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Abstract
Safety comes first, and the sympathy with the postponed bariatric patients should not come at the expense of the proper standard
of care. This study presents a survey of 266 bariatric candidates who were rescheduled for bariatric surgery after postponement
during the COVID-19 pandemic. The aim was to assess their knowledge and expectations regarding bariatric surgery and the risk
of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) infection. A total of 233 (87.6%) candidates believed that
they were prone to a higher risk of severe SARS-CoV-2 infection, and 24.4% of them believed that bariatric surgery, during the
pandemic, would improve their immunity. A total of 27.8% of candidates attributed the responsibility regarding potential
perioperative SARS-CoV-2 infection to the medical personnel, and 10.7% of them believed it to be the surgeon’s responsibility.
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Introduction

Health policy-makers and planners recommended postpone-
ment of elective surgeries, including bariatric surgeries, during
the peak of the COVID-19 pandemic. The aim is to reduce the
burden onmedical resources and to reduce the risk of hospital-
acquired infection. The available literature addressed many
aspects of bariatric practice during the COVID-19 pandemic.
Preoperative preparation and postoperative follow-up could
continue, to a great extent, through the utility of telemedicine,
in-house exercise, online support groups, online platforms,
and electronic applications [1]. There is no debate regarding
the importance of timely management of bariatric emergen-
cies as staple line leakage, marginal ulcers, and internal her-
niation [1, 2]. More recently, recommendations to deal with
bariatric surgical resumptions were released. These recom-
mendations included a risk-stratified triaging system to

prioritize tiers of bariatric patients. They also provided instruc-
tions for infection control to protect the patients and medical
teams [2–4].

To our knowledge, there is no mention of the bariatric
candidates’ conceptualization of bariatric practice during the
COVID-19 pandemic. Is there a need for a different approach
during patient counseling? Should the patient consent bemod-
ified in the era of the COVID-19 pandemic? The present study
aims to help in answering these questions through an assess-
ment of patients’ concepts regarding bariatric surgery resump-
tion after the peak of the COVID-19 pandemic.

Methods

This is a cross-sectional survey of morbidly obese patients
(body mass index > 40 kg/m2 or > 35 kg/m2 with associated
comorbidities) who were scheduled for bariatric surgery and
were postponed due to the COVID-19 pandemic. Candidates
for bariatric surgery were rescheduled for bariatric surgery
after 3 months. They were informed that this new appointment
is preliminary, and it can be postponed again due to outbreak
exacerbation or further waves of the COVID-19 pandemic.
The survey was performed using a structured questionnaire
provided in the patients’ language. The survey was conducted
through online survey software (SurveyMonkey), allowing a
single response from the device. The link to the survey was
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sent individually to each patient. The aim of the survey was
explained to all patients. All patients were informed that their
participation was voluntary, and the collected data were con-
fidential and anonymous.

The questionnaire is developed based on clinical experi-
ence to assess the patient expectation regarding the risk of
infection during the planned surgery. A pilot test of the ques-
tionnaire was performed with five patients to assess the reli-
ability and inter-rater variations. Ambiguous questions were
excluded and rephrased. The final form of the questionnaire
consisted of 10 questions, two questions on patient age and
sex. The first four questions assessed the patient personal be-
lief and behavior regarding the COVID-19 pandemic. The
following four questions assessed the patient opinion regard-
ing bariatric surgery and the risk of severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) infection. Summary
statistics were presented as percentages for categorical vari-
ables and means with standard deviations for continuous var-
iables. Correlation between answers was tested using the Chi-
square test.

Results

A total of 268 bariatric candidates were asked to participate in
the survey, and two of them refused to participate. The survey
included a total of 266 bariatric candidates who were
rescheduled for bariatric surgery after initial postponement
during the COVID-19 pandemic. A complete response was
obtained in 263 bariatric candidates. The three incomplete
questionnaires were lacking the answer to the last question
regarding who is responsible if a patient acquired the SARS-
CoV-2 infection during the perioperative period. The mean
age of the participants was 39.5 ± 21.7 years, and 198
(74.4%) of them were females. Questions and answers to the
questionnaire are summarized in (Table 1). Adoption of con-
spiracy theories regarding the COVID-19 pandemic was not
significantly associated with the abandonment of protective
measures (P = 0.06) or thinking that healthcare professionals
are responsible for hospital-acquired infection even with opti-
mum infection control policy (P = 0.3).

Discussion

Bariatric surgeons have no experience with a similar situation
to surgical practice during the COVID-19 pandemic. Sharing
experiences, however small it may seem, will help to have a
more comprehensive view. Bariatric recommendations and
protocols should be dynamic in response to the increasing
knowledge regarding affecting perioperative variables.
Surgeons should not deal with bariatric candidates as they

both have the standard background knowledge regarding the
SARS-CoV-2 infection.

In this series, 17.67% of patients conceived the COVID-19
pandemic as an illusion and a political conspiracy theory.
Although this may seem non-representative of the public atti-
tude, the public perception of global health problems is usu-
ally not predictable. In a recent survey that included about 800
participants, 20% of the participants believed in at least one
conspiracy theory regarding the Zika virus [5]. Another sur-
vey examined the endorsement of conspiracy beliefs regard-
ing HIV/AIDS in 500 participants, and about 60% of the par-
ticipants had at least one conspiracy belief regarding HIV/
AIDS [6]. Regarding the COVID-19 pandemic, a survey that
included 3019 adult participants found that 3–19% of them
hold one or more of the conspiracy theories regarding the
pandemic (3% believed that the virus was not real, 14–20%
believed that scientists and media exaggerate seriousness for
political reasons, and 10% believed that 5G technology is
spreading the virus) [7]. Patient knowledge plays an important
role in his behavior, and a lot is still unknown regarding the
public knowledge and attitude towards the COVID-19 pan-
demic. Given these findings, bariatric teams need to make sure
that bariatric candidates are willing to follow the protective
measures based on a common background knowledge regard-
ing the etiology and transmission of the SARS-CoV-2
infection.

The fulfillment of patients’ expectations is a pivotal com-
ponent of patients’ satisfaction. Based on bariatric practice
before the COVID-19 pandemic, patients are expecting more
personal contact with members of the bariatric team, frequent
follow-up visits, and timely assessment of any deviations from
the ordinary postoperative course. Changes in bariatric prac-
tice during the COVID-19 pandemic should be in parallel to
changes in the process of preoperative patient education.
Informed consent is not just a piece of paper, but it is a process
of knowledge-based patient permission [8]. Setting realistic
expectations during patient counseling is essential for in-
formed consent and patient satisfaction; otherwise, we will
replace “waiting” candidates with “angry” postoperative
patients.

Obesity is recognized as a risk factor for severe SARS-
CoV-2 infection and higher mortality rates [1]. In this series,
87.6% of bariatric candidates believed that they were prone to
a higher risk of severe forms of infection, and 24.4% of can-
didates believed that bariatric surgery would improve their
immunity during the COVID-19 pandemic. It should be
equally known that patients who acquire the infection during
the perioperative period are also more prone to severe infec-
tion and higher mortality rates. A recent international multi-
center study reported a 30-day mortality rate of 19.1% in
patients who underwent elective surgery and had SARS-
CoV-2 infection within 7 days before or 30 days after surgery
[9]. Also, adequate hydration, which is crucial for the
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prevention and management of SARS-CoV-2 infection, is not
usually easy to achieve in the early postoperative period after
bariatric surgery.

Hospital-acquired infection is considered a breach in the stan-
dard of care. It was issued as a medical malpractice claim against
bariatric surgeons [10]. Surgeons should clarify the possibility of
SARS-CoV-2 infection even with the adoption of an optimum
infection control policy. The information regarding viral trans-
mission and protective measures is still evolving. Patients can
also have a community-acquired infection from asymptomatic
carriers in the family during the early postoperative period. In a
recent report on four bariatric patients who were diagnosed with
SARS-CoV-2 infection postoperatively, the authors could not

confirm the source of infection to be hospital-acquired or hidden
preoperative community-acquired infection in three patients [11].
In this series, 27.8% of patients attributed the responsibility re-
garding potential perioperative SARS-CoV-2 infection to the
medical personnel, and 10.7% of them believed it to be the
surgeon’s responsibility.

Management of bariatric complications as leakage and throm-
boembolic complications is resource-demanding [11]. It requires
serial laboratory and imaging investigations, prolonged hospital-
ization, multiple readmissions, and frequent follow-up visits.
Recommendations based on the Chinese experience provoked
bariatric surgery to be performed in the nearest bariatric program
to avoid traveling. It also recommended the management of

Table 1 Summary of the answers
to the questionnaire Age Total response: 266

39.5 ± 21.7 years

Sex Total response: 266

Females: 198 (74.4%)

Males: 68 (25.6%)

What is your opinion regarding the COVID-19 pandemic? Total response: 266

A fact: 208 (78.2%)

Illusion and political
conspiracy: 47 (17.7%)

Others: 11 (4.1%)

Did you commit to the quarantine rules? Total response: 266

Yes: 225 (84.95%)

No: 41 (15.41%)

Did you follow the personal protective measure as wearing the face mask
outside the home?

Total response: 266

Yes: 185 (69.6%)

No: 14 (5.3%)

Sometimes: 67 (25.2%)

Did you experience any flu-like symptoms during the COVID-pandemic? Total response: 266

Yes: 63 (23.7%)

No: 203 (76.3%)

Are obese patients at higher risk for COVID-19 infection and its
complications?

Total response: 266

Yes: 233 (87.6%)

No: 33 (12.4%)

If you agreed to the previous question, what is the cause of this risk? Total response: 233

Lack of immunity: 47 (20.2%)

Associated chronic illness: 51
(21.9%)

Both: 135 (57.9%)

Are you with performing bariatric surgery to enhance the immunity or
postponing surgery to reduce the infection risk?

Total response: 266

Perform surgery: 65 (24.4%)

Postpone surgery: 201 (75.6%)

If the surgery was performed taking all preventive measures and the patient
was diagnosed with COVID-19 infection within one week after surgery,
who has the main responsibility?

Total response: 263

The surgeon: 28 (10.7%)

The patient: 12 (4.6%)

The hospital: 45 (17.1%)

No one: 178 (67.7%)
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complications, if any, in the local hospital [4]. It is uncommon for
bariatric candidates to choose their surgeons based on geograph-
ical distribution, and far beyond expectations that they accept to
have their bariatric complications managed away from the pri-
mary surgeon.

Moreover, there is an overlap between the manifestations
of bariatric complications and SARS-CoV-2 infection.
Bariatric complications may present with dyspnea, fever, rel-
ative lymphopenia, and pulmonary insult on computerized
tomography of the chest. On the other hand, SARS-CoV-2
infection may present mainly with gastrointestinal symptoms
as nausea, vomiting, abdominal pain, and diarrhea [12].
Differentiation between both conditions in the early postoper-
ative period requires laboratory investigations, chest imaging,
frequent assessment, and sometimes hospitalizations. There is
also no guarantee that bariatric complications and SARS-
CoV-2 infections do not cooccur in the same patient.
Surgeons should have a clear plan for regular follow-up and
management of complications in different situations, and this
plan has to be deliberately explained to the patient.

This study is limited by the small sample size in a single
private bariatric center, which is not representative of the bar-
iatric community worldwide. However, the sample size is suf-
ficient to convey the message of the importance of modifica-
tion in the process of informed consent. Inadequate patient
education and documentation may lead to medical litigations
based on various allegations, including miscommunication,
misguided motivation for surgery, failure to document, inad-
equate informed consent, an inappropriate delegation of re-
sponsibility, patient abandonment, failure to admit to the hos-
pital, and inadequate follow-up support [8].

In conclusion, realistic expectations set during patient
counseling are mandatory for patient satisfaction. The role of
bariatric teams in surgical resumption during the COVID-19
pandemic is more than patient triage and adoption of the op-
timum infection control policy. Bariatric teams need to ensure
that candidates for surgery share the required knowledge re-
garding the methods of transmission of SARS-CoV-2 infec-
tion and are willing to follow the protective measures. The
relationship between obesity, surgical trauma, and SARS-
CoV-2 infection should be objectively clarified to the patient.
Bariatric candidates should be prospectively informed of a
clear plan for regular follow-up and management of compli-
cations. These data should be added to the original bariatric
consent. Written informed consent, with proper documenta-
tion, should be tailored according to the individual circum-
stances, including the state legal regulations, bariatric team
potentials, and patient health.
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