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SUMMARY 
Background: Candidates for bariatric surgery undergo a multidisciplinary evaluation in the pre-operative phase, including a 

psychiatric visit aimed at the screening for psychiatric comorbidities, including feeding and eating disorders (FEDs), which are
shortcomings to the intervention or predictors of worse prognosis. The presence of FEDs, such as Binge Eating Disorder (BED) and
Bulimia Nervosa (BN), is associated with higher rates of other psychiatric disorders. Furthermore, there is evidence of the 
association between obesity and Depressive Disorders, as well as B and C Cluster Personality Disorders. The aim of this study was 
to evaluate the presence of psychiatric comorbidities among a population of candidates for bariatric surgery. 

Subjects and methods: Subjects were recruited at the outpatient service of the Section of Psychiatry, Clinical Psychology and 
Rehabilitation of the General Hospital/University of Perugia after being referred by surgeons. Psychiatric comorbidities were 
investigated by means of the Structured Clinical Interview for DSM-5 Disorders. Subjects underwent specific assessment with scales 
for the evaluation of FEDs, namely Binge Eating Scale, Obesity Questionnaire, Bulimia Test-Revised and Body Shape Ques-
tionnaire.  

Results: The sample consisted of 101 subjects: 43 (42.6%) were diagnosed with at least one psychiatric disorder, including 
FEDs. In particular, 30 subjects (29.7%) presented at least one FED, among which the most frequent were FED not otherwise 
specified (24.1%) and BED (6.8%). Moreover, 26 subjects (25.7%) were diagnosed with at least one psychiatric disorder other than
FEDs, such as Personality Disorders (17.1%), with a higher prevalence of B and C Cluster Disorders. Depressive Disorders were 
detected in 5% of the sample. 

Conclusions: Subjects undergoing bariatric surgery often display psychiatric comorbidities, more frequently one or more FEDs. 
The systematic screening of these conditions should be implemented in the clinical practice in order to provide early intervention 
strategies and adequate monitoring. 
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*  *  *  *  *  

INTRODUCTION

Bariatric surgery aims to induce long-term weight 

loss and improve quality of life with a reduction in risk 

of obesity-associated mortality rates (Christou et al. 

2004, Busetto et al. 2007, Pontiroli & Morabito 2011). 

Candidates for bariatric surgery undergo a multidisci-

plinary evaluation in the pre-operative phase, which also 

includes a psychiatric consulation. The latter is perfor-

med in order to detect the presence of psychiatric 

comorbidities, including feeding and eating disorders 

(FEDs). Indeed, these represent contraindications to the 

intervention itself or predictive factors of worse post-

operative outcomes (SICOB 2016, Colquitt et al. 2014, 

Livhits et al. 2012).  

The diagnosis of Binge Eating Disorder (BED) con-

stitutes one of the main contraindications to bariatric 

surgery, since it may cause major difficulties in adopting 

the required lifestyle changes (SICOB 2016, Meany et 

al. 2014). Subsequently, this treatment should be propo-

sed only after an assessment of psychological condi-

tions. When necessary, multidimensional sequential ap-

proaches aimed at treating BED should be implemented 

before surgery is carried out (Sarwer 2009, Mechanick 

et al. 2013). In order to obtain a good outcome, it is 

essential to provide subjects a nutritional-metabolic and 

psychological rehabilitation framework, aimed at pro-

moting an active collaboration with clinicians, thus 

enhancing treatment adherence (Anderson & Chacko 

2018). Over time, however, several studies have been 

carried out in order to demonstrate the correlation bet-

ween obesity in candidates for bariatric surgery and 

psychiatric disorders, particularly those that are not 

directly related to nutrition. The presence of FEDs, par-

ticularly BED and bulimia nervosa (BN), is associated 

with higher rates of other psychiatric disorders (Ulfve-

brand et al. 2015). There is a strong evidence of asso-

ciation between Depressive Disorder sand obesity with 

longitudinal studies showing a bidirectional link bet-

ween the two conditions. As for further affective 

symptoms, the relative lack of longitudinal studies 

evaluating the relationship between anxiety disorders 

and obesity precludes clear conclusions on the direction 

of the association (Rajan & Menon 2017). 

Rates of personality disorders in obese individuals 

are also higher than the general population, and a 

specific correlation has been highlighted between 

Cluster B and C disorders and obesity (Rajan & Menon 
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2017). Furthermore, the presence of a personality 

disorder, such as borderline personality disorder, leads 

to greater difficulties in post-intervention adaptation. 

Specific therapeutic interventions, such as cognitive-

behavioral therapy (CBT), were also proposed for 

candidates to bariatric surgery that display psychiatric 

comorbidities, since this population of subjects may 

deserve an accurate monitoring and targeted treatments 

. 2017). 

In consideration of what stated above, psychiatric 

evaluation can be an important component of compre-

hensive obesity care and deserves further evaluation. In 

fact, it can be expected that a timely diagnosis of 

psychiatric comorbidities may also optimize therapeutic 

and functional outcomes since, as the bidirectional link 

becomes evident, the treatment of psychiatric illness can 

reduce the burden of obesity and vice versa (Rajan & 

Menon 2017). 

The present study was aimed at detecting the preva-

lence of psychiatric comorbidities in candidates for 

bariatric surgery and at characterizing such comor-

bidities in this population. Moreover, sociodemographic 

and clinical features associated with psychiatric 

comorbidities in our sample were investigated. 

SUBJECTS AND METHODS 

This research is a retrospective analysis including 

subjects aged 18 years, with good knowledge of Italian 

language, and who signed informed consent to par-

ticipate in the study. Criteria for exclusion were: age 

<18 years, inadequate knowledge of the Italian language, 

severe cognitive deficits, refusal to sign the informed 

consent. Clinical charts of subjects evaluated from 

January 2016 to May 2021 at the Section of Psychiatry, 

Clinical Psychology and Psychiatric Rehabilitation of 

the General Hospital/University of Perugia were scree-

ned for inclusion in the analysis. All subjects had been 

referred by the Section of General Surgery of the 

General Hospital of Perugia. Socio-demographic and 

clinical information were collected in clinical charts. 

Medical conditions that could be most frequently 

associated with obesity were investigated. In parti-

cular, the presence of metabolic syndrome, hyperten-

sion, diabetes mellitus, and dyslipidemia was assessed. 

Psychiatric comorbidities were investigated through 

the Structured Clinical Interview for DSM-5 Disorders, 

clinician version (SCID 5-CV) (First et al. 2017). 

Personality disorders were assessed by using the Struc-

tured Clinical Interview for DSM-IV Axis II Disorders 

(SCID-II) (First et al. 1997). Further scales were used 

for assessing FEDs, namely Binge Eating Scale (BES), 

Body ShapeQuestionnaire (BSQ) and Bulimia Test-

Revised (BULIT-R).  

The BES can be considered a valid tool for scree-

ning the severity of BED. It is composed of 16 items 

developed in order to evaluate behavioral manifestations 

of binge eating, such as eating fast and overeating, as 

well as to evaluate clinical features associated with 

BED, such as feeling guilty after eating in an uncon-

trolled way (Greeno et al. 1995). The BSQ is a self-

assessment tool that allows to investigate the role of 

body shape. The original scale was made up of 34 items, 

but scales of 16 items and 8 items were also constructed 

which proved to have practically overlapping psycho-

metric characteristics (Cooper et al. 1987). The BULIT-

R is a psychometric test that allows the evaluation of 

BN and the symptoms of BED. It consists of a multiple 

choice scale of 28 items and it is generally considered a 

good predictor of BN (Welch et al. 1993). 

Data were collected and entered into an electronic 

dataset, then analyzed through the Statistical 

Package for Social Science  (SPSS), version 21. Des-

criptive analyses were performed to evaluate the distri-

bution of the variables within the sample. Bivariate 

analyses (t-test and Chi-square test) were carried out in 

order to assess significant association with the presence 

of psychiatric comorbidities in the sample and specific 

socio-demographic and clinical features. The statistical 

analysis was divided in two steps: in the first one, two 

subgroups were created according to the presence ofthe 

psychiatric comorbidities including FEDs, whilst in the 

following psychiatric comorbidities were evaluated with-

out taking into account FEDs. Tests were two-tailed and 

statistical significance was considered for p values <0.05.  

RESULTS 

The sample was composed of 101 subjects, of which 

71 (70.3%) were females. The mean age of the sample 

was 48.19 9.94 years, with a minimum of 25 and a 

maximum of 69. The majority of subjects (43.5%, N=40) 

had obtained high school diploma. Regarding marital 

status, most subjects in the sample were married (N=50, 

52.1%). As for employment, 65.4% (N=66) were students 

or had a paid job. The mean body mass index (BMI) of 

the included subjects was 43.51 .54 kg/m2 with a 

minimum of 30 kg/m2 and a maximum of 61 kg/m2.

When considering diagnostic features, 43 subjects 

(42.3%) had more than one medical comorbidity, while 

58 (57.7%) had only one or none. As for family history, 

most subjects (N=53, 52.5%) had at least one obese 

family member. Moreover, 22.7% subjects (N=23) had 

at least one first-degree relative with psychiatric dis-

orders other than FEDs. When assessing FED familiar 

history, 5% subjects (N=5) reported at least one first-

degree relative suffering from FEDs. 

Concerning personal history of psychiatric disorders, 

at the time of the interview 35.6% of subjects (N=36) 

reported the presence of one or more conditions, 

including FEDs. In particular, 13.7% subjects (N=12) 

had a positive personal history for FEDs and 27.7% 

(N=28) reported at least one psychiatric disorder 

different from FEDs. 
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When assessing psychiatric comorbidities, 42.6% 

(N=43) of the sample had at least one psychiatric 

disorder, including FEDs. In particular, 29.7% subjects 

(N= 30) were diagnosed with at least one FEDs while 

25.7% (N=26) suffered from at least one psychiatric 

disorder different from FEDs.  

Furthermore, 13 subjects (12.9%) had both a FED 

and a psychiatric disorder. For details concerning the 

distribution of FEDs and other psychiatric disorders in 

the sample, see Table 1. 

Table 1. Distribution of psychiatric comorbidities in-

cluding FEDs in the sample 

Psychiatric comorbidity N (%) 

FEDs 30 (29.7) 

FED with no other specification 21 (24.1) 

FED with other specification 1 (1.1) 

Binge Eating Disorder 6 (6.9) 

Mild Binge eating Disorder 1 (1.1) 

In remission Binge Eating Disorder 1 (1.1) 

Personality Disorders 15 (17.1) 

Borderline Personality Disorder 4 (4.6) 
Obsessive-compulsive Personality 
Disorder 

3 (3.4) 

Paranoid Personality Disorder 2 (2.3) 

Narcissistic Personality Disorder 2 (2.3) 

Dependent Personality Disorder 2 (2.3) 

Hystrionic Personality Disorder 1 (1.1) 

Depressive Personality Disorder 1 (1.1) 

Depressive Disorders 5 (5.6) 

Persistent Depressive Disorder 3 (3.4) 
Recurrent Major Depressive Disorder
in partial remission 

1 (1.1) 

Previous Major Depressive Disorder. 
single episode in complete remission 

1 (1.1) 

Other 6 (6.6) 
Adjustment disorder without other 
specification 

1 (1.1) 

Panic disorder 1 (1.1) 

Moderate intellectual disability 1 (1.1) 

Chronic Schizoaffective Disorder 1 (1.1) 

Bipolar Disorder type 1 1 (1.1) 

Mixed-type Schizoaffective Disorder 1 (1.1) 

FEDs = feeding and eating disorders 

When evaluating the intake of drugs at the time of 

psychiatric evaluation, 25 (25.5%) subjects were pre-

scribed with at least one psychotropic agent. Particu-

larly, 21.4% of the sample (N=21) assumed antidepres-

sants, 9.2% (N=9) benzodiazepines, 6.1% (N=6) anti-

psychotics, and 1% (N=1) mood stabilizers.  

Comparison between subjects with and  

without psychiatric comorbidities  

Subjects affected by a psychiatric comorbidity, inclu-

ding FEDs, were 43 (42.6%), while excluding FED they 

were 26 (25.7%). 

When comparing socio-demographic characteristics, 

no statistically significant differences were found bet-

ween subejects with psychiatric comorbidities, inclu-

ding FEDs, and subjects without psychiatric comor-

bidities, except for marital status (34.1% versus 11.9%, 

p=0.032). No statistically significant differences were 

detected between the two groups both in terms of BMI 

and family history of obesity. As for medical comor-

bidities, there were no statistically significant diffe-

rences between the two subgroups. 

In the evaluation of the differences between the 

subgroup of subjects with psychiatric comorbidities 

other than FEDs and that of subjects without comor-

bidities, no statistically significant differences were 

found in sociodemographic characteristics, except for 

marital status (40% vs 15.5%, p=0.031).  

Statistically significant differences were found in the 

prescription of benzodiazepines and antipsychotics 

(19.2% versus 3.3%, p=0.041; 15.4% versus 1.6%, 

p=0.044). 

DISCUSSION 

In the present study, a psychiatric comorbidity rate 

of 42.6% was detected in our sample of candidates for 

bariatric surgery after performing the whole psycho-

metric assessment. This finding suggests that pre-

operative psychiatric evaluation constitutes a funda-

mental screening moment for psychiatric comorbidities 

detection in this population. Focusing on FEDs, these 

were detected almost 30% of the sample. Moreover, 

more than one-quarter (25.7%) subjects in the sample 

were diagnosed with at least one psychiatric disorder 

other than FEDs, such as personality disorders 

(17.1%), with a higher prevalence of B and C cluster 

disorders. Depressive disorders were detected in 5% of 

the sample. 

Data concerning the prevalence of FEDs in the 

sample is similar to available literature findings, where 

the prevalence of these disorders is also reported 

around 30% (Mitchell et al. 2012). Similarly, despite a 

higher prevalence of BED was previously highlighted 

(Da Luz et al. 2018), it is evident that prevalence in the 

present sample greatly exceeds that in the general 

population (Mitchell et al. 2012). As for the other 

psychiatric comorbidities, as already reported by 

previous research, candidates for bariatric surgery 

frequently present psychiatric disorders other than 

FEDs, particularly depressive disorders (  et 

al. 2009) and personality disorders (  et al. 

2018). As for personality disorders, few studies have 

explored possible correlations with obesity, and a high 

probability of a correlation between cluster B and C 

disorders and obesity has been highlighted (Rajan & 

Menon 2017), which was confirmed by our results. 

The correlation between obesity and anxiety disorders 

seems less tight (Rajan & Menon 2017).  
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As for socio-demographic factors, BED shows a 

higher prevalence among females, which is also con-

sistent with previous research (Kessler et al. 2013), 

although not reaching statistical significance. 

Furthermore, the present study found that candi-

dates for bariatric surgery with psychiatric comor-

bidities were more frequently unmarried. This is consi-

stent with data from the WHO World Mental Health 

Survey, according to which BED would lead to a 

reduction in possibilities of marriage (Kessler et al. 

2013).  

Regarding pharmacological treatment, when FEDs 

were considered as a psychiatric comorbidity no sta-

tistic significance was highlighted, sinceusually FEDs 

are not treated pharmacologically as first line interven-

tion (NICE 2017). In the group of subjects with psy-

chiatric comorbidities other than FEDs, a statistical 

significance was highlighted for benzodiazepines and 

antipsychotics prescription. Except for these two 

classes of drugs, the others were not significantly pre-

scribed in the subgroup with psychiatric comorbidities, 

possibly because a significant percentage of subjects 

who would need specific pharmacological treatments 

may not receive any. For example, antidepressants are 

rarely used despite depressive disorders were detected 

in a moderate percentage of cases. Furthermore, it was 

shown that 3.3% of subjects without psychiatric co-

morbidities take benzodiazepines and 1.6% take 

antipsychotics. On the bases of what above described, 

it can be underlined how pre-operative psychiatric eva-

luation of candidates for bariatric surgery is an impor-

tant moment, not only for the identification of subjects 

suffering from psychiatric disorders and for directing 

them towards the right treatment, but also for adjusting 

pharmacological treatment. This study presents limi-

tations. First, its observational nature and size of the 

sample do not allow a generalization of results. Fur-

thermore, it was not possible to compare subgroups of 

comorbid subjects stratified by diagnosis because the 

sample was too small. Future prospective studies will 

explore subgroups of candidates for bariatric surgery 

who also present psychiatric comorbidities in order to 

better characterize this subgroup based on the type of 

comorbidity presented. 

CONCLUSIONS

The psychiatric evaluation for bariatric surgery 

must be a crucial step both for the diagnosis of psychia-

tric comorbidities in this population and for treatment. 

Indeed, preoperative psychiatric evaluation is crucial 

to identify subjects and start an individualized and 

multidisciplinary treatment that is essential to obtain a 

weight reduction and an improvement of specific 

psychopathological features. 
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