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Abstract

Background Research shows that a positive doctor-patient relationship plays an important role in patient outcomes. However,
the influence of their communication during the pre-surgery preparatory consultation (PC) for metabolic and bariatric surgery
(MBS) remains unclear. The goal of this study was to inspect the association between patients’ perceptions of doctor-patient
communication (DPC) in the PC for MBS and the results of the MBS.

Methods This prospective cross-sectional study included 89 adult patients undergoing MBS at a hospital. Before the surgery,
patients’ perspectives regarding DPC were assessed with the Communication Assessment Tool (CAT). One month after the
surgery, participants’ levels of well-being were assessed through the 36-Item Short Form Survey (SF-36). Other clinical data
were obtained through patients’ electronic records. Data were analyzed with regression models.

Results In the adjusted models, associations with the quality of doctor-patient communication (p <0.05) were found for
the following outcomes: weight loss, body mass index decrease, and patient well-being regarding bodily pain and social
functioning. Significant differences (p < 0.05) were also found for digestive complaints and for patient perception of physi-
cian post-surgery support.

Conclusions DPC in the preparatory consultation has a positive effect on the clinical results of MBS. More studies are nec-
essary for inspection of the generalizability of these findings.

Key points.A positive doctor-patient communication in the pre-
surgery preparatory consultation (PC) for metabolic and bariatric
surgery (MBS) has a positive effect on MBS clinical outcomes, on
post-surgery weight loss and BMI decrease.

A superior doctor-patient communication in the PC results
in less bodily pain, better social function, and greater perceived
physician follow-up support 1 month after the surgery.

Patients who classified the doctor-patient communication as of
good quality before the MBS reported more digestive complaints
after the surgery.
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Introduction

Although there are several types of therapies for the treat-
ment of obesity, metabolic and bariatric surgery (MBS)
often shows superior effectiveness, when compared to non-
surgical treatment options, with a greater probability of
decreasing other comorbidities [1-3]. MBS has been asso-
ciated with positive effects on lipid profile, cardiovascular
risk, type 2 diabetes, arterial hypertension, dyslipidemia and
quality of life, among other aspects [1, 4-7].

Despite these positive results, many patients with obesity
do not undergo MBS lightly but rather consider choosing
more conservative treatment options because of significant
fear of surgery and its possible side effects [8]. Also, main-
taining or increasing weight loss during the first year after
MBS depends on the information that patients possess and,
on their expectations, in addition to proper nutritional hab-
its, regular physical activity, and the interplay of genetics,
neuro-hormonal factors and other individual differences [4,
9-12]. The preparatory appointment for MBS can assume
an important role in this context, and the quality of doctor-
patient communication (DPC) in the preparatory appoint-
ment for MBS might influence patients’ outcomes following
the surgery.
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Positive effects of patient-centered communication have
been documented in various studies of different areas of
medicine, and the focus on patient-centered communication
is widely supported as a key component in the provision of
secure and effective health care and continuous improvement
of health outcomes [13—15]. For example, the term “patient
activation” refers to the knowledge, skills, and confidence
required for a patient to understand their role in their process
of health care and feel capable of accomplishing it. Previous
research indicates that patient outcomes tend to be compara-
tively better when patients understand the information and
actively participate in their health process [14]. Furthermore,
a stronger patient-doctor relationship, i.e., the presence of
a therapeutic alliance and patient-focused communication,
could lead to more favorable clinic results [10, 11, 14-18].
People with obesity might not have the confidence to man-
age their health, but they consider communication with the
doctor as a key ingredient for self-care management [17].

Studies in MBS have assessed doctor-patient relation-
ship in general. In sum, they indicate that a positive rela-
tionship, along with other predictors such as weight loss
before surgery, among others, are associated with patients’
outcomes, namely, with a greater likelihood of adherence to
follow-up care and reduction of post-surgical complications



Obesity Surgery (2025) 35:1223-1233

1225

[4, 19, 20]. However, the underutilization of metabolic and
bariatric surgery, despite its efficacy and safety, remains a
significant issue, driven by factors such as health insurance
barriers, weight stigma, and suboptimal patient-provider
communication. Shared decision-making (SDM) has been
proposed as a strategy to address these challenges, as it pro-
motes effective communication and patient-centered care
[21, 22]. While these factors have been well documented,
the specific influence of doctor-patient communication dur-
ing the pre-surgery preparatory consultation (PC) on MBS
outcomes remains unclear. Bridging this gap, the goal of
this study was to inspect the association between patients’
perceptions of doctor-patient communication in the prepara-
tory consultation for MBS and the results of the surgery. In
previous research, MBS has been associated with decreased
weight and body mass index, and with improved quality of
life [23, 24]. The MBS outcomes may be influenced by sev-
eral factors, including doctor-patient communication in the
preparatory consultation.

Methods
Participants

In this prospective cross-sectional study, participants were
all the patients who underwent MBS at the Integrated Obe-
sity Responsibility Center of the Sdo Jodo Hospital and
University Center, Portugal, between October of 2023 and
January of 2024. The inclusion criterion was being 18 years
or older. The exclusion criterion was the presence of any
neurological or cognitive disability that compromised partic-
ipation, as identified in patients’ clinical records or detected
during the interaction with the patient.

Measures
Socio-demographic and Clinical Characteristics

All baseline characteristics, including pre-surgical weight,
and pre-surgery BMI, were retrieved from the participants’
hospital electronic records. Research has suggested that
patients’ satisfaction ratings can be influenced by their anxi-
ety levels [25]; thus, patients’ levels of anxiety in the pre-
paratory session for MBS were assessed with the State-Trait
Anxiety Inventory Form Y (STAI-Y) [26-31].

Doctor-Patient Communication in the Preparatory
Consultation for Surgery

Patients’ perspectives regarding their physician’s communi-
cation in the MBS preparatory consultation were assessed
with the Communication Assessment Tool (CAT). Overall

CAT scores range from 14 (minimum) to 70 (maximum).
Higher scores indicate greater competence in health com-
munication behavior [32-34]. The CAT has shown good reli-
ability and validity properties across studies [34—36].

Outcomes

Participants’ well-being after the MBS was assessed with
the 36-Item Short Form Survey (SF-36) [37]. The SF-36
questionnaire is a self-report instrument, thus allowing for
the possibility of assessing the patient’s subjective sense of
quality of life. It comprises 8 dimensions that can be con-
verted into two major components: a physical component
(physical functioning, physical performance, bodily pain,
and general health) and a mental component (vitality, mental
health, social functioning, and emotional performance). The
resulting scores indicate levels of quality of life, ranging
from O (worst health status) to 100 (best health status). Good
reliability properties have been reported for the Portuguese
version used in this study [38—40].

Post-surgery clinical outcomes collected from patients’
electronic records included post-surgery weight, post-surgi-
cal BMI, and adherence to the therapeutic plan, which con-
sisted of physical activity (initiating any light walking). In
addition, patients were asked about the presence of digestive
complaints (e.g., vomiting, nausea, constipation, abdominal
discomfort) with response options of 0 (no) or 1 (yes).

Participants additionally rated a question on the quality
of the physician’s support/response during the post-surgery
follow-up period as either O (poor) or 1 (good). The post-
surgery follow-up period consisted of the first month after
surgery, including the hospitalization period (lasting about
two/three days, on average).

Procedures

Patients were invited to the study and responded to the ques-
tionnaires via telephone call. One week before the surgery,
their perspectives were collected regarding doctor-patient
communication in the preparatory consultation for MBS.
This PC is typically conducted between the surgeon and the
patient about all steps related to the surgery. Patients’ anxi-
ety levels during that PC were also assessed at this point.
The clinical results of the surgery were evaluated one month
after the MBS. Research shows that significant changes in
patient outcomes, such as weight loss and metabolic mark-
ers, can become evident within the first month after MBS
[41]. Evaluating these factors at this time provides valuable
insights into the early effectiveness of the surgery and its
impact on the patient’s health. The study’s design and pro-
cedures are shown in Fig. 1.
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Recruitment
i Application of exclusion criteria
Elegible participants for the study: 89
adults
Refused to participate: 5 adults
Assesment:
- o Sampl kbefore th :
. STAlformY ample one week before the surgery:
* Hospital electronic records: socio- 84 adults

demographicand clinical data

Died: 1 participant
Not operated on due to surgical risk: 4

Assessment:
* Adherence to physical exercise participants

question Surgery postponed due to labor strike: 6
* Hospital  electronic  records: participants

clinical outcomes
* Presence of digestive complaints
question

Sample one month after the surgery:
73 adults

* SF-36: well-being

¢ Physician’s support/response
during the post-surgery period
question

Fi

g.1 Study design

Statistical Analyses

Data were analyzed in SPSS®, version 29, and were
expressed as absolute and relative frequencies, means and
standard deviations, or medians and interquartile ranges, as
appropriate. Logistic regression was used to assess the influ-
ence of DPC in the MBS preparatory encounter on patient
adherence to the physical activity plan. Linear regression
was used to evaluate the association of doctor-patient com-
munication, respectively, with weight change, BMI change,
and patient well-being (on the SF-36 dimensions) 1 month
after the surgery. Weight change and BMI change were cal-
culated, respectively, by the difference between post-surgical
weight/BMI and pre-surgical weight/BMI, with negative val-
ues indicating a reduction in weight/BMI compared to prior
to surgery. The models were adjusted for factors that could
influence the outcomes, namely, patient anxiety at the time
of the preparatory appointment for the MBS [26, 27, 42],
age, gender, history of previous surgeries for obesity, and
family history of obesity [43]. The data were confirmed to
be appropriate for regression models. Only the distributions
for the presence of digestive complaints and for physician
support/response after the surgery, respectively, posed prob-
lems to the assumptions of the logistic regression [44], and
the Mann—Whitney test was used instead. A p-value below
0.05 was considered statistically significant.

@ Springer

Results
Baseline Characteristics

Of the initial 89 eligible patients contacted during the
period of recruitment, 84 accepted to participate in the study
(Fig. 1). Most were women (77.4%) and mean age was about
48 years old (SD =11.60). Clinically severe obesity (class
III obesity) was the most common type of obesity in the
sample (67.9%). The sample’s characteristics are presented
in Table 1.

Doctor-Patient Communication in the Preparatory
Consultation

Mean quality of the DPC, as rated by the participants on
the CAT, was 64.67 out of a possible maximum of 70
(SD="7.98), with values ranging from 24 to 70. Of the ques-
tions addressed in the CAT, the one with the highest mean
was “treated me with respect” (M =4.89, SD=0.35) and the
second was “talked in terms I could understand” (M =4.87,
SD=0.37). The questions rated the lowest by the patients
were “discussed next steps, including any follow-up plans”
(M=4.13, SD=1.29), “encouraged me to ask questions”
(M=4.42,5D=0.91) and “involved me in decisions as much
as I wanted” (M =4.42, SD=0.99).
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2 (2.4%)

Normal range

1 (1.2%)
7 (8.3%)

Overweight

Class I obesity - obesity

17 (20.2%)
57 (67.9%)

Class II obesity - severe obesity

Class III obesity - clinically severe obesity

State anxiety (STAI Form Y-1) *

38.53 (13.59)

Mean (SD)

Trait anxiety (STAI Form Y-2) *

38.42 (10.67)

Mean (SD)

SD standard deviation, LAGB laparoscopic adjustable gastric band, RYBG Roux-en-Y gastric bypass, SG sleeve gastric, BPD/DS Biliopancreatic diversion with duodenal switch, BMI body mass

index, Class I-1II obesity obesity is subdivided into categories based on body mass index (BMI)

N

77 participants due to missing responses. The State-Trait Anxiety Inventory Form Y (STAI-Y) scores range from 20 (minimum possible value) to 80 (maximum possible value)

Post-surgery Outcomes

Of the 84 initial participants, 73 completed the post-surgery
phase (87% retention rate; Fig. 1). Table 2 shows that 57.5%
of the sample failed to adhere to the prescribed physical
activity plan (i.e., initiating any light walking after the sur-
gery). Mean weight change one month after the MBS was
9.19 kg (SD =6.48), with the difference between pre-surgical
and post-surgical weight varying between losing 20.10 kg
and gaining 15 kg. Mean BMI decrease between before and
1 month after the surgery was —3.46 kg/m? (SD =3.05),
ranging from a BMI decrease of 17.29 kg/m? to an increase
of 3.20 kg/m?. For both these outcomes, additional analyses
showed no significant differences between participants who
adhered and who did not adhere to the physical activity ther-
apeutic plan (weight change: #(63)=1.083; p=0.141; BMI
change: #(63)=1.616; p=0.111). One month after the MBS,
patients reported the highest well-being levels for the dimen-
sions of social functioning and of bodily pain, whereas emo-
tional performance and vitality were the dimensions with
the lowest means. Most participants presented no digestive
complaints after the surgery (79.5%). Most rated the doctor’s
support/response in the follow-up period after the surgery,
as “good” (83.6%).

Effects of Communication in the Preparatory
Consultation for MBS on the Outcomes

Table 3 shows that a non-significant effect was found
between doctor-patient communication in the preparatory
consultation for MBS and post-MBS adherence to physical
activity (p=0.770). The effects were otherwise significant
for all other outcomes 1 month after the surgery, and pre-
liminary analyses further showed that pre-surgery weight
and BMI at baseline were both uncorrelated with commu-
nication (r,=0.007; p=0.956; r,=0.135; p=0.221, respec-
tively). Specifically, the greater the patient’s perceived qual-
ity of communication with the physician in the PC for MBS,
the greater the post-surgery weight loss (p =0.029), BMI
decrease (p =0.033), well-being bodily pain (p=0.002),
social functioning (p =0.043) and total mental component
(p=0.012), and perception of physician support/response in
the post-surgery follow-up period (p=0.017). Only the asso-
ciation between communication and digestive complaints
had the opposite direction, that is, the greater the quality of
the communication, the more the patients reported having
digestive complaints after the surgery (p =0.040).
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Discussion

The findings suggest that the quality of doctor-patient com-
munication in the preparatory consultation for MBS has a
positive effect on MBS outcomes, namely, on post-surgery
loss of weight and BMI, less bodily pain, better social func-
tion, and greater perceived physician follow-up support.
These results are suggestive of the importance of doctor-
patient communication in the preparatory consultation for
bariatric surgery. They are in line with previous research that
emphasizes the positive impact of interventions aimed at
improving the patient-professional relationship on the health
of the populations in various areas of medicine [19, 26, 27],
and extend previous MBS research focusing on the qual-
ity of doctor-patient relationship in general to the specific
context of communication in the PC for MBS. The findings
also resonate with studies identifying barriers to effective
shared decision-making (SDM) in MBS, such as limited
patient awareness and suboptimal communication, which
are crucial for enhancing patient outcomes. The decreases
in weight and BMI observed 1 month after the surgery in
the sample taken as a whole are generally in line with those
reported in other samples [45], and improved quality of life
has also been associated with MBS in previous research [23,
24]. By addressing these communication barriers, particu-
larly during the PC, it may be possible to improve patient
engagement and ultimately the success of MBS interventions
[21, 22].

These findings contribute to the growing body of evi-
dence supporting the efficacy of doctor-patient communi-
cation, namely, regarding its potential to enhance patient
experiences and mitigate healthcare costs. For example, the
association found between improved communication and
bodily pain suggests a potential way for cost reduction in
future healthcare expenditures, namely, due to decreased
need for further services resulting from fewer side effects
and greater treatment satisfaction [14—16].

Adherence to physical activity was the only outcome on
which DPC had a statistically non-significant effect. In MBS,
physical exercise is often indicated as part of the therapeutic
plan, although a meta-analysis showed only a modest effect
of post-surgical exercise on additional weight loss and fat
loss [46]. In this study, more than half of the patients under-
going MBS did not perform any physical activity perhaps
because, just one month after the MBS, the indications given
are mainly that patients avoid heavy exertion due to the need
for healing. A longer follow-up period could provide a more
accurate picture about the role of communication in the pre-
paratory encounter for MBS on patients’ post-surgery adher-
ence to physical activity.

In addition, the significant association observed between
pre-surgery communication and patients’ digestive

complaints after the surgery contrasted with the direction
of the associations for all the other significant outcomes in
this study. This finding suggests that increased quality of
DPC before the surgery could contribute to patients’ greater
comfort to report on their complaints and disclosing of more
information after the surgery [47]. This result was obtained
with the Mann—Whitney test, due to the imbalanced groups,
and other aspects could be interfering in the association,
for which the test was unadjusted. Nevertheless, the same
test was applied, for the same reasons, to the post-surgery
support received from the surgeon and the results followed
the expected direction in this latter case. Both these aspects
(digestive complaints and post-surgery support received
from the surgeon), as well as exercise adherence, were
assessed on a dichotomous (either O or 1) response option,
and future studies based on Likert-type scales can cast fur-
ther light onto these results by various levels.

Regarding the outcomes of the patients’ reports about the
DPC on the CAT questionnaire, the results in this sample
were similar to those identified in another research [32, 35].
Given the importance that doctor-patient communication
can have on patient outcomes, as observed in this study,
this finding underscores the necessity for targeted training
initiatives catering to healthcare professionals, particularly
in domains such as encouraging patients to ask questions,
involving patients in shared decision-making processes, and
equipping patients with a comprehensive understanding of
their clinical journey (tailored to their needs). These findings
illuminate a consistent need, within the healthcare sector,
for tailored training programs to address the identified gaps
[32, 34].

This study had some limitations. First, the relatively small
sample size could prevent the emergence of further signifi-
cant results. Also, the study was conducted in one center,
which, even though consisting of one of the largest hospitals
in the country, limits the generalization of the results. Future
studies with larger samples, including in different hospitals
across the country, with a longer post-surgery follow-up
period, could shed further light on these results. Second,
in the pre-surgery period, the CAT and the STAI-Y (assess-
ing anxiety) were not applied immediately after the doc-
tor’s appointment, but later via telephone call, which could
introduce some memory bias. Third, it could be possible
that demand characteristics in this sample might influence
these results. For example, some patients had obesity since
childhood, whereas others underwent surgery for obesity
after pregnancy, or for nutritional problems or reflux. The
models were adjusted for potential confounders, although
it is possible that other variables that were not considered
could influence the results.

Despite these limitations, the prospective character of
this study, which involved the assessment of communica-
tion in the PC before the surgery, and the assessment of
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the outcomes after the surgery, along with the inclusion of
both patients’ perceptions and objective measures, strength-
ens the study’s results. Future studies are needed, beyond
1 month after the surgery, for the continuous monitoring of
the patients’ health changes associated with the quality of
DPC. In the future, identifying the best methods of com-
munication to apply in the PC for MBS could also help in
training physicians.

Conclusion

This study showed a positive effect of doctor-patient com-
munication in the PC on the results of metabolic and bariat-
ric surgery, not only regarding loss of weight and decreased
BMI one month after the surgery, but also in terms of both
emotional and physical well-being, and perceived surgeon
support after the surgery. These results are indicative of the
importance of doctor-patient communication in the specific
context of the preparatory consultation for MBS. Further
studies in this context may contribute to improving clinical
practice in the future.
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