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(NHS) bariatric surgery services in the UK.

services which provide 3691 procedures per year.

impact on outcomes.
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Background: Providers of bariatric surgery within the National Health Service (NHS) are required to provide
psychological assessment and intervention, yet operational definitions regarding the purpose and scope of this input
are lacking. This has led to significant variation in the provision of psychology, with some providing an assessment-only
service and others providing a more comprehensive package of intervention throughout the patient pathway. The
aims of this paper are to document the current psychology provision and service models of National Health Service

Psychologists belonging to a bariatric psychology forum completed a survey. This focused on provision of
psychological assessment and intervention throughout the bariatric pathway as well as the ratio between
psychology resources and number of bariatric procedures per year. We obtained information from 22 NHS

Results: There is significant variation in the ratio between psychology resources and number of bariatric procedures
undertaken per service. Whilst all services offer pre-surgery psychology assessments, less than one-third routinely assess
all potential bariatric surgery candidates. Over 90% of services offer pre-surgery individual interventions and 41% offer
pre-surgery groups. None of the services routinely offer post-surgery assessments but 68% offer post-surgery assessment
and intervention following referral. None offered post-operative structured psychological group interventions.

Conclusion: There are significant disparities and inconsistencies in the provision of psychology resources in
relation to surgery volume in the NHS. Most of these resources are directed at pre-surgery assessment and this
raises issues regarding the function of these assessments. Rather than focusing on assessing psychological (un)
suitability for surgery, an evidence-based approach involves psychologists offering pre-operative interventions to
improve readiness for surgery and post-operative interventions to address recurring or emerging difficulties which

Background

The rates of bariatric surgery have increased exponentially
in the UK in the last decade [1]. Individuals seeking bariat-
ric surgery in the UK may access this treatment through
the National Health Service (NHS) if they meet eligibility
criteria outlined by the National Institute for Clinical
Excellence (NICE) and NHS Commissioning Board for
Complex and Specialised Obesity Surgery. Alternatively,
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some individuals privately fund their bariatric surgery
though independent healthcare organisations. Although
providers of bariatric surgery within the NHS are required
to provide psychology, operational definitions regarding
the purpose and scope of this are lacking. This means
there is significant variation in the provision of psycho-
logical input across bariatric services, with some providing
an assessment-only service and others providing a more
comprehensive package of intervention throughout the
patient pathway. This paper aims to document the current
psychology provision and service models of NHS bariatric
surgery services in the UK. The paper focuses on the dis-
tribution of psychological resources and input across the
bariatric pathway i.e. how much time a psychologist has
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within a service on a weekly basis, and where the provision
is focused e.g. pre-operative, post-operative or both, rather
than the specific methods or modalities of assessment and
intervention (e.g. cognitive behavioural therapy). The NHS
is a taxpayer funded healthcare system, which is free at the
point of need, although there are geographical variations in
resources which are likely to lead to differing service
models/provision of care across the UK as well as in com-
parison to other countries. Given the significant range and
complexity of psychological issues that may impact on, and
arise from, bariatric surgery it is important to identify the
provision, and variation in psychological assessment and
intervention across a bariatric pathway in order to gauge
how these might be identified and addressed. We therefore
start by summarising the major psychological issues that
arise pre and post-surgery before moving on to review the
literature on bariatric psychology services elsewhere.

Psychological difficulties across a bariatric surgery
pathway

These can be roughly categorised as a) pre-existing
psychological difficulties, b) psychological difficulties
specifically related to the behaviour changes involved in
bariatric surgery and c) post-operative development of
new difficulties or reactivation of pre-existing difficulties.

Rates of anxiety, depression [2], personality disorders
[3], physical, sexual and emotional abuse [4] and suicide
attempts [5] are higher in bariatric surgery candidates
compared to the general population. However, no con-
sistent pre-operative psychiatric predictors of weight loss
outcomes have been identified [6]. Prevalence rates for
binge eating disorder (BED) vary significantly but on
average, approximately one-quarter of bariatric surgery
candidates meet diagnostic criteria [7]. BED is not a
formally recognised contraindication for surgery even
though it has been found to contribute to less weight
loss and weight regain [8]. This subgroup requires active
monitoring and may require both pre and post-operative
interventions to attenuate the risk of poor outcomes. Re-
gardless of pre-operative mental health vulnerabilities,
bariatric surgery requires major changes to eating behav-
iour and development of new skills, which given the indi-
vidual’s weight and dieting history, may be uncongenial or
difficult to maintain.

In terms of post-operative psychological difficulties,
these divide into those which are rare but potentially
catastrophic, and subclinical difficulties associated with
adjustment to major changes in the individual’s weight,
shape and identity. BED (or loss of control eating) is the
most common eating disorder to re-emerge following
bariatric surgery and is predictive of poorer weight loss
at 12 months and 24 months [8]. Conversely, a subgroup
of bariatric patients develop an anorexic/bulimic eating
profile which is associated with greater than expected
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weight loss and/or purging [9]. There is emerging evi-
dence of increased alcohol intake in a subgroup of indi-
viduals who have gastric bypasses [10]. There have
been reports of increased suicide rates amongst those
who have had bariatric surgery compared to the general
population [11] with 70% of these suicides occurring
during the first three years following surgery [12]. In
contrast to the psychological presentations highlighted
so far, most psychological difficulties that individuals
experience following surgery are not attributable to
diagnosable mental health problems, and are a conse-
quence of undergoing a major life/body change. A re-
cent survey [13] found that coping with excess skin and
body image issues were the most problematic issues ex-
perienced by post-operative patients. Other difficulties
included maintaining eating behaviour changes, emo-
tional eating and unmet weight loss expectations.

Service models of psychology provision

Most of the literature on bariatric psychology practice
has historically focused on pre-surgery psychological
assessments and a number of studies have highlighted
the lack of standardisation and wide variation in as-
sessment methods, outcome decisions and recommen-
dations [14,15]. Previously the motivation for such
assessments has been the identification of psychological
factors to identify suitable (and unsuitable) candidates and
enable better prediction of weight loss outcomes. However,
clear psychological/psychiatric contraindications to bar-
iatric surgery have not been identified and studies have
revealed varying practice in terms of decisions about
postponing or declining bariatric surgery on these grounds
[16]. More recently, it has been argued that the function
of the pre-operative psychological assessment is not to
“gatekeep” access to bariatric surgery and it has evolved
towards identifying psychosocial challenges and risk fac-
tors which may jeopardise weight loss and psychosocial
outcomes for the individual [17]. These assessments
focus on readiness/preparedness for surgery with indi-
viduals viewed as being on a continuum rather than the
dichotomous outcomes generated from a suitability as-
sessment [18]. With regard to frequency of pre-surgery
psychological assessments, Bauchowitz et al. [14] re-
ported that almost 90% of the 188 bariatric programs
surveyed in the USA required all candidates to have a
psychological assessment [14]. Other studies have re-
ported that the frequency of psychological assessments
for bariatric candidates can range between 67% and
92% (for Holland and USA respectively) [19,20].

Most of the literature documenting bariatric psych-
ology practice focuses on the methods, outcomes and
frequency of psychological assessments and there is lim-
ited information regarding service provision beyond this.
However, in the U.S., there are guidelines [21] which
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make specific recommendations about psychological ser-
vices, for example that mental health resources should
be available beyond the 6 month post-operative period
in order to address emerging difficulties or complica-
tions. Patients and provider’s compliance with these rec-
ommendations is unclear as a survey found that 57% of
bariatric patients who completed a survey in the U.S.
did not have any psychology follow up appointments in
the 12 months following surgery [22]. The type of
healthcare system is also likely to impact on service
provision as healthcare insurance providers may stipu-
late specific requirements for psychological input. Whilst
guidelines exist within the UK [23,24], these simply state
that psychologists should be part of the multidisciplinary
team rather than outlining specific requirements of the
role. Consequently, there is a lack of information about
how bariatric psychology services operate within the NHS
and we therefore conducted a survey of psychologists
working within these services.

Methods

57 psychologists belonging to a UK obesity/bariatric psych-
ology online forum hosted by the British Psychological
Society (BPS) were asked to complete a survey which
was emailed back to the authors (DR). Membership of
this forum consists of psychologists who work in bariat-
ric surgery and/or weight management services. It is
not possible to ascertain how many of the 57 psycholo-
gists who were sent the survey work in bariatric surgery
compared to non-surgical weight management services.
Respondents were asked to a) provide information on
the ratio of psychology input to number of patients and
the type of team that the psychologist worked in b) the
scope of the psychology service throughout the bariat-
ric pathway. We intentionally restricted our sample to
NHS providers of bariatric surgery as opposed to pri-
vate healthcare providers in order to keep the organisa-
tional and financial framework standardised. The NHS
Research Ethics Authority guidelines and online review
tool indicated that this survey of psychologists does not
fulfil criteria for formal research and therefore ethical
review by an NHS Ethics Committee was not required.

Results

We obtained data from psychologists working in 22
NHS bariatric surgery services and this represents 39%
of the psychologists belonging to the BPS online forum.
We used data from the National Bariatric Surgery Regis-
ter (NBSR) [25] to identify 43 NHS bariatric surgery
units (it is possible that this is an underestimate as this
is a voluntary register) which means we have survey re-
sponses from 51% of these bariatric units.
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Part A: surgery volume and psychology resources

Table 1 contains data from 22 UK services (each repre-
sented by a letter to retain anonymity) and shows the
number of bariatric procedures per year alongside the
amount (WTE - whole time equivalent) of psychology
time available. Whole Time Equivalent (WTE) is a stan-
dardised method for describing the amount of psych-
ology time available per week with reference to standard
NHS working hours (37.5) as the denominator. For ex-
ample, if a service has more than one full-time psycholo-
gist, the WTE will be greater than 1.0 or if the psychologist
works 2.5 days per week (i.e. 18.75 hours), they will have a
WTE of 0.5.

Table 1 Data provided by 21 bariatric services on the
number of bariatric procedures performed and the
amount of psychology resources available by site

Service Number of Psychology time
procedures available per week®
per year (0.1 =half a day per week,

1.0 =5 days per week)

0-100 procedures

A 5 0.2

B 40 5

C 45 2

D 48 2

E 50 05

F 50 06

G 70 04

H 80 1.7

| 75 0.1

J 80 0.1

K 84 3

L Not sure 04

M 100 25

101-200 procedures

N 135 04

O 199 04

P 200 0.2

201-500 procedures

Q 230 0.6

R 250 0.2

S 450 25

T 400 05

u 450 12

\Y 500 038

As discussed earlier Whole Time Equivalent (WTE) refers to the number of
psychology hours available in a week using a denominator of the standard
NHS fulltime working hours (37.5). A WTE of 0.1 equates to half a day per
week, 1.0 equates to 5 days per week and greater than 1.0 indicates that there
is more than one fulltime psychologist in the service (e.g. 1.2 WTE =1 fulltime
psychologist plus 1 day of another psychologist).
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Table 2 Responses to the perceived role of a psychologist
in a bariatric surgery team

In your service, to what extent is the psychologist viewed as being
a gatekeeper to bariatric surgery?

Often
3 (13.6%)

Sometimes
12 (54.5%)

Not at all
3 (13.6%)

Rarely
4 (18.2%)

The total number of procedures across 21 (data not
provided by one site) services is 3691. The NHS data
available from 2012-2013 (which corresponds to when
this survey was conducted) indicates that 8024 NHS bar-
iatric procedures were undertaken in this year [26] and
therefore the services included in this survey represent
services which performed 46% of new bariatric proce-
dures in the NHS.

The variation in the amount of available psychology
time and number of procedures is striking. For example,
service R which performs 250 procedures has the same
amount of psychology input (2 WTE) as service C
which performs 45 procedures. Additionally, service S
has more than twice as much psychology provision as
similar high volume services U and V.

Does the psychologist work as part of the bariatric
multidisciplinary team?

Of the 22 services that provided data, 13(59%) psychol-
ogists worked within the bariatric team, 5(23%) were
part of a specialist weight management service, 3(14%)
worked in a clinical health psychology department and
1(4%) worked in an eating disorder service. The major-
ity of respondents (91%) attended the bariatric multi-
disciplinary team meeting.

Part B: psychological activity within bariatric surgery
services in the NHS

Respondents provided data on the amount of psychology
assessment and intervention they provided throughout
the bariatric surgery pathway.

Preoperative psychological input

Assessment

Participants were asked if their service offered pre-surgery
psychology assessments and if so, whether this was rou-
tine for all patients. All 22 services indicated that they pro-
vide pre-surgery psychological assessments, however the
majority of these services only assessed selected patients.

Table 3 Views on where psychological input is most
needed within the bariatric pathway

Where do you feel that psychology input is most needed within
your service?

Pre Post Both pre and post
(i.e. throughout the pathway)
18.2% (4) 18.2% (4) 63.6% (14)
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Only seven services (32%) actually assessed all new pa-
tients (using a clinical interview), with the rest relying on
triage by another member of the multidisciplinary team.

Interventions

Respondents were asked whether they provided individ-
ual or group psychological interventions prior to sur-
gery. Twenty (91%) services reported that they provided
individual interventions for pre-operative patients. These
primarily focused on providing interventions for eating
difficulties (e.g. binge eating, emotional eating, night eat-
ing) in order to facilitate preparation for surgery. Nine
(41%) services indicated that they provide pre-surgery
groups for patients and these varied widely from solo
seminar sessions to 12 session programs.

Post-operative psychology input

Fifteen (68%) services indicated that they have the capacity
to offer post-surgery psychological assessment and inter-
vention but this was not routinely provided. Individuals
were referred by other members of the multidisciplinary
team. Fifteen (68%) services offered post-surgery individ-
ual psychological interventions. Support groups were pro-
vided by some services but none reported that they were
currently providing structured, focused therapy groups to
address post-operative difficulties or adjustment.

Psychologist’s view of their role and input

Psychologist as “gatekeeper” to surgery

Respondents were asked to indicate how frequently they
thought that other members of the multidisciplinary
team perceived the function of the pre-surgery psycho-
logical assessment as being to control access to bariatric
surgery through “gatekeeping”. The gatekeeping role re-
fers to whether others (team/patients) view the purpose
of the psychological assessment as being the determin-
ation of suitability for surgery. Table 2 indicates that fif-
teen (68%) psychologists reported that they “sometimes”
or “often” felt that they were perceived as the gatekeeper
to bariatric surgery.

Input through the pathway

Respondents were asked for their view of where psycho-
logical input was most needed across the bariatric path-
way and the responses are shown in Table 3. The majority
of respondents (63.6%) indicated that they felt both pre
and post-operative psychological input was needed rather
than prioritising pre-operative or post-operative input.

Discussion

This survey data reveals stark differences in the level of
psychology provision across NHS bariatric services in
the UK reflecting adhoc arrangements rather than sys-
tematic planning based on volume of patients and
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psychological need. Similarly to other surveys of service
provision [20,22], most psychological resources appear
to be focused on pre-operative assessment and interven-
tion rather than post-operative input. However, evidence
for prioritising in this way is lacking given the emer-
gence of post-operative psychological difficulties which
affect weight loss outcomes [8,10]. It could be argued
that there is a disparity between where psychological re-
sources are currently focused and where they are likely
to be of most benefit.

The data indicates that whilst most services offer pre-
surgery assessments, only one-third assess all bariatric
surgery candidates. This is significantly different from the
practice reported in other surveys [14,19,20] whereby the
vast majority of bariatric candidates routinely had a psy-
chological assessment. The majority of UK NHS bariatric
services refer selected bariatric candidates for psycho-
logical assessment but this process raises the thorny issue
of who should have a pre-surgery psychological assessment
and in more general terms, the purpose of a psychological
assessment prior to surgery. Interestingly, a significant pro-
portion of respondents felt they were placed in the “gate-
keeping” role, indicating the need for education about the
role of the psychological assessment within bariatric multi-
disciplinary teams (especially as this view will impact on
how patients subsequently engage and respond to psychol-
ogists). The perceived emphasis on the gatekeeping role
suggests a different view of pre-operative psychological
assessments to other countries, whereby the focus is on
readiness for surgery. It is possible that this misperception
of the function of the psychological assessment in the UK
is reinforced by the rationing culture of the NHS where
resources are limited. Pre-operative psychological as-
sessments should be undertaken to identify and assist
individuals with psychosocial problems that might impair
their weight loss and psychosocial outcomes. Moreover, if
assessments are viewed as an opportunity to identify
challenges and readiness for bariatric surgery, this
logically involves offering interventions to ameliorate
these psychological risk factors. This is predicated on
the basis that services are commissioned to provide
such interventions and whilst this may be the case in
other countries, the variation in resources in NHS ser-
vices will undoubtedly have an impact on the capacity
of these services to identify difficulties and provide
evidence-based interventions.

The results from this survey indicated that a surprisingly
low number of services (41%) provide pre-operative groups
for bariatric candidates and this reflects a divergence from
the evidence base. Pre-surgery groups increase patient’s
preparedness and readiness for bariatric surgery and are
associated with increased ability to implement and adhere
to post-operative changes [27]. Patients attending a pre-
operative behavioural lifestyle intervention, compared to
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usual care, lost significantly more weight prior to bariatric
surgery [28]. Furthermore, a meta-analysis found that pa-
tients who lost weight prior to surgery had greater weight
loss one year after surgery [29]. Ashton et al. [30] reported
that individuals who were positive responders to a pre-
operative binge eating group had better post-operative
weight loss outcomes compared to non-responders [30].

Two-thirds of services offer post-operative assess-
ments and follow up appointments but these are not
routine for all patients. Therefore, the onus is on other
members of the multidisciplinary team to detect and
highlight psychological difficulties as they continue to
see patients post-operatively and there is a lack of post-
operative psychological follow up appointments. This
approach is vulnerable to individual differences in level
of skill, confidence and sensitivity and research demon-
strates that health professionals are generally poor at de-
tecting distress [31]. Whilst these data inform us about
the potential of services to provide input, we are not
able to determine the proportion of patients that actually
received psychology follow up. Given the serious post-
operative difficulties with binge eating and other eating
disorders alongside the increase in alcohol misuse and
suicide, it could be argued that it should be routine for
all post-operative bariatric patients to have psychology
follow upas this would enable early detection of emer-
ging difficulties and rapid intervention. A U.S. survey re-
ported that whilst less than 50% of post-operative
bariatric patients had psychology follow up appoint-
ments in the first year after surgery, those patients who
accessed these appointments had greater excess weight
loss [22].

Whilst some of the services offered support groups,
none provided structured post-operative intervention
groups. A meta-analysis of post-operative groups and
weight lossconcluded that psychological interventions
alongside surgery are associated with better outcomes in
terms of weight loss than bariatric surgery alone [32].
Whilst a positive relationship has been found between
support group attendance and weight loss [33], there are
clear differences between support groups and structured
psychological intervention groups addressing specific
difficulties. There is a need for targeted groups to ad-
dress emotional eating/binge eating as evidence clearly
shows that it impacts on outcomes [8] but further re-
search is needed to clarify whether it is more efficacious
to provide this before or after surgery [30].

Limitations

The aim of this survey was to document the range of
psychological input across a bariatric surgery pathway
rather than focusing on the technical aspects of this in-
put (e.g. methods, mode, intensity etc.). However, in
order to make the most meaningful interpretations it
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would be helpful to gather detailed data about the
amounts of psychological input provided before and
after surgery in order to optimise comparison and make
meaningful conclusions about the likely impact on pa-
tient care. Whilst this survey provides data on how many
of the psychologists offer input at various junctures in
the pathway, we do not know how many patients actu-
ally receive this input. A further limitation of this study
is that it is not possible to calculate a precise response
rate. The survey was distributed via an online forum and
the members consist of a mix of psychologists working
in bariatric surgery or weight management services and
the precise membership numbers of each group is un-
known. It is equally difficult to obtain accurate informa-
tion about the number of NHS bariatric units in the UK
as submission to the National Bariatric Surgery Register
is voluntary. In order to address these shortcomings, we
used data on the total number of bariatric procedures
carried out by the NHS in the same year that this survey
was undertaken and calculated that the total number of
procedures performed by the services included in this
sample accounted for a significant proportion of these.

Conclusion

Bariatric surgery involves a psychologically vulnerable
client group undergoing a psychologically challenging
and demanding procedure that is dependent on signifi-
cant behaviour change and the development of new cop-
ing skills. This survey indicates that there is significant
variation in the provision and scope of NHS bariatric
psychology services in the UK. There is a need for a
clear and consistent relationship between the amount of
psychology resources and surgery volume. In addition,
guidelines are needed regarding the minimum (and opti-
mal) level of psychological input throughout a bariatric
surgery pathway. It is striking that most of the psycho-
logical input seems to be directed at pre-operative assess-
ment yet delivering pre and post-operative interventions is
likely to have more impact on outcomes. Given the preva-
lence of mental health problems amongst this population,
psychological complications should be expected and hav-
ing the capacity, resources and skills to respond to these is
critical. In order to make optimum use of psychologist’s
skills, we need to configure bariatric psychology services
to provide pre-surgery interventions focused on improving
readiness and preparation for surgery, and post-surgery in-
terventions which counteract emerging difficulties which
could jeopardise weight loss and psychosocial outcomes.

Competing interest
The authors declare that they have no competing interests.

Authors’ contributions

DR designed the study, performed the data analysis and drafted the
manuscript, RA participated in the design of the study, drafted and reviewed
the manuscript, CC participated in the design of the survey and reviewed

Page 6 of 7

the manuscript, MK participated in the design of the study, NE participated
in the design of the study, drafted the manuscript and reviewed this, JP
collated the data, performed the data analysis and reviewed the manuscript.
All authors read and approved the final manuscript.

Acknowledgements

We would like to express our gratitude to the psychologists who participated in
this survey by providing data about their service. All authors work clinically in
the NHS and did not receive any additional funding or grants to conduct this
project.

Author details

'Psychological Medicine Unit, CNWL NHS Foundation Trust, 1 Nightingale
Place, London SW10 9NG, UK. *Bariatric Surgery Service, Chelsea &
Westminster NHS Foundation Trust, London, UK. 3Departmem of Clinical,
Educational & Health Psychology, University College London, London, UK.
“Phoenix Health, Chester, UK.

Received: 31 January 2014 Accepted: 21 August 2014
Published: 30 August 2014

References

1. Burns EM, Naseem H, Bottle A, Lazzarino Al, Aylin P, Darzi A, Moorthy K,
Faiz O: Introduction of laparoscopic bariatric surgery in England:
observational population cohort study. Br Med J 2010, 341:4926.

2. Muhlhans B, Horbach T, de Zwaan M: Psychiatric disorders in bariatric
surgery candidates: a review of the literature and results of a German
pre-bariatric surgery sample. Gen Hosp Psychiatry 2009, 31:414-421.

3. Kalarchian M, Marcus MD, Levine MD, Courcoulas AP, Pilkonis PA, Ringham
RM, Soulokova JN, Weissfield LA, Rofey DL: Psychiatric disorders among
bariatric surgery candidates: relationship to obesity and functional
health status. Am J Psychiatr 2007, 164:328-334.

4. Wildes JE, Kalarchian MA, Marcus MD, Levine MD, Courcoulas AP:
Childhood maltreatment and psychiatric morbidity in bariatric surgery
candidates. Obes Surg 2008, 18(3):306-313.

5. Sansone RA, Weiderman MW, Shumacher DR, Routsong-Weichers L: The
prevalence of self-harm behaviours among a sample of gastric surgery
candidates. J Psychosom Res 2008, 65:441-444.

6. van Hout GC, Verschure SK, van Heck GL: Psychosocial predictors of
success following bariatric surgery. Obes Surg 2005, 15(4):552-560.

7. de Zwaan M: Weight and Eating Changes after Bariatric Surgery. In
Bariatric Surgery: a Guide for Mental Health Professionals. Edited by Mitchell
JE, de Zwaan ME. New York: Routledge; 2012:77-100.

8. White MA, Kalarchian MA, Masheb RM, Marcus MD, Grilo CM: Loss of
control over eating predicts outcomes in bariatric surgery: a prospective
24-month follow up study. J Clin Psychiatry 2010, 71(2):175-184.

9. Conceicao E, Orcutt M, Mitchell J, Engel S, LaHaise K, Jorgensen M,
Woodbury K, Hass N, Garcia L, Wonderlich S: Eating disorders after
bariatric surgery: a case series. Int J Eat Disord 2013, 46:274-279.

10. Conason A, Texeira J, Hsu C-H, Puma L, Knafo D, Geliebter A: Substance use
following bariatric weight loss surgery. JAMA Surg 2013, 148(2):145-150.

11.  Adams TD, Davidson LE, Litwin SE, Kolotkin RL, LaMonte MJ, Pendleton RC,
Strong MB, Vinik R, Wanner NA, Hopkins PN, Gress RE, Walker JM, Cloward
TV, Nuttall RT, Hammoud A, Greenwood JLJ, Crosby RD, McKinlay R, Simper
SC, Smith SC, Hunt SC: Health benefits of gastric bypass surgery after 6
years. JAMA 2012, 308(11):1122-1131.

12. Tindle HA, Omalu B, Courcoulas A, Marcus M, Hammers J, Kuller LH: Risk of
suicide after long term follow up from bariatric surgery. Am J Med 2010,
123(11):1036-1042.

13. Ratcliffe D, Khatun M, Ali R: Psychological gains and losses following
bariatric surgery: a patient survey. Clin Psychol Forum 2012, 239:40-44.

14.  Bauchowitz AU, Gonder-Frederick LA, Olbrisch ME, Azarbad L, Ryee MY,
Woodson M, Miller A, Schirmer B: Psychosocial evaluation of bariatric
surgery candidate: a survey of present practices. Psychosom Med 2005,
67:825-832.

15.  Fabricatore AN, Crerand CE, Wadden TA, Sarwer DB, Krasucki JL: How do
mental health professionals evaluate candidates for bariatric surgery?
Survey results. Obes Surg 2006, 16:567-573.

16. Walfish S, Vance D, Fabricatore AN: Psychological evaluation of bariatric
surgery applicants: procedures and reasons for delay or denial of
surgery. Obes Surg 2007, 17:1578-1583.



Ratcliffe et al. BMC Obesity 2014, 1:20
http://www.biomedcentral.com/2052-9538/1/1/20

20.

21,

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

Sogg S, Mori DL: Psychosocial evaluation for bariatric surgery: the Boston
Interview and opportunities for intervention. Obes Surg 2009,
19(3):369-377.

Heinberg LJ, Ashton K, Windover A: Moving beyond dichotomous
psychological evaluation: the Cleveland Clinic Behavioural Rating System
for weight loss surgery. Surg Obes Relat Dis 2010, 6:185-190.

van Hout GCM, Vreeswijk CMJM, van Heck GL: Bariatric surgery and
bariatric psychology: evolution of the Dutch approach. Obes Surg 2008,
18:321-325.

Peacock JC, Zizzi SJ: An assessment of patient behavioral requirements
pre- and post-surgery at accredited weight loss surgical centers. Obes
Surg 2011, 21:1950-1957.

The Lehman Series: An expert panel on weight loss surgery. Obesity 2009,
17:842933.

Peacock JC, Zizzi SJ: Survey of bariatric surgical patients’ experiences with
behavioral and psychological services. Surg Obes Relat Dis 2012,
8:777-783.

National Institute for Health and Care Excellence (NICE): CG43: Obesity:
Identification, Assessment and Management of Overweight and Obesity in Adults
and Children. 2006. Retrieved from http://www.nice.org.uk/cg043. UK.
National Confidential Enquiry into Patient Outcome and Death (NCEPOD):
Too Lean a Service? A Review of the Care of Patients who Underwent Bariatric
Surgery. 2012. Retrieved from http://www.ncepod.org.uk/2012report2/
downloads/BS_fullreport.pdf. UK.

NSBR: The United Kingdom National Bariatric Surgery Registry Report to March
2010. Report retrieved from http://nbsr.co.uk/.

Lifestyle Statistics Team, Health & Social Care Information Centre: Statistics
on Obesity, Physical Activity and Diet: England 2014. 2014. Retrieved from
http://www.hscic.gov.uk/catalogue/PUB13648/Obes-phys-acti-diet-eng-2014-
rep.pdf UK.

Brandenburg D, Kotlowski R: Practice makes perfect? Patient response to
a pre-bariatric surgery behaviour modification program. Obes Surg 2005,
15:125-132.

Kalarchian MA, Marcus MD, Courcoulas AP, Cheng Y, Levine MD:
Preoperative lifestyle intervention in bariatric surgery: initial results from
a randomized controlled trial. Obesity 2013, 21(2):254-260.

Livhits M, Mercado C, Yermilov |, Parikh JA, Dutson E, Mehran A, Ko CY,
Gibbons MM: Does weight loss immediately before bariatric surgery
improve outcomes: a systematic review. Surg Obes Relat Dis 2009,
5:713-721.

Ashton K, Heinberg L, Windover A, Merrell J: Positive response to binge
eating intervention enhances postoperative weight loss. Surg Obes Relat
Dis 2011, 7(3):315-320.

Mitchell AJ, Kakkadasam V: Ability of nurses to identify depression in
primary care, secondary care and nursing homes - A meta-analysis of
routine clinical accuracy. Int J Nurs Stud 2011, 48(3):359-368.

Beck NM, Johannsen M, Stoving RK, Mehlsen M, Zacharie R: Do
postoperative psychotherapeutic interventions and support groups
influence weight loss following bariatric surgery? A systematic review
and meta-analysis of randomized and nonrandomized trials. Obes Surg
2012, 22:1790-1797.

Livhits M, Mercado C, Yemilov |, Parikh JA, Dutson E, Mehran A, Ko CY,
Shekelle PG, Gibbons MM: Is social support associated with greater
weight loss after bariatric surgery? A systematic review. Obesity Reviews
2010, 12:142-148.

doi:10.1186/540608-014-0020-6 (
Cite this article as: Ratcliffe et al.: Bariatric psychology in the UK
National Health Service: input across the patient pathway. BMC Obesity
2014 1:20.

Page 7 of 7

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

Submit your manuscript at
www.biomedcentral.com/submit

( BiolVied Central



http://www.nice.org.uk/cg043
http://www.ncepod.org.uk/2012report2/downloads/BS_fullreport.pdf
http://www.ncepod.org.uk/2012report2/downloads/BS_fullreport.pdf
http://nbsr.co.uk/
http://www.hscic.gov.uk/catalogue/PUB13648/Obes-phys-acti-diet-eng-2014-rep.pdf
http://www.hscic.gov.uk/catalogue/PUB13648/Obes-phys-acti-diet-eng-2014-rep.pdf

	Abstract
	Background
	Results
	Conclusion

	Background
	Psychological difficulties across a bariatric surgery pathway
	Service models of psychology provision

	Methods
	Results
	Part A: surgery volume and psychology resources
	Does the psychologist work as part of the bariatric multidisciplinary team?
	Part B: psychological activity within bariatric surgery services in the NHS
	Preoperative psychological input
	Assessment
	Interventions

	Post-operative psychology input
	Psychologist’s view of their role and input
	Psychologist as “gatekeeper” to surgery
	Input through the pathway


	Discussion
	Limitations

	Conclusion
	Competing interest
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


