Over the first two postoperative years, patients who met with a registered 
dietitian achieved greater weight loss, although the difference did not meet 
statistical significance. However, another study found that meeting with a 
registered dietitian at least once postoperatively was associated with larger 
body mass index losses [14]. The authors additionally found that each 
additional nutrition visit beyond the minimum of one was associated with 
greatly likelihood of additional BMI loss (odds ratio = 1.56, 1.02–2.38, 
95% CI, P = 0.04) [14]. Unlike the randomized trial by Sarwer, however, 
those who completed additional visits were self-selecting. This limits the 
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applicability of the findings, as more nutritionally engaged patients may 
be more likely to request those appointments. The current evidence of 
the effects of postoperative medical nutrition therapy on postoperative 
weight loss are limited in number and mixed in results [15]. Most recently, 
a randomized controlled trial assessing a single meeting with a registered 
dietitian postoperatively did not appear to effect 2-year weight outcomes 
[16]. This may speak to the well-understood concept in non-surgical weight 
loss and behavioral management that greater intensity of interventions has 
proven most effective and low intensity or one time interventions have 
limited effects [17]. Yet, in looking at a medium-term intervention, one 
program found that patients who participated in a telephone-based nutri-
tion counseling program from 2 to 11 months postoperative experienced 
greater weight loss (1.97% (95% CI 0.7, 3.3)) when compared to patients 

Approaches 

Modalities

Cognitive Beheavioral Therapy

Acceptance and Commitment 
Therapy

Motivational interviewing

Shared Visits

Group Visits

Telehealth and Mobile Health

Fig. 1   Behavioral approaches and modalities studied and discussed for post-bariatric surgery care
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who completed surgery alone after the nutrition program had been dis-
continued [18].

In the immediate postoperative period after surgery, initial behavioral 
interventions appear to have beneficial results. When assessing immediate 
surgical complications, Garg and colleagues found that patients who received 
postoperative nutrition intervention in the initial days following surgery expe-
rienced fewer readmissions related to nutrition [19]. A core component of the 
national Decreasing Readmissions through Opportunities Provided (DROP) 
program included a discharge phone call and visit with a registered dietitian 
within the first 30 postoperative days [20, 21]. In particular, for postopera-
tive complications, including postoperative multidisciplinary support has 
been shown to be associated with a reduction in overall complications, more 
specifically reducing pain postoperatively [22]. While it is unclear whether 
many of the immediate postoperative interventions have longer-term impacts, 
immediate postoperative support appears to be correlated with improved 
short-term outcomes.

Long‑term interventions

Long-term attrition is a continuous challenge of bariatric surgery care, particu-
larly in developing long-term behavioral programs, or programs initiated at 
least a year after surgery. Due to the previous lack of standardization of long-
term follow-up recommendations, long-term attrition variables as a correlate 
of weight loss are inconsistent and difficult to predict [23]. More recently, 
completion of postoperative follow-up visits has been suggested to be associ-
ated with larger weight losses [24]. Regular follow-ups with a registered dieti-
tian long-term after surgery are associated with improved weight maintenance 
[25]. A multidisciplinary center offering treatment for postoperative weight 
regain found that while patients responded well to comprehensive lifestyle 
intervention as a part of standard of care, the addition of pharmacological 
agents significantly increased weight loss and reversal of weight regain [26]. 
With the variability in practice and evidence limited primarily to retrospective 
data review of individual programs, the impact of these reports on patient 
care is not well understood.

Separate from postoperative visits, patients have reported a desire for more 
comprehensive behavioral programs for long-term management. More than 
4 out of 5 patients after bariatric surgery report wanting a postoperative pro-
gram aimed at stopping or reversing weight regain [27]. In response to this 
demand, Bradley and colleagues developed and assessed a 10-week behavioral 
program for patients struggling with weight regain at least 18 months post-
operatively [28]. Participants completed weekly sessions via online modules 
focusing on a willingness to experience distressing thoughts, feelings, and 
sensations in order to live a life in accordance with one’s key long-term values 
and were instructed to self-monitor caloric intake and weight. The interven-
tion led to reversal of weight regain with mean weight loss of 5.1 ± 5.5% 
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total weight loss and was maintained 3 months post-intervention. Despite 
the provider support and patient demand for these programs, few exist due 
to cost constraints. Future studies assessing the financial risks and benefits 
of these programs are needed to address the current challenges to providing 
these services.

Intervention settings
Group or shared visits

Group-based interventions are common within bariatric surgery—most fre-
quently in the form of support groups. Attendance at support groups post 
bariatric surgery is associated with larger weight losses and therefore strongly 
recommended both before and after surgery [12]. Group-based interventions 
have long been utilized and proven to be effective settings for post-bariatric 
surgery intervention [29]. Group visits that include all members of the inter-
disciplinary team (exercise, nutrition, psychology) have been successfully 
integrated into postoperative care previously [30]. The full benefit of these 
groups and whether they are more advantageous than individual sessions is 
not clear. Group interventions may not be necessary in all areas of care. Mar-
con and colleagues found adding a cognitive behavioral therapy (CBT)–based 
group intervention to a 4-month postoperative exercise intervention had lit-
tle effect on weight loss, functional capacity, nor cardiometabolic outcomes 
[31]. Employing group settings also poses logistical challenges of scheduling 
and determining individual appropriateness for group treatment. A potential 
option for clinical groups is to offer shared visits, where a patient sees multi-
ple clinicians or disciplines in one encounter, rather than scheduling separate 
visits for each clinician. Shared visits in postoperative bariatric surgery are 
common, most often combining visits with surgical providers with visits with 
a dietitian [32]. As discussed in immediate postoperative interventions, inte-
grating in a behavioral or nutrition component into postoperative care may 
reduce the risk of complications or improve nutrition and weight measures. 
This approach additionally brings operational and counseling challenges in 
that patients have fewer appointments which may minimize barriers such as 
transportation, time off from work, or coordinating childcare; however, this 
scheduling method lengthens appointments which may have larger, unknown 
implications.

Telehealth and mobile health interventions

Telehealth and mobile health approaches are not a new concept but are 
increasing in popularity. Remote assessments and interventions have been 
previously proposed as a mechanism to deliver these interventions [33]. 
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However, with the effects of COVID-19, many bariatric programs have been 
able to overcome many of the barriers to implementing this care and, in turn, 
expand access for patients without compromising quality [34, 35]. Based on 
retrospective analysis, bariatric clinicians have suggested that in-person ses-
sions are not necessary to screen for potential postoperative issues. Patients 
report wanting these options as well. Seventy-one percent of patients post-
bariatric surgery report a desire for more Internet-based programs [27]. These 
remote interventions can be provided in a variety of ways. One program 
provided telephone-based nutrition interventions over the course of the first 
year postoperatively, completion of which was associated with greater post-
operative weight losses [18]. As few as six telephone-delivered, behavioral 
intervention sessions provided to patients post-bariatric surgery have been 
shown to prevent weight regain [36]. Half of patients post-bariatric surgery 
report interest in mobile-health-based programs specific to bariatric surgery 
[27]. To address this need, Bradley and colleagues successfully developed an 
acceptance-based behavioral intervention delivered using online modules 
[37]. These modalities can be leveraged in future behavioral interventions 
and research within bariatric surgery.

Behavioral approaches

Within the studies discussed, the vast majority base their content on widely 
available approaches to behavioral weight loss with slight modifications spe-
cific to bariatric surgery. While patients who have undergone surgery may face 
slightly different challenges related to supplementation and surgical manage-
ment, the current consensus supports that behavioral intervention does not 
differ much from well-established comprehensive lifestyle interventions. This 
section includes behavior modification modalities and summarizes the litera-
ture of the application of these modalities in post-bariatric surgery settings.

Cognitive behavioral therapy

Cognitive behavioral therapy (CBT) was first developed in the 1960s as an 
intervention for behavior modification with the three core tenants: (1) Cog-
nitive activity affects behavior; (2) cognitive activity can be monitored and 
altered; and (3) desired behavior change may be effected through cognitive 
change [38]. Since its development, CBT has been employed in a variety of 
areas, including behavioral weight loss. These techniques have then been inte-
grated into behavioral weight loss interventions for bariatric surgery patients. 
The majority of studies assessing the use of CBT in bariatric surgery demon-
strate improved outcomes [39]. An 8-week postoperative CBT-based interven-
tion led to significant and meaningful benefits in psychological well-being in 
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patients after surgery that were maintained up to 3 months after the interven-
tion ended [40]. For patients further out from surgery, Sockalingam and col-
leagues conducted a pilot study evaluating the effects of cognitive behavioral 
therapy in patients at least 6 months out from surgery. The authors found the 
intervention led to improvements in reported emotional eating, depressive 
symptoms, and anxiety symptoms [41]. With respect to preventing weight 
regain, employing CBT approaches appears to be effective in reducing behav-
ioral risk factors for weight regain after bariatric surgery [42, 43]. This extends 
to responses to weight regain. For example, a combined CBT and dialectical 
behavior therapy program delivered over 6 weeks for patients who had weight 
regain experienced a significant reduction in weight and improvement in 
depressive symptoms, grazing patterns, and subjective binge eating episodes 
[44]. Cognitive behavioral therapy has been the primary behavioral interven-
tion utilized in non-surgical weight management, which has extended into 
bariatric surgery care.

Motivational interviewing

Motivational interviewing (MI) is a counseling style employed in multiple 
areas of health behavior modification [45]. This style focuses on empathetic 
listening and strategies to explore a person’s values and goals and how they 
relate to the identified problem in order to elicit motivation for change. This 
approach centers around patient readiness, ambivalence, and resistance. 
The empirical assessment of MI use in postoperative bariatric surgery care 
is limited. In one of the only published assessments, a single session of MI 
post-bariatric surgery led to patients reporting improvements in readiness to 
change, confidence, and self-efficacy [46]. While MI may have larger uses in 
this arena, little is currently known about its efficacy in post-bariatric surgery 
counseling.

Acceptance and commitment therapy

Acceptance and commitment therapy (ACT) was initially developed in the 
1990s as an approach to behavior change [47]. This technique employs cog-
nitive defusion, where patients are encouraged to change the context of their 
thoughts in relation to behavior, rather than the content and identify non-
avoidant motivations. The application and evaluation of ACT in behavioral 
weight loss is emerging; however, it is not a widely utilized approach in stand-
ardized interventions [48]. Within bariatric surgery, ACT use is even more 
limited. In one of the only studies assessing ACT in bariatric surgery, Bradley 
and colleagues found a 10-week acceptance-based behavioral intervention was 
effective at reversing postoperative weight regain [37]. Use of ACT approaches 
in bariatric surgery postoperative care is a needed area of research to better 
understand its efficacy within this population.

372



Behavioral Interventions After Bariatric Surgery Tewksbury and Isom 

Conclusion

Bariatric surgery case volumes have continued to increase over the past dec-
ade as the most effective treatment option for severe obesity. A variety of 
options for postoperative interventions are available for implementation; 
however, employing these interventions is often difficult due to payer con-
straints and patient attrition. Clinicians have a variety of options to integrate 
into care including group-based interventions and telemedicine, along with 
specific behavioral approaches to enhance care. Future studies can focus on 
interventions that translate well into existing clinical operations given cur-
rent constraints to identifying and providing optimal postoperative bariatric 
surgery care.

Declarations

Conflict of Interest
Colleen Tewksbury declares that she has no conflict of interest. Kellene Isom declares that she has no con-
flict of interest.

Human and Animal Rights and Informed Consent

This article does not contain any studies with human or animal subjects performed by any of the authors.

References and Recommended Reading
Papers of particular interest, published recently, have 
been highlighted as:  
• Of importance

	1.	 Mechanick JI, Apovian C, Brethauer S, et al. Clinical 
practice guidelines for the perioperative nutrition, 
metabolic, and nonsurgical support of patients 
undergoing bariatric procedures–2019 update: 
cosponsored by american association of clinical 
endocrinologists/american college of endocrinology, 
the obesity society, american society for metabolic & 
bariatric surgery, obesity medicine association, and 
american society of anesthesiologists. Endocr Pract. 
2019;25:1–75.

	2.	 Estimate of Bariatric Surgery Numbers. 2019; https://​
asmbs.​org/​resou​rces/​estim​ate-​of-​baria​tric-​surge​ry-​
numbe​rs.

	3.	 Arterburn DE, Telem DA, Kushner RF, Courcoulas 
AP. Benefits and risks of bariatric surgery in adults: a 
review. JAMA. 2020;324(9):879–87.

	4.	 English WJ, DeMaria EJ, Brethauer SA, Mattar 
SG, Rosenthal RJ, Morton JM. American Society 
for Metabolic and Bariatric Surgery estimation of 
metabolic and bariatric procedures performed in 
the United States in 2016. Surg Obes Relat Dis. 
2018;14(3):259–63.

	5.•	 Hecht LM, Pester B, Braciszewski JM, et al. Socio-
economic and racial disparities in bariatric surgery. 
Obes Surg. 2020;30(6):2445–9. 

This study describes the challenges of disparites in 
bariatric surgery care. Bariatric surgery is underutilized 

373

https://asmbs.org/resources/estimate-of-bariatric-surgery-numbers
https://asmbs.org/resources/estimate-of-bariatric-surgery-numbers
https://asmbs.org/resources/estimate-of-bariatric-surgery-numbers


Nutrition and Obesity (O Pickett-Blakely, Section Editor)

in marginalized communities, so any inference from 
research findings should take this into account.
	6.•	 Courcoulas A, Coley RY, Clark JM, et al. Interven-

tions and operations 5 years after bariatric surgery 
in a cohort from the US National Patient-Centered 
Clinical Research Network Bariatric Study. JAMA 
Surg. 2020;155(3):194–204. 

This study is one of the largest prospective cohorts of 
bariatric surgery patients in the US.
	7.	 Jurgensen JA, Reidt W, Kellogg T, Mundi M, Shah M, 

Collazo Clavell ML. Impact of patient attrition from 
bariatric surgery practice on clinical outcomes. Obes 
Surg. 2019;29(2):579–84.

	8.	 Gasoyan H, Halpern MT, Tajeu G, Sarwer DB. Impact 
of insurance plan design on bariatric surgery utiliza-
tion. Surg Obes Relat Dis. 2019.

	9.	 Gasoyan H, Tajeu G, Halpern MT, Sarwer DB. Rea-
sons for underutilization of bariatric surgery: the 
role of insurance benefit design. Surg Obes Relat Dis. 
2018.

	10.	 Jannah N, Hild J, Gallagher C, Dietz W. Cover-
age for obesity prevention and treatment services: 
analysis of Medicaid and state employee health 
insurance programs. Obesity (Silver Spring). 
2018;26(12):1834–40.

	11.	 Breuing J, Könsgen N, Doni K, Neuhaus AL, Pieper 
D. Healthcare delivery and information provision 
in bariatric surgery in Germany: qualitative inter-
views with bariatric surgeons. BMC Health Serv Res. 
2021;21(1):659.

	12.	 Rudolph A, Hilbert A. Post-operative behavioural 
management in bariatric surgery: a systematic review 
and meta-analysis of randomized controlled trials. 
Obes Rev. 2013;14(4):292–302.

	13.	 Sarwer DB, Moore RH, Spitzer JC, Wadden TA, Raper 
SE, Williams NN. A pilot study investigating the effi-
cacy of postoperative dietary counseling to improve 
outcomes after bariatric surgery. Surg Obes Relat Dis. 
2012;8(5):561–8.

	14.	 Endevelt R, Ben-Assuli O, Klain E, Zelber-Sagi S. The 
role of dietician follow-up in the success of bariatric 
surgery. Surg Obes Relat Dis. 2013;9(6):963–8.

	15.	 Andromalos L, Crowley N, Brown J, et al. Nutri-
tion care in bariatric surgery: an academy evidence 
analysis center systematic review. J Acad Nutr Diet. 
2019;119(4):678–86.

	16.	 Gradaschi R, Molinari V, Sukkar SG, De Negri P, 
Adami GF, Camerini G. Effects of the postoepartive 
dietetic/behavioral counseling on the weight loss 
after bariatric surgery. Obes Surg. 2020;30(1):244–8.

	17.	 Jensen MD, Ryan DH, Apovian CM, et al. 2013 
AHA/ACC/TOS guideline for the management of 
overweight and obesity in adults: a report of the 
American College of Cardiology/American Heart 
Association Task Force on Practice Guidelines and 
The Obesity Society. J Am Coll Cardiol. 2014;63(25 
Pt B):2985–3023.

	18.	 Koffman L, Levis AW, Haneuse S, et al. Evaluation 
of intensive telephonic nutritional and lifestyle 

counseling to enhance outcomes of bariatric surgery. 
Obes Surg. 2022;32(1):133–41.

	19.	 Garg T, Birge K, Rosas U, Azagury D, Rivas H, Mor-
ton JM. A postoperative nutritional consult improves 
bariatric surgery outcomes. Surg Obes Relat Dis. 
2016;12(5):1052–6.

	20.	 Morton J, Brethauer S, Fraker T, et al. Decreas-
ing readmissions through opportunities provided 
(DROP): the first national quality improvement col-
laborative from the metabolic and bariatric surgery 
accreditation and quality improvement program 
(MBSAQIP). Surg Obes Relat Dis. 2016;12(7):S1–2.

	21.	 Morton J. The first metabolic and bariatric surgery 
accreditation and quality improvement program 
quality initiative: decreasing readmissions through 
opportunities provided. Surg Obes Relat Dis. 
2014;10(3):377–8.

	22.	 Karlnoski RA, Bs CS, Puri S, et al. Reduced postop-
erative pain and complications after a modified mul-
tidisciplinary approach for bariatric surgery. Open 
Obes J. 2013;5(1).

	23.	 Tewksbury C, Wu J, Allison KC, et al. Pre-bariatric 
surgery care and postoperative outcomes: increased 
number of visits associated with smaller weight 
losses over first 2 postoperative years. Surg Obes 
Relat Dis. 2019.

	24.	 Spaniolas K, Kasten KR, Celio A, Burruss MB, 
Pories WJ. Postoperative follow-up after bariat-
ric surgery: effect on weight loss. Obes Surgery. 
2016;26(4):900–3.

	25.	 Masood A, Alsheddi L, Alfayadh L, Bukhari B, Ela-
wad R, Alfadda AA. Dietary and lifestyle factors serve 
as predictors of successful weight loss maintenance 
postbariatric surgery. J Obes. 2019;2019:7295978. 
https://​doi.​org/​10.​1155/​2019/​72959​78.

	26.	 Srivastava G, Buffington C. A specialized medical 
management program to address post-operative 
weight regain in bariatric patients. Obes Surg. 
2018;28(8):2241–6.

	27.	 Bradley LE, Sarwer DB, Forman EM, Kerrigan SG, 
Butryn ML, Herbert JD. A survey of bariatric surgery 
patients’ interest in postoperative interventions. 
Obes Surg. 2016;26(2):332–8.

	28.	 Bradley LE, Forman EM, Kerrigan SG, Butryn 
ML, Herbert JD, Sarwer DB. A pilot study of an 
acceptance-based behavioral intervention for 
weight regain after bariatric surgery. Obes Surg. 
2016;26(10):2433–41.

	29.	 McVay MA, Friedman KE. The benefits of cognitive 
behavioral groups for bariatric surgery patients. Bari-
atric Times. 2012;9(9):22–8.

	30.	 Tettero OM, Aronson T, Wolf RJ, Nuijten MAH, 
Hopman MTE, Janssen I. Increase in physical activity 
after bariatric surgery demonstrates improvement in 
weight loss and cardiorespiratory fitness. Obes Surg. 
2018;28(12):3950–7.

	31.	 Marcon ER, Baglioni S, Bittencourt L, Lopes 
CLN, Neumann CR, Trindade MRM. What is the 
best treatment before bariatric surgery? Exercise, 

374

https://doi.org/10.1155/2019/7295978


Behavioral Interventions After Bariatric Surgery Tewksbury and Isom 

exercise and group therapy, or conventional wait-
ing: a randomized controlled trial. Obes Surg. 
2017;27(3):763–73.

	32.	 Kaidar-Person O, Swartz EW, Lefkowitz M, et al. 
Shared medical appointments: new concept for 
high-volume follow-up for bariatric patients. Surg 
Obes Relat Dis. 2006;2(5):509–12.

	33.	 Bradley LE, Thomas JG, Hood MM, Corsica JA, Kelly 
MC, Sarwer DB. Remote assessments and behavioral 
interventions in post-bariatric surgery patients. Surg 
Obes Relat Dis. 2018;14(10):1632–44.

	34.	 Tewksbury C, Deleener ME, Dumon KR, Williams 
NN. Practical considerations of developing and con-
ducting a successful telehealth practice in response 
to COVID-19. Nutr Clin Pract. 2021;36(4):769–74.

	35.	 Schlottmann F, Dreifuss NH, Masrur MA. Telehealth: 
increasing access to bariatric surgery in minority 
populations. Obes Surg. 2022:1–3.

	36.	 Cassin SE, Sockalingam S, Wnuk S, et al. Cognitive 
behavioral therapy for bariatric surgery patients: pre-
liminary evidence for feasibility, acceptability, and 
effectiveness. Cogn Behav Pract. 2013;20(4):529–43.

	37.	 Bradley LE, Forman EM, Kerrigan SG, et al. Project 
HELP: a remotely delivered behavioral intervention 
for weight regain after bariatric surgery. Obes Surg. 
2016:1–13.

	38.	 Dobson KS, Dozois DJA. Historical and philosophi-
cal bases of the cognitive-behavioral therapies. Guil-
ford Press; 2010.

	39.	 Cheroutre C, Guerrien A, Rousseau A. Contribut-
ing of cognitive-behavioral therapy in the context 
of bariatric surgery: a review of the literature. Obes 
Surg. 2020;30(8):3154–66.

	40.	 Beaulac J, Sandre D. Impact of a CBT psychotherapy 
group on post-operative bariatric patients. Springer-
plus. 2015;4(1):1–5.

	41.	 Sockalingam S, Cassin SE, Wnuk S, et al. A pilot 
study on telephone cognitive behavioral therapy 

for patients six-months post-bariatric surgery. Obes 
Surg. 2016:1–6.

	42.	 Paul L, van Rongen S, van Hoeken D, et al. Does 
cognitive behavioral therapy strengthen the effect of 
bariatric surgery for obesity? Design and methods of 
a randomized and controlled study. Contemp Clin 
Trials. 2015;42:252–6.

	43.	 Paul L, van der Heiden C, Hoek HW. Cognitive 
behavioral therapy and predictors of weight loss 
in bariatric surgery patients. Curr Opin Psychiatry. 
2017;30(6):474–9.

	44.	 Himes SM, Grothe KB, Clark MM, Swain JM, 
Collazo-Clavell ML, Sarr MG. Stop regain: a 
pilot psychological intervention for bariatric 
patients experiencing weight regain. Obes Surg. 
2015;25(5):922–7.

	45.	 Rollnick S, Miller WR. What is motivational inter-
viewing. Behavioral and Cognitive Psychotherapy. 
1995;23(4):325–34.

	46.	 David LA, Sockalingam S, Wnuk S, Cassin SE. A pilot 
randomized controlled trial examining the feasi-
bility, acceptability, and efficacy of Adapted Moti-
vational Interviewing for post-operative bariatric 
surgery patients. Eat Behav. 2016;22:87–92.

	47.	 Hayes SC, Strosahl KD, Wilson KG. Acceptance and 
commitment therapy. Washington DC: American 
Psychological Association; 2009.

	48.	 Lillis J, Kendra KE. Acceptance and commitment 
therapy for weight control: model, evidence, 
and future directions. J Contextual Behav Sci. 
2014;3(1):1–7.

Publisher’s Note
Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional 
affiliations.

375


	Behavioral Interventions After Bariatric Surgery
	Abstract
	Purpose of Review 
	Recent Findings 
	Summary 

	Introduction
	Timing of interventions
	Short-term interventions
	Long-term interventions

	Intervention settings
	Group or shared visits
	Telehealth and mobile health interventions

	Behavioral approaches
	Cognitive behavioral therapy
	Motivational interviewing
	Acceptance and commitment therapy

	Conclusion
	References


