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Abstract
A thorough and specialized pre-operative psychosocial assessment is an important part of a comprehensive bariatric treatment protocol.
Over time, the presurgical psychosocial evaluation has evolved from a cut-and-dried process of recommending whether a patient should
or should not undergo surgery to a more nuanced and multifaceted process that serves multiple functions. In this article, we review the
many ways in which the pre-operative psychosocial evaluation can enhance patient outcomes and adjustment and even the functioning
of the interdisciplinary bariatric surgery team. Copyright © 2015 John Wiley & Sons, Ltd and Eating Disorders Association.
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Introduction

Since the NIH Consensus Conference Development Panel (1991)
emphasized the relevance of interdisciplinary evaluations for pa-
tients seeking weight loss surgery (WLS), including a presurgical
psychosocial assessment, this evaluation has become the standard
of care for bariatric practice. Despite the nearly universal use of
the psychosocial evaluation, assessment methods and protocols
vary widely. However, the psychosocial evaluation for WLS typi-
cally includes a semi-structured interview and, in many practices,
psychometric testing as well (Bauchowitz et al., 2005; Fabricatore,
Crerand, Wadden, Sarwer, & Krasucki, 2006).

Unlike many other surgical and medical procedures, the short-
term and long-term outcomes associated with WLS are intricately
intertwined with psychological and behavioural factors both be-
fore and after surgery. Successful bariatric surgery outcomes not
only are dependent upon the surgical procedures themselves but
also require significant and lifelong changes in eating patterns
and physical activity (Bond et al., 2009; Sarwer, Dilks, & West-
Smith, 2011; Sheets et al., 2015; Welch et al., 2008). At the same
time, WLS often has wide-ranging and profound psychosocial ef-
fects (Ogden, Clementi, Aylwin, & Patel, 2005; Sogg & Gorman,
2008). For these reasons, it has been argued that a thorough and
specialized pre-operative psychosocial assessment is an important
part of a comprehensive bariatric treatment protocol (Mechanick
et al., 2013; Sarwer, 2014).

Over time, as more has been learned about the psychosocial as-
pects of bariatric surgery, the presurgical psychosocial evaluation
has evolved from a cut-and-dried process of recommending whether
a patient should or should not undergo surgery to a more nuanced
and multifaceted process that serves multiple functions (Bauchowitz,

Azarbad, Day, & Gonder-Frederick, 2007; Sheets et al., 2015; Sogg &
Mori, 2009). One reason for this is that despite what is now a long his-
tory of efforts to empirically identify presurgical psychosocial vari-
ables or indices that predict surgical weight loss outcomes, this has
remained elusive (Livhits et al., 2012; Livhits et al., 2010). However,
a growing body of research demonstrates that there are a number
of post-surgical psychosocial factors that have been found to exert a
significant influence on long-term weight loss outcomes (de Zwaan
et al., 2011; de Zwaan et al., 2010; Sheets et al., 2015), underscoring
the importance of ongoing psychosocial monitoring and, at times, in-
tervention, in the long term after surgery.

An additional important development is the growing awareness
that weight loss is not the only yardstick by which surgical outcome
should be measured (Neff et al., 2014; Ortega, Fernandez-Canet,
Ãlvarez-Valdeita, Cassinello, & Jose Baguena-Puigcerver, 2012).
Because weight loss is the easiest outcome domain to quantify, con-
ceptualize and measure and is readily comprehensible by both pa-
tients and providers, weight loss has historically been the outcome
index most frequently examined in the clinical and empirical WLS
literature (Rigby & Rogers, 2015). However, there are other do-
mains of surgical outcome that are of great importance, both to
the surgical team and to the patients themselves. These include
medical comorbidity improvement or resolution, quality of life
and psychosocial adjustment and functioning. Increasing reports
of potential psychosocial complications of WLS, such as body im-
age dissatisfaction due to excess skin (Biörserud, Olbers, & Fagevik
Olsén, 2011), maladaptive eating patterns (de Zwaan et al., 2010),
new or recurring addictions (King et al., 2012) and even suicide
(Peterhansel, Petroff, Klinitzke, Kersting, & Wagner, 2013), have
also contributed to a more holistic and comprehensive view of
what comprises a successful surgical ‘outcome’.
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As a result of the various factors reviewed previously, the
presurgical psychosocial evaluation is now regarded by many as
serving a number of functions beyond the simple ‘gatekeeping’
or ‘pass–fail’ role; in the succeeding texts, we review the many
ways in which, when conducted thoughtfully by a qualified
clinician, the pre-operative psychosocial evaluation can enhance
patient outcomes and adjustment and even the functioning of
the interdisciplinary bariatric surgery team.

The specific content of the psychosocial interview for bariatric
surgery has been discussed in great detail elsewhere (Bauchowitz
et al., 2005; Fabricatore et al., 2006; Greenberg, Sogg, & Perna,
2009; Pawlow, O’Neil, White, & Byrne, 2005), and thus is not
the focus of the current article. Briefly, topics covered during
the presurgical psychosocial assessment generally include, but
are not limited to, weight and dieting history, eating behaviours,
eating pathology, physical activity habits, substance use, adher-
ence, knowledge about surgery, current psychological function-
ing, history of psychopathology, current/past psychological
treatment, current stressors and social support.

One critical set of functions that the pre-WLS psychosocial as-
sessment serves is to promote patient readiness for and adjust-
ment and success after WLS. The other set of functions involves
enhancing the effectiveness of the entire interdisciplinary surgical
team as they work together to care for the bariatric patient.

Enhancing patient readiness for/
adjustment after weight loss surgery

Preparing the patient for weight loss surgery

Increasing patient knowledge about weight loss surgery
It is widely recommended that during the pre-operative psy-

chosocial assessment for WLS, the evaluating clinician assesses
the patient’s fund of knowledge regarding available bariatric pro-
cedures, and their risks and benefits, the recommended postoper-
ative lifestyle changes and the typical or expected outcomes for
each procedure (Sogg & Mori, 2009). In the course of doing so,
a natural opportunity is created for educating the patient further
about such information. Most patients have performed at least
some research about bariatric surgery by the time they first meet
with the interdisciplinary team. However, patients arrive at the
presurgical evaluation with varying levels of knowledge about bar-
iatric surgery, and knowledge gaps or misperceptions are com-
mon (Bauchowitz et al., 2007). Providing comprehensive
knowledge and correcting misperceptions are important parts of
the presurgical process (Sheets et al., 2015). In addition, the pa-
tient may be basing his or her decision to have surgery, choice
of procedure or even reluctance to have surgery on inadequate
or inaccurate information, so the provision of detailed and accu-
rate information is crucial to the patient in the decision-making
process (Kaufman, McNelis, Slevin, & La Marca, 2006). By defini-
tion, adequate informed consent requires that a patient is aware
not only of what the benefits of the surgery are but also of the spe-
cific risks and complications attendant to the various bariatric
procedures and what types of outcomes he or she may expect
(Wee, Pratt, Fanelli, Samour, Trainor & Paasche-Orlow, 2009),
which, in turn, allows him or her to be a more effective partici-
pant in his or her own health care. Informed consent can be

viewed as a useful patient education and a safety tool, in addition
to a legal and institutional mandate (Raper & Sarwer, 2008), and
the presurgical psychosocial assessment serves a critical role in
this process.

Research has shown that WLS patients, like those seeking non-
surgical weight loss treatment, tend to hold unrealistic expecta-
tions for how much weight they will lose after surgery (Wee
et al., 2013), and a realistic understanding of the magnitude of ex-
pected weight loss is crucial for patients as they conduct their own
risk/benefit analysis in making the decision of whether to undergo
WLS. Challenging unrealistic expectations at the start of treat-
ment may also serve to protect against feelings of dissatisfaction
with weight loss outcomes after surgery. On the other hand, re-
search suggests that WLS patients’ weight loss expectations have
little impact on treatment adherence, outcome or even satisfac-
tion (White, Masheb, Rothschild, Burke-Martindale, & Grilo,
2007). However, knowledge of expected outcomes is an important
component of informed consent and should be included in pre-
operative consultations (Heinberg, Keating, & Simonelli, 2010).

Additionally, while patients are typically aware that surgery is
likely to lead to significant weight loss, they are often less aware
(or unaware, or prefer not to be aware) that each WLS procedure
carries potential risks and complications, and this information is
necessary for the patients to have as they weigh the risks and ben-
efits of undergoing WLS (Kaufman et al., 2006). In addition, to be
comprehensive, discussion of surgical outcomes must venture be-
yond expected weight loss to other domains of outcome, such as
changes in food tolerance, the possibility of excess skin, potential
changes in interpersonal functioning and postoperative psychoso-
cial complications, such as alcohol problems, suicidality, the re-
currence of eating pathology and so forth (Wee, Pratt, Fanelli,
Samour, Trainor & Paasche-Orlow, 2009).

Increasing patient knowledge about postoperative
behavioural regimen

Another component of patient preparation for WLS involves
educating the patient about the broad scope and long-term nature
of the required behavioural changes. Although behavioural and
dietary protocols are not standardized across practice settings,
there are several recommendations that seem nearly universal to
all bariatric practices. Patients should be educated about the im-
portance of maintaining a planned, structured eating schedule, ac-
quiring adequate hydration, avoiding calorie-dense foods and
beverages, slowing the pace of eating, taking vitamins and supple-
ments, limiting alcohol consumption and maintaining a consis-
tent exercise regimen (Sheets et al., 2015). Further, the patient
must be aware that, for the highest likelihood of post-surgical
weight loss success, these changes must be permanent.

Even when patients understand the types of behavioural
changes that will be required in the long term after WLS, some
may lack the skills to successfully initiate and maintain these
changes. The well-informed clinician can assist patients not only
in understanding the nature of the specific behavioural changes
that will be required but also by providing specific guidance on
how to implement these changes, both pre-surgery and post-sur-
gery (Sheets et al., 2015). This is one of the ways in which the psy-
chosocial evaluation interview can function as an intervention in
its own right.

Roles of the Psychosocial Evaluation S. Sogg and K. E. Friedman
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Minimizing barriers to optimal weight loss surgery
outcome

Identifying and addressing potential postoperative
challenges

One of the most important functions of the presurgical psycho-
social evaluation is to identify factors that may in one way or an-
other have a deleterious impact on the patient’s ability to make
the requisite postoperative behavioural changes, adjust well
psychosocially to life after surgery and experience optimal postop-
erative weight loss (Sheets et al., 2015; Sogg & Mori, 2009). These
factors fall into a number of different domains. Once potential
challenges for the individual patient have been identified, the eval-
uating clinician should formulate a set of specific recommenda-
tions designed to minimize their impact on postoperative
adjustment and success. While it is beyond the scope of this article
to address in detail an exhaustive list of potential barriers, some
common barriers are presented in the succeeding texts, followed
by examples of corresponding recommendations.

Some potential barriers are ‘logistical’ in nature, such as a de-
manding job with long work hours, financial strain, familial care-
taking responsibilities or mobility impairments. These barriers
may substantially impede the patient’s ability to obtain and con-
sume healthy foods and required supplements in a consistent,
structured way or to build physical activity into his or her daily
routine. Logistical barriers are often effectively addressed with
simple behavioural problem-solving interventions: this type of
intervention can be integrated into the flow of the psychosocial
evaluation itself, or one or two additional sessions may be sched-
uled to work on solutions to the identified barriers when needed.

Maladaptive eating behaviours may also represent potential im-
pediments to optimal outcome after WLS. Some patients present
with counterproductive habits that may affect the outcome of
surgery, such as a tendency to engage in frequent unplanned, un-
structured ‘grazing’ (Conceição et al., 2014) and an eating style
particularly likely to undermine sustained, long-term weight loss
(Sheets et al., 2015). Patients with this eating pattern often
respond well to psychoeducation about its potential impact on
weight loss after surgery, and interventions to facilitate the devel-
opment of a planned, structured eating style may be recom-
mended. On the other hand, some patients rely heavily on
eating as a way of coping with negative emotions. These patients
may struggle with increased negative affect in the early months
after surgery, when they are not able to eat in the same way
(Canetti, Berry, & Elizur, 2009). Further, in the longer term, when
the physiological effects of surgery are less pronounced, they may
return to this coping pattern, with consequences for their long-
term weight maintenance. Patients who rely heavily on eating as
a way of coping with emotions may benefit from referral for psy-
chotherapeutic treatment to address the source of the emotions
themselves (e.g. treatment for depression or anxiety symptoms;
Gelinas, Delparte, Wright, & Hart, 2015). Alternatively, these pa-
tients may be referred for cognitive-behavioural coping skills
training targeting the coping style itself, rather than the emotions
with which the patients are struggling to cope.

Symptoms of psychopathology may also have an impact on
post-WLS adjustment and outcome. For instance, some patients
present for evaluation with severe and untreated or undertreated

major depression. In general, it is not advisable for individuals
to make major life decisions while they are experiencing such se-
vere mood symptoms. In addition, patients with severe depression
may find it difficult to mobilize the considerable effort needed to
maintain consistent, lasting adherence to the postoperative behav-
ioural regimen. Patients presenting for surgery with depression
that is severe enough to pose a potential challenge to adherence
after surgery may be referred for treatment for their depression;
such patients who are already in treatment may benefit from
recommendations designed to optimize the effectiveness of the
treatment they are already receiving.

Patients should also be asked about trauma history during the
psychosocial evaluation. It is useful to educate patients with a sex-
ual trauma history about potential increased romantic attention as
they lose weight, as they may experience a recurrence or exacerba-
tion of trauma-related symptoms. These patients should be ad-
vised of the possibility that weight loss may engender increased
anxiety or exacerbation of their trauma symptoms (Gustafson
et al., 2006; Sogg & Mori, 2009), and provided with a list of re-
sources for treatment should the need arise.

Establishing ongoing connection with behavioural
health

Particularly important during the psychological assessment is
the building of rapport with the patient. Although this is impor-
tant whenever working with patients, in this population, it may
be particularly important for a number of reasons. Even in the ab-
sence of clear psychopathology, psychosocial factors are strongly
relevant to obesity, behaviour change and WLS. The psychosocial
evaluation helps orient the patient to the role of these factors and
helps the patient to be more aware of the ways in which they may
affect their long-term outcome. Further, because bariatric surgery
is a medical rather than a psychiatric specialty, many patients pre-
senting for WLS have not previously had contact with a behav-
ioural health provider or do not consider mental health issues to
be relevant to bariatric surgery. For patients who have never
interacted with a behavioural health professional in the past, the
pre-operative psychosocial assessment represents an avenue to
help the patients develop insight into the emotional or psycholog-
ical aspects of weight, weight-related behaviours and WLS. In
some cases, the presurgical psychosocial evaluation reveals cur-
rent psychopathology that has never before been diagnosed or
treated or that is currently untreated or undertreated. In these
cases, the evaluating clinician can be instrumental in helping the
patients obtain appropriate mental health care. Further, even for
those patients who are not in need of behavioural health treat-
ment at the time of the presurgical evaluation, introducing con-
tact with a behavioural health clinician with expertise in
bariatric surgery at the outset of the surgical treatment process
facilitates an understanding that this type of clinician has a role
in the patients’ care and for the patients to think of behavioural
health as a resource if challenges are encountered before or after
surgery.

Carried out well, by a skilled clinician with solid knowledge and
experience in the fields of obesity and WLS, the presurgical psy-
chosocial evaluation affords a crucial opportunity to create a
strong clinical rapport with the patient. While this has obvious
merit in its own right, the establishment of rapport with the

S. Sogg and K. E. Friedman Roles of the Psychosocial Evaluation
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behavioural health clinician can be especially important later on,
if the patient is experiencing problems with adjustment or adher-
ence after surgery. Even if the patient’s bariatric practice does not
routinely offer behavioural health visits after surgery or does not
have an ‘in-house’ behavioural clinician, developing an under-
standing of what the behavioural health clinician has to offer
and having experienced that clinician is someone to whom the
patient feels comfortable turning for help and guidance, it is
much more likely that the patient will seek out this type of help
after surgery, should it be needed. The availability of post-
surgical behavioural health follow-up and a patient’s willingness
to seek this out are particularly important in light of an increas-
ing evidence base suggesting that certain types of psychosocial
consequences can arise after WLS and that certain postoperative
psychosocial factors (depression symptoms, eating pathology,
etc.) likely have even more impact on long-term surgical out-
comes than do psychosocial factors present before surgery
(Sheets et al., 2015).

Contributions to the interdisciplinary
bariatric team

The psychosocial evaluation provides useful information, history
and rapport building that is beneficial not only to the patient
but also to the rest of the surgical practice in their interactions
with the patient, both before and after surgery.

Reducing clinic burden
In addition to the various benefits of the patient that have been
detailed earlier, the behavioural health evaluation is a valuable
resource for the rest of the bariatric team. Unlike most other
surgical procedures, lifelong follow-up is strongly recommended
for bariatric surgery patients, and a practice that is burdened
with too many patients with poorly controlled psychopathology,
or who are poorly educated about surgery, will likely struggle to
meet the demands for patient care. A behavioural health special-
ist is specially trained to identify such patients during the
evaluation and to provide the rest of the interdisciplinary team
with appropriate treatment recommendations and guidance
when needed.

Recommendations designed to address potential psychosocial
challenges, or even the requirement of a psychosocial evaluation
itself, may be perceived by some as a ‘barrier’ to patients moving
forward with surgery (Ashton, Favretti, & Segato, 2008). This may
be related to the reality that many other surgical interventions do
not require such an evaluation, and the limited evidence that pre-
operative psychosocial variables reliably predict weight loss out-
comes. However, as noted earlier, rather than being utilized as a
‘gatekeeper’, the well-trained behavioural health specialist should
conceptualize a ‘facilitator’ or ‘optimizer’ in preparing patients for
surgery (Sogg & Mori, 2009). While there are a number of poten-
tial psychosocial contraindications for surgery, in practice, most
patients are deemed appropriate to proceed to surgery from the
time of their initial psychosocial evaluation (Friedman, Applegate,
& Grant, 2007; Pawlow et al., 2005). For a minority of patients,
the evaluation may result in the identification of concerns needed
to be addressed (e.g. untreated psychopathology and limited
education about surgery) and the formulation of specific

recommendations that must be completed prior to the patient
undergoing surgery. Although this may in some cases defer the
surgery for a period of time, these requirements likely benefit
not only the patient but also the surgical practice. For example,
patients with untreated or undertreated psychopathology may
present an unnecessary burden on the interdisciplinary team’s
time and resources. Facilitating treatment for such patients or,
in rare cases, recommending that the patient not undergo
surgery helps the bariatric practice run more smoothly and
effectively.

It is important to note that although there are only a few factors
that are universally considered to be absolute contraindications
for surgery, the majority of these are in fact psychosocial in
nature, including current substance abuse; uncontrolled, severe
psychiatric illness; or an inability or unwillingness to adhere to
the recommended postoperative regimen (Fabricatore et al.,
2006; Mechanick et al., 2013). Such domains are most appropri-
ately, efficiently and effectively evaluated by the behavioural
health specialist. Delegating the evaluation of these domains to
a clinician with the relevant expertise saves the surgical practice
time and may decrease the chances of certain side effects associ-
ated with surgery (e.g. excessive vomiting/dehydration resulting
from nonadherence to the recommended postoperative dietary
changes). Surgeons often do not have the time nor the training
to delve into these areas, even though they are an essential part
of a thorough workup for bariatric surgery. In particular, a be-
havioural health specialist who is housed within the surgical
practice and integrated into the interdisciplinary surgical team
(as opposed to an outside behavioural health specialist who
functions in a consultative role) may be especially helpful in
facilitating the road to surgery by maintaining regular, direct
communication with both the patient and the rest of the inter-
disciplinary team, thereby enabling fully coordinated care for the
bariatric patient.

Managing risk and liability
As the prevalence of bariatric surgery increases, there has been a
corresponding increase in litigation in this area (Kaufman et al.,
2006). Although legal risk is not typically the specific focus of
the psychosocial assessment, the psychosocial component of bar-
iatric care is essential from a risk-management standpoint. In the
practice of medicine today, and particularly that of surgery, one
must always maintain awareness of the potential risk of litigation.
Given that bariatric surgery is an elective procedure and one
that greatly influences and is influenced by psychosocial factors,
it is essential to clearly document a patient’s appropriateness
and readiness for surgery, relevant aspects of his or her psycho-
social history and ability to provide informed consent. Several
common factors associated with increased risk of medical
litigation have been identified, including poorly educated or
misinformed patients and family members and poor patient
screening (Kaufman et al., 2006). It has been argued that the
most contentious area of litigation in bariatric surgery sur-
rounds the patients’ ability to provide informed consent, in that
patients do either realize or want to know about the short-term
and long-term risks of these procedures (Kaufman et al., 2006).
Thus, it is useful to the surgical practice to have documentation
by multiple specialties of the patients’ education and readiness

Roles of the Psychosocial Evaluation S. Sogg and K. E. Friedman
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for surgery. Education of patients begins with their own re-
search efforts but must also involve an appropriate screening
process and an in-depth education by members of the surgical
practice. In particular, the psychosocial evaluation is geared to-
wards identifying patients who have realistic expectations,
knowledge, readiness, psychosocial stability and appropriate so-
cial support for surgery. Given these factors, it has been sug-
gested that a psychological assessment is just as critical as a
medical evaluation in the WLS treatment process (Kaufman
et al., 2006).

Managing patient care: providing guidance to the
interdisciplinary team
Because it is recommended that bariatric patients are provided
with comprehensive preparation before surgery and long-term
follow-up care afterwards, the behavioural health provider can as-
sist the interdisciplinary team in many ways in managing patient
care. The behavioural health clinician may be particularly useful
when dealing with a patient who is challenging both medically
and psychiatrically. Having conducted the patient’s pre-operative
psychosocial evaluation, the behavioural health specialist is famil-
iar with his or her psychosocial history and personality style, and
at the same time, the clinician is familiar with the dynamics
within the surgery team. Thus, the behavioural health clinician
can provide useful suggestions to the team to promote patient
care, which is tailored to the needs of both the individual patient
and practice. For example, some patients may need to have infor-
mation explained to them in concrete ways, or both verbally and
in writing, to ensure that they are well educated about surgery and
the requisite lifestyle changes. This type of recommendation is
often included in the summary of the psychosocial report and ide-
ally is also communicated verbally to other team members. For
some patients, it may be beneficial, or even necessary, to include
family members in educational/consent process. Other members
of the interdisciplinary team may be coached by the behavioural
health specialist to improve interactions with patients who have
high anxiety levels or who have a tendency to disregard personal
boundaries. This is the type of information that can be identified
during the psychosocial evaluation and communicated to the rest
of the team.

Anecdotally, nonbehavioural health bariatric team members
seem to find treating patients with personality disorders (also
referred to as ‘Axis II’ disorders or traits; APA, 2000) to be partic-
ularly challenging, and these patients often consume a dispropor-
tionate amount of clinic resources. A significant minority of WLS
patients present with personality disorders; in one study, the prev-
alence of such disorders in a WLS-seeking sample was 28.5%
(Kalarchian et al., 2007). Not all patients with personality
disorders can be expected to present as problematic, but there is
a higher likelihood of difficulties for the surgical practice and
potentially for other surgery patients in group settings, as well.
Ideally, such patients will be identified during the pre-operative
psychosocial assessment process, and the behavioural health clini-
cian can minimize the challenges presented by such patients in
varying ways. Such patients may be given specific guidelines or
treatment plans to be followed in order to ‘head off’ potentially
problematic or disruptive behaviours. When such patients create
concerns, they may be referred to the behavioural health

specialist, whose training prepares him or her to manage working
with difficult patients and can relieve the burden on other mem-
bers of the team. When a behavioural health specialist is housed
within the practice, he or she can consider multiple points of
data (e.g. how the patients interact with the administrative and
nursing staff) and can aid in smoothing the process of working
with these patients, both clinically and administratively. Impor-
tantly, when working with patients with personality disorders
or other severe psychopathology, the behavioural health evalua-
tor may work to set appropriate expectations and boundaries,
which are indispensable in managing psychiatrically challenging
patients. This can significantly assist practices that might other-
wise be hesitant to offer surgical treatment to such patients, and
it allows these patients to obtain the life-saving surgical treat-
ment that they need.

Some common struggles in the early postoperative course
(e.g. nausea, vomiting and dehydration) likely include a
behavioural component. By using the information gathered
during the presurgical psychological evaluation, the behavioural
health specialist may be able to assist other team members and
the patient in skills training and behavioural problem-solving,
in order to minimize behaviours that may be underlying or
exacerbating these complications. Frequently, when such early
complications occur, they lead to anxiety about eating and
drinking, which, in turn, can cause additional medical problems
(e.g. poor adherence with recommended dietary intake leading
to malnutrition and/or recurrent dehydration). When physio-
logical causes for vomiting, dehydration and similar symptoms
have been ruled out, it is likely that behavioural and/or psycho-
logical factors play a role, and it is here that the behavioural
health specialist can provide useful treatment. Having gathered
information during the presurgical psychological evaluation,
the behavioural health clinician can provide brief, targeted
interventions to minimize the early postoperative complications
and physical and mental discomfort on the part of the patient.
For rapport building, as well as securing ‘buy-in’ from the
patient, having information available about the patient’s history
and current functioning can be a valuable asset in contributing
to postoperative care.

Conclusion

As conceptualization of WLS ‘success’ evolves beyond weight loss
outcomes alone to encompass goals relating to psychosocial ad-
justment and functioning, as well as quality of life, the ‘universe’
of functions served by the psychosocial evaluation for bariatric
surgery has the potential to evolve and expand as well. The evalu-
ating clinician has the potential to contribute substantively to the
patient’s preparation for surgery and ability to provide informed
consent, as well as his or her post-surgical psychosocial adjust-
ment and long-term adherence to the behavioural regimen. In
addition, having conducted the initial psychosocial evaluation,
behavioural health clinicians are positioned to be a significant
asset to the interdisciplinary team, managing aspects of patient
care for which they are specially trained and enhancing the ability
of the entire team to provide the best possible care to bariatric
patients.

S. Sogg and K. E. Friedman Roles of the Psychosocial Evaluation
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