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Abstract
Background: The rising prevalence rates of overweight/obesiopaly highlight the increasing

need for effective interventions for these condiio

Objective: This systematic review aimed to synthesise the -pméewed evidence for
psychological interventions for overweight/obesdividuals, as a means of achieving sustained
weight loss.

Method: Research literature published between 2002-2019€ searched and the results were
screened againatpriori inclusion/exclusion criteria. The review focusedvegight loss as the core
outcome measure, with the impact on psychosocigtofs, as secondary outcome measures.
Sixteen studies were identified as suitable fofuision in the review, including trials comparing
psychological interventions with waiting lists/camit groups, another active psychological
treatment, or dietary/physical intervention groups.

Results/Conclusions: The randomised control trials reviewed suggest thehavioural and
cognitive-behavioural approaches, combined withadyestrategies, result in modest, but clinically
significant weight loss, in the short-term. Cogreti motivational and psychodynamic interventions
also appear useful therapeutic approaches to wkight but there is less evidence to support this.
Psychological interventions are valuable in impngvivarious psychosocial outcomes associated
with overweight/obesity. CBT and IPT appear espicisseful for binge eaters. Implications for

clinical practice and future research are highkght

Page | 5



Introduction

The Problem of Excess Weight

Overweight (body mass index25; BMI; calculated as kg/m2) and obesity (BM30) are both
major public health problems. Obesity has reachgdeenic proportions globally, whilst both
conditions are risk factors for other health praoide[l1,2]. Prevalence rates are continuing to
increase throughoWestern societies, with the highest rates curraethprted in the United States
of America [3-7]. In Europe the prevalence of beatgse and overweight amongst adults has been
found to range from 6-27% and 26—68%, respectiigyne studies suggest that prevalence rates
have doubled over the past 20-25 years [6, 7],sihile true cost of the burden of this disease
continues to increase each year. As excess weigiiedses in the population, so does the
prevalence of heart disease, type-2-diabetes, slpppea, osteoarthritis, several types of cancer
and other conditions [2]. Environmental, biologichkhavioural and psychological factors have

been found to predispose people to becoming olggse [

Stigma and Psychological Consequences

Obesity not only predisposes to debilitating dissadut also to serious impairment of quality of
life [9]. Weight bias translates into inequalitissemployment settings, health-care facilities and
educational institutions, often due to widespreadative stereotypes that overweight/obese people
are lazy, unmotivated, lacking in self-disciplimess competent and non-compliant [10-13]. These
stereotypes are rarely challenged in Western ggcietaving overweight/obese individuals

vulnerable to social injustice and unfair treatniédj.

Given the level of stigma surrounding obesity sirémarkable that no clear link between obesity
and greater levels of psychopathology has beeiblesttad, with no evidence that obese people
differ psychologically from non-obese people [1Sluch research is, however, in conflict with
clinical impressions and reports from overweightgde. Additionally, studies which demonstrate
that the effects of weight loss appear to be pdgcfically beneficial with improved self-esteem,
social functioning and sense of well-being, supploetnotion that excess weight is associated with

higher levels of psychological morbidity than notmeeight [16]. More recent studies have found
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some evidence of an association between obesitydepikssion, but not conclusively [17-19]. A
bidirectional theoretical model has been proposedtytating that behavioural, cognitive,
physiological and social mechanisms may play a jparthe pathway between obesity and
depression, and vice versa [20]. Such factors msy @mcrease overweight/obese individuals’
vulnerability to low self-esteem, poor body-imagl ather psychiatric disorders, whilst increasing
maladaptive eating behaviours (e.g. emotional gatexercise avoidance and reducing motivation
to lose weight. Coping strategies may also affeebteonal outcomes, although it is not yet clear
how different forms of coping influence levels ofstdess [14]. Stress isne of the primary
predictors of relapse and overeating [21]; theesféeaching patients methods for reducing stress

and tension may be critical [22].

Obesity is also associated with a high prevalerfcbimge eating disorder (BED), with studies
reporting prevalence rates of up to 30% in obesmulations compared with 1-3% in the general
population [23]. BED is characterized by persistavereating episodes, feelings of loss of control
and marked distress in the absence of regular cosapary behaviours [24]. It is frequently
accompanied by depression and seen more commortlyoge attempting to lose weight [25].
Patients with obesity who decrease their binge/Emat eating are more likely to succeed at

weight reduction [26].

Weight Loss Attempts

Although available weight-loss treatments are w@hikto affect the increasing prevalence of
obesity, they can reduce weight-related morbiditg enortality in individuals. The recommended
starting point of treatment is a structured prog@ndiet, exercise and psychological approaches,
particularly behaviour therapy (BT), often referréal as lifestyle modification [27]. This is
appropriate for all obese persons, as well ashfosd who are overweight and have two or more
weight-related co-morbidities [28]. Studies havenggally demonstrated short-term weight loss
with these strategies but disappointing resultg4@mmm, with most of the weight lost regained
within a few years. Despite such mixed results efieshof weight loss in obese people have been

found. Lifestyle interventions facilitating weiglidsses of 3-5kg have resulted in the prevention or
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delay of disease, reductions in cardiovascular faskors, improved psychological outcomes and
greater loss of weight [29-31]. Consequently, vgetion studies now focus on small, sustainable
weightlosses of 5-10% [32]. Group-based interventionsehHaeen found to be more effective than
individually-based approaches amongst predomindatiyale participants receiving psychologist-

led interventions [33].

Psychological Approaches

The unsatisfactory treatment results found sodaiobesity may be a consequence of the fact that
treatments have primarily focused on eating behavémd seldom on the psychosocial causes or
consequences of such behaviour. Several nationd¢lmes [e.g. 27, 34, 35] have recommended

that a biopsychosocial approach must be taken wasigning treatment programmes [36].

To date, a range of psychological therapies (P& lbeen incorporated into weight loss treatment
approaches and programm&g¢ Table )1 PTs are often delivered in combination with dietany
physical advice and occasionally with other psyofimal approaches. They can be offerered in a
number of formats, including individually, in groaipand through guided self-help, using
computers/internet. Group treatments for obesipjchlly combine therapy and education, and are
widely used in commercial and self-help programnjS]. In comparison with individual
interventions, group treatments do not normally oemage deep exploration of psychological
issues; instead they utilise social support, prblsolving, imparting of information and

encouragement to facilitate weight loss.

[INSERT TABLE 1 HERE]

To date, BT and CBT appear to be the PTs of chaise¢hey have been demonstrated to facilitate
better maintenance of weight loss than alterndtiegapies [45]. A number of other PTs have been
trialled in weight management, producing mixed ffingd [46]. Interpersonal techniques are often
utilised in designing comprehensive PTs for indisdtised weight loss programs, whilst

psychotherapy, relaxation training, person centmad purely motivational approaches are less
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commonly used. Furthermore, mindfulness basedvietgions, often referred to as the “third

wave” of PTs [47], have only recently began to pplied to weight loss contexts [e.g. 48].

Rationale for this Review

To date, there have only been a limited numberysfesnatic reviews carried out examining the
effectiveness of PTs for overweight/obesity. A nemhave demonstrated that BT techniques, in
combination with diet and/or exercise strategiegrove weight loss [49-52]. A Cochrane Review
by Shaw and colleagues [45] found that CBT and Bhicantly improved the success of weight
loss for obese people. Furthermore, they founkd lévidence to reach a conclusion about other
forms of PT (e.g. CT, RT). Shaw et al.’s reportedrsh strategy missed out a number of potential
PTs (e.g. IPT); so it is not possible to determivieether all researched PTs for obesity were
reviewed. In addition, the quality criteria usedettaluate papers appears to have focused on bias
within the trials, subsequently ignoring a numbé&rcomponents characteristic gbod quality
randomised control trials (e.g. appropriate ana)ysiGiven the increasing importance of
interventions for obesity, it appears appropriatednduct an up-to-date review of the effectiveness

of all recently researched PTs for obesity.

Objectives

This systematic review aims to evaluate asyhthesise the current published peer-reviewed
evidence for psychological interventions for obegefweight individuals that aim to achieve
sustained weight loss; also their impact on psyotiat outcomes will be evaluated. Additionally,
the quality of evidence for psychological interniens aimed at weight loss will be established and
recommendations based on the findings will be niad&iture research and clinical practice in this

area.

Method
Search Strategy for Identification of Studies
A systematic literature search was carried outgughre OVID online interface to access the

Psychinfo, Medline, Embase and EBM Review databa&dditional searches were completed
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using Web of Science and Google Scholar. Text wand subject heading searches were
completed, using terms relating to obesity, weilgiss, weight maintenance and psychological
therapies, in addition to terms describing randenhisontrolled trials (RCTs)Sge Appendix 1)2
The results of searches were combined using théeBomperators ‘AND’ and ‘OR’. A sensitivity
search was also carried out, involving screenifigreaces from identified papers, using the ‘cited
by’ function in electronic databases and targematches of relevant journals (e.g. International
Journal of Obesity). Additionally, the referencetgen of review articles identified was searched in
order to find other potentially eligible studiesn&lly, databases were limited to years 2002-2010,
English Language and humans, and duplicates weneved. The period of 2002 onwards was

chosen as Shaw and colleagues [45] previous rexidynincluded papers up to this year.

Inclusion and Exclusion Criteria
For each paper identified from the database semrdlies and abstracts were screened against
inclusion and exclusion criteriaSée Table 2 Studies which combined a pharmacological
intervention with a PT were excluded from the rewias the effect of the pharmacological
intervention on weight could outweigh the effecttb& PT. Finally, both overweight and obese
participants were included since the definitionobksity continues to vary across countries [e.qg.
53].

[INSERT TABLE 2 HERE]
Procedure
Papers which met all aspects of the inclusion riaite@ere evaluated using a quality assessment tool
constructed following consultation of Scottish hot@legiate Guideline Network methodology [54]
and the CONSORT Statement on the review of RandaminiZrials of Nonpharmacologic
Treatments [55] Ree Appendix 1)3Trials were awarded points according to speafendards
expected of an RCT. A maximum of 50 points couldabarded, with a percentage score of 75%-+
representing digh quality (A) rating; 50-74%moderate qualityB); if a paper achieved poor

quality score of 0-49% (C), it was excluded from the revie
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The author of this review scored the quality oftaé included papers. An independent rater, who is
trained in the critique of RCT methodology, gra@dechndom sample of the papers (N=8; 50%) in
order to ensure adherence to the quality assesdo@ntAn 88% agreement rate was found for
overall quality ratings. Where differences in opimioccurred, they were resolved through

discussion$ee Appendi.4).

Where effect sizes for weight loss following eaéhih@ interventions were not already reported in
the included studies, the author planned to caeuls effect sizes. By doing so, this would allow
a statistical comparison of the magnitude of tHeotfthe different interventions were having on

weight loss.

Results
Results of Search Strategy
Figure 1 illustrates the outcome of the search patployed. Sixteen RCT studies were included in

this review, which are summarised in Table 3.

[INSERT FIGURE 1 AND TABLE 3 HERE]

Quality of Included Studies
Following the evaluation of each paper using thaliguassessment tool, six papers were rated as
high quality (A) and ten moderate quality (B). SEpranged from 26 (52%) to 41 (82%). There

were, however, a number of methodological issuesté across the papers.

The sample size of the studies ranged from 36 o @6ticipants. Power calculations were only
reported for four studies and provided at least ®@¥er to detect clinically significant differences
between comparison groups [61, 62, 68, 69]. Adddily, three studies included a small sample

size of less than 27 in each therapy group [5866R,

All of the studies reported that participants wexadomly allocated to groups. In the majority of

studies, randomisation was inadequately descrilveth five trials failing to provide any
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explanation [57, 58, 64, 65, 67]. Concealment tufcation was only demonstrated in three studies
[59, 63, 68] and just one described who generdtecaliocation sequence [56]. Additionally, only

four trials explained blinding status [59, 63, 68].

Facilitator adherence to the treatment protocol @asmined in half of the studies [23, 57, 60, 62,
63, 67-69], but only one paper examined patienteegtice to the treatment provided [65].

Furthermore, only four trials assessed therapisipatence [23, 62, 68, 69].

Regarding the statistical approaches used withe gstudies, intention to treat analysis was
employed in ten studies [23, 56, 57-59, 65-69],Isthiffect sizes were reported in only seven trials
[56, 58, 62, 65, 67, 69, 70], with a variety of hwls utilised to calculate these. Unfortunately,
only half the papers addressed multiplicity in the analybig, reporting any other analyses

performed [23, 59-63, 67, 69].

Description of Included Studies

All 16 papers evaluated change in weight. Fifteeh6otrials reported BMI, with ten reporting both
BMI and body weight (e.g. lbs, Kgpther outcome domains varied across trials. laltdhe 16
identified studies used 38 different outcome messuFour trials employed a purely pre-post
measurement design, with no reported follow-upque[68-60, 63]. Across all the studies, follow-

up ranged from 0-3 years.

Nine trials considered overweight and obese cljdiws examined only obese and two, overweight
alone. The majority of studies usedmmunity/outpatient samplewith two in-patient samples
investigated. A higher proportion of females pa#ptited, with six studies recruiting solely female
participants [57, 61-65]. The mean age of partigipan the studies ranged from 38 to 61 years.
Mean BMI ranged from 32.36 to 44.3, indicating thrabne study the participants were morbidly
obese [70]. Information about ethnicity was givendeverstudies; six of which had 70% or more
white participants [57-60, 68, 69], with one repagta sample including 38% African-Americans

[63]. Seven studies gave information about edunatitevel with three reporting that 30-35% of
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participants had attended college, indicative pfagl population levels [57, 58, 66]. The remaining
studies reported rates of participants attendiniege at 60% or above, indicating that those

involved in the studies were probably of a higteic-economic status [63, 65, 66, 69].

Half the trials were conducted in the United StaitB&\merica. Of the other eight papers, seven
were conducted in Western Europe (1 Germany; §; I&alSwitzerland; 2 Sweden; 1 Netherlands)
and one in Australia. A numbef recruitment methods were utilised, including gibian related

referrals from hospitals/health centres, healtlvesgs and advertising using various forms of media
(e.g. newspapers, email, radio). The most commaskyd methods were referrals and media
advertising. One study charged participants $100@ke part [57], whilst another requested a $50
deposit, which would be returned on completionhaf treatment, as an incentive for participation

[60].

Mental health professionals formed the majorityhafse facilitating the treatment modalities. Five
trials utilised allied health professionals (e.drygiotherapists, dieticians), whilst three studies
offered a multidisciplinary approach to their itentions. In only one study was it unclear which

profession delivered the interventions being cormg§60].

Description of Psychological Interventions for Weigt Loss

A range of PTs were utilised in the included stadiBT was the most commonly employed
approach, followed by CBT. Additionally, CT, IPT,IMRT and PDP were examined. The length of
treatment ranged from 5 weeks to 18 months aclus4é studies. The majority of trials included
weekly, bi-weekly or monthly sessions; however, inpatient studies offered more intensive daily
input [61, 70]. Treatments were delivered in a efgriof formats including groups, individually,
guided self-help and using the internet. The detaidl quality of information describing the
intervention groups varied greatly across trialser® was a highly variable range of frequency and

duration of clinical contact at each session acstsdies.
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Psychological Interventions vs. Behavioural Approages

Eight trials compared a BT approach to weight losth an alternative form of psychological
intervention. Grilo et al. [59] compared CBT witil Bor patients with an additional diagnosis of
BED. Each group consisted of 12 weeks of treatnainistered individually using guided self-
help protocols. Six brief individual sessions, ilagt15-20 minutes, were scheduled biweekly. The
CBT manual was based on Fairburn’s self-help baoleating disorders [71]. The BT utilised a
modified version of the Lifestyle, Exercise, Atties, Relationships and Nutrition (LEARN)
Programme manual for weight management [72]. Arcbrdondition was also included in this
study to account for participant attentidiunsch et al. [23] also compared CBT and BT for
individuals with BED. Treatment groups comprised 1&f weekly, 90 minute group sessions,
followed-up with six monthly group sessions, alsséd orfairburn [71];however, theyised a BT

manual produced by a pharmaceutical company.

Two trials [58, 63] compared BT with a combinedatreent approach of BT plus a brief Ml
intervention, informed by MI guidelines [43]. DiMar et al. [58] evaluated a brief three month
treatment programme, involving eight sessions dbleph self-help BT, lasting between 30-60
minutes, using an adapted version of the LEARN rabpi2], with the addition of two MI sessions
to an experimental group. West et al. [63] added §iessions of MI throughout 18 months of BT,
with one, 45 minute MI session before the stagrolup treatment, followed by further sessions at

3, 6, 9 and 12 months.

The remaining studies compared another four PTB ®i. Firstly, Stahre et al. [65] examined
group CT versus group BT for BED. Both groups reediten weekly, two hour sessions, based on
a CT for BED manual designed by Stahre et al. [$8fcondly, Wiltink et al. [70] compared PDP
inpatient treatment for weight loss with inpatignbup BT, both lasting an average of seven weeks.
PDP was delivered both individually and in groupisirdly, Tate et al. [66] examined the delivery
of BT using the internet. Participants all receivibgd same treatment involving a one hour
introductory group weight loss session, followedabgore internet programme. However, half the

participants were randomised to receive additiandividual online behavioural counselling,
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communicated via email. Patients received emailtirfpom their counsellor five times a week

during the first month and weekly for the remainirfigmonths.

Finally, Jeffery et al. [60] compared standard Bithva novel BT approach called Maintenance-
Tailored Therapy (MTT)BT was delivered weekly for six months, biweekly fr@i2 months,

and monthly between 12-18 months. MTT involved shene number of sessions but in order to
address habituation and boredom, this approach a&siggd variety in format and content.
Specifically, MTT contained six units of eight weelturation, each of which had a specific topic

concentration alongside particular goals. Patisgi® given a four week “break” between units

Psychological Interventions vs. other Psychologic#ipproaches

Wilfley et al. [68] and Wilson et al. [69] both cgawred CBT with IPT for clients with BED.
Wilfley and colleagues provided 20 group sessidrsagh approach, lasting 90 minutes, and three
individual sessions aimed at specifically addressmlividuals’ goals and progress. Wilson et al.
similarly offered 20 sessions of IPT. However, IW&s delivered individually; sessions were
shorter at 50-60 minutes; and compared with temt dessions of CBT delivered using a guided
self-help manual. In addition, the latter studyliided a third group, offering 20 sessions of BWLT.
Both studies IPT approaches were based on FaiblidT adaptation for Bulimia-Nervosa [74],

whilst CBT manuals were once again informed bybtaim [71].

Psychological Interventions combined with Other Tratments

De Zwaan et al. [57] used a sequential design viyeadl the participants, who met criteria for
BED, firstly received a very low calorie diet (VLGxand participated in a dietician-led group
which focused on nutritional education, behaviostahtegies and increasing exercise. During the
last ten weeks of this 24 week programme, partidgpavere randomly allocated to receive

manualised group CBT for ten sessions, involvingdaitional 90 minutes of treatment each week.

Manzoni et al. [61] combined two forms of RT witlige week multi-component inpatient weight

loss intervention. Participants were randomisetteive the weight loss treatment alone (control)
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or with either RT using virtual reality technology delivered using imagination strategies. Each
RT condition involved four sessions per week, idalg a combination of techniques based on
progressive muscle relaxation [75] and applied xadlan [76]. Treatment protocols were

previously developed by Manzoni et al. [77].

Werrij et al. [67] combined a group dietetic apmtoavith CT and compared this to the same
dietetic approach plus physical exercise. Both tmm$ were protocol led and involved ten weekly
two hour sessions, which contained a 60 minutestieesection, followed by CT or a low intensity

exercise programme.

Psychological Interventions vs. Non-psychological gproaches

Ash et al. [56] compared group CBT with an Indivatised Dietetic Treatment (IDT) and a control
group. Both treatment groups involved weekly, 9Guté contact for eight weeks, with monthly
follow-up to 12 months. The CBT treatment group bagised self-efficacy skills, with less focus

on dietary aspects; whereas the IDT group provateihdividual dietary and exercise prescription.

Schlup et al. [62] compared manualised group CBd arwait-list condition, for patients with
BED. The treatment manual was informed by Fairljéfrh and was a shortened protocol, based on
a previous study [23]. Treatment involved eight kige90 minute sessions, followed by five

booster sessions until 12 month follow-up.

Finally, Stahre et al. [64] compared CT with a Wit condition. Treatment involved ten weekly,
three hour sessions and employed a previously atealiureatment manual [73], including elements

of cognitive psychotherapy and psychoeducationysfuthctional eating behaviours.

Effect of Interventions
1. Weight Loss
Studies varied in the manner in which they reporteight change, but the most commonly used

methods were change in Kg and BMI, which will bpaged here. Trials also varied in the timing
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of measurements and follow-up, with twelve papawviding end of treatment average weight
loss; four at 3 months follow-up; five at 6 montbtgven at 12 months; seven at 18 months, one at
24 months; and one at 36 months. As a result oh#terogeneity in the reporting of weight loss
across each of the included studies, calculatifecesizes was not possible in order to provide a

valid comparison between interventions.

Psychological Treatments

Treatment using purely BTs typically resulted imimial to modest average weight loss, ranging
from 0.7-2 BMI and 0.7-6 kg immediately after treant. One paper reported an average weight
loss of 4.1kg three months post BT [66]. Two trisdported average losses of 5.2kg and 7.4kg at
six months post BT [60, 66]. Average weight chaag&2 month follow-up ranged from 0.74-1.6
BMI and 1.8-10.7 kg. One trial reported averagegieioss of 9.3kg at 18 months [66], whilst
another reported an average weight gain of 0.3k§ Feinally, Wilson et al. [69] reported average
weight losses around 0.5BMI/1.4kg two years pasattnent, whilst Wiltink et al. [70] recorded
average losses of 0.8BMI/3kg at three years fohgBT. MTT [60] produced average weight
losses of 5.7kg at six months post treatment, &i#tkg and 8.3kg lost on average at 12 and 18

months respectively.

CBT produced similar results across six of the sewials employing CBT. Average weight loss
was minimal at post treatment, typically rangingnfr0.01-0.3BMI, with 0.1-1.4BMI reductions at
12 months. One study followed participants for years and found average weight losses of 0.5
BMI and 1kg. Another trial, however, which combin€BT and a very low calorie diet, lasting six
months, produced more significant weight loss [sdlth an average post treatment weight loss of

5.4BMI/15.5kg, 3.3BMI and 9.3kg at six months, dndBMI and 5.6kg at 12 months.

Trials which offered CT found modest weight losstpmeatment of around 8kg. Stahre et al. [61]

reported average weight losses increased to arbkmglat 12 and 18 months post treatment. Stahre

et al. [65] also noted 5.9kg average weight losgeE3 months. Werrij et al. [67], who combined
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CT with dietary treatment, reported weight change4.36 BMI, which were maintained at 12

months.

In the two trials which employed IPT therapies [68] small weight losses were found both at post
treatment (0.2bmi & 0.4bmi) and at 12 months foHopv (0.4bmi & 0.8bmi). In the two papers
which combined brief Ml interventions with BT [583], modest weight losses of around 5kg at
post intervention and 12 months follow-up were fudecreasing to 3.5kg at 18 months. The
single study which applied PDP to weight loss [#Jjorted amodest average weight loss at post
treatment of 2BMI/6kg, maintained at 12 months; beer, at three years follow-ugverage
weight losses had reduced to 1.1BMI and 3kg. Rindtie study which combined two formats of
relaxation with inpatient weight loss treatmenpaded minimal to modest average weight losses
post treatment (1.1kg & 6.4kg), but weight losgéased at three month follow-up (5.9kg & 9.1kQ)

[61].

Treatment Comparisons

Statistically significant differences were foundtween treatments in half of the trials. BT
combined with MI was found to produce significantigtter weight loss compared with a purely
behavioural approach, at the end of treatment §8] at 6, 12 and 18 months [63]. Also, internet
behavioural counselling plus diet produced bettecames than diet alone at 3, 6 and 12 months

[66].

CBT was found to produce similar weight loss adetetic approach, but both were significantly
better than a control condition [56]. CT was fouade superior on its own compared to a waiting
list control group [64] and better than BT, at tmeent completion and follow-up [65].

Additionally, CT plus dietary input produced betteutcomes than physical plus dietary

components, not in short-term, but at 12 monthsvieup [67].

No significant difference in average weight losssvaiscovered between inpatient PDP [70], RT

plus BT [61], CBT [23, 69], IPT [69] or MTT [60] vén each of these treatments were compared
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with BT alone. CBT also did not differ comparedwé control condition in two studies [59, 62].
Furthermore, IPT and CBT were not found to diffetterms of weight loss when treating patients
with BED [68, 69]. Finally, although MTT and BT diubt differ in terms of weight loss, the time

pattern was more stable for MTT and differed sigaiitly compared with BT [60].

All 6 studies which compared PTs of BED alongsidsght loss, found no significant difference
between approaches in terms of weight loss. Only stndy produced a clinically significant
reduction in body weight post-treatment [57]. Tsigdy found that participants lost an average of
16kg or 16% of their initial body weight, but thenere no differences between the group who
received a VLCD and group CBT and those participamho received a VLCD only: however,
participants regained weight during follow-up aricae year participants had only maintained an
average weight loss of 5.5%. Additionally, one gtfiound that by 12 months follow-up around
20% of participants who received either CBT or IIFAd lost more than 5% of their initial body
weight [68]. Furthermore, two studies indicatedt thstinence from binge eating was associated
with weight loss [57, 68], with one demonstratihgttparticipants who did not abstain from binge

eating gained an average of 2.1kg by 12 monthvislip [68].

As noted above, only one study that recruited aedteéd patients with BED found clinically
significant reductions in body weight post-treattesf 5-10kg [57]. Overall, however, weight
losses were typically lower for BED patients in garison to hon-BED populations. BED patients
typically lost less than the clinical target of Skgth studies mostly reporting minimal to no wetigh
loss attained. Positively, those who are able &taih from engaging in binge eating behaviours

reported comparable weight losses to non-BED pitié8].

2. Psychosocial Outcomes

Distress

BT, PDP, IPT and CBT produced improvements in dgstrratings post treatment and small to
moderate changes at follow-up [68, 70]. IPT, CBT, &d RT produced improvements in ratings

of depression, anxiety and interpersonal ability, there were no significant differences between
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treatments [23, 61, 68, 69]. CBT and CT were fotmdesult in similar improvements in mood

following treatment, when compared with dietaryeiventions; however, CT maintained these
gains at longer term follow-up, especially for thadepressed at baseline [57, 67]. Conversely,
Grilo et al. [59] found that CBT, behavioural ar@htrol conditions reported comparable reductions

in depression ratings.

Life Satisfaction
CBT and BT both generated significant improvemeintsratings of life satisfaction at post

treatment and follow-up [23].

Self-efficacy

CBT was found to increase self-efficacy scores amegh with control and dietetic treatment
conditions, at 3 and 12 months follow-up [56]. Sfficacy was also significantly improved by
MTT [60] and RT [61], at post treatment, comparedpurely behavioural methods, but not at
follow-up. Recently, however, Munsch et al. [23Lfal comparable outcomes for CBT and BT,

both producing improvements in self-efficacy rasingt post treatment and follow-up.

Self-esteem
CBT was reported to generate significantly greatgarovements in self-esteem ratings compared
with a control condition [59]. IPT, CBT and BT rdtsa in higher levels of self-esteem, but there

were no significant differences between treatmgg8s69].

Body Image
PDP and BT produced similar significant reductiom®ody image distress during treatment and

follow-up [70].

Eating Behaviours
CBT and IPT were found to produce similar signific@eductions in BED symptoms and the

frequency of binges, greater than those followinig [B9, 68, 69]. CBT versus behavioural [23],
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and CBT plusVLCD versus VLCD [57], were both found to produdgngficant reductions in

binge eating at post treatment and follow-up.

CBT plus VLCD produced significant changes in rgéion a number of the subscales of the Eating
Disorder Inventory (EDI) and Three-Factor Eatinge®ionnaire (TFEQ), compared with VLCD
alone [57]. Significant improvements on the eato@ncerns subscale of the Eating disorder
Examination-Questionnaire (EDE-Q) were found atehe of treatment for a BT plus MI group
compared with behavioural alone [58]. More receny vs CBT vs BT [67] and CBT vs BT [23]
were found to produce similar improvements in ssoom the EDE-Q, with no significant
differences between treatments [69]. Additionaly, resulted in longer term gains when compared

with a dietary & physical exercigetervention [67].

Discussion

The studies identified for this review were hetemogous in terms of participants, interventions,
outcomes and settings, with a broad number of Ratuated. Most studies had methodological
shortcomings; however, all papers were rated asematel to high quality. Despite variation in
designs, the majority of papers produced a patérminimal (<5kg/5%) to modest (5-10kg/5-
10%) weight loss post treatment, followed by a geddegain of weight over time. Treatments of
longer duration or higher intensity appear to hgsesater impact on weight loss in the short-term
and result in greater weight loss maintenance énltimg-term. No mode of treatment delivery,
whether it be individual, group, self-help or imet based, appears to enhance outcome.
Additionally, the profession of clinician had ld@timpact on weight loss outcomes. It is of note,
however, that mental health professionals werenthen group delivering treatments, whilst the
allied health professionals employed were trainedl supervised by psychologists on the delivery

of PTs.

Main Findings
BTs were the most commonly evaluated and, in liith previous reviews [e.g. 45], were found to

encourage modest weight loss. When treatment wBsedf in more intensive settings (i.e.

Page | 21



inpatient), more significant weight losses (15-20feight loss) were reported [e.g. 61].
Nevertheless, weight was again regained over thdditionally, one trial evaluated the delivery of
behavioural approaches using an alternative tradatinamework,MTT [60], andwas found to

deliver statistically similar weight loss in com@an with standard BT; however, the MTT
approach produced sustained weight loss for a fopggéod of time, not achieved in previous trials

of BT for weight loss.

CBT was also assessed in a number of studies. dtleop studies included was smaller than that
for BTs, but builds on previous evidence. CBT wasnid to produce minimal weight loss, with
only one CBT trial reporting significant weight foehen combined with VLCD [57]. It is of note,
however, that this study required participants &y jor treatment, which may increase patient
adherence [78], impacting on outcomes. OutcomesCBTF are poorer in comparison to those
found in Shaw et al.’s [45] review, probably duethe focus on patients with BED in six of the
CBT studies included in this review. In these &idle emphasis is placed on gaining control over
BED symptoms before attempting weight loss, whidl maturally impact on the weight loss
scores reported. Positively, clients who do redtimr symptoms of BED report comparable

weight loss to non-BED patients.

CT was assessed in a number of studies, but imagiritb the disappointing findings reported in
Shaw et al.’s [45] review, the current papers reggbrclinically significant (>5kg) weight loss,
comparable to that of BT. In addition, CT studieparted reasonable weight maintenance at
follow-up. The disappointing findings previouslyuftd may be due to the fact that the sample
participants in the studies [79, 80] had BED ansl,aaresult, the treatment was focused on
alleviating BED symptomatology, as opposed to pueglcouraging weight loss. Nonetheless, the
sample size of one of the CT trials in this revieas small [65], therefore the results must be

interpreted with caution.

Other modalities evaluated included RT, MI, IPT &fdP. Only one paper was found evaluating

the application of RT in combination with a BT. $hgrouping resulted in minimal to modest
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weight loss; however, given the results were coaipar to behavioural alone, it seems the
relaxation component offered little additional \alior weight loss. Similarly, two trials combined
MI with BTs, producing modest weight loss; howewesignificant difference was found in favour
of the MI group when compared to behavioural aloheo trials assessed the use of IPT,
demonstrating minimal weight losses following treant with this method, although on both
occasions this was with BED samples. It is of nibi&t in the trials specifically treating BED
alongside weight loss, no significant differencesevfound between treatments trialled and weight
loss was typically lower than for non-BED populago Furthermore, one study offered PDP,
finding equivalent modest weight loss with a conggar group of BT; however, this was evaluated
in an inpatient setting and may be less adaptabkandard care settings, given the intensity of
input required. No RCTs have been carried out tte davaluating mindfulness approaches.
Additionally, no RCTs have evaluated hypnotherapgluded in Shaw et al.’s review, since 1985

[81].

The effects of PTs on secondary outcomes were meghdu the majority of trials, although what
was measured varied from trial to trial and was reyorted in a manner that allowed easy
comparisons to be made. Still, PTs were found tolif@te improvements in a range of
psychosocial outcomes (e.g. depression). For BEDetlis an established evidence base for the
effectiveness of CBT; however, IPT appears an ratere approach of increasing value, but

requires further examination.

Limitations of Review

A problem associated with the assessment of Pfpeaple who are overweight/obese is the paucity
of long-term studies. Despite a greater numbertudiss with longer follow-up periods, the true
effect of PTs on weight remains difficult to detémm alongside the effects on mortality. If PTs

result in sustained long-term weight loss they imaye a positive impact on mortality.

As already noted, the trials were heterogeneousiiare; therefore, it was inappropriate to conduct

a meta-analysis, as it would have had little pcattmeaning [82]. On top of this, many of the
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included trials lacked a number of important elets@vhich ensure a rigorous RCT design, such as
true blinding of all individuals involved in theidt. This therefore limits our ability to effectilye
compare the PTs applied in the 16 trials. In addjtimore females were treated than males.
Although this reflects typical clinical practicd,still limits the generalisability of the findings
both genders. Furthermore, all the studies reviewee carried out in Western Societies, limiting
their relevance to other cultures. Finally, atbritirates in the studies included in this reviewewer
higher in comparison to the previous review by Slaad colleagues [45]; however, attrition rates

were moderate and still allow for valid conclusieade drawn, although with some caution.

Conclusions

Overall, given past evidence and the findings fritms review, BT and CBT still appear the

effective weight loss therapies of choice, offerifi@ most benefit to overweight/obese adults.
Promising findings have been found for CT, but thenber of trials examining this approach
remains small and therefore further research isired, This review also highlights the application
of a number of alternative PTs which have not esfy been reviewed for weight loss, namely
IPT, MTT, MI and PDP. Such approaches have poteriiig require further evaluation. Finally,

CBT appears the best approach for BED, althoughs#®ms an appropriate alternative.

Implications for Future Research

Despite a large body of research investigatingefifects of PTs on weight loss in people who are
overweight/obese, we are still unsure how to fed#i sustainable weight loss over time. Studies
with longer duration of follow-up are required. Algside this, every effort should be made to
maintain high retention rates in studies and remdon withdrawal should be ascertained so that
factors affecting program adherence can be furdéxptored. Studies investigating the different

components of interventions are also required deoto establish what actually aids weight loss,
alongside establishing the length and timing cdtireent required. MTT offers a potentially useful

format of treatment delivery. Alongside this, mérttaalth professionals currently take the lead
with PTs. Research is required to evaluate if othess expensive, professionals are able to

facilitate such interventions safely. Future triaigst also evaluate the cost-effectiveness of PTSs,
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given the need to justify treatment costs. It waallkb be useful to identify the predictors of weigh
loss and weight loss maintenance in overweight@badults, in order to establish potential
modifications of therapeutic intervention strategi@hich may enhance treatment outcomes.
Furthermore, it would be beneficial to consult @ats to investigate which approaches are most
acceptable. Finally, any new studies in this ateaulsl pay particular attention to the design and

subsequent reporting of their stu@eg Table 4

[INSERT TABLE 4 HERE]
Implications for Clinical Practice
Overweight/obese adults may benefit from PTs, paldrly BT and CBT, when combined with
dietary strategies. Other therapies, specifically, ®1 and PDP, may also be considered. The
above therapies appear equally responsive to thehpsocial needs of patients; however, CBT
should be offered in the first instance to meetribeds of obese clients with BED. Additionally,
given the successful application of newer modeaaftment delivery in this review (e.g. guided
self help and internet based), such formats magobsidered as a first step in the patient pathway
or offered as an alternative to patients. Fina®f;s should be facilitated by mental health
professionals trained in such approaches. Wheet girofessionals take a lead role, training and

supervision is essential.
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Table 1: Psychological Interventions

Psychological Treatments (PTs)

Brief Description

Behavioural Therapy (BT)

Aims to treat difficultiggough techniques designed to reinforce
desired and extinguish undesired behaviours [37].

Cognitive Therapy (CT)

Helps patients overcomeiditfies by identifying and changing
dysfunctional thinking, behaviour, and emotionap@enses [38].

Cognitive Behavioural Therapy
(CBT)

Combines cognitive and behavioural approachesnaita solve
problems concerning dysfunctional emotions, behagiand
cognitions through a goal-oriented, systematic @doce [39].

Psychodynamic Psychotherapy
(PDP)

Problems stem from hidden inner conflicts; therefdreatment aimg

to reveal the unconscious content of a client'slpsyn an effort to
alleviate psychic tension [40Q].

Interpersonal Therapy (IPT)

Focuses on the integrel context and on building interpersonal
skills [41].

Motivational Interviewing (MI)

Semi-directive metd®f engaging intrinsic motivation to change
behaviour by developing discrepancy and explorimd)r@solving
ambivalence within the client [42].

Relaxation Training (RT)

Aims to help clients attai state of increased calmness in order
reduce distress [43].

Mindfulness Based Therapies
(MBT)

Enhance the well-being of individuals by encourggitients to pay
attention in a particular way: ‘on purpose, in griesent moment,
and non-judgementally’, combines cognitive and b&haal
approaches with mindfulness techniques, promotidgtached or
decentred view of one’s thoughts, emotions andlp@éinsations
[44].
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Table 2. Inclusion and Exclusion Criteria

Category

Inclusion Criteria

Exclusion Criteria

Study Population

Type of Study

Intervention

Publications

Outcome Measures

Adults (18 years and over)

Adults who are overweight or obese at study baselotording BME 25-30
kg/n?

Randomised Controlled Trials (RCT)

The psychological intervention is individually ahdr group based.

The study is a randomised controlled clinical taga psychological interventior

versus a comparison intervention / waiting listaition i.e.

* psychological intervention versus no treatment;

« psychological intervention versus different typ@sjfchological
intervention (including combined psychological apgehes);

«  psychological intervention plus diet and / or exeecversus control plus
diet and/ or exercise

Intervention and follow-up lasted three months oren

Journal articles published between 2002-2010

English Language

Must include weight change measured by any metaad ¢hange in BMI,
reduction in Kg)

Participants aged under 18 years old
Adults who do not meet criteria for overweight kslty

Non-randomised controlled trials: lacking a conttomparison group, cohort studieq
observational studies, cross sectional studies, staslies, qualitative studies

The psychological intervention and its comparaterreot able to be identified and / d
not adequately described

Studies combining a pharmacological interventiothwi psychological intervention

Articles published before 2002

Reviews, dissertation abstracts, conference abstiaaster presentations/abstracts,
expert opinions or grey literature

No weight outcome measure
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Electronic Databases Searched:
Ovid MEDLINE
EMBASE
EBM Reviews
PsycINFO
Web of Science

Google Scholar

Limits: English language, humans, 2002-2010

Potentially relevant articles identified and screened for retrieval (n=1558)

Relevant journals searched
& additional articles retrieved

International Journal of Obesity (1) Studies excluded following

International Journal of Eating Disorders (0) > review of title (n:1415)
Behaviour Therapy (0)

Eating behaviours

Behaviour Research and Therapy (1)

(n=2)
A 4
Abstracts reviewed Studies excluded following
(n=145) » review of abstract (n=109)
Not an RCT; No control group /
comparison group; Non-psychological
interventions; Reviews; Case studies;
Dissertation abstracts; Non-adult
population / samples; Included
pharmacotherapy as part of intervention.
v
Studies retrieved for Studies excluded (n=20)
detailed evaluation
(n=36) > Poorly described comparison groups
(3); No weight loss measure (8); Pilot
study (2); Follow-up study (1); No clear
obesity criteria (5); No psychological
treatment (1).
\4

Studies included in the systematic review
(n =16)

Figure 1. Study Flow Diagram
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Table 3. Included RCT Studies

Study Intervention(s) Recruited Sample No. Completed Treatment Length | Profession of Study Outcome Results of Weight Loss /
Treatment Treatment Quality Domains Significant Differences Between
No. Followed-Up | Follow-up Facilitators / Rating Groups
Clinicians
Ash et al. Group CBT 176 Obese/Overweight 115 (65%) 8 weeks Dieticians A Weight (BMI, Kg) | Weight Loss:
[56] Vs. Health CBT =IDT
Individualised Dietetic Outpatient Hospital - 769% | Well being CBT > Control (p < 0.005)
Australia Treatment (IDT) Refgrrals and P 114 (64%) 12 Months 38150 = 76% Self Efficacy: P
S Community Sample CBT = IDT > Control (p < 0.02)
Control (Written
information)
De Zwaan Group Very Low Calorie 71 Obese/Overweight | 71 (100%) 6 Months Dieticians and B Eating Behaviour | Weight Loss:
et al. [57] Diet (VLCD) + CBT for Psychiatrists Psychological CBT+VLCD = VLCD
BED Community Sample 32/50 = 64% | Weight (BMI, Ibs) [ BED Symptom Improvements:
USA S with Binge Eating 62 (87%) 12 Months CBT+VLCD =VLCD
Group VLCD Programme Disorder (BED) Improved rating on Eating Disorder
Inventory (EDI) and Three-Factor
Females Only Eating Questionnaire (TFEQ):
CBT+VLCD > VLCD (p <0.04)
DiMarco et | Behavioural guided self help 39 Obese/Overweight | 26 (66%) 3 Months Graduate B Weight (BMI) Weight Loss:
al. [58] (gsh) + Motivational Students in Psychological Beh+MI> Beh (p < 0.01)
Interviewing (M) Community Sample N/A N/A Clinical 31/50 = 62% | Eating Behaviour | Improved ratings on TFEQ:
USA Vs Psychology Quality of Life Beh+MI> Beh (p < 0.02)
Behavioural gsh
Grilo et al. CBTgsh 91 Obese/Overweight | 70 (78%) 3 Months Doctoral Level B Psychological Weight Loss:
[59] Vs Psychologists Eating Behaviour | CBT = Beh = Control
Behavioural weight loss Community Sample 37/50 = 74% | Weight (BMI) BED Symptom Improvements:
USA (BWLgsh) with BED CBT > Beh + Control (p<0.01)
S N/A N/A Improved rating on Eating Disorder
Control Examination-Questionnaire (EDE-Q):
CBT > Beh + Control (p < 0.02)
TFEQ: CBT > Beh + Control (p < 0.03)
Rosenberg Self-Esteem Scale (RSE):
CBT > Control (p < 0.03)
Jeffery et al.| Group Maintenance Tailored 213 Obese 213 (100%) 18 Months Unclear B Weight (BMI, Kg) | Weight Loss:
[60] Therapy (MTT) Treatment Proces$ MTT = SBT
vs Community Sample 158 (74%) N/A 37/50 = 74% Weight Loss Time Pattern (Stability):
USA Group Standard Behaviour MTT > SBT (p<0.001)
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Therapy (SBT)

Manzoni et | Inpatient weight loss 60 Obese 60 (100%) 5 Weeks Clinical B Weight (Kg) Weight Loss:
al. [61] treatment (Individual & Psychologists Eating Behaviour | Relaxation + weight loss groups =
Group Based) + relaxation | In patient referrals 29/50 = 58% | Psychological Weight loss
Italy (virtual reality) Improved rating on Weight Efficacy
Vs Females Only 36 (60%) 3 Months Life-Style Questionnaire (WELSQ):
Inpatient weight loss Relaxation + weight loss groups
treatment + relaxation Weight losqp<0.01)
(imagination) Emotional Overeating Questionnaire
S (EOQ):
Control (Weight Loss Tx) Imaginative relaxation groupsvirtual
relaxation + control (p<0.05)
Munsch et | Group CBT 80 Overweight / Obesq 58 (73%) 4 Months Psychotherapisty A Weight (BMI) Weight Loss:
al. [23] Vs and Masters Eating Behaviour | CBT = BWL
Group BWL With BED Students —80% | Psychological BED Symptom Improvements:
Switzerland P 51 (64%) 12 Months 40/50 = 80% Quality of Life ceroBwL
Community Sample
Schlup et al.| Group CBT 36 Overweight / Obesq 35 (97%) 12 Months CBT Therapists | A Weight (BMI) Weight Loss:
[62] Vs Eating Behaviour | CBT = Wait-list
Wait-list With BED 39/50 = 78% | Psychological BED Symptom Improvements:
Switzerland 31 (86%) 12 Months Quality of Life CBT > wait-list (p < 0.009)
Community Sample Improved rating on EDE-Q:
CBT > wait-list (p < 0.009)
Females Only
West etal. [ Group BWL + Ml 217 Overweight 202 (93%) 18 Months MDT: Clinical A Weight (BMI, Kg) | Weight Loss:
[63] Vs Psychologists, Health BWL + MI > BWL at 6 months (p <
Group BWL + Attention With Type 2 Diabetes Nutritionist, 40/50 = 80% | Process 0.01), 12 months (p < 0.02) and 18
USA Control Exercise months (p <0.04)
Community Sample 202 (93%) N/A Physiologist. Treatment Adherence:
BWL + MI > BWL at 6 months (p <
Females Only 0.006), and 18 months (p < 0.02)
Glycaemic Control:
BWL + MI > BWL at 6 months (p <
0.02)
Stahre et al.| Group Cognitive 105 Obese 57 (92%) 10 Weeks Psychologists B Weight (BMI, Kg) | Weight Loss:
64 Vs and Nutritionists Cog > Wait-list (p < 0.001
164 Wait-list From Obesity Unit 34 (60%) 18 Months 30/50 = 60% ’ ® )
Sweden Waiting list

Females Only
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Stahre et al.| Group Cognitive 54 Obese 29 (100%) 10 Weeks Social Worker B Weight (BMI, Kg) | Weight Loss:
[65] S Community Sample and Obesity Cog > Beh Control (p < 0.01)
Group Behavioural (Control Unclear 18 Months Multidisciplinary | 26/50 = 5204 | Knowledge Knowledge about obesity;
Sweden Females Only Team Cog > Beh Control (p < 0.001).
Tate et al. Internet weight loss progranmp 92 Overweight / Obesq Unclear 12 Months Masters Level B Health Weight Loss:
[66] S Counsellors Weight (BMI, Kg) [ Counselling > Weight Loss only (p <
Internet weight loss progranp Community Sample 77 (84%) 12 Months 32/50 = 64% | Psychological 0.04)
USA + online behavioural
counselling
Werrij et al. [ Group dietetic treatment + [ 204 Overweight / 162 (79%) 10 Weeks CBT Therapists | B Weight (BMI) Weight Loss:
[67] cognitive therapy Obese and Psychological Cog> Comparator (p < 0.05)
Vs Unclear 12 Months Physiotherapists| 31/50 = 6205 | Behaviour Improved rating on EDE-Q:
Netherlands| Group dietetic Community Sample CBT > Comparator (p < 0.05)
treatment + physical exercig
Wilfley et Group CBT 162 Overweight 158 (97%) 5 Months Doctoral Level A Weight (BMI) Weight Loss:
al. [68] Vs Psychologists Psychological CBT = IPT
Group Interpersonal Therapy Community Sample 155 (96%) 12 Months 38/50 = 76% | Quality of Life / Improvement in BED Symptoms:
USA (IPT) with BED Social CBT = IPT
Wilson et IPT 205 Overweight / 162 (78%) 6 Months Doctoral and A Weight (BMI) Weight Loss:
al. [69] S Obese Masters Level Psychological IPT = CBT = BWL — Overall (24
CBTgsh Psychologists 41/50 = 829% | Quality of Life / Months)
USA Vs Community and Social BWL > IPT + CBT at 12 Monthg(<
BWL referral sample with 0.01)
BED 171 (82%) 2 years Improvement in BED Symptoms:
IPT = CBT>BWL (p < 0.05)
Improvement in Self Esteem:
IPT = CBT>BWL (p < 0.05)
Improved rating on EDE-Q:
IPT = CBT>BWL (p < 0.05)
Wiltink et Inpatient Psychodynamic 267 Referred Obese | 322 (91%) 6-10 Weeks Psychotherapisty B Weight (BMI) Weight Loss:
al. [70] (Individual & Groups) and Psychiatrists| Psychological CBT = PsychD
Vs Inpatients - 66% | Health Distress and Body Image
Germany | Behavioural (Groups) 134 (38%) 3 years 33150 = 66% Social Improvements:
Eating Behaviour | CBT = PsychD
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Table 4. Considerations for future studies

Recommendations

Power calculations to ensure sufficient power;

Clarification of the method of randomisation anohtébing for RCTs;

Classification of obesity using the current WHOecglrisation (i.e. BME 30);
Standardisations of length of assessment methatiz@mtment/number of sessions;
Adequate descriptions of comparison groups;

Appropriate intention-to-treat analysis;

Adequate follow-up.
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Abstract

Background: Bariatric surgery (BS) is becoming a more commoatgepted approach to the
treatment of obesity, but little is known about tiews of patients who have undergone this
procedure. This study aims to explore obese patidmtliefs and expectations, from before and
after their laparoscopic adjustable gastric bandGB) surgery. Their views regarding the
procedure, the role of the LAGB, their own roleldaling surgery and the impact of the surgery,
were of particular interest.

Method: Eight patients were interviewed 12 months (+/- 2nihg) after undergoing LAGB
surgery. Participants were purposively recruitennfithe Glasgow and Clyde Weight Management
Service (GCWMS), on a first come basis. Each pagm completed an in-depth interview in order
to explore his/her beliefs and expectations abdAGB surgery. Interviews were transcribed and
the qualitative interview data were subject to ThBmAnalysis.

Results: Three superordinate themes emerged from the agadysi an analytic narrative was
constructed under the headings 'The Need for Sgrgélot a Quick-fix’ and ‘Importance of
Support'.

Conclusions: Although LAGB surgery results in many beneficialt@omes for patients, the
expectations they hold about surgery may affeat #glity to cope post-surgery, impacting on
weight loss outcomes. The participant accountsligigied that they have come to see the band as
an ‘aid’ and that they themselves play an importa in managing their eating behaviours.
Additionally, patients require support from a rargfesources in order to maximise outcomes. A

number of implications for clinical practice andute research are outlined.

Keywords: obesity; bariatric; surgery; patients; expectatidradiefs; thematic analysis.
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Introduction

Bariatric surgery (BS) has become an increasingfutar weight loss intervention for individuals
diagnosed as “obese” [1], for whom lifestyle apploes such as dietary and activity advice,
behavioural skills training and pharmacologicakimentions have failed to produce significant
improvements. In the past decade, much researcbeeaspublished evaluating the effectiveness of
BS, with most cases resulting in both weight lasd weight loss maintenance [2]. Obesity surgery
not only affects weightsignificant improvements in quality of life in tesmof mood disorders,
mental well-being, eating behaviours, health peioap, social interaction and physical activity
have been found [3-9]. Studies have reported réghgin levels of depression, emotional distress,
rates of antidepressant use and improvements fiacatptance [10-13]. A systematic review of
the psychosocial outcomes of BS concluded that ahéealth and psychosocial status improve for

the majority of people, resulting in improved qtiabf life [14].

Most research looking into psychological aspectdafiatric procedures has been quantitative,
using validated measures developed for other hgattblems. A small number of recent studies
have used qualitative approaches to explore patierperiences in greater depth. Ogden et al. [15]
proposed that improvements in health status, pogesy, may not only be the result of the non-
specific effects of surgery brought about by weidgs; they suggested that BS enforces a
reduction in food intake, which subsequently alfmgents’ relationship with food, helping them to
re-establish a feeling of control over their eatpajterns. In a second study, they concluded that
this imposed control limits patient choice; paradaby resulting in a renewed sense of control for
many of the patients they interviewed [16]. Intéregy, this occurs at a time when the National

Health Service (NHS) aims to empower patients, eraging self-control and patient choice [17].

Despite the growing evidence base highlighting beeefits of BS, other studies have reported
contradictory findings. Kalarchian et al. [18] aBdunders [19] both found that pre-surgical eating
patterns and problems can persist following BSci$igally, patients reported continued binge

eating, ‘grazing’ or a general lack of control ottee quantity they eat.
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Unfortunately, the media often portrays such syrges a “quick fix” and society labels obese
individuals as “lazy” and lacking self-disciplin@bese individuals not only have to deal with their
own beliefs about their weight, but also the widemmunity’s often ignorant perceptions, in order
to refute suggestions of moral failure. Throsby] [@&rried out a qualitative study identifying three
core dialogues which surgical patients used to @myyidea of individual failure: (1) the fat-prone

body; (2) childhood weight gain; and (3) life evedisrupting weight management efforts.

Patients’ beliefs and perceptions about their dinare key determinants of recovery [e.g. 21]. In
recent years, many studies investigating patieillisess beliefs/perceptions have considered
Leventhal's Self-Regulatory Model (SRM) as a cornaapoutline. This starts from the premise

that individuals are active problem solvers who ena&nse of a threat to their health by developing
their own cognitive representation of the thredtjolv in turn, determines how they respond. Early
research identified five dimensions within the dtiga representation of illness: identity;

consequences; cause; timeline; and cure or cof@l Patients’ illness representations vary
considerably within any illness population; theyt naly determine the selection of illness related
behaviour but also serve as a conceptual frame¥oorknaking sense of information from health

professionals and for evaluating the appropriatersesl efficacy of recommended treatment or
advice. Therefore, Leventhal's SRM would appeaseful and appropriate theoretical framework

to inform the exploration of patients’ beliefs agxpectations relating to BS.

Aims / Objectives

Qualitative research exploring BS has thus far $eduon patient’s experiences of surgery and the
impact it has had on their lives; however, there lbeen little consideration of patient’s views prio
to surgery. Therefore, this study aims to explobese patients’ beliefs and expectations, from
before and after their laparoscopic adjustablerigasand (LAGB) surgery, specifically relating to:
their views regarding BS; the role of the LAGB;ittmwn role following surgery; and the impact of

the surgery, both positive and negative.
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Method

Design

A retrospective, qualitative design with in-deptiterviews was utilised. A follow-up study would
have been preferable, but was rendered unfeagjttienke constraints. Following consultation with
experts in this area (Personal Communication: Co&le2009; Ogden, J., 2009), a retrospective

design was considered the most viable option.

In choosing such an approach, it is important tcawledge that concerns regarding the reliability
of retrospective reporting have previously beeredpspecifically relating to recall bias [23]; as a
result, longitudinal methods have generally beesfepred. Numerous limitations of longitudinal

research have also been highlighted (e.g. praityicabloubts about representativeness).
Additionally, evidence indicates that retrospectreports and autobiographical memory are not
necessarily and inevitably inaccurate and unstasdpecially experiences which are particularly
salient for an individual [e.g. 24-26]. Given thafGB surgery would be a highly significant event

in a person’s life, the use of retrospective act®saems justifiable.

Participants

In accordance with qualitative methodology, the aias to find a small homogenous sample for
whom the research question was personally salfit |t has been suggested that six to eight
subjects should be the minimum required for posigase projects [28], but eight to twenty

participants should be aimed for [29]. Smaller saspallow the researcher to explore the
participant’'s narratives in more depth allowing #orgreater understanding of the participants’
experiences rather than producing a ‘superficialitptive analysis’ which one may get through

using a larger sample size [30]. Given that arotimdy patients a year receive LAGB surgery

through the Glasgow and Clyde Weight ManagementiS&e(GCWMS), it was proposed that a

post-surgery sample of ten to twenty would provadeappropriate opportunity for an informative

analysis. Once thematic saturation was appareat dathering examples of meaningful themes
until no new instances of a particular category rgmk this would serve as an indication for data

collection to cease [27].
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All patients who underwent LAGB surgery within GCV#yiwho met the inclusion and exclusion
criteria for the studySee Tabld), were sent an information pack detailing the psgoof the study
and how they could participat&de Appendix 2.2)0 AGBs typically result in gradual weight loss.
Thus, in light of clinical experience, a year psstgery was chosen as an appropriate time to speak
to patients, as it was considered sufficient timetfie band to have had an effect and impact on the
client’s life, allowing for a useful exploration @heir beliefs and expectations before and after
surgery.

[INSERT TABLE 1 HERE]

Participants were purposively recruited on a fostme basis. Recruitment took place between
October 2009 and June 2010. Out of the twelve pialeparticipants approached, who were
eligible during the period of recruitment, eighspended and were subsequently interviewsse (
Table 2 for participant details)Following visual comparison witthe means and standard
deviations for allpatients’ ages and weights, pre and post surgbgey,ctirrent sample appears

representative of patients undergoing LAGB surgeétkiin the GCWMS.

[INSERT TABLE 2 HERE]
Interview Procedure
Interviews were exploratory, semi-structured, usipgn-ended questions to encourage participants
to reflect back on their experiences, thoughts &eelings regarding BS. A topic guide was
developed specifically to help participants reflent their pre-and-post beliefs/expectations about
LAGB surgery See Appendix 2).3The topic guide was flexible, its main purposénly to guide
the interviewer and provide prompts, if necesshuy, it did not explicitly control the direction of
the discussion. The participants were involved iredaling the content of the interview and
discussed their own salient experiences and bekef@rding BS. Leventhal’'s SRM was used as a
framework to inform the topics of discussion withive interview. This model was considered the
most appropriate framework for this area of ingedion, due to its focus on health related
behaviour and how people evaluate health informaadvice and treatments. The topic guide was

then piloted with a subset of the sample (n=3) 4deeas the appropriateness of the topic areas.
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Following analysis of the pilot interview transdgpno revisions of the topic guide were required

and the three pilot participants were includechminain study sample.

Interviews were conducted at the GCWMS by the ppaicresearcher. All interviews lasted

between 60 to 90 minutes. The interviews were argtorded and then transcribed verbatim by the
principal researcher, allowing him to become faanilvith the transcripts and data even before the
analysis began [28, 29]. All identifying informatiavas removed and participants were assigned a
pseudonym to preserve anonymity. Once the anafysisess was completed and checked, each

recording was destroyed.

Ethical Issues
Prior to the study commencing, ethical approval wgased from a Local Research Ethics
Committee $ee Appendix 24dand practice was informed by The British Psychmlal Society

(BPS) Code of Ethics & Conduct [31].

Data Analysis

The analysis was guided by the emergent interviemes rather than by any model [e.g. 22] in
order to avoid imposing constraints on the analydilowing consultation with an expert in the
field of qualitative research (Personal CommungatiCoyle, A., 2009)Thematic Analysis (TA)
was chosen as the method of qualitative analysig,iga highly flexible approach that can be used
across a range of epistemologies and researchiangedt also provides a platform for a clear and
transparent definition of the theoretical positerstudy is taking in its approach to analysing its

data [32].

Thematic analysis differs from other analytic methahat seek to illustrate patterns across
qualitative data, such as Grounded Theory (GT) nterpretative Phenomenological Analysis
(IPA). Both GT and IPA seek patterns in the datd,dve theoretically bounded. IPA is attached to
a phenomenological epistemology, which gives egmee primacy and is about understanding

peoples’ everyday experience of reality in ordeg&in an understanding of the phenomenon in
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question [30]. GT, however, comes in a variety efsions [33]. Regardless, the goal of a GT
analysis is to generate a plausible and usefuryhafcthe phenomenon that is grounded in the data
[27]. In contrast to IPA and GT, Braun and ClarB@][argue that TA is a method which is not
wedded to any pre-existing theoretical frameworkerfore, TA can be used within different
theoretical frameworks and used to do differemtdhiwithin them. Given TA does not require the
detailed theoretical and technological knowledgamgroaches such as GT and IPA, it can offer a
more accessible form of analysis, particularlytfuyse with no previous experiences of qualitative
research. Given that this was the principle reseais first experience of qualitative work, thissva

a key element in his decision to use TA. Additibnalithin their 2006 paper on the use of TA,
Braun and Clarke detail a series of decisionsrésgarchers must make in order to understand and
make clear their theoretical position towards tlesin TA. In doing so, it is hoped that others will
be able to more easily evaluate the piece of reBemrd to compare and/or synthesise it with other
studies. Furthermore, it provides greater claritydther researchers wishing to repeat or carry out
similar/related studies in the future. This focustansparency of approach was another important

factor in selecting TA for this study.

An inductive, semantic and realist approach to Taswarried outif accordance with32] pp.81-

93). The analysis was data-driven, taking a singtance to exploring participants’ views as in IPA
[30], as it was concerned with each individual'sspaal perception/account of LAGB surgery as
opposed to an attempt to produce an objective ataufthe event itself [32; 34-35]. The analysis
was an iterative and cyclical process, initiallghing for shared themes between the transcripts and
searching for patterns gemantic content, followed by interpretation, whitiere was an attempt to
theorise the significance of the patterns and thedader meanings and implicatiod®r each
interview a coding sheet was constructed, follownegeated reading of the data. This sheet
contained all possible themes and sub-themes fr gderview. From the individual summary
sheets, an overall list of themes was constru@gdontinually referring to the transcripts, themes

were refined and grouped into clusters to form suonate themes.
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Reflexivity

An inductive, semantic and realist approach to Ta#swhosen by the principal researcher as he was
concerned with understanding the patients’ own exibje views on LAGB surgery, which is
lacking in the current BS literature. In taking Buan epistemological stance, the personal
experiences, meanings and the reality of parti¢gpaould be explored, interpreted and reported.
Furthermore, within a semantic approach, patieghitimns are a central analytic concern [32]. As
the principal researcher’s clinical training hasintyafocused on cognitive approaches to the
assessment, formulation and treatment of patigragthological presentations, understanding and
interpreting the explicit, surface level meanindsparticipant data was well within his level of
competence. It is important to note, however, that process of interpreting the participants’
cognitions is complicated by the researcher's ownceptions [36, pp218-219; 37]. Whilst the
principal the researcher is not obese or had BSasepreviously gained adequate experience of
working with obese patients through clinical work tinderstand the challenges which this
population face and was aware of the limitationaaf-surgical interventions. Furthermore, he had
become impressed with the effectiveness of surdmrirecognised that surgery is not an ‘easy’
choice and presents with its own difficulties amanplications. It is therefore possible that such
views influenced the qualitative analysis carried within this study. Nonetheless, in recognition
of the potential for bias in interpretation, a set@nd experienced qualitative analyst, who had no
prior interaction with the members of this patiegrbup either professionally or personally,
analysed a sample of threeanscripts blind to the principal researcher’slgses and identified the

same themes.

Results

Participants were able to communicate and reflectheir beliefs, expectations and experiences
prior to and throughout the first year since ttmirgery, and three broad super-ordinate, or level
two themes, were identified. Nearly all the pap#its commented that they had found it cathartic
and valuable to reflect back on their experienceshe past year. Importantly, none of the
participants reported any difficulty recalling hatvey were thinking and feeling prior to their

surgery. The findings are discussed and presemteer uhe main themes: ‘The Need for Surgery’,
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‘Not a Quick-fix' and ‘Importance of Support.” Amalytic narrative was constructed and extracts

from the transcripts are presented to illustragetiiemes [32].

The Need for Surgery
This superordinate theme is comprised of three @ulgvel one, themes, which are consistent with
the participants need and ultimate decision to Ha&6&B surgery. The sub-themes are “Long

history of struggling to lose weight”, “Motivatiorier surgery” and “Last and only option”.

“Long history of struggling to lose weight”

The experience of trying to lose weight was a ghayee for the participants and they each
described, in detail, a history of weight cyclit@sing and regaining weight. The majority had been
overweight for most of their lives and had atterdptegany methods of weight loss (e.g. slimming
clubs, medication, ‘fad’ diets). Participants repdrpreviously losing large amounts of weight, in

short periods, but experienced difficulties atténgpto maintain the weight that they lost:

“It was a constant battle with losing lots of weighen putting it all back on and more every time”

[Janice, Page (P) 2, Line (L) 12].

Each participant reported experiencing periodsgfiicant frustration with their inability to eidr
lose weight or maintain their weight loss, oftermparing themselves unfavourably to other
people. They often conveyed a sense of disappoirtthat weight loss was something that they
were constantly pre-occupied with, yet it felt uteabable to them. Some also felt that reaching the

stage of eligibility for surgery was a sign of tai on their part:

“The way I've looked at it...when | got the band, ethwas maybe the wrong way to look at it, was

I've failed. Getting the band was a sign of failuyeu can’t lose weight!TRachel, P19, L15].
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The majority attributed their weight problem to tfrs such as pregnancy, illness or genetics.
Nonetheless, a number recognised the influencehibadrical (i.e. significant events), contextual
(e.g. family support, income, opportunities) and/gmelogical factors (i.e. thoughts, feelings,
behaviours) have in maintaining their weight proide Many described finding it difficult to cope
with stressful situations and feeling they had iveraative means of managing other than turning to

food:

“Let me fall in love | would do fantastic, but theamething bad happens and | would balloon. It is

related to my mood; it goes back to my past expeeég of loss'[Sarah, P5, L28].

“Motivations for surgery”
All of the participants were knowledgeable abowt liealth implications of obesity and described a

desire to be healthy as their main motivation &#léng surgery to lose weight. For example:

“l found out | have polycystic ovary syndrome, whis one of the things that you have weight gain
attached to it and | also had very high blood pteesand constantly sore backs, so it was more for

health reasons”[Fiona, P1, L5].

The impact of their weight and co-morbid healthuess on their quality of life was another factor

that many highlighted:

“l just wanted a life back again, to be able to fgo a walk without all the painkillers and be able

to go outside again]Margaret, P3, L18].

Being healthier and fitter for their family anddnds, not only themselves, was an additional

motivating factor which several participants noted:

“It's my goal to be able to be able to live for family and play with my grandchildren, pick them

up and have fun with thenjdanice, P11, L4].
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None of the participants reported the impact ofrthweight on their psychological health as a key
reason for wanting surgery; however, several hapat having the LAGB might have beneficial

effects psychologically through the improvementthigir quality of life.

“Last and only option”
Most of the participants described carefully comioghe decision to have BS. They all reported
realising gradually over time that they were noingoto lose weight on their own and having

exhausted all other weight loss methods, felt B&tvas the only option left available to them:

“| felt surgery was the last option for me...for sopeople probably surgery isn’t the answer but |
felt that because of my eating habits it would bar. nfe it was over 20 years in the making to get

to this point”[Lesley, P1, L18].

Some of the participant reflections suggestedttiet perceived their previous weight loss attempts
as ‘futile’, requiring unrealistic levels of effoand their subsequent weight re-gain as something
that they felt no control over. Several reporteelifggs of ‘hopelessness’, noting little control ove
what or the quantity they ate; thus, they were isgeksupport from an external source.
Significantly, some described how both their owargeand their families concerns about their

health, specifically that they may die at an eadg, left them with no other choice:

“I was dying a slow death, cause | just couldn'themyself...I was a prisoner in the house by this
time, | couldn’t do any exercise, | couldn't do Hrigg because | was far too heavy...l was gonna
either die a slow death or die on the operatingl¢adnd if | was gonna die I'd rather die on the

operating table”’[Margaret, P1, L30].

Not a Quick-fix
This super-ordinate theme contains three sub-themswscifically “Miracle cure”,“Learning

process” and “Personal responsibility”, which destaate participants changing views of surgery.

Page | 51



“Miracle cure”

When reflecting back on their views of LAGBs prior their surgery, all of the clients described
having high expectations. However, through the @sscof preparation for surgery, within the
GCWMS, which highlights both positive and negativespects of surgery, alongside what is
required of the patients, some began to approazisutgery from a more realistic viewpoint. For
example, Rachel acknowledged that despite her hémesurgery she tried not to set her

expectations too high:

“I'll be honest, | tried not to...cause | tried tode weight so often in the past, | didn't try to pd

much expectation on myse[Rachel, P10, L31].

Nonetheless, many retained their high expectations:

“l thought the band was gonna cure everything,dught the band was going to be my saviour, |

thought | would wake up and everything would fabiplace” [Lesley, P15, L45].

A number of the participants acknowledged thatrtbgin desire for surgery, and a “quick-fix”,

might have caused them to overlook the advice fiaelybeen given:

“At meetings...you sit there and you go ‘oh it doesio’ that?'...but there is a little bit at the back

of your brain that still thinks that it will[Gillian, P12, L43].

Participants described in depth how it soon becapparent to them that any ideas they held of the

band being a “miracle cure” were misguided:

“You think it's gonna come and clump you over teadif you reach for chocolate biscuits...you
think the band is just going to say ‘uh uh’...of amuit doesn’t happen like that...it just doesn't

stop you buying rubbish[Lesley, P12, L47].
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Subsequently, for some, the band failed to livetauphe expectations that they previously held.
Two patients reported experiencing periods of degiom as a result. All the participants anticipated
that weight loss would start immediately; howewbey described how initially the band provided

little restriction. Consequently, the speed of weilpss was an aspect that a number felt let down

by:

“The disappointing part was its taken a year sitive surgery before | actually felt that the surgery
was effective. All the time up till then I nevdt festricted up until the last (band) fill[Gillian, P4,

L14].

Every participant discussed the role of the mediafiorming their own perceptions of BS. They all
felt misled by the media’s portrayal of LAGB, withany expressing anger and frustration at the
messages delivered through TV, magazines and npergpaSubjects explained that they felt it was
important for the public to know the reality of liay LAGB surgery in order to dispel the myth

that it is a “quick-fix":

“l would love to write to one of those magazinesl @ay to them ‘you are painting a rosy picture
for everybody, it's no rosy picture’...they are nabirging out the work that's got to be

done...which is disillusioning people...giving peopled hope’[Margaret, P6, L45].

“Learning process”

The majority of participants stated that the yedlofving their surgery had been a “huge learning
curve” in which their beliefs and expectations abdbe role of the LAGB had changed
significantly. Particularly, they noted coming termns with the amount of work that they are

required to do in order to have a successful ouécfsom surgery:

“It isn’t until you get the band you think ‘oh they right...this is gonna be hard'[Margaret, P15,

L7].
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Through a great deal of research and preparatidy,aocouple of participants felt they were truly
prepared for their own role post surgery. Everilsgy still recognised that they had learned a great
deal during the first year and that some of thiawe had adapted over time, reporting a process of
“trial and error” learning, specifically relating tvhat they could eat with the LAGB. Their change

in eating behaviours was highlighted as the mairggte which they faced post surgery:

“When it's been too tight and it's made me vomirgsingle day, you know, | have hated it. | have
really resented the fact that it is there, just dnese it has been such a struggle sometimes...it
doesn’t stop you eating the wrong food and that'prablem...because it's easy to turn to the

wrong foods’[Lesley, P10, L48].

Over time, most described gaining greater conti@r dheir eating habits, but stressed that they
continue to experience periods of difficulty andstration. Despite each participant reporting
positive outcomes following surgery (e.g. weighsdpgreater independence, increased activity,
reductions in medication), many noted acceptintyshegery hadn’t quite impacted on their weight
as much as they had expected. Additionally, a nurabatinued to struggle with psychological
issues post-surgery (e.g. low mood, self-esteemly rmage distress, emotional eating), that they

had hoped might have been helped by having theatiper

“You just want to be ‘normal’ and not bingeing...mmaions still rule a lot of my eating habits”

[Janice, P14, L11].

As a result of the successes and struggles expedein the first year post-surgery, most
participants described learning to look at the psscand outcomes of surgery in different ways.
Specifically, many no longer see “success” as simgignificant weight loss, taking into

consideration the other positive changes in thisr Alongside this, participants highlighted the

importance of viewing surgery as an individual s
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“The whole process is different for everyone...soritidage tonnes of weight really quickly and it
is hard not to compare yourself to them...you rehlyve to focus and learn from your own

experiences’[Fiona, P6, L44].

“Personal responsibility”

The participants each described their perceptiaefband changing over time, with most stating
that they now viewed the band as an “aid” as oppdsea “cure”. Patients are required to make
sustained efforts in order to maximise the outcoaidbeir surgery, with many viewing themselves

as the “key to success”:

“Well | see it now as about 80% me, 20% the barefok | think it was probably the other way...I
thought the band did most of it for you and youl@dasically just swan about and it did all the

work and now | realise its not that way at all...bknit's up to me’[Lesley, P12, L30].

Participants emphasised the serious commitmentishegquired, with a number explaining that

they felt they have had to demonstrate their déidican order to justify to themselves and others
why they deserved this surgery. Some informed tthey had encountered resentment from others
(e.g. friends, work colleagues) suggesting thatais not “necessary surgery”. As a result, they felt

a lot of pressure to succeed:

“Not only do | have to justify to myself, but al®y family, the NHS tax payers. You want to be able

to walk back into hospital and show everyone wioat lyave been able to achieve...to make them

feel it was worthwhile and not a waste of theirdiemd money[Janice, P15, L21].

A number of the participants described frustra@brseeing other surgical patients not making the

necessary commitment following their operation:
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“l was getting frustrated and angry at people sayloh | can’t eat a full pot of stew’...Why would
you want to eat a full pot of stew when you haveaaly had this band on? That's a waste of

resources if you are gonna carry on that wéglfargaret, P7, L13].

Many discussed the continuing importance of applyifestyle changes post surgery, emphasising
the relevance of information learned during traditl weight loss interventions, relating to
behaviour change, dietary advice and exercise. thefess, most stated that they continue to
“battle” with their relationship with food and fethat the efforts they were making would be

required for the foreseeable future:

“With this, a lifestyle change is a lifestyle chahg.It's for the rest of your life[Gillian, P17,

L27].

Finally, every participant advised that anyone aering LAGB surgery take time to consider if it

is the right option for them:

“Think very carefully about it. Know that they cagally commit to it and all that it entails... that
they do feel confident they can make the effodpés take a lot...more than | thought it would. |
don’t think you can ever be truly prepared for haowch you have to work at it everyday. Don’t do

it for the wrong reasons. Try and figure out if tiraing is right for you”[Sarah, P24, L1].
Importance of Support

This final super-ordinate theme consists of two-thdmes, specifically “Cannot do it alone” and
“Patient perspective”. Participants described icredible depth the need for patients to be

supported $ee Appendix 2.5 for example of interview transgrip

“Cannot do it alone”
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As most participants anticipated that the band diod “the majority of the work”, they reported
thinking that they would require minimal levelssafpport following their surgery; however, many

reflected on the fact that they could not have dopigh the band without supports in place:

“l thought | was superwoman and | could do it withaupport but | actually realised that | need

that” [Sarah, P7, L32].

A number did not expect that the preparation preeesl supports available within GCWMS would
be beneficial. Yet, they came to value the rolehselements play in maximising their ability to

cope with the band:

“You have been to support groups...you've had theéselling...you've had the chance to face up
to things...speak to the surgeon, and so...yeah | afly rpleased...| think | was frustrated at
first...but with hindsight, it's a good thing...l anadll went to my doctor and she didn't say ‘okay

we’ll send you to a surgeonfLesley, P2, L21].

Participants often reflected on the need for supfrom many sources, including professionals
(dieticians, psychologists and physiotherapisenilfy/friends, and fellow surgical patients. They
also highlighted the need for support to be avildoth pre-and-post surgery, and for that support
to continue to be available over time. Psycholdgscgport and preparation appeared of particular

value to this groups of patients:

“For once in your life you felt as though somebadys actually listening to you because you're
crying out ‘please help me, | can’t do this on mynband for once somebody saw that and was
there to ‘egg you on'...it was like you come to tiusnp in the road and you can't get over that

hump...but they gave you that wee pudhargaret, P3, L35].

Many also felt support from family was key:
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“My family have been so good...it's such an importtdning to have the people you love around

you to keep you realistic about things and give @oost every now and thefBarah, P22, L35].

Some reported that their family were unsure abdutther they should proceed with surgery and
subsequently tried to include them as much as Iplessi the preparation process to help them
understand their need for surgery, and what theydcdo to help. One participant described how
she was aware that her “desire” for surgery madéfitult for her to be objective so relied on her

family to aid her decision process:

“l took my sister with me in case | only listenedvthat | wanted to hear. She was there to ask the
sensible questions and about the potential problérisnk that is really important cause its quite

natural that | would only want to hear the positagpects’[Fiona, P4, L19].

Some stated that family should become more roytimeblved in the surgical preparation process,
in order to reduce outside influences which mayaoton the patient’'s ability to adhere to post

surgical lifestyle changes.

“Patient perspective”
Participants overwhelmingly reported the importamdéehearing the experiences and views of

patients who had also underwent BS:

“l don’t think that people who don't have strugghegth food really will understand how much the

surgery is needed...patients views need to be hdaadfiice, P15, L27].

Within the GCWMS, the informal support groups rangurgery patients were deemed an essential

resource by all, even those who were unable todti#&ithough all the participants noted the value

of professional advice, the patients’ perspectias wonsidered essential:
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“To let them know it's not a miracle cure...ratheathjust coming from professional§¥argaret,

P20, L5].

A number of patients reported a sense of stigmanardaving the band, but having the support of
fellow patients helped to ease that feeling. Fingarticipants regularly highlighted the need for
more accessible forms of support for patients, garticularly the ability to communicate with

fellow patients:

“l only think that you can really learn from otheirs the same place as you, but with the support of
experts. | would like if they could have more supgmups or even online support group networks

or something. Even on Facebook, that would be Yrgktnice, P16, L38].

Discussion

The main aim of this study was to explore patiebt&diefs and expectations about LAGB surgery
from before and during the year following their ogi®n. Three emergent superordinate themes,
specifically ‘The Need for Surgery’, ‘Not a Quickf and ‘Importance of Support’, were

identified.

The first theme suggests that people decide wimsity surgery as a result of long histories of
repeated failed attempts at more traditios@lutions.Differing to previous studies [e.g. 16, 38],
participants endorsed a more biopsychosocial apprdawards understanding their weight
problems, as opposed to a biological model thaftsshiesponsibility away from their own
behaviours. This may have been influenced by tlyehmdogical input they received through the
GCWMS. Participants recognised a sense of lackoatrol over their weight and weight loss
attempts, fuelling their desire for something thaduld assist them with losing weighthis,
alongside significant and longstanding motivatiofaaitors, appears to have influenced their final

decision to have surgery.
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Within their accounts, participants reflected onittexperiences of surgery, focusing both on the
consequences specific to surgery and those reguftiom weight loss. Specifically, most
participants reported greater control over theiingabehaviours, resulting in weight loss and

improved quality of life, consistent with previogsalitative and quantitative findings [e.g. 7, 15].

The second and third qualitative themes identifieel unique to this study. The participants noted
that their expectations before surgery were ofterealistic, many believing surgery would be a
“quick-fix”, despite receiving professional led gigal preparation. Those who were particularly
unrealistic in their beliefs appeared to “strugglee most following their operation. Despite
imposed control over their eating, some particigapsychological state appeared to play a part in
their behaviours, often resulting in difficulty aating to the lifestyle changes required post-syrger
and seemingly poorer weight loss outcomes. Paaintgp highlighted the role of the media in
influencing their pre-surgery beliefs about LAGB®=d expressed anger and concern at the
“misleading” messages portrayed by the media tontlder public. Patients felt they had to justify
their need for surgery in order to manage othemplgeperceptions, similar to Throsby’s [20]

findings.

Each participant described “learning” over timenfrtheir successes and struggles with the LAGB,
comparable to the ‘journey’ described by patient©gden et al.’s study [16]. Significantly, they
recognised that their views about the role of thady their own role and future weight loss, had
changed. Participants emphasised their own rol@arimising successful weight loss following
surgery, with many reporting that they now beli¢gvat they themselves hold the “key to success”
and advise that patients must be fully committedbiider to successfully work with the band.
Finally, although they see themselves as ultimate$ponsible, participants expressed a need for
support from professionals, particularly psycholagyl family/friends. They stressed, however, the
power of the patient perspective in educating thaise were either thinking about having surgery,

or have had surgery and require support.
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Obesity managememuidelines [39, 40] provide little information ohet preparation and support
required for patients undergoing LAGB surgery, ioatarly those with mental health difficulties,
merely suggesting that dietetic and psychologiagppsrt would be advisable. Research is
emerging, however, that suggests that patient stymbeys an important part in the outcome of
bariatric patients, echoing the views of particigaim this study. Albano et al. [41] examined the
psychological status of 128 patients who underii&@B surgery and found better outcomes for
clients who received psychological input. Alongsikis, Scholtz et al. [42] evaluated the long-term
outcomes in LAGB patients for a full range of DSM-llefined psychiatric and eating disorders.
One third of the patients studied were diagnosel aimental health disorder and they found that
the development of postoperative binge eating dexo{BED) or depression strongly predicted
poor surgical outcome, but pre-surgical psychidaators alone did not. This emphasises that pre-
surgical psychiatric assessment alone cannot grasliicome; an absence of preoperative
psychiatric illness does not preclude the posgpitif postoperative psychiatric sequelae,
particularly BED. Both studies recommend that seysimust care for patients individually by

providing an integrated biopsychosocial model gt in bariatric teams.

Interestingly, a recent systematic review evaluéitedole of social support and its associatior wit
weight loss following BS [43]. Ten studies wereritiied, five reporting on support groups and
five relating to other forms of social support (damily). All the studies examined found a postiv
association between post-operative support andhivigs, with support group attendance after BS
associated with greater outcomes. This study tbereAdds weight to the argument that post-

surgical support is not only beneficial but alsaotal in achieving best possible outcomes.

In order to avoid imposing constraints on the asialythe interviews were not analysed within the
context of Leventhal's SRM of illness behaviour.vBl¢heless, themes about the participants’
illness representations are reflected in the ammalysll of the participants interpreted social
messages from health care professionals, familyoaridends about their weight and their main
motivations for seeking surgery were predominatidalth reasons. They were knowledgeable

about the consequences of obesity and were abbtimulate their reasons for attending the
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GCWMS for treatment. They appeared to recognise ttigy lacked control over their eating,
affecting their chances to lose weight. As a rediéy saw BS as the only intervention left
available to them. Over time, they appear to haxevaluated the role of surgery and its

effectiveness, specifically from a “cure” to andai

Conclusions

Overall, this study highlights that although LAGBrgery results in many beneficial outcomes for
patients, the expectations that they hold abowgesyrmay affect their ability to cope post-surgery
and possibly influence their weight loss outcon&secifically, the participant accounts highlight

that they see the band as an ‘aid’ and that themslelves play an important role in managing their
eating behaviours, contrary to what many had gatedd prior to surgery. Additionally, patients

require support from a range of sources (i.e. gs¥mals, family/friends and patients) in order to

gain maximum benefit.

Study Limitations

It is important to acknowledge that the sampleuited was small and less than hoped for; however
thematic saturation was evident, therefore a lasgerple may have been of little additional benefit.
Although the findings cannot be generalised dubecsmall sample size, it is important to consider
theoretical generalisability and the contributibattthis study makes to the existing literatureuéibo
LAGB surgery. Furthermore, it is important to ren@g that the three superordinate themes
presented resulted from the researcher's own irg&gon of the data. Positively, however, the
second analyst also identified the same superdsditteemes. Additionally, given the use of a
retrospective approach, it must be acknowledgedpdudicipants’ recall of events prior to surgery
may be inaccurate. Moreover, only females, who ween within the GCWMS, participated in the
current study. Again, this limits the generalisiypibf the findings given the views of male patgent
are not examined. Finally, patients who have urmleggsurgery in different clinical settings, where
the surgical protocol may be more or less rigorinas in the current context, may differ in their

views.
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Implications for Clinical Practice

The findings from the current study provide som@antant considerations for clinical practice.
Patients’ expectations for surgery need to be adde not only before surgery, but also after.
Thorough multidisciplinary preparation and follow-usupport appears to be beneficial.
Psychological support appears of particular vale should be routinely provided, especially for
those meeting psychiatric diagnoses. Furthermdre, use of patient support groups appears
beneficial and should be incorporated into the ofetup, alongside encouraging family
involvement for these patients. Support groups lmarprovided at various stages in the surgery
process. Separating into pre and post groups wmerdaps allow for the discussion and support to
appropriately match patient-need at various stagéigh current resource pressures on health
services, from a service provision perspectiveugsocan also be an efficient way to provide after-

care.

Implications for Future Research

It would be desirable to prospectively follow-upecits in order to accurately gain their views
before and following surgery. It would be of intsrdo investigate how long patients require
support and whether gaining support not only enésinweight loss, but also weight loss
maintenance. The mechanisms which make supporpgreffiective need to be further examined in
order to establish what is most beneficial to patieAdditionally, the current qualitative data wbu

be utilised as a basis for developing a questioartaat would assess patients’ expectations of BS.
This would allow for a larger scale study of whetlieose who are more realistic in their views
prior to surgery do statistically better in termsveeight loss than those holding less adaptive
beliefs. Finally, female bariatric patients fornethajority of those participating in psychological
research; therefore, it is imperative that malevgi@are examined in order to ensure services meet

the needs of all clients.
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Table 1: Inclusion & Exclusion Criteria.

Inclusion Criteria Exclusion Criteria

« Participants aged 18 and above, who were 42 Do not speak English as a first language.

+/-
months (+/- 2 months) post LAGB procedu e. Unable to give informed consent.

* Participants currently attend the GCWMS for H isual or hearing i . ¢
post-surgical follow-up. ave a severe visual or hearing impairment,

which prevented them from engaging with
« Participants have completed a range | of the research materials.

lifestyle interventions through the GCWMS. Cli ho had . d 1.:
before being considered for surgery. lents who had experienced any traumatic

experiences because of their surgery excluded
« Each participant was deemed suitable [for as this may bias their recollection of events
surgery following: a medical review; [a  surrounding their surgery.
surgical information session; psychological
assessment; and, a dietetic assessment
including completion of a trial diet (over |a
two week period).

*  Written informed consent was required fram
all participants prior to the start of interview.
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Table 2: Details of interviewees.

Participants | Sex| Age | Weight at Time since Weight at time | Weight Lost
(Pseudonym operation in LAGB surgery | of interview in | in Kg
kg kg
Rachel F 48 121.6 14 months 103.4 18.2
Gillian F 50 123.8 12 months 105.1 18.8
Margaret F 49 155.0 13 months 120.3 34.7
Lesley F 39 133.5 12 months 122.4 111
Sarah F 50 170.0 12 months 136.7 33.3
Valerie F 56 95.6 13 months 90.4 5.2
Janice F 51 113.6 12 months 103.6 10.00
Fiona F 40 117.2 12 months 101 16.2
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Abstract

Trainee Clinical Psychologists are actively encgathto reflect on all aspects of their training

experience in order to build a greater awareneskedf developing skills and aid their continuing

professional development. The National Occupati@taindards (NOS; 2002) for Psychologists
outline key roles in which applied psychologistssinioe competent. This reflective account details
a series of reflections concerning a significaaining experience, where | was asked to lead the re
development of a psychological treatment progranmihe. process of this project is described and
a number of reflections relating to my professiogriwth in key NOS skill areas are highlighted.

Gibbs’ (1988) model of reflection is used to infothe reflective process. The utility of this model

Is considered, alongside areas of my practiceréuatire further development.
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CRITICAL REFLECTIVE ACCOUNT
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Abstract

Clinical psychologists are increasingly expectedeémonstrate reflective practice concerning their
continuing professional development, both withieithnitial training and career post qualification.
This reflective account enabled me to consider mg development during a six month placement
working in a specialist medical setting. Elemeritdahns' (1994) model for structured reflection
were used to guide the reflective process, spatlificelating to the establishment and subsequent
leading of a clinical psychology service within @&dical ward environment. Johns' model enabled
me to reflect on my own feelings and actions bathing) and following the experience, and identify
growth in a number of fundamental National Occupal Standard (NOS; 2002) skills required of
psychologists. Skills requiring further developmeané discussed, alongside the value of Johns’

model for encouraging reflective practice.
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APPENDICES

Appendix 1.1 — Publication Guidelines

Obesity Reviews - An Official Journal of the International Associatio n for the Study of
Obesity

All contributions should meet the following criteria:

Not be published elsewhere. All authors must give consent to publication in a cover letter and disclose potential
conflicts of interest by filling in the new disclosure form that has been adopted by all journals that are members of
the International Committee of Medical Journal Editors (ICMJE). The form can be downloaded from the Journals
website or here, and no paper can be published before the information has been received from all the authors of a
submitted paper. Please see http://www.icmje.org

The corresponding author should provide, if possible, a fax number and e-mail address to speed communication
with the Editors.

The Editors retain the usual right to modify the style and length of a contribution (major changes being agreed with
the corresponding author) and to decide the time of publication.

Manuscripts

Papers (in English) should be submitted online at http://mc.manuscriptcentral.com/obr. Authors will need their
entire manuscript in electronic format.

They must be written in English and are subjected to editorial review. Articles should be the equivalent of 8-
10 printed pages. It means that the text and references included should not exceed 5000 words. It does not
include tables and figures. Any manuscript exceeding this length will have to be reduced during the revision
process to less than 5,000 words. Alternatively, authors unable to limit their articles to 5,000 words, may
opt to pay a page charge of £80.00 for each additional printed page. Full details and guidance on the
preparation of all material (text, tables and figures) can be found here.

Possible comments and suggestions of the editor may be sent to the author(s), who authorise(s) the publication of
the article in the revised form. Proof reading will be reduced to a minimum.

General advice about the presentation of manuscripts:

. All pages should be numbered.

° The name and address and telephone and fax numbers of the author to whom correspondence and proofs
should be sent should be included on the title page and the covering letter.

. Do not use abbreviations.

. All scientific units should be expressed in SI units.

. A copy of the manuscript should be kept by the authors for reference.

. An acknowledgement of receipt of the manuscript will be sent by the Journal.
° Manuscripts rejected for publication will not be returned.

. Once a paper is accepted the authors are asked to sign a form assigning copyright to International
Association for the Study of Obesity. Authors will be required to assign copyright in their paper to the
International Association for the Study of Obesity. Copyright assignment is a condition of publication and
papers will not be passed to the Publisher unless copyright has been assigned. To assist authors an
appropriate Exclusive Licence Form will be supplied by the editorial office. Alternatively, authors may like
to download a copy of the form from the journal website at www.blackwellpublishing.com/pdf/OBR _ELF.pdf

Title Page

The title page should contain: (1) the title of the article, (2) the name of each author (first name and surname
preferred), (3) the name of the department(s) and institution(s) to which the authors belong, (4) three to four key
words, (5) a running title, (6) acknowledgements, (7) address of corresponding author and e-mail address, (8)
potential conflicts of interest.

Text

Review articles should be divided into: (1) abstract (about 200 words), (2) introduction, (3) text subdivided in
paragraphs, (4) conclusion or discussion. Authors are particularly encouraged to use tables, diagrams and figures.
Personal conclusions and practical applications are welcome.

Tables
Type each table on a separate page; number tables consecutively and supply a brief title for each. Each table
should have a caption. Cite each table in the text in consecutive order, using Arabic numbers.

Page | 74



Figures

We would like to receive your artwork in electronic form. Please save vector graphics (e.g. line artwork) in
Encapsulated Postscript Format (EPS), and bitmap files (e.g. half-tones) in Tagged Image File Format (TIFF).
Detailed information on our digital illustration standards is available on the Blackwell Publishing homepage at
http://authorservices.wiley.com/prep illust.asp. Letters, numbers and symbols should be clear and even
throughout, and of sufficient size so that when reduced for publication the item will still be legible; titles and
detailed explanations should be included in the legend for illustrations, not in the illustrations themselves. Cite each
figure in the text in consecutive order.

If a figure has been published, acknowledge the original source and submit written permission from the copyright
holder to reproduce the material. Legend for illustrations should be typed on a separate page, with Arabic numbers
corresponding to the illustrations. When symbols, arrows, numbers or letters are used to identify parts of the
illustrations, explain each one in the legend. Explain the internal scale and identify the method of staining in
photomicrographs.

References

References should be cited numerically in the order they appear in the text. Identify references in text, tables and
legends by Arabic numerals in parentheses or as superscripts; authors of unpublished work which has not yet been
accepted for publication must be included in the text only (e.g. J-P Després & MJ Stock - unpublished data).
References should be listed and journal titles abbreviated according to the style used by Index Medicus; examples
are given below.

Examples of journal references:
1. Castonguay TW, Dallman MF, Stern JS. Some metabolic and behavioural effects of adrenalectomy
in obese Zucker rats. Am J Physiol 1986; 251: R923-R933.
2. Cann PA, Rovati LC, Smart H, Spiller RC, Whorwell PJ. Loxiglumide, a CCK-A antagonist, in irritable
bowel syndrome: a pilot multicentre clinical study (Abstract). Gastroent 1993; 104: A486.
3. Maher VMG, Thompson GR. Analysis of evidence from cholesterol-lowering and regression trials. J
Drug Dev Suppl 1990; 3/1: 199-203.
4.
Examples of book references:
1. Lissner L, Bengtsson C, Lapidus L, Larson B, Bengtsson B, Brownell KD. Body weight variability and
mortality in the Gothenburg Prospective Studies on men and women. In: Bjorntorp P, Rossner S
(eds). Obesity in Europe 88: Proceedings of the First European Congress on Obesity. Libbey:
London, 1989, pp 55-60.
2. Paul AA, Southgate DAT (eds) McCance and Widdowson's The composition of foods. 4th edn.
HMSO: London, 1978.
3. National Research Council. Diet and health, National Academy Press: Washington DC 1989.

Examples of web references:
1. Beckleheimer, J. (1994). How do you cite URLs in a bibliography? [WWW document]. URL
http://www.nrlssc.navy.mil/meta/bibliography.html

Abbreviations

Abbreviations should be explained at the beginning of the manuscript and listed in the order in which they appear.
Avoid abbreviations in the title and in the abstract. Drug Names. Generic names should, in general, be used. If an
author so desires, brand names may be inserted in parentheses.
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Appendix 1.2 — Detailed Search Strategy

Text Word Search Terms

Psychological Therapies:

1. ((art or aversion or behavio?r or cognitiv* @gaitiv* analytic or colo?r or dance or dialectitshavio?r
or gestalt or interpers* or Mental?i?ation basedasic or milieu or mindful* or person cent* oredfit cent*
or psychodynamic* or play or psychoanalytic* or litgaor rational emoti* or relax* or transactionakr
motivational or counsel* or acceptance or interpeasd) adjl (psychotherap* or therap*)).tw.

2. (behavio?r modific* or CAT or CBT or crisis imntion* or DBT or IPT or MBT or mindful*
meditation* or MBCT or mindful* based cognitive* érap* or psycho?drama* or paradoxic* techni* or
psycho?education* or role play*).tw.

Obesity, Overweight or Weight Loss:

1. (weight adj1 (reduc* or loss or lose or losimggain* or cycling or maint* or decreas* or watcht diet*
or control*)).tw.

2. (Body mass index or BMI).tw.

3. (obes* or adipos* or over?eat* or over? feed*owernutrition or binge eating disorder* or fat dead
syndrom* or hyperphagia or Pickwick* syndrom* orBer willi syndrom*).tw.

Randomised Control Trials:

1. ((RCT or random* or alloc* or assign* or contror FOLLOW?UP or prospectiv* or cross?over or t)in
adjl (stud* or trial* or design®*)).tw.

2. ((singl* or doubl* or trebl* or tripl*) adj1 (hd* or mask*)).tw.

Adult Population:
1. (adult*).tw.

Subject Heading Search Terms

Psychological Therapies:
exp Psychotherapy/

Obesity, Overweight or Weight Loss:

body weight/ body weight changes/ or weight gamdeight loss/ or adiposity/ or body mass indexiairst
circumference/ or waist-hip ratio/ weight changeiveight control/ or weight fluctuation/ or weight
reduction/ Hyperphagia/ obesity/ or body weighbdiker/ or abdominal obesity/ or morbid obesity/ exp
overweight/ exp Overnutrition/ exp body fat distriion

Randomised Control Trials:

exp Epidemiologic Research Design/ exp epidemiclagudy characteristics as topic/ exp epidemiologic
studies/ controlled clinical trial/ or exp clinicalal/ or exp controlled study/ or exp randomizsghtrolled
trial/ exp randomization/ clinical study/ or intertion study/ or longitudinal study/ or major ctial study/

or prospective study/ or retrospective study/ eixpental design/ or between groups design/ or faliow
studies/ or repeated measures/ or quantitative adsthreatment effectiveness evaluation/ or clindeadits/

or mental health program evaluation/ or psychotheutic outcomes/ or treatment outcomes/ or evidence
based practice/

Adult Population:
adult/ or middle aged/ or young adult/ exp middiec
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Appendix 1.3 — Quality Criteria Assessment Sheet

Quality Checklist: Psychological Interventions @besity in Adulthood: A Systematic Review

Author:

Title:

Year of
publication:

Journal Title:

Completed by:

PAPER SECTION ITEM DESCRIPTOR INCLUDED
And Topic
TITLE & ABSTRACT How participants were allocated to Psychological vs. Yes=1
11 comparison interventions (e.g., “random allocation,” es=
' “randomized,” or “randomly assigned”) No =0
In the abstract, description of the 1. experimental treatment, 2. All5=2
comparator, 3. care providers, 4. centres, and 5. blinding status
1.2 2.4=1
No=0
MAX SCORE = 3
INTRODUCTION Scientific background and explanation of rationale Yes=1
Background 2
No=0
MAX SCORE =1
SAMPLE 31 The population, and how it was identified/recruited clearly stated Yes=1
Participants ' No=0
The characteristics of the participants and controls included in Yes =1
3.2 the study clearly described to allow adequate comparisons to be
made No=0
Participants matched to an appropriate control/comparison Yes=1
3.3 | group (i.e. do not differ significantly)
No=0
Population homogenous with respect to diagnosis (i.e. all clients Yes=1
3.4 are overweight or obese)
No=0
MAX SCORE =4
DESIGN / METHOD Inclusion/exclusion criteria clearly specified and appropriate to Yes=1
4.1 | test hypotheses
Assessment No=0
Generally accepted diagnostic criteria used to confirm obesity Yes =1
4.2 diagnosis (e.g. BMI 2 25-30 kg/m?; waist measurement; waist-
to-hip ratio) No=0
Potential co-morbid physiological disorders assessed [/ Yes = 1
4.3 screened for -
No =0
Psychological well being / psychological disorders/symptoms Yes (minimum anxiety and
4.4 measured using reliable and valid tools (e.g. BDI-Il, BAl, HADS, depression / Qol) =1
' SF36)
No=0
Are assessments independent of treatment i.e. carried out by Yes=1
4.5 | independent assessors not therapists No =0
Clear explanation / justification for assessment criteria / Yes=1
4.6 | measures used No =0
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Measurement tools been used at appropriate time points in Yes=1
4.7 | relation to the design and focus of the study No =0
Interventions 5.1 Precise details of the interventions (experimental treatment and
Comparator) intended for each group and how, by who and Yes=1
when they were actually administered No = 0
Description of the different components of the interventions and,
when applicable, descriptions of the procedure for tailoring the Yes=1
5.2 interventions to individual participants
No=0
Details of how the interventions were standardized (i.e. Yes =1
5.3 manualised, length of treatments etc)
No=0
Details of how adherence of care providers / participants with
54 the protocol was assessed / enhanced Yes=1
' No=0
Objectives Clearly described and specific aims / objectives / hypotheses Yes=1
6
No=0
Outcomes Clearly defined outcome. Preferably defined as primary (i.e.
change in weight or BMI / size measurement) and secondary
outcome measures (e.g. morbidity i.e. diabetes, cardiovascular Yes=1
7.1 . €-g. morbidily 1.€. ' :
disease, osteoarthritis; mortality i.e. death from myocardial No=0
infarction, stroke; well-being and quality of life; psychological
functioning)
Methods used to enhance the quality of measurements (e.g., Yes=1
7.2 multiple observations, training of assessors) No =0
o =
Sample Size Sample size is greater than 27 in each therapy group or how Yes 1
8 sample size was determined (i.e. a described and adequate
Power calculation) No=0
Randomisation — Method used to generate the random allocation sequence, Yes (use of computer-
Sequence Generation including details of any restriction (e.g., blocking, stratification) generated random number
tables) =2
Partly (use of alternation,
9 case record numbers, birth
dates etc) =1
No (or randomised, but
methods not described) =
0
Randomisation — Method used to implement the random allocation sequence _
. 10 (e.g., numbered containers or central telephone), clarifying Yes=1
Allocation Concealment whether the sequence was concealed until interventions were No = 0
assigned
Randomisation - Who generated the allocation sequence, who enrolled Yes=1
Implementation 11 participants, and who assigned participants to their groups No = 0
Blinding (Masking) Whether or not participants, those administering the Yes (all3)=2
interventions, and those assessing the outcomes were blinded
12.1 | to group assignment Partly (1/20f 3) =1
No=0
Whether or not those administering co-interventions were _
blinded t - t Yes=1
12.2 inded to group assignmen
No= 0
If blinded, method of blinding and description of the similarity of Yes=1
12.3 | interventions
No=0
Statistical Methods Statistical methods used to compare groups for primary Yes =1
13 outcome(s) and, if applicable, methods for additional analyses,
such as subgroup analyses and adjusted analyses No=0
Overall Design 14 Study design appropriate to test the hypotheses Yes=1
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No=0

MAX SCORE = 25

RESULTS

Participant Flow

Flow of participants through each stage (a diagram is strongly
recommended, but can be described in text)—specifically, for

each group, report the numbers of participants randomly Yes =1
15 assigned, receiving intended treatment, completing / not
completing the study protocol, and analyzed for the primary No=0
outcome; describe protocol deviations from study as planned,
together with reasons
Implementation of Details of the experimental treatment and comparator as they
Intervention were implemented (i.e. within results section, description of Yes =1
16.1 treatment groups and their implementation as the trial
progresses e.g. satisfaction, changes to protocol, quality of No=0
intervention etc)
Assessment of adherence to treatment protocol or treatment _
: Yes=1
16.2 quality reported
No=0
Assessment of therapist competence reported Yes=1
16.3
No=0
Recruitment Dates defining the periods of recruitment and follow-up Yes=1
17
No=0
Baseline Data Baseline demographic and clinical characteristics of each group Yes = 1
18 analysed
No=0
Numbers Analysed Number of participants (denominator) in each group included in _
each analysis and state the results in absolute numbers when Yes=1
19.1 h .
feasible (e.g., 10/20, not solely percentages; can be reported No=0
like 10/20 (50%))
Part of Analysis was by “intention-to-treat” Yes=1
19.2
No=0
Analyses appropriate to the design and the type of outcome Yes=1
19.3 | measure
No=0
Outcomes and Estimation For study outcomes, a summary of results for each group and Effect size, plus summary
comparisons included (i.e. means, SDs, p-values, confidence statistics = 2
intervals), plus estimated effect sizes .
20 Summary statistics only =
1
No=0
Ancillary Analyses Address multiplicity by reporting any other analyses performed, _
21 including subgroup analyses and adjusted analyses (e.g. Yes=1
increasing the significance level), indicating those pre-specified No = 0
and those exploratory
Adverse Events All important adverse events or side effects in each intervention _
group (e.g. why people have dropped out, have people reported Yes=1
22 . . . " g
dissatisfaction with treatment, has there been any difficulties No= 0
during treatment)
MAX SCORE = 13
DISCUSSION / Interpretation of the results, taking into account study Yes = 1
CONCLUSIONS 23 hypotheses and limitations B
Interpretation No=0
Generalisability Generalisability (external validity) of the trial findings discussed Yes=1
24
No=0
Recommendations Recommendations for clinical practice or future research Yes=1
25 discussed in relation to the findings
No=0
Overall Evidence Conclusions drawn directly link to the results achieved Yes=1
26
No=0

MAX SCORE =4
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Total:

/50 =

%

QUALITY RATING: A HIGH QUALITY (75%+)
B MODERATE QUALITY (50-74%)
C POOR QUALITY (0-49%)

RATER COMMENTS / NOTES:

O a
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Appendix 1.4 — Inter-Rater Qutcomes

Article Score Overall Quality

Rating / %

Comments / Resolution

Munsch et al. 2007 RS =40/50 | A (80%)

JS =40/50 | A (80%)

N/A.

Ash et al. 2006 RS =37/50 | B (74%)

JS =38/50 | A (76%)

- Difference of opinion on whether raters were indemient
of treatment. On review of article it was agreed thaters
were independent. Rater RS raised his score to 38)ltieg
in both agreeing the paper warranted an A rating.

Jeffery et al. 2009 RS =37/50 | B (74%)

JS =35/50 | B (70%)

- Disagreement on clarity of inclusion exclusioitesia.
After discussion on review of the paper it was adréhat the
criteria were established to an acceptable levelJ&h
increased her rating by 1 (36/50 = 72%).

- Disagreement about clarity of details on inteti@rs.
Agreed after discussion that the paper did notigmthe
necessary detail and RS subsequently reduced hislsgd
(36/50 = 72%).

- Changes made did not influence overall rating.

Manzoni et al. 2009 RS =29/50 | B (58%)

JS =29/50 | B (58%)

N/A.

Wilfley et al. 2002 RS = 41/50 | A (82%)

JS =43/50 | A (86%)

- After discussion JS agreed that co-morbid phygsjichl
conditions had not been accounted for and redueeddore
by 1 (42/50 = 84%).

- JS also acknowledged that the method of blindiad) not
been made clear, again reducing her score by 544/
82%).

- Changes made did not influence overall rating.

DiMarco et al. 2009 RS =31/50 | B (62%)

JS =31/50 | B (62%)

N/A.

Stahre et al. 2005 RS =27/50 | B (54%)

JS =25/50 | B (50%)

- After discussion RS agreed that the inclusioniesioh
criteria was not clearly specified and reducedshare by 1
(26/50 = 52%).

After discussion JS agreed that the groups wereoapiptely
matched and increased her score by 1 (26/50 = 52%).

- Changes made did not influence overall rating.

West et al. 2007 RS =40/50 | A (80%)

JS =40/50 | A (80%)

N/A.

QUALITY RATING:

A HIGH QUALITY (75%+)

B MODERATE QUALITY (50-74%)
C POOR QUALITY (0-49%)
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Appendix 2.1: Obesity SurgenAuthors Submission Guidelines

CONFLICT OF INTEREST DISCLOSURE

All potential benefits in any form from a commetqiarty related directly or indirectly to the sutfj®f this
manuscript or any of the authors must be acknovddddf no conflict exists, authors should state the
following note in a separate section of the maripsafocument text, before the list of referencebe T
authors declare that they have no conflict of iegér

ORGANIZATION OF MANUSCRIPTS
Please type manuscripts (including references) ledesfiaced with one-inch wide margins. Number the
pages consecutively and organize the manuscripeinrder indicated below.

MANUSCRIPT FORMAT
Title Page. The title page should include:
o] The name(s) of the author(s)
A concise and informative title
The affiliation(s) and address(es) of the author(s)
The e-mail address, telephone and fax numbersafdiresponding author
Include a short title (not to exceed 30 charadtelsngth, including spaces
between words) for use as a running head
o] The authors must disclose any commercial intehedtthey may have in the
subject of study and the source of any financiahaterial support

O o0Oo0oo

ABSTRACT. The Abstract for Research Articles anéhicbhl Reports must be not more than 250 words
and should be written under the headings: BackgtoMethods, Results and Conclusions. The Abstract
should not cite any references. Spell out eacheafidted term in full and follow with the abbreviatithe
first time a particular term is used. For examplé&rasound (US). Three to ten key words shouldofell
the abstract. Where possible, the key words shioeilthken from the Medical Subject Headings (MeSH)
of the Index Medicus.

TEXT. Since each of the manuscript types noted alman cover a great number of topics and concepts,
word limits are difficult to set. We instead requésat your article remain succinct and to-the-poin
providing a detailed account of your findings aribervations. The peer review process typically will
verify whether or not the paper is too long or boief.

The text should typically be organized into thddwaing sections/headings: Introduction, Materiatsl a
Methods, Results, Discussion, References, Tabbgends for Figures.

Use a normal, plain font (e.g., 12-point Times Raojrfar text

Double-space the text

Use italics for emphasis

Use the automatic page numbering function to nurttbepages

Do not use field functions

Use tab stops or other commands for indents, meosplace bar

Use the table function, not spreadsheets, to naled

O O0OO0Oo0Oo0Oo0Oo

REFERENCES. The list of References should onlyuidelworks that are cited in the text and that have
been published or accepted for publication. Petsmoramunications and unpublished works should only
be mentioned in the text. Do not use footnotesnoinetes as a substitute for a reference list. Reéer
list entries should be numbered consecutively.

Citations in the text should be identified by numsb@ square brackets. Some examples:

1. Negotiation research spans many disciplines [3].

2. This result was later contradicted by Becker @aligman [5].

3. This effect has been widely studied [1-3, 7].

For Journal Articles: The sequence for a journtitler should be: author(s); title of paper; journaime
abbreviated as in the Index Medicus, year of pakibn, volume number and first and last page number
When there are more than three authors, shortdmee and add ‘et al’, e.qg.

Cadiere GB, Himpens J, Vertruyen M et al. The werfulst obesity surgery performed by a surgeoa at
distance. Obes Surg 1999; 9: 206-9.

For Chapters of a Book: The sequence for chapfeasbmok should be: author(s), chapter title, edijto
book title, edition, place of publication, publishgear, page numbers, e.g.

Angel A, Winocur JT, Roncari DAK. Morbid obesitythe problem and its consequences. In: Deitel M,
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Authors are responsible for ensuring that the dishtains all references cited in the text, in order
accurately.

ACKNOWLEDGMENTS. Acknowledgments of people, graritsids, etc. should be placed in a separate
section before the reference list. The names afifighorganizations should be written in full.

TABLES
o] All tables are to be nhumbered using Arabic numerals
o] Tables should always be cited in text in conseeutivmerical order
o] For each table, please supply a table heading
o] The table title should explain clearly and congighe components of the table
o] Identify any previously published material by gigithe original source in the

form of a reference at the end of the table heading

o] Footnotes to tables should be indicated by supptdomwer-case letters (or
asterisks for significance values and other stediktiata) and included beneath
the table body

STATEMENT OF HUMAN AND ANIMAL RIGHTS
When reporting experiments on human subjects, asitfwould indicate whether the procedures followed
were in accordance with the ethical standards efré@sponsible committee on human experimentation
(institutional and national) and with the Helsifdéclaration of 1975, as revised in 2000.

STATEMENT OF INFORMED CONSENT
Patients have a right to privacy that should notirffeénged without informed consent. Identifying
information, including patients’ names, initials, fmspital numbers, should not be published intemit
descriptions, photographs, and pedigrees unledsfibrenation is essential for scientific purposesl éhe
patient (or parent or guardian) gives written infied consent for publication. Informed consent fos t
purpose requires that a patient who is identifidldeshown the manuscript to be published. Idemtifyi
details should be omitted if they are not essen@almplete anonymity is difficult to achieve, howey
and informed consent should be obtained if thesnisdoubt. If identifying characteristics are adtkto
protect anonymity, such as in genetic pedigreethoasi should provide assurance that alterationsado
distort scientific meaning and editors should steno
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Appendix 2.2: Research Participant Information Sheeand Consent Form

bla

University NHS
of Glasgow e e

and Clyde

Patients’ beliefs and expectations relating to bari atric surgery

We would like to invite you to take part in a research study. Before you decide, you need to
understand why the research is being done and what it would involve for you. Please take time to
read the following carefully. Please ask if there is anything that is not clear or if you would like more
information.

Who is conducting the research?  The research is being conducted by Ross Shearer and Dr
Sarah Wilson from the Department of Psychological Medicine, alongside Dr Susan Boyle from the
Glasgow & Clyde Weight Management Service.

What this study is about? The present study aims to explore and compare patients’ beliefs and
expectations about bariatric/obesity surgery, as well as looking at the impact it has had on their
lives, both positive and negative. This is important because if we can understand more about
people’s experience of gastric band surgery and the impact it has had on their life, it will help the
hospital services know what supports are required in order to make the surgery as successful, for
each patient, as possible.

Why have | been invited to take part? We would like to speak to people who have had their
gastric band for around a year to find out more about their experience of having the band.

Do | have to take part? Itis up to you to decide. We will describe the study and go through this
information sheet, which we will then give you. You will be asked to sign a consent form to show
you have agreed to take part. You are free to withdraw at any time, without giving reason. This
would not affect the standard of care you receive or your future treatment.

What is involved? | would ask to meet you for around 60-90 minutes at a Glasgow Weight
Management Service site, normally within Mansionhouse Unit, Langside, or an alternative
community NHS location, if possible. If you find this is too long | could come back to finish the
interview, with your consent. There are no right and wrong answers, and you are free to decline to
answer any question you do not feel happy to answer. If you give me consent | will audio record the
interview. This recording will only be used for the purposes of this research. Some of your
comments may be directly quoted when the research is written up; however, each comment will be
completely anonymised. If you made a disclosure suggesting that you or others are at risk, | would
act professionally and appropriately, respecting limits to your confidentiality. If | felt you were
deemed in need of medical or psychological input, this would be discussed with the you and | would
recommend that the appropriate figure at the hospital contact your GP.

What happens to the information?  Your identity and personal information will be completely
confidential and known only to the researchers. The information will remain confidential and stored
within a locked filing cabinet. The data are held in accordance with the Data Protection Act, which
means that we keep it safely and cannot reveal it to other people, without your permission.

What are the possible risks and benefits of taking part?
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Risks: There are no direct risks from taking part, although some people may feel uncomfortable
talking about their experiences.

Benefits: It is hoped that by taking part in this research, you will be providing valuable information
regarding your beliefs and expectations about bariatric surgery. This would be extremely helpful,
because if we can understand more about your, and others’, experience of gastric band surgery
and the impact it has had on your life, it will help us know what we can do to support patients in the
future who are thinking of having bariatric surgery.

Who has reviewed the study? This study has been reviewed by an NHS Greater Glasgow &
Clyde local research ethics committee.

If you are interested in taking part?  If you would like to take part, please complete the tear-off slip
below and return it in the stamped addressed envelope provided (No stamp required ).
Alternatively, please contact Ross Shearer on **** *x* *x*x gr Susan Boyle on **** *** xxxx |f youy
would like some further information about the study, please do not hesitate to contact us.
Alternatively, if you would prefer to talk to an independent person, out with the research team,
please contact Dr Marie Prince, Clinical Psychologist, gn **** xxx sk

If you have a complaint about any aspect of the stu  dy? If you are unhappy about any aspect of
the study and wish to make a complaint, please contact the researcher in the first instance, but the
normal NHS complaint mechanisms is also available to you.

Thank you for your time and co-operation.
(Tear off Slip)

Research Study: Patient’s beliefs and expectations relating to bari atric surgery

Chief Investigator: Ross Thomas Shearer

Trainee Clinical Psychologist (University of Glasgow / NHS Greater Glasgow & Clyde)

Participant Name Signature

Telephone

For office use: An exploration of obese patient’'s b eliefs and expectations relating to

bariatric surgery, using Thematic Analysis. Partici pant number:
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&

. . Ross T Shearer, MA(Hons)
UIllVCrSIty Trainee Clinical Psychologist ..NH’E,
University of Glasgow /

O.fGlang V\/ NHS Greater Glasgow & Clyde G“’S,‘.E’é";;?jeg"w

Tel kkkk kkk kkkk

Patient’s beliefs and expectations relating to bari atric surgery

Consent Form Please initial box

I confirm that | have read and | understand the participant information sheet (Version 4) for the
above study and that | have been given the opportunity to ask any questions relating to the study.

| understand that | am under no obligation to participate in this study. It is entirely voluntary and |
can withdraw at any time, without giving a reason and that this will not affect any aspect of my care.

| am aware that the interview will be recorded by the researcher, Ross Shearer, and only used for
the purposes of the research study, as described in the participation information sheet.

| am aware and understand that the researcher, Ross Shearer, may publish direct quotations said
by me during the interview, but that these will be anonymised.

I understand that all names, places and anything that could identify me will be removed and nothing
that identifies me will appear for others to see.

I understand that sections of my medical notes may be looked at by the research team, where it is

relevant to my taking part in the research. | give my permission for the research team to have
access to my records.

| agree to take part in the above study.

Name of participant: Signature of participant:
Name of researcher: Signature of researcher:
Date
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Appendix 2.3: Topic Guide

The following questions were used as a guide andvide topic prompts for the interviewer to utilise
throughout the patient interviews:

- Can you tell me a little about how you came tedha gastric band surgery?
- What do you believe is the role of band you hiaze fitted?

How do these beliefs compare to those held prigoto surgery?
- What do you believe is your role in having a gasiand?

How do your current beliefs about your role comparehose you held prior to your
surgery?

- What are your current expectations for changeaghitdoss) from having the band fitted?

How do your current expectations about change coenpethose held before having the
band fitted?

- What are your beliefs/expectations about the soae for change (weight loss)?

How do your current expectations about the timéesica change compare to those held
before having the band fitted?

- What are your current beliefs about the roleowicf and exercise in your life?
Has your beliefs about the role of food and exercisanged since having the surgery?

- How long do you expect you will have to make lifestyle changes required for the gastric banbdeo
effective?

How do your current expectations about the len@itinte you will be required to make
these changes compare with the views you held twisuargery?

- What has been the impact of the surgery on yaality of life? (adjustment in general)
Relationships? (role etc); Views of significantent$r?; Activity?; Work?
Has the surgery had the impact you expected?
- What has been the impact of the surgery on yody® (i.e. losing weight, effects on skin etc).
Has your body changed as you expected?
- What are your current views on bariatric surgery?
How do your current views compare to your viewsitefore your surgery?
- What do you now think is the best / worst thitgat having the surgery?
What did you expect would be the best / worst tldhgut having the surgery?
- How have you coped with successes / disappoinsifetiowing the surgery?
What do you do to cope with having the gastric [afi@. Coping strategies - Linking to
previous treatments — what have they learned sihéahas helped, skills they have to

bring, supports they can draw on etc).

Has how you cope changed from before you had thd fitied?
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- What do you now think about your future havingl lae gastric band surgery?
How do your current views about the future comgaréhose held prior to surgery?
- Would you have the surgery again?

- What advice would you give some who is goingddrand now?
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Appendix 2.4: Ethics Approval Letter

NHS
WoOSRES Greater Glasgow

e 5 n
West of Scotland Research Ethics Service and Clyde
West of Scotland REC 4
Ground Floor — The Tennent Institute
Western Infirmary
- e = — 38 Church Street
o = Glasgow G11 6NT
Date 11 September 2009
Your Ref
Our Ref
Direct line 0141 211 2482
Fax 0141 211 1847
E-mail rose.gallacher @ggc.scot.nhs.uk
B Dear Mr Shearer
Study Title: An exploration of obese patient's beliefs and

expectations relating to bariatric surgery, using
Thematic Analysis

REC reference number: 09/S0704/52

Protocol number: 1

The Research Ethics Committee reviewed the above application at the meeting held on 04
September 2009. Thank you for attending to discuss the study.

Ethizai opinicn
The Committee thanked Mr Shearer for attending to discuss the study.

The Committee asked the researcher several questions which were answered to their
satisfaction, namely:

(1) Why the study was being conducted retrospectively. The Committee suggested that he
consider adding a pre bariatric surgery group for comparision to the study.

(2) Why there was a gap of one year between contact with participants.

The members of the Committee present gave a favourable ethical opinion of the above
research on the basis described in the application form, protocol and supporting
documentation, subject to the conditions specified below.

Ethical review of research sites

The favourable opinion applies to all NHS sites taking part in the study, subject to
management permission being obtained from the NHS/HSC R&D office prior to the start of
the study (see “Conditions of the favourable opinion” below).

Conditions of the favourable opinion

Delivering better health
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The favourable opinion is subject to the following conditions being met prior to the start of

the study.

Management permission or approval must be obtained from each host organisation prior to

the start of the study at the site concerned.

For NHS research sites only, management permission for research (‘R&D approval’) should
be obtained from the relevant care organisation(s) in accordance with NHS research
governance arrangements. Guidance on applying for NHS permission for research is
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk.
Where the only involvement of the NHS organisation is as a Participant Identification
Centre, management permission for research is not required but the R&D office should be
notified of the study. Guidance should be sought from the R&D office where necessary.

Sponsors are not required to notify the Committee of approvals from host organisations.

It is responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).

Approved documents

The documents reviewed and approved at the meeting were:

Document Version Date

Covering Letter 2 20 August 2009
REC application

Protocol 1 20 August 2009
Investigator CV

Participant Information Sheet 2 20 August 2009
Participant Consent Form 2 20 August 2009
Letter of invitation to participant 2 20 August 2009
Letter from Sponsor 10 August 2009
Interview Schedules/Topic Guides 4 20 August 2009
CV for Academic Supervisor 20 August 2009
Letter from Dr Jason Ellis (MRP Proposal) 14 July 2009

A letter from Dr Sue Turnbull 08 June 2008
Research equipment, consumables & expenses form 2 20 August 2009

Membership of the Committee

The members of the Ethics Committee who were present at the meeting are listed on the

attached sheet.

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees (July 2001) and complies fully with the Standard Operating

Procedures for Research Ethics Committees in the UK.

After ethical review

Now that you have completed the application process please visit the National Research

Ethics Service website > After Review
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You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

¢ Notifying substantial amendments
e Adding new sites and investigators
e Progress and safety reports
¢ Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

We would also like to inform you that we consult regularly with stakeholders to improve our
service. If you would like to join our Reference Group please email
referencegroup@nres.npsa.nhs.uk.

| 09/S0704/52 Please quote this number on all correspondence

With the Committee’s best wishes for the success of this project

Yours sincerely

R Gl bchiey

Dr Brian Neilly
Chair

Email: rose.gallacher@ggc.scot.nhs.uk
Enclosures: List of names and professions of members who were present at the

meeting and those who submitted written comments
“After ethical review — guidance for researchers”

Copy to: Darren Gibson, Research & Development Management Office
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Appendix 2.5: Example of Interview Transcript

| = Interviewer
P = Participant

Interview

Notes / Codes

Okay... you'd mentioned there that you had difféng@reparation and follow-up
meetings with psychologists, with dieticians...

Uh hu, | went to physiotherapy as well...but agiiwas quite painful because |
was so heavy...but | did give it my all, | reallyeti it... | wanted to make the most
of the supports available to me.

- Valuing supports

From what you have been saying it really soufidsyou put a lot of effort in.... so
you had those different meetings before and dfieistrgery... can you tell me a
little more about how those periods were for you?

It was brilliant, absolutely brilliant... because bnce in your life you felt as thoug
somebody was actually listening to you becausergatrying out ‘please help me,
can’t do this on my own’ and for once somebody Hzat and was there to ‘egg yo
on'...it was like you come to this hump in the roal gou can't get over that
hump...but they gave you that wee push‘you can do it, you will’... which was
brilliant, it was absolutely brilliant...

h- Positive experience of suppor
I
u- Lacked self belief

- Help with motivation

Yeah... it sounds as though that gave you a Idtogfe. ..

Yeah, but | mean, don’t get me wrong, a lot af¢eand that when | wasn'’t losing
weight but they were so sympathetic to you and tsided your feelings and thing
was taken into account as well, which | thought afasolutely marvellous....I mea
they told you about the loose skin and things tiiea you were going to have to fa
because now the plastic surgeons are not so keemtve this unless there is a
medical reason, so how were you going to deal thig?...well... to me | just put a
jacket on over it, its only loose skin, | can deih that... it's the fat | cant deal
with...because | mean that wisnae a problem... | thbugli a wee bit loose skin
that’s not gonna harm anybody, you can cover that @hm, and | mean,
psychology-wise... Gill really really got you reaftyepared for it so that you knew
exactly what was going to happen and, | mean | lsdgbSean and then Leanne
(Dietician’s) took over, and they were with methlt way, all the way through
helping me with the food side of things...

- Difficult periods / struggles
5 - Felt understood
n
ce Prepared for difficulties

- Coping with effects of surgery
- Importance of psychological

preparation

- Range of supports

It seems as though that's been something thavgaeally valued?

Yeah, | mean | would recommend this weight mamege team to anybody becau
it is much better than trying to go it alone... ifybave got the support of the grou
yeah, it's a lot better than trying to go it alonéf you've got the willpower to do it
on your own then fine, but my willpower was low, s8if-esteem was low so |
needed the help.

se Support a positive thing
py

- Seeking external support

Okay... seems though that was really important/fmr to have that help there ...

And as | say as for the run up for the surgdwy help was there all the way... |
mean, if you had any quibs about it you just phamg@nd one of them would mee
up or tell you over the phone whatever you wanteshered... | really wasn’t sure
what help | would need before the surgery. Fromtwhad heard prior to
considering the surgery in the media, | thoughiobably wouldn’t need much
support from anybody, but soon after my surgesalised | needed support....
There was so much happening in my body, my mintlithasn’t sure about....eve
with preparation before hand. | wanted somebodsetifehere was a problem |
could get in touch with...so | presume.... no | neethedhelp there, so that the
information was there and the help was there if yeeded it... it is important that
support is available after the surgery in my eyes.

t
- Unsure of level of supports
required prior to having surgery
- Influence of media
- Quick shift in views relating to

N support

- Post surgery support essential

Okay, so it... that information and support wasikade for you...

They were only a phone call away...Yeah... and it Wams totally amazed...

- Valued support

Page | 92



although | was really quite hungry for a long tiafeer the surgery, but | also had
my fiancé at home.... he was weighing everythingfoume and tried to help me t
not eat anything | wasn’t allowed to get which wa&solutely brilliant.... You know
things that | might not be able to eat with thedyahat might get stuck.... | never
really thought | would be having to think about doia this way....it was hard but

D

- Family support alongside
professionals

my fiancé was really great... We actually call hinolie Dietician’ now because at - Unanticipated change in

one point | had to get Gill and Leanne to write lidetter to tell him to let me have
another Wheetabix (Laughter)....he would only lethage half of one...two or
three beans less as well, so yeah, | would get tbammite home to him to say ‘look
shes allowed a wee bit more extra now...” (more laaigh. but ehm | had that
support now at home as well which was absolutedagso that, | think that's what
works, the support in it all was absolutely briflia

D

relationship with food

- Range of supports appreciate

So that support at all levels then...

Uh hu you really need support at home as weteén, some days | mean my
fiancés gonna keep you in touch with reality... Itdve a Saturday, that's my che
day so | go down to my sisters and she’ll maybeagéhinese meal in or an indial
mean, whereas mine is just a wee tea plate arsd hawve a wee bit of her meal an
get a bar of chocolate on a Saturday and its réafiy{laughter)...I look forward to
a Saturday and then its diet all the rest of theknagain... you have to keep on to
of things you know, but have a life as well othesgvijou would never keep it up. |
came to realise that it was a lifetime change sdter my operation, which | hadn't
really expected before | got the band. | somehawmght it would be for a few year
then | would be able to manage myself. But the hamehat helps me cope and thé
people around me....I think it would be really havdtbpe with the band on your
own....

- Family support alongside

aprofessionals

d

D

{ Life balance

- Treating self to maintain
motivation
- Lifetime change — change in

s expectation

D

- Band as “aid”

- Supports essential to process

And now, looking back having had the surgeryyda feel that having the support|
is something that is necessary for people?

Definitely... definitely... uh hu, because | meamdf people read these
magazines, they read, they put in the good bitsiathe gastro band, they don't pu
in the work you have to do with the gastro barginit an easy option, and its very|
hard because you don'’t have any restriction at figu have got to be restrictive tg
yourself... and | mean, its up to you if you wangtothrough that operation and
have benefit at the end of it you have to be yoretia be 100% sure that's what

t

- Misleading media messages

- Personal responsibility

you want to do...and | was at that stage, that's whatnted...l wanted it more than- Knowing it's the right option

anything else...but at the same time | still thouggforehand that the band would
do a lot of the work, even with the professionalirtg me | would have to do a lot

of the work myself otherwise | would be unsuccelssfu

- Expected band to do work
despite preparation (unrealistic
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Appendix 2.6: Major Research Project Proposal

Major Research Project Proposal in part fulfilment of the Doctorate in Clinical

Psychology qualification (University of Glasgow)

An exploration of obese patients’ beliefs and expec tations relating to bariatric

surgery, using Thematic Analysis

Date of Submission: 13/7/09
Matriculation Number: 0207328
Version: 7

Word Count: 3569
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Abstract

This study aims to explore and compare obese psitibeliefs and expectations, from before and
after their bariatric surgery, specifically relgfito: their views regarding the procedure; the dfle
the gastric band; their own role following surgesmd, the impact of the surgery, both positive and
negative.

Participants:

Ten to twenty patients will be interviewed 12 manitt/- 1 Month) after undergoing bariatric
surgery. Prior to the main study, a pilot phasd Wwé conducted (n=3). Participants will be
purposively recruited from the Glasgow and Clydeighie Management service, on a first come
basis.

Method:

Each participant will be asked to complete an iptdenterview, informed by a topic guide, in
order to explore his or her beliefs and expectatamout bariatric surgery.

Analysis:

Qualitative data from the in-depth patient intevwsewill be subject to Thematic Analysis.

Practical Applications:

This exploratory study will allow an initial compson between client’s beliefs and expectations
before and after surgery, and investigate whetienetare differences between the two stages. This
information will be useful clinically, as patientstliefs and expectation are known to affect their
adherence to treatment. In addition, this may guwtieeh supports are required at each stage, in

order to maximise surgical outcome for each patient

Page | 95



Introduction

Bariatric surgery has become an increasingly popwleight loss intervention for individuals
diagnosed as “obese” (ICD-10; WHO, 1994), for whitiestyle approaches such as dietary and
activity advice, behavioural skills training andapmacological interventions have failed to produce
significant improvements. In the past decade, atgteal of research has been published evaluating
the effectiveness of such surgery, finding in meastes that surgery results in both weight loss and
weight loss maintenance (Torgerson et al., 200hglet al., 2002). However, obesity surgery does
not only affect weight, with a number of studiesding significant improvements in quality of life

in terms of mood disorders, mental well-being, tiegerceptions, social interaction and physical
activity (De Zwann et al., 2002; Karlsson et aP9&; Boan et al., 2004; Weiner et al., 1999).
Encouraging results have been found relating tahmspgical morbidity, with Horzwarth et al.
(2002) reporting a decrease in antidepressant alkeving bariatric surgery. Additionally, two
further studies found reductions in psychologicarinidity including depression and emotional
distress (Vallis et al., 2001; Van Gemert et ab98). Finally, a systematic review of the
psychosocial outcomes of bariatric surgery by Hezpet al. (2003) concluded that mental health
and psychosocial status improve for the majoritypebple after bariatric surgery resulting in

improved quality of life.

The vast majority of research looking into psyclgatal factors related to bariatric procedures has
used quantitative methodology, using pre-existimlidated measures taken from other health
problems. Recently, however, a small number ofistutave used qualitative approaches in order
to explore in greater depth the experiences oepttiundergoing such procedures. For example,
Ogden et al. (2005) suggested that improvementeatth status, following surgery, may not only
be the result of the non-specific consequencesuajesy brought about by weight loss. In
particular, they highlighted the specific impactloé surgery itself, suggesting that bariatric etyg
enforces a reduction in food intake, which subsetiyealters patient’s relationship with food,
helping them to re-establish a feeling of contnrotheir eating patterns. At this time, the Nadlon
Health Service (NHS) aims to empower patients, eraging self-control and patient choice. In a

further qualitative study, Ogden et al. (2006) oagain provided evidence in opposition to this
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perspective, as they found imposing control andtiligp patient choice paradoxically resulted in a

renewed sense of control in many of the patierdy ihterviewed.

It would be anticipated that this type of surgergwd have a huge impact on patients’ lives,
especially relating to their eating behaviour. Bbed however, the results of published studies have
been surprisingly inconsistent. A number have fopost-surgical decreases in binge eating (Boan
et al., 2004), hunger (Lang et al., 2002), and emat eating (Horchner et al., 2002); however,
other studies have proposed contradictory findirkg®. instance, Karlarchian et al (2002) and
Saunders (2004) both revealed that pre-surgicaigephatterns and problems can persist following
bariatric surgery. Specifically, patients reportetinued binge eating, ‘grazing’ or a general lack

of control over the quantity they eat.

Despite the vast amount of positive research im dinéa, it is also often found in clinical practice
that many patients continue to struggle with thedight following bariatric surgery, especially

those who receive a band as opposed to a bypassrtwrately, the media often portrays such
surgery as a “quick-fix” and society label's ob@sdividuals as “lazy” and lacking self-discipline.

This view is somewhat uninformed, as those whoiveca band are required to be proactive
following surgery and asked to apply many of theawioural strategies previously attempted. In
addition to this, obese individuals often find tlesives needing to justify their size in order to
refute suggestions of moral failure. Recently, Bhgo(2007) carried out a qualitative study looking
at the origins of patient’s obesity. She found thdividuals who had either had or were waiting for
weight loss surgery, drew on three core dialognesder to deny any idea of individual failure: (1)
the fat-prone body; (2) childhood weight gain; dB8dl life events disrupting weight management
efforts. Obese individuals not only have to deahwheir own beliefs about their weight, but also

the wider communities often ignorant and cruel pptions.

Health research has found that patients’ beliefd parceptions about their illness are key
determinants of recovery (e.g. Petrie et al., 2002)recent years, many studies investigating

patients’ iliness beliefs or perceptions have Hegsed on Leventhal's Self-Regulatory Model. This
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starts from the premise that individuals are actixa@lem solvers who make sense of a threat to
their health by developing their own cognitive eg@ntation of the threat, which, in turn,
determines how they respond. Early research idedtifive dimensions within the cognitive
representation of illness: identity; consequencasise; timeline; and cure or control (Leventhal,
1984). Patients’ iliness representations vary csrably within any illness population; they not
only determine the selection of iliness relatedawabur but also serve as a conceptual framework
for making sense of information from health careof@ssionals and for evaluating the
appropriateness and efficacy of recommended tredtime advice. Therefore, Leventhal’'s Self-
Regulatory Model would appear a useful and appabpriheoretical framework to inform the

exploration of patients’ beliefs and expectatioglating to bariatric surgery.

Aims / Objectives

Qualitative research exploring bariatric surgerg tlaus far focused on patients’ experiences of
surgery and the impact it has had on their livasydver, there has been little consideration of
patient’s views prior to surgery. Therefore, thisdy aims to explore and compare obese patients’
beliefs and expectations, from before and afteir thargery, specifically relating to: their views
regarding bariatric surgery; the role of the gadband; their own role following surgery; and, the
impact of the surgery, both positive and negatiMeematic analysis will be utilised in order to

analyse the data (Braun and Clarke, 2006).

Plan of Investigation

Design
The study will use a retrospective, qualitative igieswith in-depth interviews, exploring

participants’ beliefs and expectations from botfoleand after their surgery.

A follow-up methodology would have been preferablewever, with the limited time available to
complete the study, this was deemed unfeasibleseguiently, a cross-sectional approach was also
considered; however, following consultation witladers in the field of qualitative research and

specifically in the area of health research (Peas@ommunication: Coyle, A., 2009 & Ogden, J.,
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2009), it was felt that there would be many methagical issues resulting from a qualitative cross-
sectional approach. Therefore, a retrospectivenvii@ design was considered the most viable

option.

In choosing such an approach, it is important tmawledge that concerns regarding the reliability
of retrospective reporting have previously beeredpspecifically relating to recall bias (Moss &
Goldstein, 1979). As a result, longitudinal methodg has generally become the preferred method
of study, as it mostly eliminates the issue of Hebéas. However, numerous limitations of
longitudinal research have been highlighted (ergcticality and doubts about representativeness).
Additionally, research evidence exists to suggkat tetrospective reports and autobiographical
memory are not necessarily and inevitably inaceueatd unstable, especially experiences which
are particularly salient for an individual (e.g.aBe, 1996; Norris et al., 1992). Therefore,
considering this information, we feel confident guodtified in the use of retrospective accounts
given that bariatric surgery would be expected ¢cabhighly significant event in a person’s life.
Additionally, given that the principal researchdrserved a support groups for clients who had
received this surgery in which a great deal ofdi&ogue consisted of clients reflecting on their
views of surgery from both before and following geny, it is not anticipated that it would be
difficult to make comparisons. However, if it pravdo be difficult to elicit and compare
participant’s beliefs and expectations from befanel after their surgery, a greater exploration of

other emerging themes in the study would be caoigd

Participants

It is the aim of the principal researcher to inievw eight to ten patients, around 12 months after
undergoing bariatric surgery. The results of gadtanding are usually gradual. Thus, in light of
clinical experience, a year was chosen as an apatepime to speak to patients who have received
a band, as it is thought this should be suffictene for the gastric band to have had an effect and
impact on the client’s life. This should allow faseful comparisons between their beliefs and

expectations before and after surgery.
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Inclusion Criteria

All individuals who will be invited to take part mently attend the Glasgow and Clyde Weight
Management Service, Glasgow Royal Infirmary. Thel therefore have completed a range of

lifestyle interventions before being considereddorgery. Each participant will have been deemed
suitable for surgery following: a medical review;sargical information session; psychological

assessment; and, a dietetic trial diet (over aviwek period). Only participants who are around 12
months (+/- 1 month) post procedure, will be coemed. Written consent will be required from all

participants.

Exclusion Criteria
Individuals will be excluded if they do not speakdlish as a first language, or are unable to give
informed consent. Individuals with a severe visoalhearing impairment, which might prevent

them from engaging with the research material’$ &l#lo be excluded.

Research and Recruitment Procedures

Recruitment

All patients who underwent bariatric surgery withBlasgow and Clyde Weight Management
Service (GCWMS), who are roughly 12 months postedore, will be sent an information pack
detailing the purpose of the study and how they mamicipate. The principal researcher and the
field supervisor (Consultant Clinical Psychologist GCWMS) will both sign the recruitment
information pack. Those interested in participatiwgl be advised to contact the principal
researcher directly. Participants will be purpolsivecruited on a first come basis and recruitment
will continue until the required number of partiaiis has been met. Informed consent will be

sought if they wish to proceed.

Method
A topic guide, which will inform the patient inteew, will be developed through discussion with
the principal researcher and supervisors. It istddpat the topic guide will help participants eefl

on their pre and post beliefs and expectations taluatric surgery. Leventhal’'s Self-Regulatory
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Model will be used as a theoretical framework téotim the topics of discussion within the
interview. This model is one of many possible frameks that could have been consulted.
However, it was felt the most appropriate framewfok this area of investigation, due to the
models focus on illness related behaviour, howntdienake sense of health related information,
and how they evaluate the efficacy of recommendsatrhent or advice. The topic guide will then
be piloted with a subset of the sample (n=3), theotto practice interview technique and to assess
the appropriateness of the topic areas. Subsegu#ndl interview topics will be revised according

to the emerging themes in thiéot interviews.

Interviews will be conducted by the principal rasbar (RS) within an available private room in
GCWMS base (currently Glasgow Royal Infirmary Haéapi The aim is for interviews to last
between 60 and 90 minutes. The interviews will bédi@recorded and then transcribed verbatim by
the principal researcher, allowing him to beconmaifiar with the transcripts and data even before
the analysis begins (Riessman, 1993; Bird, 2008)id&ntifying information will be removed to
preserve anonymity and participants will be infodhe this. The audio recordings will be stored at
the research site (Glasgow Royal Infirmary). Ontee transcription process has been completed
and checked, each recording will be destroyed. @orsg researcher, experienced in the use of
thematic analysis and in health related researchwho does not work with this specific client
group, will conduct a second analysis of a sampléhe transcripts, independently, in order to

ensure reliability of the analysis and that themmbemes have been recognised.

Settings and Equipment

All interviews will take place within the hospital which the participants were recruited. Allowing
for initial visits to the hospital to prepare arnehd participant information packs, as well as the
completion of the individual patient interviewsijstlikely the study will involve return travel the

hospital on approximately 15 occasions.

Justification of Sample Size
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In accordance with qualitative methodology, the &nto find a small homogenous sample for
whom the research question was significant. Theamiemphasis within qualitative methods on the
use of small sample sizes (Lyons & Coyle, 2007Y). &@mple, it has been suggested that five is
the minimum number of subjects required for a reabte student project (Smith and Osborn,
2003), but that eight to twenty participants shdagdaimed for (Turpin et al, 1997). Smaller sample
sizes allow the researcher to explore the partitipanarratives in more depth allowing for a

greater understanding of the participants’ expeesnrather than producing a ‘superficial

qualitative analysis’ which one may get throughngsa larger sample size (Smith & Eatough,
2006). Given that the estimated number of subjetis will meet the inclusion criteria within the

time period of the study is estimated to be aroB@dit is therefore felt that having a post-surgery
sample of ten to twenty, will provide an appromiapportunity for an informative analysis. Once
theoretical saturation is apparent (i.e. gathefungher examples of meaningful themes as one
proceeds through the transcripts until no new imsa of a particular category emerge), this will

serve as an indication for data collection to c€hgens & Coyle, 2007).

Data Analysis

As mentioned, a Thematic Analysis will be carried. @ his is a method of identifying, analyzing
and reporting patterns (themes) within qualitatie¢a (Braun & Clarke, 2006). The transcripts will
be read by the principal researcher and a randtentss will be re-read by a second researcher to
ensure familiarity with the data and reliability thie themes identified. For each interview a coding
sheet will be constructed, following repeated regdif the data. This sheet will contain all possibl
themes and sub-themes for each interview. Froninttigidual summary sheets, an overall list of
themes will be constructed. With continuous refeeeto the transcripts, themes will be refined and

connections across the list of themes will be made.

Thematic analysis was chosen as it is a highhilflexapproach that can be used across a range of

epistemologies and research questions. It helpsatully summarise key features of a large body

of data in rich detail, highlighting similarities@ differences across the data set. It also prevade
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platform for a clear and transparent definitiontloé theoretical position a study is taking in its

approach to analyzing its data (Braun & Clarke,6)00

With regards to the present study, an inductiveaseic and realist approach to thematic analysis
will be carried out. Firstly, an inductive or ‘both-up’ approach means that the themes identified
are strongly linked to the data themselves. Thendeidentified may bear little relation to the
specific questions asked and will not be driverih®/researchers theoretical interests in the area o
topic. In this sense, this form of thematic anayisi data-driven. The analysis takes a similar
approach to exploring participant’s views as irefptetative Phenomenological Analysis (IPA)
(Smith and Osborn, 2003). The approach is phenological in that it is concerned with an
individual's personal perception/account of an ¢vas opposed to an attempt to produce an
objective account of the event itself (Smith, 198kirray & Chamberlain, 1999). One is striving to
get close to the participant’s personal world, haaveit is important to note that this process is
complicated by the researchers own conceptions;hwihi IPA are required in order to make sense
of participant’s perceptions through a processntérpretative activity (Murray & Chamberlain,

1999; Lyons & Coyle, 2007).

Secondly, with a semantic approach, the themesidmatified within the explicit or surface

meanings of the data and the analyst is not loofan@nything beyond what a participant has said
or what has been written (Braun & Clarke, 2006)alty, the analytic process involves a
progression from description, where the data hawplg been organized to illustrate patterns in
semantic content, and summarized, to interpretatidmere there is an attempt to theorise the

significance of the patterns and their broader rimggnand implications.

Finally, utilizing a realist approach will allow ehresearchers to theorise motivations, experience,
and meaning in a straightforward way, since a sémpinidirectional relationship is assumed
between meaning, experience and language (i.eudgegreflects and enables us to articulate

meaning and experience) (Braun & Clarke, 2006) ehaks a whole, this will enable a rich analysis
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of the individual's own experience and the wayswhich they derive meaning from this

experience, whilst acknowledging the role of theescher’'s own perspective.

Health and Safety Issues

Researcher safety issues

Interviews will be conducted in a private room witthe Glasgow and Clyde Weight Management
Service, Glasgow Royal Infirmary. Interviews wdlkie place within normal working hours and will

comply with standard safety procedures. When ppaits are being interviewed, hospital staff

will be in an adjacent room(s). No domiciliary ¥&swill be conducted.

Participant safety issues

Confidentiality will be explained to participants the outset and an opportunity will be given to
ask questions. If any participant makes a discksuggesting that they themselves or others are at
risk we will act professionally and appropriatelgspecting limits to confidentiality. If any
participant is deemed in need of medical or psyadioal input, this would be discussed with the
participant and the researcher will recommend tihetappropriate figure at the hospital contact the

person’s GP.

Ethical Issues

Patients will not be coerced into taking part anidilvave the option to decline or withdraw without
detriment or antagonism, particularly relating twit ongoing treatment. Standardised written
information will be provided to every patient. ltilMbe explained to the patient that their respense
are confidential and will not influence their fututreatment in any way. Written consent will be
sought from all participants. Data will be handiecaccordance with the Data Protection Act and
other guidance mentioned in NHS guidelines. Allniafging information will be removed to
preserve anonymity. Audio recordings will be stoatdhe research site (Glasgow Royal Infirmary)

until the transcription process has been completbdn each recording will then be destroyed.

Ethical Approval and Management Submissions
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Approval will first be sought from the Glasgow a@tyde Weight Management Service research
leads/heads, followed by the Glasgow Royal InfiynBesearch Ethics Committee and Research

and Development Department.

Financial Issues

* Paper, labels, envelopes, postage and photocopyii3§.10
- Digital Voice Recorder = £0.00 (No cost) — to berbwed from Department of
Psychological Medicine, University of Glasgow.

= Total cost=£39.10

Timescale

May 2009: Submit proposal to University
June/July 2009: Proposal assessed
Aug/Sept 2009: Apply for ethical approval
October 2009: Begin recruitment
Feb/March 2010: Analysis

April-June 2010: Write up research

July 2010: Submit research to University
September 2010: Viva

Practical Applications

Thus far, there is a void in research consideriatiepts views prior to bariatric surgery and this
study hopes to provide an initial exploration ioteese patients’ beliefs and expectations about the
role of bariatric surgery and their own role foliog surgery. Importantly, this study will allow an
exploration of client's beliefs and expectationdobe and after surgery, and whether there are
differences between the two stages. This informatl be useful clinically, as patients’ beliefs
and expectation are known to affect their adherémé¢eatment. This may then highlight areas that
require further intervention to maximise surgicaltamme for each patient, both prior to and

following surgery. Specifically, it may raise issuthat affect each client’s ability to adhere te th
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limitations imposed by the band regarding theirdfitake. During the initial set up process of this
research proposal, the principle researcher wasrfate to meet with many of staff from the
Glasgow Weight Management team and a number ofcgensers, at a support group for those
with gastric bands. It was clear from these disonssthat there is a great deal of enthusiasm and

stakeholder interest in research relating to gabaind surgery.
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