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Psychological and/or psychiatric factors
present in patients who abandoned
the preparation protocol for bariatric surgery
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ABSTRACT

Introduction
Severe obesity is the chronic disease with the highest prevalence
around the world. It affects the life quality of patients in terms of phys-
ical and mental health. Although there are a variety of treatments for
severe obesity, drop-out rates are between 40% to 80%.

Obijective
To identify the psychological and/or psychiatric factors presented in
the initial evaluation of patients with severe obesity who dropped out
from the preparation protocol for bariatric surgery and establish dif-
ferences between them and those who did not defect.

Method

An analytical observational, open study of cases (drop-out patients)
and controls (non-drop-out patients), was carried out, of retrospec-
tive, cross-sectional character, with a sample of 286 files of patients
candidates for bariatric surgery from General Hospital “Dr. Manuel
Gea Gonzalez” in Mexico city selected by simple random sampling
fulfilling desertion variable, with a BMI of 44.77 kg/m? + 7.47 and
37.45 + 9.94 years old and were selected by non-probabilistic con-
venience sample.

Results

Significant differences were found: gender (men drop out more), drop-
out patients showed a higher prevalence in posttraumatic stress dis-
order, attention deficit hyperactivity disorder, binge eating, isolation,
impaired cogpnitive function and greater family and social dysfunction
than non-drop-outs. A multivariate analysis of these factors showed
that being male, having little social support, presenting binge eating
disorder having a greater number of absences to appointments during
treatment, are factors which contribute to attrition.

Discussion and conclusion
There are psychological/psychiatric variables that could be estab-
lished as risk factors for dropping out, increasing the possibility of
affecting the patient’s physical and emotional well-being.
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RESUMEN

Introduccién
La obesidad severa es la enfermedad crénica con mayor prevalencia
en el mundo, afectando la calidad de vida de los pacientes. Aunque
existe una variedad de tratamientos para ella, las tasas de abandono
de los mismos se encuentran entre el 40-80%.

Obijetivo
Identificar los factores psicoldgicos y/o psiquidtricos que presenta-
ron en la evaluacién inicial los pacientes con obesidad severa que
desertaron del protocolo de preparacién para la cirugia baridtrica y
establecer diferencias con los pacientes que no desertaron.

Método

Se llevé a cabo un estudio analitico observacional de casos (de-
sertores) y controles (no desertores), retrospectivo, transversal, con
una muestra de 286 expedientes de pacientes candidatos a cirugia
baridtrica del Hospital General Dr. Manuel Gea Gonzdélez en la Ciu-
dad de México, con IMC de 44.77 + 7.47 kg/m? y una edad de
37.45 + 9.94 afos y que fueron seleccionados por muestreo no
probabilistico por conveniencia.

Resultados
Se encontraron diferencias significativas: género (los hombres deser-
tan mds), los pacientes desertores mostraron una mayor prevalencia
en el frastorno por estrés postraumdtico, trastorno por déficit de aten-
cién e hiperactividad, trastorno por atracén, aislamiento, deterioro
de las funciones cognitivas y mayor disfuncién familiar y social que
los no desertores. Un andlisis multivariado sobre los mismos facto-
res demostré que el ser hombre, tener poco apoyo social, presentar
trastorno por atracédn y fener un mayor némero de faltas a sus citas
durante el tratamiento, son factores contribuyentes para la desercién.

Discusion y conclusién
Existen variables psicolégicas/psiquidtricas que podrian establecerse
como factores de riesgo en la desercién y como consecuencia incre-
mentar la posibilidad de afectar el bienestar fisico y emocional del
paciente.

Palabras clave: Obesidad, desercién, cirugia baridtrica, factores
de riesgo.
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INTRODUCTION

Obesity is one of the most prevalent chronic diseases. Mex-
ico is in the first position worldwide in relation to this ail-
ment, according to the 2013 reports of Food and Agricul-
ture Organization of the United Nations." Morbid or severe
obesity is defined as a degree of obesity characterized by a
BMI=40 kg/m? or a BMI=35 kg/m? which is accompanied
by some other disease (hypertension, diabetes, coronary
problems, etc.).?

Etiology of severe obesity can be linked to the lifestyle a
person leads: non-healthy eating habits, inadequate exercise
or sedentariness, genetic, psychological, social, economic
and educational factors.> Severe obesity is a risk factor for
the development of other diseases such as diabetes mellitus
II, dyslipidemia, arterial hypertension, cardiovascular, di-
gestive, and respiratory diseases, bone and joint alterations,
hyperuricemia, neoplasia (malignant tumors), and metabol-
ic syndrome.?

Severe obesity also has an effect on all areas of a per-
son’s functioning: on a social, family and personal level;* it
has been found that between 25% and 30% of patients with
severe obesity who seek weight loss treatment suffer from
some mood problem, such as depression, anxiety, develop-
ment of eating disorders, sleep problems, greater levels of
stress, low self-esteem, and distortion of the bodily image;
this involves a deterioration of the quality of life for these
persons.>”’

On the other side, bariatric surgery has proven to be
the most efficient treatment for weight loss (between 40%
to 75% loss of the excess weight) in severe obesity.® Patients
must be subject to an assessment and preparation previous
to the surgical practice, since there are psychological, bio-
logical and social components related to weight loss and
changes in lifestyle.’

Though there is a wide variety of treatments to attain
the goal of losing weight in a significant and long-lasting
manner in those patients with severe obesity, their drop-out
rates are between 40% and 80%.'*"! Drop-out or attrition in
the treatment contributes to maintaining or increasing the
risk of chronic-degenerative diseases related to obesity12
and of psychological and psychiatric pathologies. There
is evidence in medical literature that obesity patients who
drop out of treatment could have some characteristic psy-
chological or psychiatric factors.'1¢

Therefore, the main objective of the present study was
to identify the psychological and/or psychiatric factors
presented in the initial evaluation of patients with severe
obesity who dropped out from the preparation protocol for
bariatric surgery compared to those who did not desert. The
following secondary goals were set: Knowing whether some
psychological and/or psychiatric variables may be identi-
fied as risk factors for attrition; identifying interactions be-
tween variables which prove significant; and, lastly, deter-
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mining how many patients dropped out from the bariatric
surgery preparation protocol and at which stage did they
do so.

METHOD
Study design

An open, observational-analytic study was carried out,
which was retrospective and cross-sectional with cases and
controls.

Sample description

A study was carried out with 286 files (160 cases and 126
controls) of obesity patients candidate for bariatric sur-
gery who attended Obesity Clinic at General Hospital Dr.
Manuel Gea Gonzalez (Mexico City) between 2010 and
2013.

The sample size was estimated taking into account the
size of the yearly average population attending the clinic
(N = 500) with 99% reliability (thence Z = 2.58), standard
deviation of the population 0.5 and the acceptable limit of
sample error ranging between 1% and 9%. The following
formula was used:

B N o? 72
"TTND e+ 22
5007052 * 2.582 832.05

n= =285.77 = 286

(500-1)(£0.05)° + 0.52* 2.58>  2.9116

Files of patients were selected by means of a non-prob-
abilistic convenience sample. Cases were drop-out patients
which were identified by means of compliance with the
desertion variable (see characteristics below) and patients
who did not comply with such variable were considered as
controls.

Measurements

They were divided into four categories, sociodemographic,
psychological, psychiatric, and drop-out. Sociodemograph-
ic variables taken into consideration were: year of admission
to treatment, age, gender, BMI, schooling, marital status,
place of residence, and medical conditions. Psychological
and psychiatric variables mentioned in the bibliography as
common in patients with severe obesity,>® and which are as-
sessed as part of the bariatric surgery preparation protocol
in the obesity clinic, were taken into consideration. Inven-
tories validated or prepared for Mexican population which
hold adequate psychometric properties for their use within
this population were used to such purpose. This informa-
tion can be found in detail in table 1.
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Table 1. Psychological, psychiatric variables, and assessment instruments

Variables

Instruments

Psychologicals
Depression symptoms

Anxiety sensitivity

Quality of life

Risk factors associated
to eating disorders

Motivation and expectations

Psychiatrics
Main psychiatric disorders of
axis |

Attention Deficit Hyperactivity
Disorder in the adult

Binge Eating Disorder

Beck Depression Inventory (BDI)17 version tailored for Mexican population
by Jurado et al.18 Reliability coefficient .87 for Mexican population and
discriminative capacity at contrasting 25% low scores versus 25% high
scores. Concurring validity between BDI and self-administered depression
Zung scale was r = .70.

Anxiety Sensitivity Index (ASI) version tailored for Mexican population by
Jurado19 (2002) based on the original version by Donnel and McNally
(1989) and the Spanish version of Sandin, Chorot and McNally (1996).
Inner reliability index of the scale is .87 for Mexico City inhabitants and has
a discriminative capacity at contrasting 25% high scores versus 25% low
scores and reliability test refest of .70 (up to 3 years) in Mexican population.
Quality of Life Inventory (INCAVISA).20 lts reliability coefficient goes from
.9337 for the everyday life area to .6831 for attitude to treatment and has
shown a concurring validity with OMS-Qol Bref (WHO quality of life instru-
ment) in the version adapted for Mexico by Sénchez-Sosa, Gonzdlez-Celis.?°
Risk Factors Associated to Eating Disorders Scale (EFRATA).?' Reliability co-
efficient for male version is .86 and .88 for female version. For the validity
of the instrument, a factor analysis was carried out of the main components
with VARIMAX rotation to a total of 1494 male and a total of 1915 female
patients.

Semi-structured interview which allows for classification of the patient’s mo-
tivation regarding their goal for undergoing surgery (health, image, job...)
and to identify whether or not their expectations are realistic.

Mini International Neuropsychiatric Interview (MINI) version translated to
Spanish by Ferrando, Bobes, Gibert, Soto22 in 1999. A structured interview
which explores symptoms compatible with DSM IV-TR for psychopathology.
Validated for the Mexican population by Reyes et al.?® in 2009. This instru-
ment is related with the frequency in adult life of ADHD symptoms accord-
ing to criterion A of DSM-IV-TR. This DSM-V-TR criterion is made up of 18
items conforming 3 factors: inattention, impulsivity and hyperactivity. Scale
proved having high internal consistency (o = .88).

Interview structured with criteria for binge eating disorder according to

DSM-IV TR.

The main psychiatric disorders of Axis I which were
assessed were as follows: major depressive episode, dys-
thymic disorder, risk of suicide, manic episode, distress
disorder, agoraphobia, social phobia, obsessive-compul-
sive disorder, posttraumatic stress disorder, alcohol de-
pendence, alcohol abuse, substance dependence, substance
abuse, psychotic disorders, anorexia nervosa, bulimia ner-
vosa, generalized anxiety disorder and antisocial personal-
ity disorder.

Finally, the drop-out variable'>'®**® for considering
that a patient dropped out treatment was: when they had
at least three consecutive absences and did not make an
appointment with any of the specialists in the clinic in the
following months; did not attend any date with the clinic
specialists in a period three months of longer; that the pa-
tients themselves mentioned they did not want to pursue
this treatment. When these characteristics were fulfilled, the
patient was identified as drop-out. A patient was consid-
ered non-drop-out from the bariatric surgery preparation

salud mental Vol. 39, No. 3, May-June 2016

protocol if they had already undergone surgery or else, if
they had not missed over three appointments in any service
and had appointments scheduled in all services in the next
two months.

Within the drop-out variable, the number of absences
was taken into account, as well as the time when the pa-
tient dropped out or abandoned treatment; this was made
attempting to identify intervention opportunities adequate
to the moment most prone to the occurrence of attrition.
For the present study, three different drop-out moments
were identified: 1) Diagnosis phase (patient dropped out
after initial psychological assessment and before starting
the bariatric surgery preparation protocol); 2) Pre-surgery
preparation phase (once the bariatric surgery preparation
protocol has started -appointments with various special-
ists- and before being approved by the committee for un-
dergoing surgery), and 3) Bariatric surgery phase (patient
who concluded the preparation protocol but who did not
undergo surgery).
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Procedure

Data collection as carried out by the head researcher by
means of a checklist which includes the study variables. 362
files were checked to identify compliance with the inclusion
criteria hereby described: any gender, patients with severe
obesity (BMI40=kg/m? or BMI=35 kg/m?), aged between
18 and 65 years, having completed the initial interview and
battery of tests. Those files which did not comply with such
criteria and patients referred to another treating institution
for not being considered suitable candidates to bariatric sur-
gery, due to absolute contraindications (such as dependence
to alcohol or other drugs, tobacco addiction, schizophrenia
or suicide risk) were excluded from the study (76 patients in
all), with a total of 286 for the final analysis. Once enough
files had been collected and verified for compliance of the
criteria specified, identification of variables in cases and
controls followed (figure 1).

The records of

362 patient:

who Eg,:entg 76 records were
the obesity .| excluded for not
clinic between “| fulfilling inclusion
2010 and criteria.

2013 were

checked.

\

286 records
that fulfilled
inclusion criteria
were included.

126 records fulfilled criteria
to be control panel (not
deserters).

160 records fulfilled criteria
to be cases (deserters).

\ \

Recorded were divided in
four categories:

a) sociodemographic

b) psychological

c) psychiatric

d) desertion

Recorded were divided in
four categories:

a) sociodemographic

b) psychological

c) psychiatric

d) desertion

\ \

The statistical analysis
were realized. There was
no loss of information.

The statistical analysis
were realized. There was
no loss of information.

Figure 1. Flowchart of procedures.
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Statistical analysis

For data validation, descriptive statistics (frequency and
percentage tables) were used for relevant variables. For in-
dependent sample comparison groups (cases and controls),
Chi Square, Mann Whitney U and Student t tests were car-
ried out. To identify interactions, an R classification was
performed, and in the end, multivariate analysis by logistic
regression, using variables which had been previously sig-
nificant in bivariate logistic analyses. SPSS version 17.0 and
STATA version 13.0 statistics packages were used. A result
was considered to be statistically significant when p<.05,
subject to its limitations;* robust estimates were also ob-
tained for standard deviation of the parameters (Bootstrap)
and the results remain unchanged.

Ethical considerations

This protocol was approved by the Ethics and Research
Commissions at General Hospital Dr. Manuel Gea Gonzalez
and all procedures were in agreement with the stipulations
of the Regulations of the General Health Act regarding
Health Research. Title II, Chapter I, Article 17, Section II,
non-risk research, which thence not demanded an informed
consent since the research materials were gathered from de-
scriptive and retrospective information from the database at
the obesity clinic.

RESULTS

286 patient files were included in the study (20.6% male and
79.4% female) with a BMI44.77 + 7.47 kg/m? and an average
age 37.45 £ 9.94 years. Patients came from different states in
the Mexican Republic (73.1% from Mexico City and 26.9%
from outside the capital city). 49.7% were single and 33.9%
married; 41.3% had a job. Regarding medical conditions
with comorbidity with severe obesity, 25.2% had high ar-
terial hypertension, followed by 16.1% with diabetes, 13.6%
dyslipidemia and 11.9% hypothyroidism.

Gender was taken as a confusing variable, carrying out
thence the adjustment without considering it as well as sep-
arate adjustments; similar results were obtained in all three
cases (with no significant differences in the value of esti-
mators). However, it is important to point out that, being a
smaller sample of men, at adjusting the model only for men,
some of the parameters might lose significance.

Considering this, some significant differences were
found in some of the variables studied between cases
(drop-out patients) and controls (non-drop-out patients).
To be precise, sociodemographic variables which were sig-
nificant between drop-outs and non-drop-outs were Ad-
mission year x* (3, N = 286) = 10.16, p = .017 and gender
x> (1, N = 286) = 8.65, p = .003. As to psychological factors,
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Table 2. Variables which were significant when comparing cases
(drop-out patients) and controls (non-drop-out patients)

Cases Controls

Variables f (%) f (%) p
Year of admission

2010 41 (26.0) 32 (25.0)

2011 35(22.0) 16(13.0) 017

2012 52 (33.0) 33 (26.0) -

2013 32 (20.0) 45 (36.0)
Gender

Women 117 (73.1) 110(87.3) 003

Men 43 (26.9) 16 (12.7)
Posttraumatic Stress Disorder 11 (6.9) 2 (1.6) .033
Adult Attention Deficit Hyper- 41 (25.6) 20 (15.9) .046
activity Disorder
Binge Eating Disorder 46 (28.8) 22 (17.5) .026
Isolatien (InCaViSa) 111 (69.4) 105(83.3) .010
Cogpnitive functions (InCaViSa) 75 (46.9) 79 (62.7) .033

Family (InCaViSa)
Social networks (InCaViSa)
Number of absences

124 (77.5) 110(87.3) .026
97 (60.6) 100 (79.4) .000

0 52 (32.5) 74 (58.7)
] 63 (39.4) 38(30.2)
2 21(13.1) 8 (6.3 0%
7 1 (06 1 (08

p < .05.

isolation U = 8729, z = -2.59, p = .010; cognitive functions
U =8746,z=-2.12, p = .033; family U = 9039, z = -2.23, p = .026;
and social networks U = 8038, z = -3.60, p = .000.

Also, posttraumatic stress disorder y? (1, N = 286) = 4.54,
p = .033, adult attention deficit hyperactivity disorder x* (1,
N =286) =3.99, p = .046 and binge eating disorder x> (1,
N = 286) = 4.95, p = .026 (psychiatric factors) were signifi-
cant between drop-outs and non-drop-outs. Finally, num-
ber of appointments missed is an important variable which
makes a difference between cases and controls with ¢ (284) =
4.34, p = .000. Table 2 shows the results.

With the intention of explaining and predicting the prob-
ability of a patient dropping out or not based on sociodemo-
graphic, psychological and psychiatric factors, a logistic regres-
sion analysis was carried out. To determine which variables
to include in the multivariate model, bivariate analyses were
carried out with all explicative variables and later the variable
selection method was used with those which were significant.
Thus, ADHD and family, which were significant in the bivar-
iate model, were not significant in the multivariate model. Ta-
ble 3 shows the data obtained.

Results show that having little support in the social net-
work area assessed by the InCaViSa (Inventory of Quality of
Life and Health) (CM = 4.16) and a greater number of absences
(CM = 1.66) are the best predictors for attrition. For example,
regarding absences, for each appointment that the patient
misses, the drop-out risk increases in 66%. Being female and
not being a binge eater are protection factors for drop-out. The
rest of the sociodemographic variables and psychological and
psychiatric factors were not significant predictors for attrition.

Interactions were also assessed, particularly those be-
tween gender and different variables, though none was
significant. However, in the R classification tree (figure 2),
interactions of gender with other variables were considered,
such as the fact that female patients with more than one
absence who showed high perception in the isolation, wor-
rying and cognitive functions variables (InCaViSa), as well
as distorted expectations regarding the surgery and arterial
hypertension tended to drop out.

Finally, the largest percentage of desertion appeared in
the preparation phase with 60%, followed by the diagnos-
tic phase (29%) and 11% of the patients dropped out once
the treatment had concluded and they were ready to under-
go surgery, though they did not do it. As to non-drop-out
patients, those who did undergo surgery, 70% had already
undergone gastric bypass, 7% underwent a gastric sleeve
resection and 23% of patients was still in the program at the
time of data dump.

Table 3. Results of logistic regressions carried out with relevant variables

Odds Ratio Confidence Interval
Bivariate  Multivariate
model model Univariate Multivariate

Gender 2.5267 2.9237 1.3454, 4.7452 1.5068, 5.6729
Networks 4.0601 4.1644 1.6207,10.1715 1.6029,10.8189
Binge 0.5242 0.4762 0.2955, 0.9301 0.2584,0.8773
Absences 1.7119 1.6648 1.3174, 2.2244 1.2748,2.1741
ADHD 0.7225 0.3778, 1.3818

Family 1.6275 1.0467,2.5304

Odds ratios (OR) and 95% confidence intervals (Cl) were obtained from a logistic regression model
with atfrition as dichotomous outcome variable and gender, social networks, binge eating disorder,
number of absences as predictors in the multivariate model and each of the variables in the bivariate

model.
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Figure 2. Classification tree for identification of probabilities of desertion and not desertion.

DISCUSSION AND CONCLUSION

The objective of the present work was to identify the psy-
chological and/or psychiatric factors presented in the ini-
tial evaluation of patients with severe obesity who dropped
out from the preparation protocol for bariatric surgery
compared to those who did not defect. In this regard, re-
sults showed that the year of admission, gender, number of
absences, posttraumatic stress disorder, ADHD in adults,
binge eating disorder and some InCaViSa variables such as
isolation, cognitive functions, family and social networking
were significant variables in the comparison made between
cases (drop-out patients) and controls (non-drop out pa-
tients).

Regarding the year of admission, 2012 showed a great-
er percentage of patients who dropped out compared with
the year 2013, when the lowest attrition rate appears; these
results can probably be explained on account of the im-
provements at the obesity clinic attention service. On the
other hand, regarding gender, it was shown that men, de-
spite being a minority within the treatment, had a greater,
significant probability of defecting than women.

Psychological variables which were significant between
cases and controls were those assessed by InCaViSa, which
showed that patients who dropped out tend to be more iso-
lated, to show worse results in cognitive functions and to
have greater dysfunction in their relationship with family
and social networks that those who did not drop out. These
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results show the importance of family and social networks
for the support of the obesity patient during treatment,
since they promote their adherence to it. Therefore, social
support is a relevant factor in the achievement of goals set
during treatment and, thence, it deserves closer attention
in future research. In this regard, one of the predictors of
greater import in adhering to treatment and on attrition is
the degree of social support as perceived by the patient from
friends and family; thus, people who see themselves as iso-
lated from others tend to not comply with instructions, as
opposed to those who perceive social support, who seem to
have a greater readiness to continue treatment.”

The rest of psychological variables were not significant
for this study. Notwithstanding, in general, symptoms of
depression, sensitivity to anxiety, low quality of life, risk
factors associated to eating disorders (specially worrying
about weight and food), were more frequent in patients who
dropped out than in those who did not.

As to psychiatric comorbidity, posttraumatic stress dis-
order was significant among cases and controls, which is in
accordance with the data presented by Sockalingam et al.,"
where drop-out patients showed significantly greater rates
for this disorder than patients who did not drop-out. As to
this variable, posttraumatic stress disorder could be related
with the history of sexual abuse that some patients referred
to have experienced in childhood. A study® showed that
18% of the female participants confessed to have survived
sexual abuse before the age of 16, showing twice as much
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risk of presenting symptoms of eating disorders, with an
obviously negative perception of their bodies. The author
of this study insists on declaring that fear to be in an affec-
tive-sexual relationship causes some people to eat too much
with the purpose of gaining weight and thence being less
attractive to the opposite gender.

Other psychiatric variables which were significant
among the groups was attention deficit hyperactivity disor-
der in the adult and binge eating disorder, showing greater
prevalence in the patients who dropped out than in those
who did not drop out. However, it is important to point out
that the results related to these two disorders are different
from those found in other research works, such as Sockalin-
gam et al.'® who did not find significant differences in those
variables in drop-out patients vs those who did not drop
out; it is thence important to explore in depth both variables
in future works by means of more precise research tools for
diagnosis and classification.

The rest of the psychiatric factors assessed in this study
did not show significant differences between groups; none-
theless, there is greater prevalence in drop-out patients
when compared to non-drop-outs. Finally, number of miss-
ing appointments with specialists in the obesity clinic was
also significant among drop-outs and non-drop-outs, since
drop-out patients have more absences that those who did
not withdraw from the program.

Another interesting result of this study was the iden-
tification of variables which could explain and predict the
probability for a patient to drop out or not. In this case, it is
acknowledged that being male, having a greater number of
absences, binge eating disorder, and a deficient perception
regarding social networks are risk factors associated to at-
trition. The importance of these findings lies in their contri-
bution at selecting assessment instruments which allow for
better identification of risk factors for attrition in patients
who are candidate for surgery, while making it possible
to generate strategies from the beginning of the treatment
which reduce the possibility of the patient’s attrition.

Last, there was an attempt to identify how many pa-
tients had dropped out from the bariatric surgery prepara-
tion protocol and at what stage. In this regard, the findings
of this research determined that 55.9% of patients candidate
for bariatric surgery withdrew from treatment; 60% of those
patients withdrew in the preparation phase, i.e., they were
patients who were already part of the program and who had
appointments scheduled with more than one specialist and
who even attended those appointments in more than one
occasion. Thanks to these results, it can be seen that strat-
egies for reducing the probability of attrition must lead to
modifying and/or improving at this phase, involving all
specialists who take part in the multidisciplinary team at
the obesity clinic.

Results of the present study must be interpreted bear-
ing in mind certain limitations.
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The present study does not analyze all variables report-
ed as risk factors for attrition; thence it would be important
to consider other factors which may have an influence, such
as sexual abuse, perceived stress or personality traits.

It is also important to mention that, after the initial as-
sessment, the participants of this study were subject to a tai-
lor-made cognitive-behavioral psychological intervention
and to multidisciplinary (not only psychological) treatment
as part of the bariatric surgery preparation hospital proto-
col. It is possible that some of these treatments generated
bias that were not considered while carrying out this study.

Another limitation regards the design of the study
(retrospective) and the data collection method (subjective
self-reports), considering that the answers given might be
influenced by social desirability, attempts of manipulation
by the patient to be chosen as candidate for surgery and oth-
er biases.

Cross-sectional nature of the study does not allow for
causality inferences or for observing change in the variables
assessed for some period of time. It is suggested that longi-
tudinal studies be carried out in order to obtain information
regarding the behavior of the variables analyzed.

Finally, the findings of this research cannot be general-
ized since the information was obtained from a single sam-
ple of patients attending a secondary care hospital.

Based on the results found and the discussion present-
ed here, the following suggestions are made to lower the
probability of attrition and to improve the selection of pa-
tients with severe obesity who are candidates for bariatric
surgery:?

- Improve and maintain the quality of the medical and
administrative attention of severe obesity patients, of-
fering clear and appropriate information in relation to
treatment, including the average time that the prepara-
tion protocol involves and the objectives sought.

- Identify the reasons why the patients withdrew from
the pre-surgery protocol at the three stages (diagnosis,
preparation and surgery phases) by means of surveys
or questionnaires (qualitative study).

- Perform a survival analysis which allows for determin-
ing the rhythm of attrition of patients.

- Design a “phone rescue” procedure for drop-out pa-
tients.

- Design specific assessment instruments to measure
and identify psychological and psychiatric variables
relevant to this particular population or, by default,
validate the inventories available for populations other
than the Mexican.

- Implement treatments which have proven the best lev-
el of evidence for the most frequent psychopathologies
in drop-out patients, such as neurotherapy® for ADHD
patients and mindfulness or dialectical behavior ther-
apy”! for binge eating disorder.
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- Promote that the patient’s family be involved in treat-
ment to foster commitment and education in their so-
cial networks.

In spite of its limitations, the results of the present study
suggest that psychological/ psychiatric factors, such as poor
perception of social support and binge eating disorder could
be established as risk factors for attrition. It is important to
identify such problems and offer efficient treatment for their
remission in order to increase the probability for a patient to
modify their lifestyles and to get health benefits.

Thus, one can underscore the importance of adapt-
ing in an individual manner those strategies for handling
obesity for each patient and their particular situation. In
this sense, the need is perceived to identify in depth those
psychological and psychiatric factors which may be asso-
ciated to attrition and thus be able to try new treatment
strategies which may help the patients to improve their
therapeutic adherence and thus improve their overall
health condition.
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