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Introduction, the Burden of Obesity

The prevalence of obesity has reached epidemic propor-
tions; obesity is one of the largest public health concerns and 
is called the ‘disease of the 21st century’ [1, 2]. Obesity is an 
international disease that is spreading worldwide, in the West-
ern world as well as in the Third World [3]. The epidemic is 
rampant in the USA; however, Europe is not far behind, espe-
cially in Southern and Eastern European countries [4]. In Eu-
rope, obesity affects 10–25% of the male population and 10–
30% of the female population [5]. In the Netherlands, about 
12% of adults are obese, this number has doubled in the last 
decades [6]. As obesity increases, so does the advancement to 
the severe form, morbid obesity; in fact, one of the most rap-
idly growing segments of the obese population is that of the 
morbidly obese [7].
Obesity results in physical and psychosocial co-morbidities, 
as well as poor quality of life (QoL) [8]. It is associated with 
an increased risk of morbidity and premature mortality from 
numerous related medical conditions [9]. Because of these 
co-morbid conditions, obesity is responsible for more than 
2.5 million deaths per year worldwide [10]. The loss of life ex-
pectancy due to obesity is marked, and can be up to 20 years 
shorter in severe obesity [11]. The most serious adverse health 
conditions are associated with morbid obesity; the more se-
vere the obesity, the more serious the medical complications 
and mortality risk, hence the term ‘morbid’. 
In addition to an increased risk of physical morbidity and 
mortality, obesity is associated with debilitating psychological 
and social consequences as well as impaired QoL, especially 
in morbidly obese patients seeking surgical treatment [12, 13]. 
Their QoL in general is worse compared to patients with other 
chronic diseases [14]. Obesity is nowadays associated with 
greater morbidity and poorer health-related QoL (HRQoL) 
than smoking, problem drinking, or poverty [15]. 
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Summary
Obesity is the ‘disease of the 21st century’ and results 
in physical and psychosocial co-morbidities as well as 
poor quality of life (QoL). In contrast to the nonsurgi-
cal treatment of obesity, bariatric surgery is treatment 
of choice for morbid obesity. Since improved QoL and 
enhanced psychosocial functioning are important goals 
of bariatric surgery, success following bariatric surgery 
should not only include weight loss and improvement 
or cure of co-morbid conditions, but also improvements 
in eating behavior, psychosocial variables, and QoL. Un-
fortunately, bariatric surgery does not lead to identical 
results in every patient. Patients who fail to adjust their 
eating behavior and lifestyle after bariatric surgery may 
experience adverse reactions. Compliance and adjust-
ment may be attributed largely to psychological factors, 
implying that the operation on its own represents only 
one element in bariatric surgery. Considering the role of 
psychosocial factors in the outcomes of bariatric surgery 
and the impact of the operation on the psychological and 
social situation, mental health professionals should be a 
part of the process of evaluation and treatment of bari-
atric surgery patients. In the Netherlands, between 2000 
and 2005, bariatric surgery has increased tremendously, 
and most Dutch hospitals have a multidisciplinary selec-
tion process. 
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Psychopathology may be conceived of as a co-morbidity of 
morbid obesity, mainly consisting of depression, anxiety, and 
impaired self-esteem [16]. The eating behavior of the morbid-
ly obese is believed to be characterized by dieting and rigid 
control, alternating with disinhibition, compulsive eating, and 
attacks of binge eating, but also by noncompulsive overeating, 
such as frequent snacking (grazing) on high-calorie foods and 
beverages [16, 17].
Within the social domain, people with obesity have to deal 
with stigmatization, prejudice, discrimination, social isolation, 
unsatisfactory relations, and occupational problems [18, 19]. 
Often their obesity is viewed as the reflection of a character 
flaw, and their psychosocial problems are attributed to their 
character rather than to their obese condition [20]. As a result, 
patients often feel misunderstood, neglected, and rejected, not 
only in social situations and at work but also by health care 
professionals [20]. Early in their morbid obesity, patients may 
not yet manifest the above mentioned physiological and psy-
chosocial sequelae [21]. However, these patients, for instance, 
cannot cross their thighs, put on socks or boots, cut their toe-
nails, or tie their shoelaces [22]. Finally, the obesity-related 
diseases are associated with a major and increasing medical 
care cost burden [23]. 

Etiology of Obesity

Obesity is believed to be the consequence of the complex in-
terplay of genetic, social, cultural and environmental factors 
[20]. Our prehistoric ancestors were hunter-gatherers and were 
programmed for times of famine. Those who were best able 
to assimilate and store energy for periods of hunger survived 
by natural selection. They passed on so-called ‘thrifty’ genes, 
which may be partially responsible for the modern overweight 
and obesity epidemic [24]. However, because the increase in 
obesity in the last decades has been so rapid, it cannot be re-
lated purely to genetic change. Therefore, the current view 
is that the rapid increase in obesity is largely related to life-
style-sedentary and high-calorie fast-food nutritional changes, 
linked to advancing technology of convenience and the ready 
availability of energy-dense foods [22]. Apart from a genetic 
predisposition to weight gain and an ‘obesogenic’ environ-
ment [25], behavior can account for a considerable proportion 
of weight variability. In other words, genetic factors determine 
predominantly whether individuals can get obese while life-
style and the environment determine whether they actually do 
get obese [26]. This leaves a considerable proportion of weight 
variability open to behavioral modification [27]. 

Treatment of Obesity

There is little optimism about the long-term efficacy of non-
surgical treatment of obesity, such as diets, behavioral modi-

fication, exercise, and pharmacotherapy [28]. Nonsurgical 
treatments are especially ineffective in reaching medically sig-
nificant weight loss in the morbidly obese [28]. In contrast to 
more conservative treatments, bariatric surgery has provided 
means of treating morbid obesity successfully, bringing about 
sustained weight loss [29]. Although bariatric surgery does not 
treat the etiology of morbid obesity, it is an effective interven-
tion which results in 40–60% reduction of excess weight [30]. 
In addition to substantial weight reduction and improvement 
or cure of co-morbidities [31], bariatric surgery leads to a re-
duction of psychopathology and disturbed eating behavior as 
well as to a better QoL [32]. 
Bariatric surgery has been broadly accepted as the treat-
ment of choice for morbid obesity [33]. As a result, in recent 
years, the demand for bariatric surgery has increased, and the 
number of procedures performed has increased dramatically. 

However, although more bariatric operations are performed 
each year, this serves only a small fraction of subjects qualify-
ing for bariatric surgery [34].

Bariatric Surgery 

Bariatric surgery falls into three categories: i) surgeries rely-
ing primarily on the mechanism of malabsorption, ii) opera-
tions relying primarily on gastric restriction, and iii) combined 
procedures. Because of its complications, purely malabsorp-
tive procedures have been replaced by gastric restriction and 
combined operations. Gastric restrictive surgery such as verti-
cal banded gastroplasty (VBG) and adjustable gastric band-
ing (AGB) reduce stomach capacity and limit gastric outlet; 
as a result, food intake is restricted. Combined restrictive-
malabsorptive procedures such as Roux-en-Y gastric bypass 
(RYGBP) combine a reduced stomach capacity with malab-
sorption. 
Restrictive procedures are generally considered safe and quick 
to perform, and usually lead to satisfactory short-term weight 
loss results [35]. On the other hand, the success of these pro-
cedures in terms of long-term weight loss and quality of eating 
has been questioned [36]. Malabsorptive and combined proce-
dures are associated with better long-term weight loss results 
and less dietary restriction, but do have a greater potential for 
serious perioperative and postoperative metabolic complica-
tions.
RYGBP is the most commonly performed bariatric surgery 
procedure worldwide, representing nearly 65% of all bariatric 
operations [29], and accounts for 80–90% of bariatric surger-
ies performed in the USA [37]. However, despite the great 
benefit provided by the weight loss, RYGBP could cause 
functional digestive symptoms; as a result, AGB is also gain-
ing popularity in the USA [37]. While in the USA, RYGBP 
is the gold standard, in Europe AGB is the most performed 
technique [38]. 
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Outcome following Bariatric Surgery

Improved QoL and enhanced psychosocial functioning are 
important goals of bariatric surgery and may motivate pa-
tients to adhere to health behaviors that maintain the surgi-
cally established weight loss [22, 25]. Therefore, success fol-
lowing bariatric surgery should not only include weight loss 
and improvement or cure of co-morbid conditions but also 
improvements in eating behavior, psychosocial variables, and 
QoL [26]. 

After bariatric surgery, patients report that they have a sense 
of control of food intake that they never had before. Follow-
ing bariatric surgery, patients are forced to reduce the amount 
of food intake and to change their diets [39]. They are in-
structed to eat only three small meals a day, to eat very slow-
ly, to chew food extremely well, to eat small amounts, to stop 
eating when they are getting ‘full’, and to avoid high-calorie 
foods and liquids. However, preference for high-calorie soft 
food, such as ice-cream, is one of the main reasons for thera-
peutic failures. If a patient constantly snacks on high-calorie 
liquid or soft foods, it is possible to consume excess calories 
and frustrate the inhibition of the procedure. Such behavior 
results in minimal weight loss or actual weight gain. Bariatric 
surgery requires lifelong compliance with behavior changes by 
the patient to maintain the weight loss [40]. 
Following bariatric surgery, improvements are found in per-
sonality features, psychopathology, depressive symptoms, 
body image, eating behavior, social functioning, and HRQoL; 
most improvements are seen in the first one or two years after 
surgery [41]. However, studies show great variation in out-
come, and, unfortunately, bariatric surgery does not lead to 
identical results in every patient. After initial success in the 
first years after surgery, weight may stabilize or may even in-
crease. Some patients regain their weight, sometimes after de-
veloping an eating disorder. Also, psychological improvement 
and improvements in eating behavior and QoL may diminish. 
Some patients express a need for psychiatric or psychological 
treatment [20] which can be figured out by adequate postop-
erative psychological assessment, preferably by using both an 
interview and questionnaires. 
Nevertheless, most patients are quite satisfied with their 
weight loss and other long-term results of bariatric surgery. 
In line with this, they report that they would opt for the op-
eration once more, even despite relatively limited weight loss, 
limitations in postoperative eating behavior, and adverse side 
effects [9]. Apparently, patients achieve most of their goals 
even though not all of them obtain their desired weight loss 
[42]. In contrast, other studies have reported that some pa-
tients remain dissatisfied despite excellent weight loss [43]. 
For these patients, the benefit of the operation may not have 
warranted the risk. Up to 20% of patients appears to be dis-
satisfied, partly due to psychosocial problems, surgical com-
plications, and the fact that the surgery did not meet their ex-
pectations [9]. 

Although the success of bariatric surgery is not 100%, the re-
sults have to be seen in the light of the serious risks for somat-
ic and mental health of untreated morbid obesity. Moreover, 
the surgical treatment of morbid obesity may be more cost-
effective over the long term than nonsurgical methods or no 
treatment at all, due to improvements in co-morbidities [44].

Multidisciplinarity

Some patients request surgery as a ‘mechanical’ solution to 
their disease, in order to feel less hungry and to need less will-
power to stop eating [45]. Although most patients realize that 
surgery is just a tool and that they will have to take on a great 
deal of responsibility themselves in changing their eating and 
exercise habits [46], some studies report high percentages of 
noncompliance to postsurgical treatment regimes [47]. As time 
goes by, patients may be able to eat more and may start ex-
perimenting. Some patients report a feeling of loss of control 
over eating as early as 6 months postoperatively, when ‘graz-
ing’ (frequently eating relative small amounts of, mostly high-
calorie, food) can become a common behavior. Some patients 
may return to preoperative disturbed eating patterns such as 
emotional eating (eating in response to negative emotional 
states) and/or binge eating (eating a great amount of food in a 
short period of time, mostly superimposed on mood disorders 
or personality disorders). Others may develop eating disorders 
such as grazing only postoperatively [46].
Patients who fail to adjust their eating behavior and lifestyle 
after bariatric surgery may experience adverse reactions, e.g. 
premature cessation of weight loss and regain of weight, eat-
ing disorders, psychopathological symptoms, and deteriora-
tion in QoL [12].
However, it is not fully understood why there are differences 
in the outcomes of bariatric surgery. In addition to medical-
somatic and surgical-technical factors, successful outcomes 
largely depend on patients’ abilities to implement permanent 
lifestyle changes such as adjustment of eating patterns, adher-
ing to a strict nutritional and exercise regimen, and acquir-
ing adequate coping skills to decrease emotional eating [48]. 
Compliance and adjustment may be attributed largely to psy-
chological factors, implying that the operation on its own rep-
resents only one element in bariatric surgery [27, 47]. In fact, 
bariatric surgery implies a forced behavior modification. 
Most experts agree that nonsurgical factors such as personality, 
psychosocial, and behavioral factors contribute to successful 
postoperative outcomes and that patients’ psychological fac-
tors may be predictive of postsurgical adjustment [28]. There-
fore, in most guidelines, assessment of bariatric surgery candi-
dates by a multidisciplinary bariatric team, including a mental 
health professional, is recommended [49, 50]. A multidiscipli-
nary team, consisting of a group of professionals from a wide 
range of health-related disciplines, including clinical medicine, 
nursing, psychology, exercise physiology, and dietetic sciences 
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with expertise in morbid obesity, is responsible for the devel-
opment, implementation, and evaluation of a comprehensive 
treatment program [49]. 

Bariatric Psychology 

Considering the important role of psychosocial factors in the 
outcomes of bariatric surgery, the impact of psychosocial vari-
ables on QoL after surgery, and the fact that the operation can 
profoundly modify the psychological and social situation [27], 
mental health professionals should be a part of the process of 
evaluation and treatment of bariatric surgery patients [51]. 
The interest in the examination of potential psychosocial pre-
dictors of success after bariatric surgery lies in the identifica-
tion of variables that predict the ability or the inadequacy of 
patients to adjust to the new life conditions determined by 
surgery. Revealing reliable and valid psychosocial and behav-
ioral predictors of improvements in weight and health after 
bariatric surgery allows practitioners to effectively target pa-
tients at risk of a poor response, enables better patient selec-
tion, could guide surgeons in selecting the most appropriate 
type of operation for a particular candidate, and allows dieti-
tians and mental health professionals to provide alternative 
therapies or preoperative and/or postoperative counseling to 
improve long-term outcomes [12, 13]. However, there have 
been few systematic studies on the influence of psychosocial 
factors upon bariatric surgery outcomes, and no consistent 
and reproducible predictors have been found [3]. This sug-
gests that postsurgical weight loss may be achieved independ-
ently of preoperative psychosocial factors. Therefore, there 
is no firm ground for the assignment of patients to different 
types of treatment, and, until now, there are no absolute psy-
chosocial criteria for exclusion of candidates from obesity sur-
gery [14, 28]. 
Although, in general, no psychosocial predictors of weight loss 
are found, it appears that changes in psychosocial functioning, 
eating behavior, and HRQoL can be predicted by preopera-
tive psychosocial characteristics [52]. Therefore, it would be 
important to identify those aspects of a patient’s psychological 

make-up, personality, and eating behaviors that are relevant 
to his/her adjustment after surgery. 

Bariatric Surgery and Psychology in the Netherlands

In the Netherlands, in 2000, bariatric surgery appeared to be 
rather uncommon. There were long waiting lists, occasionally 
2–3 years. Consequently, patients often went to private hospi-
tals or health care institutions abroad. Although most Dutch 
hospitals had a multidisciplinary selection process before per-
forming bariatric surgery, involvement of the psychological 
or psychiatric discipline was not optimal. Postoperative as-
sessment and preoperative and postoperative treatment were 
infrequently performed, in spite of increasing knowledge that 
postoperative assessment is essential to provide adequate af-
tercare in case of unwanted consequences such as eating dis-
orders, excessive alcohol consumption, relationship problems, 
and depression. In addition, preoperative and postoperative 
treatment are expected to enhance the success of bariatric 
surgery by treating psychopathology and/or helping patients 
to adjust to their dietary requirements. 
Between 2000 and 2005, bariatric surgery has increased tre-
mendously: performance of bariatric surgery had increased 
from almost 600 to more than 2,000 operations, mostly AGB. 
However, this growth in capacity seems to come short for the 
Dutch morbidly obese population. Most patients undergo re-
strictive procedures although certain patients, such as super-
obese patients with eating disorders and patients with high 
consumption of sweets, are reported to have better results with 
procedures which include malabsorption [53]. Also, despite the 
growth in bariatic surgery, in most Dutch hospitals relatively 
few operations are performed. Because the risk of postopera-
tive complications appears to be greatest when hospitals host 
fewer than 50 operations per year [54], this may be an unwant-
ed situation. In 2005, too, most Dutch hospitals had a multi-
disciplinary selection process, and mostly a mental health spe-
cialist was involved. However, although mental health profes-
sionals were involved in patient evaluation, there still was no 
consensus concerning psychological assessment [34]. Table 1 

Topic Percentage of respondents  
 discussing this topic 

W eight history, eating behavior, functions of eating, psychosocial 95–100 
and psychiatric problems, expectations of bariatric surgery, 
influence of overweight on mood and psychological functioning, 
motivation for weight reduction and undergoing bariatric  
surgery, attitude of the social environment on overweight,  
dieting history

In fluence of overweight on social contacts and physical health, 85–90 
attitude of social environment on bariatric surgery

In fluence of overweight on personality, relationship-building, 60–70 
and present and past (sexual) relationships

Table 1. Most frequently discussed topics in 
preoperative psychological interview
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displays the most frequently discussed topics by Dutch mental 
health specialists in preoperative psychological interviewing.
The Dutch bariatric practice considerably differs from that in 
neighbor country Flanders, the northern Dutch-speaking part 
of Belgium. In Flanders, more than three times as many bari-
atric operations are being performed; also substantial more 
RYGBPs are being performed. As a result, the waiting lists 
in Flanders are much shorter than in the Netherlands (1 ver-
sus 8 months). The popularity of AGB over RYGBP in the 
Netherlands does not reflect the worldwide situation which is 
mostly just the opposite [29]. However, primacy of restrictive 
procedures, especially AGB, is reported in most European 
countries [38]. 
The participation of mental health specialists in Dutch multi-
disciplinary bariatric teams is about the same as in the USA 
[48]; in this perspective, the Flemish bariatric practice appears 
to stay behind. 

Discussion

Although there are mixed results regarding postoperative psy-
chosocial functioning, eating behavior, HRQoL, and other out-
comes after bariatric surgery, the overall improvements provide 
extra justification for the surgical treatment of morbid obesity. 
The outcomes following bariatric surgery are, to a large extent, 
mediated by factors reflecting psychosocial adjustment and 
compliance to adequate eating behaviors. Therefore, frequent 

short-term and long-term psychological evaluation as well as 
psychological support are recommended. The identification 
and treatment of postoperative problems such as disturbed eat-
ing can be critical to promote a successful outcome after bari-
atric surgery. Bariatric surgery alone is, without any doubt, not 
sufficient to sustain success; consequently, additional behavio-
ral treatment is necessary.
The practice of bariatric surgery and bariatric psychology in 
the Netherlands asks for more variety in surgical procedures, 
a concentration of bariatric surgery in specialized hospitals, 
uniform guidelines for psychosocial screening and selection 
of bariatric surgery candidates, and a more extensive involve-
ment of psychologists specialized in bariatric surgery. These 
psychologists should broaden their role beyond conducting 
traditional evaluations for patient screening, to include ac-
curate presurgical education, interventions geared toward 
preparing patients for surgery, monitoring their postoperative 
results, and offering adequate aftercare. Thus, the evaluation 
would not be aimed solely at identifying predictors of success 
but would also include the development of individually tai-
lored interventions to increase compliance and, consequently, 
contribute to the patients’ postoperative success. 
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