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"One summer 1 was lJiving in the country, and Ffor swhile 1

got into a very sensible routine around eating, and I also

hiked for about four miles & day. But 1 lived near = town

that had three or four bakeries. 1 always HKnew they were

there, and one rainy afternoon it got to be just tow much.

I went into one of the bakeries and bought & piece of

chesserake and several otlher things. 1 remember the fiprsi

bite: it was so good. But then the mania staried and I

just gobbled everything down. I ended up feeling sick but ]
didn’t care."(Millman, 1280)

Feelings suth &% these could be eliciied from most any obose

person.{Obesity is & life-threstening dicease affecting Anyuhere
from 10% 1o 30% of the population in the United States. 11 ctan be

r

defined as occurring when a person’s weight is 10X in excess of
the mormal body weight. Excessive or morbid obesity is present
when there is & 20% increase over the normal weight. It is

medical ly atcepted as the cause of or associated wilh a VEFSETY OF

heslth hazards such as disbetes, hypertension, and coronary artery

[
[

dicease. The general mortality is 48% vver the averasge for obese
men and 36% over ithe averace for obese women. There are oiher
disadvantages for the obese persom, including impaired job
opportunities, increased cost of clothing, shyness, and difficulily
in relationships. There is broad agreement among the medical

P

community thal & reduction in the incidence of obesity would
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advance public healtih. Women are generally more often obese Lhan

mei, although these fFioures may be skewed sinte mMore Women seek
medical aid than men and Female obesity is less culturally
arceptable than male The medical costs of obesily can be
calvulated, and they are astronomical, but ihe psychic costs o
the millions who are obese can only be guessed at./

A recurrent theme in the study of wbesity is the almost
despairing report of failure of long-term trestment. Carerul
ctiudies have reveasled that "mosi obese persons will not enter
treatmenty of those who do, most will not lose weighild and of
thuse who lose weight, most will regain it." (Stunkard &

Mel aren-Hume, 1979)

The traditional medical view astribes these failures to an
inabilily of obese people to control their food intake, a view as
useful as ascribing alcoholism 1o an inability of the alcoholic o
contirol alcohol intake. The traditional response by medical
personel has been {frustiration and even anger based on that
underlying theory. Most health care deliverers and wany therapisis
throw up their hands in disgust when faced with the obese patient
who whines "I wanti 1o lose weighi, butl 1 just can’t". In response,
many are lurning to surgery as an operative solotion for morbid
obesity. But there is no simple answer 1o obesity.

»

Newsr research findines lend support to the concept of
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obesitly as a disease of multiple etiolougy. Lvidence has been

developed that supporis &) the influence of social factars on ithe
prevalence of obesity, b) ihe influence of situational
determinants on overeating, ¢) ihe distinctive characieristics of
the physiclogy of adipose tissue, d) ilhe determinants of
disiurbance in the body image of suime obese persons, and e) ihe
effectiveness of behavioral measures and other therapies in the
control of obesity.

SOCTAL CLALS

Within the very recent past & series of studies have
documented unsuspected determinants of obesilyl social class and
sex-role sterecilyping. 1o & remarkable degree, ihe prevelence o
cbesity in the general population is under the control of social
ractore. Sociceconomic status as defined by edutation and
cccupation is inversely related to the prevalence o obesity,
particularily in women. In underdeveloped coumiries, ihe upper
classes are obese; in the developed countries, ithe opposiie is
true.

In the Midtown Manhattan study, & ctomprehensive survey of
the epidemiology of mental illness, J1GLO adulis were givided into
three weighl categories: "obese”, "normal”, and "thin®.
Cocipeconomic status was divided into "low", medium®, and "high".

L
¥

There was a marked inverse relaticonship between the prevalence of



phesity and sociceconomic status. Dala revealed & rate of obesity

pf 0% in low statius women, 16%Z in mediom staus women, and LBZ dn
figh status women. Among the men, the ditferences weie similar but
not as striking with 32% in low siatus men and 16X in high status
men (Srole, 19642).

Two other studies have corroborated the Manhatitan siludy. A
study from London found & inverse relationship between spcial

cl

i

s& and obesity, slthough the differences woere Jess marked
(Gilverstone, Gordon, & Stunkard, 1969). The second study, carried
put by Hinkle (1268) on the execulives of Dell Telephone, was

fecl of socioeconomic status and

desioned to determine the ef
upward wmobility upon the incidence of coronary arlery disease. In
direct contrast io the erypecled resulis, higher siatus was
inversely related 1o coronary artery disease. Lyxamination of the
data revealed thal obecity was inversely correlated with stalus
aleo.

By far, women compiise the greater number of obese people.
Recent analysis of obwecitly from & {feminist perspective suggesis
that obesity is & reacttion to being female in the American societly
rather than a character defect. Viewed this way, fat is & social

I

disease and not lack of

e

self-control or will power. Over-eating

can be thoughtl of &s & definite and purpuseful aci that is
directed, either tonscicusly or wconsciously, at challenging
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cer-role stereoiyping and the culturally defined experience of

womanhood. (Orbach, 1978
Berger (197¢) posiulaies that women are taught 1o regard
themselves as objecis or conmodities. A woman’s ddentitity depends
onn how she ang others see herl
"Men act and women appear. Men look atl women. Women watch
themselves being looked at. This delermines nol only most
relatione between wen and women, but also the relstion of
women to themselves." (Berger, 127d)

This emphasis on appearance as the central aspecl of & weman ' s

i

l1ife makes her self-conscious. It demands thal she occupy herself
with body and self-inage. %__c:éscusaed later, ohese people have
bady image disturbances. Within this lies ihe parador that
eventually traps many wowen into the perpelual struggle to lose
weighti. Ideally, there should be wo discrepency betweon body
structivre, body image and socisl acceplance. [bese women live
under the pressure of a derogatory social envircnment. Such &
continuous insult canm result in & dual system of actual body imaqe
and desired body image. The inability to wmaintain weighl loss
reflectis the fundamenial bedy image disturbance. A woman must be
sexually attiractive as defined by the ever-changing current
standard in order 1o obtain a husband and then keep him. This is
an extremely self-centered activity. Then she musit easily shiftl
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into being a wife and mother which is olher-centiered aciivity. In

ancer at having to be what everyone else defines them to be, women

r

can turn 1o eating as & way of providing themselves with the

tn

gnotional nuriuring they are nol receiving. fFler &ll, she i
responsible for the care and feeding of everywe else. 11 she is &
career woman, she is often net taken seriously if she presents
herseld as attractive. At the same time, 4if she is notl atirsctive,
her chances of sutcess §in business are severely limited. By being
obese, she can wake a statemenl that says "1 am substaniial, you
have to deal with me." Cauaht in paradorxical tension, Fal can be &
positive rejeclion of sex-role stereciyping. (Orbach, 1978)
GSITUATIONAL DETIRMINANTSG

Recent studies have denmonstraied the surprising degree io
which the eating behavior of obese people is under environnenial
control. Miller, Bailey, & Glevenson (1250) in & study of behavionr
of hypothalamic obese animals, suygesti ithat such behavior is
tharacterized by an impairment in the wmechanism of satiety, and
probably also by en impairment in the drive 1o eat. The animals
overate when food was {reely available, but when an impediment was
placed in their way, food intake decreased 1o far below that of
the control animals. This view of the food intake of the animals
has proved compatible with the clinical picture seen in mwany obese
patients. & characleristiic complaint is the inability to stop
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pating once they start, but it is the exceptional obese persom who

presenis a pitture of voracious pvereating, or & desire for food
which drives him in the way that & desire fTor narcolics drives the
addict, or 1ihe need for & drink drives the alcoholic.

AN ingenious experiment by Nisbett (19GE) assessed it wman
the behavior described by Miller. Subjects who were college males
were invited to participate in an experiment thal reqguired fasting
during the testing period. They performed & bogus task and then
were asked 1o Fil) out & guestionaire in a room containing a
chair, table, and refrigerator. On the table was & bottle of swda
and either one, two, or three sandwiches. Subjectis were told that
there was more fooad in the refrigersior i{ they wanted it.

The procedure was designed to reduce any possible
sel f-consciousness on the part of the obese subjects. Food iniake
paralleled ihat of the obese animals. When provided relatively
unlimited access, the obese subjects ate considerably more than
did their normal weightl controlse. When the impediment of taking
additional food from the refrigerator wase introdoced in the one
candwich condition, however, the fooud intake of ihe obese subjecis
fell considerably below that of the controls. This eyperiment wac
the first direct demonsiration in wan of a Kind of eating behavioi
characteristic of & wide variety of eyperimentally obese animals.
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PHYSTOLOGY OF ADLIFPLSE. T TEGHE

A series of studies by Hirsch (1965, 19G9) has established
that 1he fundamentzl characteristics of adipose lissue are
determined early in life. (verfeeding in the critical period
produces @ highly cellular adipose tissue. With increasing age,
adipvse loses its ability 1o grow by cell division, and by adult
age, an increase in body fatl is accomplished by an increase in
cell siz2e, not by an increasse in cell number. There is little
difference in the wmetabolism of fat in obese and nonubese
subjects. There is simply more room within & specific number of
rells for storage of fat it obese palienis.

This work has clinical significance in that people who
becaome obese in the critical period of infancy or childhood will
have & greater difficulty in weighi reduction because of the
increased number and size of adipose tissue cells. In contrest,
the asdult-onset obese person simply has an excess load of {fat. A
juvenile—~unset person would achieve & similar weight loss 1o an
adult-onset person by decreasing the fat content of the EYCESSIVE
number of adipose tissuve cells to an abnermally low concentration.
The adult-onset would need to lose only the erxcess fat stored in
her appropriate number of fat cells, Clinically these iWo groups
are different and recoanition of this factor way be vseful in the
establishment of more realistic trestment gosls for people wiih

juvenile-onset abesiily.



BEODY  1MAGE

A distinclive Kind of disturbance in body imaoce has been
cheerved as one of the very few psycthopathological characieristice
specific 1o obesity. These disturbances, which affect only some
obhese people, appesr to be persistent, unaffected by weight
reduction, even of long duration, and relieved only by
psychotherapy (and ofien not even then).

A study of 74 rendomly selecled vbese people revealed
disturbances in Lthree aspects of the body image of some of these
peuple (Stunkard & Hurl, 1267). (Others were entirely free of these
disturbances. The disturbances were noted in &) view of the self!
many were revolted by the sight of their bodies! b)
self-consciousness in generall many harbored ao intense
self-consciousness angd even misconceplions of how olhers viewsd
thems c) self-consciousness in relation 1o the opposite sexl nany
exhibited disturbances raneing from avoidanie and inhibitions to
hateful devaluation of the opposite wex.

(One of the most surprising aspects of the body image
disturbance is the age of onset. This disturbance ovcocurred almost
exclusively among people who had becowme obese during childhood or
adolescence, the so called juvenile-onsel obese. It has long been
eslablished thal adoleccence is & critical period in
sexually-related body imape development. In a group of 2000

Con
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chaildren followed for- thirly years the odde acainst a pbese child

] I

becoming a normal weight adult were 4 to 17 for those who did notl
reduce during adolescence the odds were more than o8 1o |
(Schachter, 196GE).

DEVELOPHENTS IN THERAPFUTTC TECHNIGUES

These ressarch developments have 1wo major implications For
therapy. There is & sirona probability thal obese people,
particularily those with early onset obesily, sudffer from a
metabolic disorder. Nonetheless, their food intake is determined
to a considerable degree by enviraomnental {actors. Appropriate use
of these findings could be effective in the contrel of food intake
by theece obese palientis.

With the view that obesily jie & disease of multiple
etiology, it follows that 1he psychological aspects of the disease
are aleo multiple. What has frustrated clinicians and obese
persons alike foar many vears is the realization that there is no
o source of obesity nor one answer. Bruch (1957) and Yudkin
(1959) suggest that some people need 1o be large in body 1o
compensate for feelings of inferiority and therefore have a vaeoied
interest in remaining fat. Craddock (197R) postulates that the
majority of obese people Keep themeselves in emotional balence by
eating. They eat 1o prevent or relieve anxiely or depress=ion, but
are not psychistrically impaired and 211 within the normal renges
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psychologically. Newburgh (1931) noted 1hatl some individuals use

fond as comfort and compensation for & lack of love. These peaple
are most often children who lack love Ffrom one or both parents,
single people wir touples who have no children, and unhappy people
living in stress and generally lacking affection. Conrad (1954)
speculaied that specific intrapsychic factors such &s efforis io
prevent losse of love, Lo express hostility, to symbolically
undergo pregnancy, or to avoid sexual templaiions areg the basis of
obesity.

Whatever the etinlogy may be, it was not until recently that
any therapeutic intervention began to approach even TIomatial
sucress. Failure was reported following some ambhiticus and
sophisticated treatments at the same time thal success was
reported for some of the wore superficial trestmenis. Drugs have
been tried extensively, as well as radical fasting regimens.
Surgical small bowel intervention proved to be even wore life
threatening than obesily in long term studies (Halverson, 1978).
More recent surgical interveniion by gasiric restriction hold more
promise but essentially remains mosi effective in conjunciion with
supportive therapy. (Mason, 12980)

DEHAVTORAL. THERAPY

Stuart (1267) reported on the successful treatment of eight
bbese person using behavior therapy and heralded & new era in the
treatment of obesity. Behavior therapy has probably offered
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greater promise of positive resultis than any other form of

treatment because unlike any other form of psychotherapy, it
focuses on the patienti’s actionse and interactions within the
current environment. MNisbelti’s (19GR) work mentioned above,
substantiates this focus. Behaviorists in general consider oabecily
as a prablem of behavior, not attitude., The trestment of obesity
has typically stiressed the developement of "seldf-control" by the
pver-eater. This lack of self-controel is oflen regarded as =
personal fauli. Behavioral therapy recognizes that self- control is

T of responses designed to modify the probability of another

1]

a &

sel of responses olcurring and that self-control responses are

hi 1]

acquired 1through sotial leasarning (Stuaret, 19740,
The relevance of the concept of self-control is under
stiack. Stunkard (1270) has denmonstrated that in comparison to

naonobese peaple, obeze peoaple are far more likely to respond to

external events a&s ctues for huneer than to gastiric "rumblines". In

w

dditicn, Schachter (1%9¢i) showed thatl when esasling cues are
abeent, as on religious {fasi days, obese people are maore likely do
observe the resiriciions than Lthe nonobese. These and other
studies suggest that one of the reguirements for the treatnent of
pverealting must stress envivommental manacsement rather than
self-control because the tues of overeating are enviromentsl
reather Lthan intrapeirsonal.
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The 1ask of the behavior therspist is to help change the

inappropriate behavior and facilitate ihe maintenance of the new

dgesirable behavior patlerns. This wvsually involves the direct
modification of the patient’s life style in order Lo reduce or
pliminate ovine set of behaviors and increase Lthe incidenie of
gecirable behaviors leading to appropriatie new behaviors. Then
patient’s social and physical environment is restructured to
support the new behavior and discourage the return of the

inappropriaite behavioi.

Biehavioral ireatiment procedures fall into three broad

1he

categories: environment coniroll dietary tailoringy and eyeirtise.

i

Within 1hese categoiies, several different
useds positive control, sysiemic desensitizaltion, aversion
comrtrol, extinction. and modeling.

First, an ef

eating environment. This requires the elimination or SUPRTrEsSion

0f rues associated with problematic mating while strengihening
F A 1 ]

n

L

m
i

fort is made to establish Firm control over T

associated with desirable eating patterns. A food diary is

italegies are commonly

hre

"

The

Kept listing &11 the iimes, places, activities, people, amounts,

type, and emotions assuciated with food. Unce the problem
behaviorse are identified, such as eating in front of the TV or
.
L]

bed at night or constant early evening snacking, the process of

extinction can begin. MPositlive consequences are withheld or

in



attached to other behaviors and gradually the old behavior is

prxtinguished and the new behavior positdively reinforced by the
therapist andg enviromment. I+ the problem is eating in front of

TV, eating is restricled to & room without TV and Tor every woek

that food is not eaten in Ffroutl of the TV, & non-food treat is

pricouraged such s & trip lo the park or a movie.,

Second, an effort is made to esiablich & dietary program for
pach person on an individusl basis. Part of behavioral therapy
muet be a manipulation of ithe energy balance between the
consumption of encray &5 food and the eypenditure of energy
through eyercise. Weijoaht can be lost only through an indrease i1
the amount of eyercise, holdinag food intake constant] a decrepase
in food consumpiion, holding exercise constantl or an increase in
Exercicse and a decrease in food consumpiion. Declindng &yertise is

ociasted with

i1
1]
i

creeping” overweighi. lnadequale dietle of ithe
wrong Kindes of food leasd to physiologically higher proportions of
talories available Forr adipose lissue.

Third, an effort is made 1o develop an individual erercise
program based on walking in most cases. In introducing the nesd
for evercise, the patient ie offered & thoice between adherence 1o
a punishing diet which way lead to chronic discomfort and a wore
permissive diel coupled with eyercise which may lead ito discomfort

an hour or less per day. Other successful palients can be used

o
s



in this area to model approprisie behaviors.

As an example, the therapis=t working with an obese patient
miahl use the following technigques! modeling, wWith piclures of
thin people; contracting, 1o entourage ithe patient to eal in only
pne room it the houser positive reinforcement, to support the
finding of pleasure in rewards other than foodl extinction, by
withholding attention to decrease repesled references to food] and
covert self-instruction, to interrupt the obsessive thoughts about
pating.

Early resulis from behavioral studies were highly
encavraging (Slunkard and Mahoney, 1970). More recently, studies
evaluating the long-term efficacy of behavioral therapy have
questionmed this initiel enthusiasin. The =tatus of behavioral
therapy for obesiily can be summarized in the following four
conclusions:

1) Behavioral treatment has been more effeciive than other

methods on & short-term basis. SGlunkard (1279) reviewsd

thirty studies and found ctonsistant betier weichi losses in

mild to moderately obese patienls using behavioral therapy.

&) The outcome is characlersized by marked individual

variabiliiy. Dome pecple will Jose & great deal of weighil

opthers lose hardly any weighi. Very rerely is weight exined
during the therapy. This variabilitly suagesis that lhe

~~Page 15



critical variables governing weidhi loss have yet 1o be

sdentified.
3) The asmount of weight loss in most behavioral studies has
not been clinically significant. Jeffery (1978) reviewed o1
studies and found that the mean weight Joss was 11.5 pounds.
However, in view of ihe ireatment philosophy of gradual
behavior angd weight chance, seizable weight loss would be
expected only afier prolomged ireatment or long term
followup.
4) Long-term evaluations of outcome have been relatively
lacking and when they have been done they provide mirxed
results at best. The Tindings Froum 15 controlled studies of
followups of over one year yielded the following
conclusimms: weight loss was maintained al one year in 10 of
the 15 studies: no fFurther weight was losl aficr the
cessation of treatment: maintenance of weight loss began to
drifi afler the Tirsl year; and there is s1ill far too fTew
studies 1o edeguately evaluate the long-term resulis of
behavioral therapy. (Wilson, 1280)

HYPINOT HERAFY
The other therapeutic modalitiy dthatl has recently alitrecied

attention is hypnotherapy. Hypnosis can be viewed as the ar

A
t of

influenring eople without their rtonscious awarensss that enables
g p
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them 1o present resisiances. The technigues are similar to those

used by advertising, the very same advertising thatl encourages
pver-eating behaviors., In a hypnotic stale, & message or
sugaestion is orasped more resdily because of the hyperawareness,
focused atlention, and lack of constious resistance, Duggesiions
are in reality new tonditioming, and recent date indicatles that
conditioned refleres establicshed under hypnosis are more durable
and less Jikely to go into extinction (Kroger, 12973).

Before hypunotherapy is attewmpied, every cbese patient is
seen by a physician and evaluaied {or creanic causes. Then the
general emolional stability of the patientl is assessed 1D
determine the importance of the symplom to ihe patient. Not &ll
patients are accepted for hypnotherapy. 11 ithe need to eat is
deeply rooted for the petient, then insight therapy is initiated.
Afier progress has been made, hypnosis can be introduced.

(Crasilneck & Hall, 1%7L).

The patient then is reauested 1 keep & daily foog diary of
511 foods consumed and their gquantity. From this, a calorie intake
is calculated. Unlike behavioral therapy., there is no attempt to
link up the esting ctues in the diary. Then each patlient is asked
to maintain a total calorie intake of no more than 200 talories &
day, It is sugoeested that daily weiohle be recorded and weight
checked at every visit. A full length photograph is taken at the
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beginning of treatment for the pupose of laier body imaqe

comparison. Each patient ie asked to walk a1 Jeast & mile daily 1o
decrease any asnxiely asspciated witlh the dieting.

The hypnolic state is induced and & series of sugoerslions
are implanied. A typital pattern would include? 1) the suggesiion
that there will be reduced hunger: ) that the hunger the petient
does feel can be easily satisfied by & small amount of foodp D

3
}

that the smaller amounts of food that he eate will give him wore
enjoyment than the larger asmountis he has been uvsed 1ol 4) that in
oraer to achieve this enjoymendl, he will eat slowly and chew each
mouthfuly %) that he will eypervience & feeling of fullness sponoei

r

and then will stop eatine: 6) ihat he will be proud of every pound
losty 7)) that regardless of the circumslances, he will quietly oo
about Josing his weiahiy 82) that he wantse to and can lose weights
and 9) that he will be relaxed, at ease, {free from tension, siress
and strain, and free from eycessive hunger. The last suggestion
implanted is that ithe weighl lose will be consdistant and
permanent.

Fach one of these suggestions is reinforced during each
hyprnotic sessiom. Each patient is teught self-induction and
relaxation techniques and instructed to vse them 1lwice a day and
whenever he begins to feel anyious or hungry at an dinappropriais
time.

~Page 18



During the weichl lass &l1] paitienis reach periodic pleteaus

of weight. The discouragement caused by these is minimized by

L

iscussing in advance the possibility of such plateavs. The

nag the patient is

i

resistance is thereby decreased or eliminated

)

able to move on to the eyt expected plateau. Often at the time of
a plateau, additional psychotherapy is instituted if the
resistance seems particularly strong.

Mild 1o moderate obesily tan be viewed as largely a habit
disturbanre and to that erxtent is amenable to & relatively brief
period of trestment. 17 the patient covperates by maintaining the
diet, doing the prescribed erercise, and most imporiantly, using
the self-hyprniosis and relayation technigues daily, & weight Joss
of up to 10 pounds & month cen be achieved, and therapy need only
last & 1o 8 montihs (Crasilneck B Hall, 19¢5). In more severe Cases
of obesnity or in cases where a great deal of insighi therapy is
used in conjunction with the hypnotherapy, the raie of Joss is
lese and the duration of therapy is longer. In &1l obese patienis,
the goal is for the patient to have acthieved some stategies for
coping with the compulsive eating habit by the time that the
waight-loss goal has been achieved.

tiudies in the literature indicate that there is & high
degree of success in boll ithe process of weighli loss andt the

maintenance of the loss. Wollman {(1962) reports successiul weight
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loss in 450 patients usine hypnosis. Glover (1261) reported an

gverage of 30 pounds Jost in 4 months in o7 obese patients using
hypnolic technique, Hanley (1267) reported an average weight loss
pf two 1o three pounds & week using group hypnosis. And there is
an overall reportive that up to BOXZ of patients treated with
hyprnotherapy Jlose weioht, however there is s51ill a O residivism
rate amoung that group. (Kroger, 1973)
FOYCHOOYRNAMIC THERARY

Psychaodynamic theory attempis & sophisticated analysis of

the developmental sources of obesiiy. In enalytic theory. obese

people have certain basic deficits din their functioning due 1o the
abecence of approprizte responses for eypressing needs. lThey
suffer from a pervasive sense of ineffertiveness, passivity, lack
of volition, a&nd & conviction of being influenced by olhers. They
pxparience ithemselves s helpless products without active
self-awareness. (Bruch, 1972) They present themselves as passive

and helpless, someone who gets fat "jusi looking at food”.
Evoking awareness of dimpulses, Feelings, and needs ithat
originate within the person is considered the essential step. Then
a sense of competente in areas of funcilioning which previously
have been deprived can be developed. This focuses the therapy nod
on the intrapeycthic conflicts and the disturbed eating funcition,

but rather on the repair of the underlying sense of incompeience,
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conceptual defects and distortions, dsclation and dissalisfaciion.

r

This is asccomplished by & non-traditional . faoi-Finding,
non-interpretative approach. (Bruch, 12973) Minute attention is peid
to the discrepancies in the palient’s recall o ihe past, to ihe
way current evenls are misperceived or misinterpreted, and ito the
inappropriate ways of responding. As alternatives are eyplored and
pyamined, the person is led to erperienting herself as not utterly
helpless or the victim of & compulsion thal overpowers.
Clarification of what the person is saying is best carried out
siep by step by the person, rather than by being given sumnation
gxplanations from the therapist’s insighis.

The fact-finding treatment approach is termed the
constructive use of ignorance. The therapist must always be ready

to ask "What is there thal I do not know?" FPeople respond well o
this abjective fatti-finding stiitude as they recognize the
therapist as & true colaborator in search of unknown factors and
not as someone who has secret knowledge that is being withheld
from them. The therapeutic goal is 1o wmake it possible for the
person 1o uncover her own abilities, her rescurces and ivmer
capacities for thinking, judaing, and feeling. Once this capacity
of self-recagnition has been eyperienced, there is & change in ithe
wWhole stimosphere of involvement. A more mature and realistic

approach 1o life influences weight indirectly. The solution to



pnderlying emotional problems by opending up alternative ways of

prperiencing satistaction can remove the basis for 1the erviessive
gating. Whether ihis results in long-term weiobl change depends on
geach individual ‘s process which progresses at each person’s own
rate. Slatistics on long-range treatmenl resuvlis are currently
almos=t nonexistent but are in the process of being gathered.
(Bruchy 1973
GROLIF THER&PPY

Group therapy has also been vsed in the treatment of
phesity. 1178 use seesms dependent on ithe lack of severe
psyihiairic illnesces in ithe group pariicipanis. The groups are
farmed specifically for the atiaimvment of weight loss and the
maodification of eating behaviors., It is hypothesized 1hat the
process of the group can improve the general sdapiation and
emoticonal well-being of the oroup members as well as provide the
sUpport sysiem netessary for successful self-dimage. (Wollershedin,
1970) As the treatment progresses and the erxient to which eating
and obesity are embedded in the patients’ defense sysiems is
tncavered in the group, the goals of the group are modified away ‘
from weight louss to weight loss mainlenance. |

Siudies indicate that the group therspy aspproach to obesitly |
is most effective when ihe group is orienited to specific treatment

based on lesrning principles and behavior change than when based

l.,,'
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or soCial pressure trestment (Wollersheim, 19700, The swcial

pressure treatment was essentially & TOPS ( Take OFfF Pounds
Gensibly) group whose sessions included & weigh-in, verbal praise
foirr weight loss, and the wearing of signs 1o designate loss, gain
pr siable weight. The theory of this techniqgue was 1o fosier a
high positive eyxpectiation for losing weight and 1o develoup and use
spocial pressure to help in weiceht reduction. The long-term resulis
pf such groups has yet to be systlematically studied, butl
preliminary results indicate & rate of maintenance suctcess lower
than 1hat of individusl treatment. (Sager and Kaplan, 197¢)
FEMINIST THERAPY

Feminisl therapy is based on the view thal fat is not
deviant but simply an ineffective way of resisting female
siereatyping. As such, it seepks to take women who aire compulsive
eaters and end the ctompulsion rather than insetitute the compulsion
pf dieting. Food is used to panper. Every eating eyperience is
enicouraged to be & plessurable one in response to stiomsch hunger.
There is no rewgimentation or balancing of food intake. Feminisis
(Orbach, 1978 Millman, 19820) propose that ihe body can tell us
what 1o eat, how to have & noutritionally balanced Topd intake and
how to lose weighi. In the demystifying of food lies 1he freedom
from loss of control and insatiabilitiy. To ihi= end, women are
Encouraged to go out and abtain erxactly the right food they desire
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rather than setile for whatever is around. The goal is fFor the

compuleive eater to break her addictive relationship toward Foond.
The technigues of Feminisl therapy are basically thoze of
aroup therapy with discussions focusing on the role of women in
cociely and the relationship of obesity to that role. Diyx
impoar-tant steps (Orbach, 1972 are taken within the groups
DDemenstrating Lthat the compulsive eater has an dinterest in
being +at.
c)Showing thati this interesi is largely unrtonscious,
MDoing specific eyercises thatl bring this theme 1o the
WOMEN & COoNsCinURTESS.
GIEvploving the mesnings for each individual woman, oice
thie inlerest in fat is recoanized.
DiExpasing the purpose of the fal for each womai.
CIReclaiming by each womasn the aspects of hersels that she
has previcusly atliributed solely 1o Lhe fat.
Fantasy is used to eryperience feeling comfortable in a new, thin
body as well as to erxpose the benefiis of beding obese. As in gioup
therapy, the theory is ip fosier & high positive eypectation o
locing weight and Lo develop and use group support as well as
arpup pressure to help. The feminietl literailure Lo date does nod
repart outcome results othier 1han anecdotally. Those anecdoties
repari net astounding weioht loss, but rather lowering of wedightd
to an scceplable personal level by the women involved.
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THERAPPY

COGNITIVE

A case can be wade for the inclusion of cognitive

behavioral 1lherapy as an adjunct technigue in an overall

approach

linked

wiEdalih

to the proablem of obesitiy. I+ ihe oversating behavior is
with dirrastional thoughts such as "I should be able to lose
and Keep it ofd and 4if T don’t T am & worthless and hopeless
person. ", then the technioues of disputing, exhorting, and

humordizing the irratlional beliefs are applicable. (nce

toonitions

and emotions arowid overeatling are attacked and altered, tognitive
therapy would use operant behavioral conditioning to reinforce the
behavior and tognition chanaes. There is no data as to the
efficacy of cognitive itherapy as the sole treatment of choice for
vhesitly although studies are currently onooing.
WASHIMNCTON UNIVERSITY GTUDTED OF SURGICAL
INTERVENTTONS FOR MORBTD CEESTTY
The approach for treating obesity that 1 am currently
developing stems from ihe erxlensive resding and research T have

done over the pest Five years o the lopic of obesily.

I approached obesity from the traditional medical

particular perspective of surgical interveniion

of choice. I participated as a research

Halverson of the Department of Surgery,

Sthool of Medicine, in the analysis of one hundred small

bypass patients.
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These operatlions had been performed by anolher



surgean and the patients were inherited for management by Dre.

Halverson. A summary of thatl datla will be presenited in this paper.

At the same Llime, Dr. Halverszon was initisting a stiudy of
gastric restriction as an aliernale, and safer,. operation for
morbid obesity. Both of vus were interested in enhanting the
sucress of ihe operation by carefully screening the candidates for
underlying psychistric disorders. Since 1 had eryperience as &
research associate in the Depariment of Msyihistry of Washington
Lniversity Medical School, T developed & preliminary evaluation
for research purposes, Turther studies will be developed based un
information obtained from this preliminary work. At the same time,
Dr. James McClure of the Depariment of Psychiatry became involved
in the psychiatric evaluation of tandidailes for the operation and
the administration of various psycholooical teslis preaperatively
and postoperatively. [Over ihe past two years, 23 out of G2
careful ly selected morbidly obese patienis who underwent gastric
bypass have been medically and peychiatirically evaluated. The
medical data has been repuried elsewhere but will be summarized.
(Halverson, 1980, 1921). This is the {irsl reporting of the
pavchological data.

MEDTCAL INTERFPRETAT IONS

As defined by the wedical community (Mason, 1980), worbid
obesity is a body weight that is wore then 100 percent above ihe
person’s ideal weight. There is debate on how to determine ideal
body weight, butl wost surgeons uvse the life insurence weight
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tables. Anoiher accepted standard is 100 pounds for {five feel and

five pounds for each inch thereafter for women, and 106 pounds fo
rive feet and sir pounds for each inch thereadier for men.
fycessive body weioht is cunsidered morbid st ihe point where it
interferes with lifestvle and the abiliiy 1o work. 1t bBrings &n
increased risk of death and of other seriouvs medical problems
including heart disese, diabetles, hyperiension, breasst cancer, and
cancer of the endomeirium.

And yet, in & mediial sense, obesily itself is & beniun
dissase., 1t ia wnly linked with other diseases and does not iisel
kill the patient. And sinre it is nol contagious, despite the faci |
that it is epidemic, it does not thresten the population witih |
extinction. Why then such & seemingly drastic intervention as a
major operation?

The answer lies in what the medical community views as the
failure of medical treztment of obesity. ALl too often, the busy
internist cammot manage the time nor the effort involved in
extensive nutritiomal and eyercise tounseling necessary for even
minimal successful weight loss. There are no acceptable drugs for
the management of hunger for the worbidly obese, Dariatric doctors
(Gomez, 1980) believe that the inability to controel hunger ss the
crucial obstacle. This concept has been reinforced in the
behavioral and hypnotic literature. 11 ie nearly impossible For an
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L necessary for wesioht

individual Lo maintain the caloric defici

loss for an indefinite time while remaining hunary. Therefore, the
pbese person returns 1o previous eating patterns.

Within the medical coomunity, there are several theoriss §oo
the eticlogy of morbid obesitiy. Some doctors think that there are
no psychological underpinnings at 211, bui & metabolic disturbance
in the neurco-hormonal ayis. & region in Lthe brain. the
hypoithalmus, js postulaied to be the location of the processing of
the body s hunger messages,. A satiation center located there
provides information on fullness. If there are lesions in this
region such as tumors, inflammation, or congenital abnormalities,
over-eating will cccurr. (Herberg, Franklin, and Stephens, 19750

Biochemists (Apfelbaum, 1972) who disagree with Hirsch,
think that caloric eypenditure provides & clue 1o the etiology.
Once the person gels beyond & certain amount of Ffat. and this may
vary for person to person, the energy erxpenditure decresses

"

tremendously. The fat cells themselves are notl criginators of
talorie burning. A lean person gives off a heat radistion that
burns up calories. Frcessive fat cells hinder heat radiation. For
this reascorn, even thoudh obese peaple may be eating fewernr
Calories, as little as 400-500, they continue to gain weight. The
Etiolooy of weight gain may then lie in calorie wutilization by
Sperific amounts oF E¥Cessive body mass,
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Endocrinologists (Heen, 1979 propose & theory of

hyperinsulinism which postulates that the body produces too wmach
insulin, which may itself induce insensitivity to insulin. When
this occurs, there is lessened abilily to ulitize glucose by the
celle, and the eycess glucose in the bloondsiream is converted into
ctored fat. Most of this work is hiohly eyperimental and has yet
to be widely accepled.
JETUNCGLILEAL BYTFASS
Review of Medical and Psychological Findings

Surgical intervention is based nol on the eticvlogy of the

dicease but in interrupting the protess by which food is utilized

in the body. There are two classifications of operationsi one

rauses malabsarption and the other tauses & reduction in intake.
The intestinal bypass was designed to create malabsorplion. People
could eat everything they wanted and becsuse of the malabsorpiion,
the calories would notl be ulilized., The gastiric bypass, by
limiting the size of the gastric pouch, limited the intake. There
is no known malabsorplion component to date in the gasiric bypass.
The first jejunuvileal bypass was done in 19556, The technical
operative procedure wenl through various changes aliering the
amount of small bowel bypassed andg the location of the anastanosis

of large and small bowel. While each teclmical adapitation produced
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slioht differences in physiclocical resuli, the overall resulis

are comparable. (Buchwal g, 1275L)

The initial enthusiasm for the jejuncileal bypass was based
on ils astounding and seemingly easy weichl loss while allowinag
the obese persomn to eatl anything at &#l11, even the "forbidden

fondes. "

Within two years, & net weight loss of 35X 1o 40% is
commonly experienced. (Halverson, 1978) This inditial enthusiasin has
been tempered by & orowing list of tomplications. Foremos1 amond
these is liver dysfunctionm ocouri-ing in &#s many &as 452 of
patients. L% of ilhese people go on to develop liver failure, Also
commonly reported are slectrolyte and vitamin deficiencies
ascociated with diarrhea. 8 to 10 bowel movements per day is
average. Many of these deficientiss can be treated with
medications, and there is & trend toward improvement of these
deficiencies with the passace of time. However, this does not
always occur ang these deficiencies can be life-threstening. There
iz also a debilitating faligue that oocurs post-ouperatively as
well as a "bloat syndrome" that is characierized by intermittently
severe cramping abdominal pain. Gallstones, Kidney stones, joint
pPaine and hair losse are aleo spquellase to jejuncileal bypass.
(Buchwsld, 1974%)

In the study of 101 jejuncileal bypass operations performned
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from 197 to 1975 at Washington University Clinical Reseapch

Centier, the above results were duplicated. thalverson, Cenlry, el

Ly 1978, 1980) ALl were morbidly obese as defined, with wmen

o

averaging 128% and women 1/71% above their idesl weighi. Evern

though the patients siperienced some benefits {rom the weight los«

-~

such as reduction of blood pressure, imbroved clucose tolerance

tests, and lowered serum cholesterol levels, there was a LI death

m

rate and & B reversal rate over the three years of ithe study.
(The surgical term for reversal is resnastamosis- recannection of
the separated segments of small bowel.o)

The weight loss was considerable during the first year, with

plateau effect ocourring in most patientis in the second year.

i

Most patientis lost up 1o & mean percent of GOX of their excess
weight. 15Z losi over LOX of their original weight however L of
these people had to be reversed and one cied atier having refused
revarsal.

At a mean of 5O months post-operatively, 70 living patientis

wepre available for follow-up.e At this time, 36X had regained LX o)

nore of their original weioght and 14X have recained cOZ of the
weighi they had lost. This weight gain is presumably due to
tontinued high calorit intake together with adapiation of ihe
functioning small bowel segment. In addition, &BZ of women and LX
of men had not lost & significant amount of weight and remained

=
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pver 200 pounds. Marked electrolyte deficiencies and diarrhes

persisted into the late post-operative phase. Gallslones, kidney
stones, joint pains, and vitamin A deficiency occurred
significantly.

Of the 5% of patients who had to be reversed, odf% were done
because of liver dysfunction., 2% because of malnutrition and
debilitating weakness, and 17% betause of electrolytle imbalance.
After reversal, these patients regsined up 1o 86X of their
priginal weight,

The 70 living patients available for follow-up tan be
characterized as follows: 1% have no problems and have hao
satisfactory weight lossl 347 have wminer problems like
control lable electrolyte or vitamin deficiencies or intermittent
diarrhea; 39% have wmajor problems like recurring kidney siones,
unoperated gallstones, and persistent severe elecirolyte
deficiencies: 6% are doing poorly because of erhaustion, depletiom
requiring hoespitalization, and debililating diarrhes. OFf the 101
nriginal patienis, the status of 98 is Known. The operation on &
strictly medical basis wmust be considered an absplute failure in
207 of the patients. (nly 18% of the entire series can be
considered to have & oood result. Consequently, it has been
coneluded that intestinal bypass is nwot an appropriate operation

for morbid obesity.{Halverson, Schefé, and Ceniry, 1280)



A review of the peychological litersture of patisnts

gndergoing jejuncilexl bypass supports the surgical conclusion.
Harringtion (in print) combined daia from twelve studies ihat
imnvestigated poustoperative psychologicas]l funcltioning in &71
paetients. (f these palients, GI% eryperienced psychological
dgifficulties: 1B%Z pyperienced severe peychopathological reactions]
11% experienced mild peychopathological reactions, and 334 engaged
in potentially serious noncompliant behavior.

Feychopathological reactions included anyiety resction,
depression, sWicidsl idestion snd attempis, anoreyia, psychouenic
vomiting and gagging, alcoholism, psycthosis manifested by
hallucinations and delusions, and severe psychological rearession.
Mild reaciion was defined as greater smotionalily as displayed by
mild depressiong irritabilily, and increased anger. Reattions were
defined as severe if they reguired professional Lrestment on
either an outpatient and/or inpatient basis, or had persistent
suicidal ideation, suvicidal gesiures or allempls, persistent
depression, anrxietly resulting in anyiety attacks, or psychogenitc
vamiling &nd gaggind.

(tme researcher (Fpamark, 1975) found that 1% of his Gh
patierts reguired post-operative psychotherapy for anxiely or

o .

Gepression. Solow (1974) reported 2% of 022 patients esperienced

a7

poythiatiric illness fol lowing surgery. In Lundaren’s {(19Y7) sepies
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pf Gl patients, 30X had negative peychological reaclions, as

dgefined above, Winvkelman’s (15974) serdips of o7 reporied 18%
paythologically disturbed reactionms. Abram (1976) studied D4
patienis, cGZ of which had & neaative psychological ovutiome. The
piher studies revipwed revealed similar findings but had fewsr
patients. Slarklofd wiih the larcest sample (2349 patiendis), found
the lowest rale of psychological disturbance. (7%4) Howeveir, tareful
peychialric screening was conducted before patient selection for
operation Wwas made.

Fostoperative psychapathology is not surprising if there is
a high incidence of preaperative peychopatholoosy. Solow (1974)
noted preoperative maladaptive persoanality paiterns in 40%, and &
"notably deficient self-esterm” in GGX of his patients. Webb
(1976 studied Abram’s paiienis preoperstively and found 11% of
all subjects who sought bypass to be "loo risky psychologically”
to have the operation performed. When all studies reviewsd by
Harrington (in print) are compiled for precperative evaluation, of
the 156 cases on whom preoperative psychological datla was
obiained, 74%Z were reported to have a preoperative peycholoodcal
ditFiculties or have had preoperative psychiatric treatment.

Noncomplisnte was gvaluated by exhibition of behaviors thai
demonstrated unvillingness/inability to comply wiih posioperatiive
instructions concerning diet, return visits, and medication.
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Nomcompliance occurred in five basit areas! 1) failure 1o keep

postoperative outpatient appoinimentis] 2) failure to restrict
fluid intake: ) failure o take prescribed medicatlions and/or
vitamingy 4) failure 1o mert dietary restrictions on fatty foods
foods; and 5) alcohol abuse. Many of the postoperative
[ complicatlions can be reduced when the patient is compliant. Fonr
gyample, diarrhea can be significantly dimproved through limiting
of fluide, faity foouds, and spity foude. If diarrhes is improved,
the chances of severe electrolyie imbalance are reduced, Failure
to return for cutpatisent visitls allows mineral and wvitamin
deficiencies tou progress unthecked., (Hlarkloff, 1975

In compariscon to other patients in medical settings,
iejunocileal bypess patienils have the sawe rale of 205X
noncompliance. (Davis, 196G6) While the noncompl iance rates are the
same, the conseguentes are not. A definition of successful
operation mustl lake into acoount waintevance noet only of wesigh
vut also of health.

Because of wikerlying meihodoloygical 1laws, the enormily &nd
eyxtent of the problems postoperatively aie probably
underestimated. Many of the siudies report only on those patienis
who were available at follow-up. Poitentially, paltients who o nofl
return for follow-up have more pathology. Some of the studies do
not report deaihs ihatl occur either intraoperatively of

~-Paoge 5L



postoperatively and ceriainly some o thouse can be attributed
ithe psychological inability 1o handle the physioclogical chanaes
Reanastomousis is aleu nolt tonsidered in any study evcept for
Slarkleff s, (1974%) Each of these wmethodological weaknesses
contribute 1o an underestimation rather than an overestimation.

The data indicates that people who have sought owt operation
are ol free from peychological abnommslitises, and in some (ases
are not free from severes paitholougy. NMostoperatively, 1he
psychopathological reactions can then be viewsd as eyacerbations
ague to physiclogical and peychoulogical stiresses on the personal ity
weaknesses that are present preocperatively.

I 1ihis is 1ihe case, 1then careful selection of patients for
pperation in combination with i1he safest surcical proceedure seems
io be the treatment of choice. Surgical intervention cannot be
viewed by Lhe obese person as the essy, "magical” way 1o obtain
and maintain weioht loss, 1f this attitude is either permitied or
EVEN enctouraged, & given obese person’s (hances for suciesseful
weight luss are drastically compromicsed. The purpose of our study
then is to desion & melhod of intervention and report on its
efficacy. The intervenlion wes based upun careful preoperative
psychialric screening, intensive tounseling, and postoperative
freguent contact in combination with the sasirit bypass suraical

Techniqoue.



GASGTRIC BYPRASHS

Heview of Medical and Psychological Nindings

Fiecause of the surgical failure of the jejunvileal bypass,
the search for another surdical techmicue continued. It had been
pheerved ihat people having stomach operations that resulited iv
diminished capacity had trouble wmaintaining weiaht., The first
gastric restriction operstion for obesity occurred in 1962,
Eyperimentally, first on animals, then on people, & speliftic sed
of teclmical criteria were ectablished: a small pouch volume, and
= emall outlet from the pouch eilher inte the jejunum o thiouah =
chanmel into the distal stomach. (Mason, 1980)

The small pouch severely limits the intake of
proguces early satiety. The small out{low tract delays gastric
erptying and prolongs the return of hunger. Unlike the jejunoilesl
bypass, early resultis indicate that ithe gasiric bypass does not
nutritionally deplete the body. ALl of ithe calories ingested are
abearbed.

Weight loss following gastric bypess has been reporied in

L3« .

the ranae of 0% to 367 of opriginal weighl Jost within the +ii=s1
year. (Alden, 1977 Buckwal ter, 1977) Alse reported is a laie
weiglit Jouss of 35% at the end of iwo yesrs. The data as o whelher
the weight losse is permanent is not yel availableo The wajor
factor for permanent weioght loss at lhis time appeairs to be the

13
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maintenance of the small gasiric pouch. With persisient

pvereating, the poovch may be stretched back 1o tlose 1o the
preoperative siz2e. The other faclor is the mainlenance of the
emall outdlow tract., This has been more of & techmical problen.
solved in some cases by eyternal reinforcement of the channme].

Mortality rates are reporied from 0% 1o L2, (Griffen, 19771
Printen, 1977) The tomplications postoperatively include those
found after any surgery in obese peoaple! intreased incidence of
prieumonia, wound infections, and blood clots. For the gastiric
patient, there is an increased incidenies of Vomiiino
postoperatively unless food volume restrictions are careful ly
pbheerved., (Griffen, 1277) The areatest difference from the
jejunouileal bypass is ihal there js & near total absence of
metabolic complications. There is & mild diron deficiency and
thiamine deficienty, both of which &re easily trested., There is &
ireported rehospitalization rate in the {firet yesr of 124 for
gastric bypass and 7% four jejuncileal bypass, (Alden, 1977) Live:
funelions have not been altered by gasiric bypass. (Buckwalier,
1977 Halverson, 1930)

The Consensus Conference on lhe surgical trestment of
pbhesily at the National Iunstitute of Heslth (1973) conclucged that
the gasiric restriction procedures have fewer side effects lhen
the jejuncileal bypass, but that the follow-up data has not beei
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sUTfFicient 1o delermine any serious Jong-ierm efrects.

There have been only & few reporis of the psychological
erfects of weicht Jouss after gastric bypass., Galizeiedn (1280)
‘ geramined ) patients precvperatively and postoperatlively. ©B0%
continued Lo do well ar dmproved from s pesychological stazndpoint,
l LOZ of ihe paltients had major or minpr psychological or medical
complications postoperatively. ALl of the patienls who developed
camplications were single. separaited, or divorced; the majority
weire moderaiely or severely psychological ly disturbed baszed on
preoperative MMPT assessmenic The majordty of patients reported

improvement dn hesltih, inctressed social activity, dmprovedsd

Saldzeiein did not Find & correlation between asmount of weiahil

lost and psychologica]l changes.

|
\
interpersonal relationships, and improved self-toncept and morale.
WASHINGTON LINIVERSITY STLUDY
Methodology

Sivty-ndne morbidly obese patienis were selected Tor gasirid
bypass operation following eveluation. Criteria for selection
includes:

1) Weight of more than 100 pounds over §deal.

&) Documentation of previous attempts at weight reduction

undgar the supervision of a doctor opF dieticiain.

LY
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3) Exclusiom of & medical reason for obesitv.,

4) Good general health without evidence of peptic ulcer
disease,

5) Latk of diagnosible psychiairic disprder and evidence of
peychological stability. Tlability was defined as
acteplantce of the need for pritreme caloric restriction
postoperativel yl accepitance by 1the patient of
responsibility for Jong-term weight loss) and & realistit
statement on the Jlikely dimpact of the weight lose an the
patlient’s l1ife.

Medical evalualion included studies 1o rule put the presence of
pulmonary and cardiovascular disease. Endogenous causes of abesity
such as glandular abnormalilies were excluded. Radioaraphiic
evaluation of the entire gastrointestinal traci, gallbladder, and
Kidneys was performed.

Erxhavstive dietary tounseling was carried out preoperatively
in order to delermine ilhe likelilhood of compliance and Lo prepare
the petient for the changes that are ritical fTor weiohi loss.,
These dietary principles includedr: 1) cessation of eating when the
patient no Jonder eyperiences hunger: ) thiee small well-balanced
neals a dayi 3) no liguids taken with meals), 4) & wailing period
tf 5 minutes belween bites of solid food, witlh thorough chewina?
and 5H) & 1otal avoidance of hioh calorie liguids, including
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alcohal.

Fesyihiairic evaluation was conductied by & Washington
Lniversity stafd peyvehiatrist using the Feighner (197) disanosti
criteria of pesythiatric diseases. Evidence of severe peychiatric
gicease eliminated the patient from the study. In addition,
patients were interviewsd by the surgeon and myseld during the
pireparaiory phase. Matients weire escluded i during the dietary
cowneeldng it was fFelt thalt they maintsined an unrealistic
sttituce about sither Lthe operation or the #ffert it would have
upom Lhedir lives. OUnly 20%Z of &1] petienls contacting the surgeon
about the pperation were cthosen for the procedure. There was &
Fejeciion rate of HOX of patients acitually admitted 1o Lhe
hospital for evalusiion.

FPresperatively, {ive paychologital measurements were
administersess 1) Clindical Analysis Questiovimaire (CAQ)T ') Indey

of Delf-Fsteem (ISE)D A Optlimism/Pessimism Test: 4) Eating

behavior Questionmedre 117 5) Eating Questionmaire 1710 All were
aaministered by the same person Lo slandardize administration.
The operalion performed was a standard stapled loop oastridd
bypass. Posioperatively, paiientis were seen monthly for six
monihs, bimonthly for =iy wonths, &and guarterly for the second
year, Complete laborsatory svaluation wss performed bimonthly and
o each visit & ouestionmai re conCErning medical sympioms and
Pavihologs cal adjusiment was coapleted, Palients were
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g the three specific meal litmes and

r

gar-ly return of hungaer.
Medical
The patients were 211 morbi
percent over their idesl wedabt.
male., Six of the meles and siy of
ct4l] considered to be morbid boc
and the mean age of the wen was ol
thires patients died, one from blo
from perforation of the stomadch.
few, There was a wound infection
aiid wmild urdinary tract infection

occurred in ol1% of the paitientis.

; comisel indg was provided on an ongoing basis.
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readmitted 1o the hospitzl for complete medical and pesycholoasca

‘ pvaluation at the end of 17 to 18 moniths. In adaition, patients
were rehospitalized when medical problems occurred. Dietary
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Mo ced, dncluding
To prevent

to stop ealting as
o fluide with mesl

the pouth and =u

& mean ofr lcls

B7Y were female and 134 were

the females were operated o

SUGsE OF difdd

7 ovears. Larl

deaepite less then Lhe 100 pound mindmum ey cest. Their opbesity was

culties they had in

adge of Lhe women Was D00 yeod

y in the series,

od clots in the lunas and twWwo

Postoaperative

ppmplictalions Wel e

pate of 3%, pneumonia rate of CZ

in 18%. Rehuspitalizetion

Nine of these

“Page 42

fourtesn peitiEnts

1

i

-



.
Li

WEeI'8 Eeasdmit

ed far failure 1o fullow dietary resirdiciions,
Meilaboalic abnermalities were dinfrecusnt. Mild slectrolyie
deficiencies and lowm vitamin levels poourred dn <25X, and in no
case did the abnormalities threaten ithe patisnt’s life. All weie
pacily corrected by medicaiion.

Immediately postoperatively, all palienis reporied {feeling
full after just & little food. AL] bult one paiient reported that
their appetite had decreased tomsiderably. Preoperalively, the
mean number of meals eaten & day was 4.5, Postoperatively, 23X
were eating three wr less meals per day and GOZ were eating Four
to siy small meals & day,. Meale averasaed 20 minutes duration of
pating., Vomiting was an infrequent problem and only ocourred in
patients who were noniomplisnt with dietary reaulations,

I}

Arnalysis of weioht luss data was performed on L patlienis at

1

& mean of 0 months postoperatively. 90% of peatients lost more
than 0% of their excecss weioht. Those who wesiohed JTess
precperatively lost more weight as did thore who waintained =
emall pouch siize in the late postoperative course. Patientis who
dig mot continue regular {follow-up visits Josi significantly
(p<.0D1) less weight than ithose seen recularily. (nly &£h% continued
Lo lose weight after the firset veasr. Inadeguaie weight loss was
ascgcisled with failure to stop sating when hunger teased and with
failure to eat slowly. Analvyveis pf Food lisdis revealed e#ithoer hial
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calaric snactking or rushed meals washed down with lTiouidse. Decause

i the tendenty 1o relapse into Lthese old habits, frecuent contact
betlween Lthe patient and the medical stafd has been crucial.

Noncompliante s measured by failure 1o Keep appoinimentis
was present in 15%; as weasured by failure 1o take medictations

d temiply 1o dietary restrictions

2%y and as meassured by failure t
15%Z. These ctompars favorabhly to the nonrompliance rates
pyperienced following any major surgery and are hioher than woula
be predicied. This is & desiered resuli of ithe taretul
preoperative sCreening.

In 1erms of life style, patients described definite changoes
in how they {feli physically. 8% reported feelinge "moch better",
D% Ffeeling "good but could feel better", and 3% feeling "not
better"., 6% (17) felt "tired all the time” but siyx of these had
Erperienced episbdit depressions, &1y had not lost wmuch wesiaht,
one had recently given birih, one was & full time homemaker witil
several smsll children, and Lhree had ful ltime employment.

LOX wf the patients were working precperatively and
tontinued to work. An additional 0% were able 1o work
postoperatively when they had previously been unable to work dus
1o obesity. An addéitional % were nol currently workinae, bot feli
cond enough to woik.

Interestiinagly, 174 either separated or divorced within the
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first two vears afler the operation: 6Z who hadc notl been married

.

a1 the time of operalion, married durdne the First two years,

e level of overall satisfaction with Jlife was asked of
pach patient, both preoperatively and at each postoperative
cantact. The firset siy wonths aitlter any major surgery is
considered ithe retuperative phase aind there sre residual problemns,
Siry months postoperatively, 64 sadid they were salisfied with both
their preoperative lives and their postoperalive lives., O said
they were not satisfied preoperatively and remsined unesstisfisd,
flowever, L4% said that they had not beepn satisfied precperatively
and now wWiere, Thers were no patients who reporied having been

H sy ol I o S 2 ] -
A5bLalibried o

£
¥

“Ler the

catisfied preoperativel y and then become
pperation. No attempl was made 1o standardize the meaning of
calisraction.

While patients gid nut achieve their idesl weioht nor did
they aihieve toital satisfaction with itheir lives, these are oals
rarely achieved, Whal was achisved was o decreased mortality risk,
al a low morbidity and mortalily rate, with an inireasse in ihe
tualily of life. 11 is stromaly felt ithal the reasons Torr this lie
in the careful seleciion of petients. Certainly, the absence of
paychiatric problems intlusnced the compliznce of the palients 1o
the behaviopral modifictations of their food intake. The behavioral
Chanoees coupled witlh the techmical procedure produced in carefully
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selected patienis & reliable weiaht loss,. (Halverson and Genlry,

1535503 )

The cuestions then arise as to how best select patients for
suctess and as to whether the psycholoagical underpinnings of thei
ubesiiy has been affecied. The data collecied was analyzicd with
Lthese quesiions in mind., 311 could be postulated thal thers are
certain characteristice shared by suvcrpssful weioht losers that i+
identified tould be used 1o further scpreen preoperatively. Andg,
if body imsge and selfoestieem are related, an improvement in
waight shouvld lead to an dimprovement in self roncepi.

Peyvihological Methodology

Five messurements were administered precperatively and
postoperatively to 24 peslientsl CAQ, 15E, Optimism/Pescimism Test,
aud Lating Guestiommaiires 11 andg 1110 In addition a wriltien

psychistric evalusaition was given by the =  pasythiatrist based

on the Renard Reseapch Interview (1970). ne patienl was srycloded

from the study because of death during the immediale postoperative
phiase.

The Clindical Analysis Questionnaire (Krug, 192820) Wwas
developed as a single instrument that could simultaneausly Jieasire
normal and pathological traitl Jevels and provide & full
multidimensional profile of the subject. The test contains 28

srales, 16 that are noarnal trails, ¢ thal reflect depression, and
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Lothat were develaped 1o wmeasure faclop-analytically- identified

Lraits that were discoversd in the MMPD didiem pool. (Krug, 1280) The
tesl was administered on an individual basis and was completied hy
the patienti without prompiing by the administrator. The tests wWwepe
sLored by computer and took into acrount sey-role differences,

The niormal personal ity irails measured were! warnithyg
intelligence, emotional siability, dominance, impulsivily,
confourmity, boldness, sensitiviily, suspiciousness, dimaaination,
shirewsness, insecurity., radicalism, self-surriciency,
seli-disciplineg, and tension. The depression traits wepre!d
hypochindrissis, suicical depressiom, &aitalion, anxious
depression, low eperoay depressjon, auilt sl resentment, bovedom,
anc wWithdrawal. The five remasining tradiis woprel paranois,
paychopathic deviation, schizophrenia, psychasthenia, and
peychological inadeduacy.

The Inder of Seld-Psieem (Hudson, 12820) was develuped @s
pairt of & package of shorit-form measuremnent scales for use i)
tlinical and resesirch settinags. The 168 is & paper-andg-pencsil,

o

self-report auestiommed re desioned To measure the severily of
problems with self-estesm, Guestioniades Wolbe administiered on &n
ingividual basis and were completed without prompting. They were
hand-scored and had & score rangse from O to 100, A low score of

lees than 30 indicaies relative abeentce of the problem, 2nd &

—Fage &7



——

——

higher score indicates the presence of & more severs problem.

The Optimism/Pessimism Test was developed within ihe

Depariment of Psytholaay of Washinglon Universiiy 1o obtain an
pverall description of & person as predominaintly opiimistic ol
pessimistic. Areas relate to interpersonal relationships, abhilitly
1o perform taske, and perception of the future. The test is a
paper-and pentil, self-report cuestimnaire administered on an
individual basis without prompting. They were hand-scored and had
a range from O 1o 20. A score higher than 10 indicated an
ppilimistic view of life.

Eating Guestiormaires I1 and 171 were developed within the
Departiment of FPeaychiatry of the Waeshington Lniversity Sthool of
Medicine 1o aid in the assepssnent of obesity in Lthe psychistrid
population. Questicnmaire 11 is & series of ppen-ended Quesiions
ihat the patient responds 10 in writinoa., I1 covers atiitudes
toward the palient’s weioht problem as viewed by the patient and
significant oihers, descriptions of ihe importance of ealing in
botlh childhood and in the present, and successes or failures in
previous attempts o Jose wejoht., A sperial secilion was included
four the bypass patienis thal &l lowed evalustion of wach person’s
realistic pertepltion of the operation outoome.

GQuestionmaire 171 is & structured interview that goves into

mare depth. It dincludes sttitodes sboul Ffoods, aitemplis &1
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previous dieting, attitudes about seld as
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of Teired 1o simply everyone who desires weioht loss. As & result,

ithe search for indiitators becomes e of finding moure subtle
discriminators. There was & history of primary affective disordei
(depression) in 1%, alcoholssm in GX, hysteria in 3%, wild mental
retardation in 3%, and anyiely neurosic in 2%, Postoperatively
with & mindmum of I8 wonths followop, 1here wos no active or ey
diagnosised paychiatric illness,

Freoperatively the CAQ dala revealed a predominately normal
personeliily profile {for the majority of patients. Overall they
teided to be warm and easygoing rather than cool and reserveds
abeirasct in thinkinge rather than concrelel easily upset rather
Lhan calm and stable) unassertive prather than dominant?
happy-go-lutky rather lhan scber and seriovs: conscientious rathe
Lhan erpedienty venturesone rather than shy and Limid:
tough-minded rather than tender-minded; suspicious rather than
trustinal pratltical rather dthan imaginalive! shrewd rather than
rorthrightl apprehensive rather than self-assured; erperimental
raiher than conservative) self-sufficient rather than
group-oriented; self-disciplined rather than undisciplined? znd
tense and driven rather than relared. The strongest positives were
in conscientiousness and shrewdness, Meople who are conscientious
tend to be more persistent, wore respectful of avthority, and more
conforming. Shrewdness dimplies people whose feelings are not
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pabily swWayed, and who are polite and diplomaiitc aboul handling

Depiressint Lraitls weite molre prevalant in the patients,
Mivpathnidiriasis refleits depiession &nnd precciupstion with bodily
Functione and was present in 47%,. Suicidal disoust reflects
dgicsatisfaction with lidfe and a sense of meaniniglessness that
pntertainse suicide sz & viable optlion. This lendency was present
in H3%. Brooding dgiscontent is a measure of craving for erxcitement
tinged witlh a death wish and wWas piresent in dGX. AnXious
gepression reflects an areas of depression that can be
incapacitating and disturbinag, for i1 results in contusion and
inability to cope with sudden demands. 1t was present in 27%Z.
Low-enielgy depression represents feelings of sadness andg alouwm,
with no zest for life. This was present in SH1Z. Guilt ana
reseniment reflects & sense of utter worthlessness pesul ting o
committing some unpardinable affense. 11 was present in 477, Hored
depression reflecis two characteristics: a feeling that Jlife is
pointless, and & tendency To avoid people. This Lendasncy wWas
present in ZEFA.

(H 1he five remaining traits, parancia waes present dn 48]
peythapathic deviation. sensstion-sepking, in 16ZE schizophirenis
in M1%, peychastihenia, obsessional behavior with little
self control. dn 21X and gencral paychosis di0 21%. ITn acdition,
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JEE were found to have & peurcoiic maladjusiment and 26X had

irresponsible activa-out behavior tendencies. 474 had low
prrectiveness of behavior controls gnd an adaditional 16X had only
)

Fair erfectiveness of behavior controls,

Nomne of the iraiis tested by d1he CAQ resulied in slatistical

sionificance when compared 1o perrent of ercess body weiaht lost
=t most recent tontact. Using ithe two 1ailed HGludents t-test,
there were no sianificant correlations,

Mostoperatively iherr was no statistically significant
discirdmination betweesn prevperative and postoperative pelisnts
with the eyxception of erperimenialism. This {factor correlatied
st the p=.024 level. 'vstoperalively, patientis were more able 1o
thallenoe old Lraditions and seek new ways of approaching thes
lives., Not of stetisiical siundificance but of clinical interest is
Lhat 1he data sugoestis they become more concrete in thed
thinking, calmer, and more dominant. 11 &#lso suwoestis they become
lens comscientious and more eypedient, less suspicious and wore
imaginaeative,

There were possible clinical tremdis wiilhin the depies=sion
Lraits in that thers was & pedavciion in Lthe incidence of every
trait postoperatively. The incidence on the paranvie stale was
recduced 1o 1% on the schizophrenia scale to 21%: and on the
ceneral peychosis stale to 6%, The indidence of psychopathic

oty |
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deviation and psythasthenia weire unthanged.

100% of palients had greater than 20 as an Indey of

Sl s

peim sCbre, placing all of them in & low self-esticen

=+

caiteqgory. The mean score was 47, Postoperatively, 1the mean score
was 4%, There was an antictipation thet there would be an increasse
in sely - seteenm postoperatively, but the data did not revesl this,
Lower or higher self-esieem scores did not correlate with amount
of edxcesse waiaht Jost.

Cnly 2 patients did not have more than 10 &ss & score on the
Optimism/Pessimieom teslt, 2% scared 2020 & an indicatiom of
ppltimismi 12%4 stored 19/200 47 scopred 185/200 104 scored 17720
resulting in an overall B0Z of patients bedinge hiably optimistic.
Hostoperatively only one patient remained pessdimistiic. The oversll
ppltimism rose Lo 97Z4 of 11 the patients with 44% scvorinag ¢O/007

G oscording 19/000 and B oscordng each 1820, 17/020, and 16/0220,

e

The mean preoperaitive score was 1701 and postoperatively 17.4
reflecting the sliacht increase v oplimiem. However, this sgain
failepd to reach signifticance, Hioher Jevels of optimism did not
correlate with higher percent of weight JTosi.

The Eating Questiouimesire 17 stitempts to elicit preuperatltive
subjective responses toncerning the pativnts’ perceptions of theid)
Waight problems. HEX% were aware that their obesity was a resull of
opvereating. There was a significant relationship at the level of
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pe.Oh (analysis of vardenis). 117 the patient was insighltful and
honest enough to attribute the obesitly 1o overeatling, & larde)

peirtent of the eyxiess body weidht was lost. This was not true for

:;r.
-~

the 8% who attiributed woioht gain to snacking, wrong food
WikNnown causes (4%), and being spoiled (4%). The X0Z who
atiributed their weioht problems to external forces such as "bad
metabolism”, heredity., or medicatioms did not Jose as well
postouperatively.

One of the primary motivations for weichi loss pricr io
pperation in G4% of the patienis was a desire to be healthier,
Fowever, those who stated heslth as & factor in weight loss, did
not lose wmore of their ertess woighit. Raither, those who 6id not
ctale health as a2 reason correlated sianifTicantly at ihe p<.05
Jevel with percent of eycess weiaht Jost., This susoaesitis Lhat
health may not be the best statied motivetor. Along with wanting
be healthiers 26X also desired weioht Josse in order Lo dmprove
their appearaice. 16X were awaire thal il would be pasier To gain
and Keep & job afier weicht Joes, 10% were motivated by thedi
childrens’ desires forr them to lose weightl. 10% were phyeically
tired 11 the time and wanied 1o Jose weight so as 1o be more
active, One person (4%) admitiedly woanted to Jose weighit only 1o
find a husband. The remaining 4% were ashamed of ihe way they

lopked but did nol seypress the desire 1o look better.
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When guestioned about what had gone wrone when they sttempt
to lose weighi despite beino wotivaled, 40% jeporled no will power
tg resist cheating, 22X reported that they f2il because of
jeplines of nervousness snd discovraaement. 167 reported oseiting
pored with the foods on the diel. The remainder gither 4idn’t know
why ©r blemed the program they were following for ol beinog
gffeciive.

LO%Z realize ithat there is no specific event that iricoers
their eating behavior. However, the oiher 4%% aittributled itheir
starting of individual esiling abnormalities lo either their
parenis or lheir marrisges. 4% ate more when they were bopred. (0%
simply had 1o Jook at food in order Lo start oavereating, [me
rather inventively sialed thatl beacuse she was so big, she nesds
to ezl more.

40% feld thatl they currently had wood social lives but @5
reparied having no social life and an additional 4% admitted 1o
stlively witlhdrawing From social contact,

Body imadge was measured by resciions to their reflections in
Tirrors and BOZ erpressed disgustl when looking at themselves, 17%
Fefuse 1o even look in mirrors.

Within this eytensive amount of data, ithere were no
Lorrelations with percent of eycess weioght lost.

When assessed far a realistic attitude aboul the suraeiv,
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%% etatied that they erpected ihe wperation Lo assist them in
wei gt loss. 16X expected that the procedure would help them io
gnfor e their dipts. 16X evpecled to be thin in time. 107% erpecied
that&eraiinn to sioniticantly detrease their appetite. 1272
ﬂpeLTEd e new lease on lifte, predominantly in terms of healdth.
L and B% evpectled to be able to et out and about wmore, becoming
more phyvsically and socially active,
When asked preoperatively whal ithey sypecied 1o be doinog in
a years time, 40% who were not woerking hoped 1o be working
steadily. Anoiher 48%Z eypectied to be feeling belter, looking
petter., being cutl anmd artive., and pieparing for new careers. The
rest erpressed a desire to be buying besutiiful clothes.
The patients had heard aboul the aperation {rom seversl
sorces: GOX from Friends, relatlives, ol te-workKers versus only
4 0 from their medical dociors. The remainder either read about it
i the newspapers or heard over radio or television. (Mly 5 peaple
- (20%) Erpressed any concern over the risks involved in wmajor
Wrgery and these were minimal concerns., 520% did¢ not like the ides
L O multiple tubes postoperatively and only 17% eypressed any
fOncern ahout pORTORPEPraETive paiii.
Eating Questiommaire 111 atiewpied to slicit wore in- depih
M["UPE'I'-HHV? responises. 100X described themseves as vepy
'bWWNeiqhi. B1% were very dissatisfied with how they looked st

~=Paae LE




this weighil, 14Z were dissalisfied, and LX were nevtral, 732 were
aware Lhat their weighl affecled their daily sctivities adversely
o @ significant degrer. Postoperatively, 40% continued tao

destribe themselves as very overweighi. Another 45X then described
themeelves as slighily overweioht. 10% described themselves as
pnly above averasge in weiohl. £22% were now satisfied with how they
lovked at Lhedir weighl, 6% were neutral, 41% wore still
giteticfied with how they looked, and 1% were very dissatisfiesd.
68% =131l felt that their weiahl interfered witlh daily activities,
but culy 18Z thought that the interference was sianificant.

The mean age of onsetl for obesitiy wos 10,3 years with 562
having an &ge of onset less than or eouvel 1o fifteen. ALl of them
had tried muliliple weiaht Jouss regimens aversaing 3.7 methods pe
pEIson. Included in the methods iried werer: TOPG, Weight Waiihers,
diet pills, supervised dietl, fads. starvaiion, hypnosis, behaviol
Modification, and their omwn invented diets. GEZ reported that ihey
had never maintained a wes aht loss For more than 2 montihs. An
8dditional 272 had wmaintained weight loss no Toncer than € wonths,

The majority of patienils repoirted that ihe significant
PEUple in their lives such as parentis and family supporied their
Bffori 1o lose weiohi. (mly 13% felil thal they had no suppoit.
lh“EVPP~ 40% thought that ihey were alco actively opposed by
$4gnif i cant peaple in itheir lives, There was no chanage i these
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Pamﬁpiinna posioperatively and they 4id not correlate with W@ bt A

1055,

When asked to rate lhemselves four the plresence of
psychological strengths, they consistanily rated themselves 1ow.

68X reported being unususally nervous!? 8LY feeling like they lacked

self-comfidence; BLY feeling shy and self-conscinusr 562 beding ]
more concerned with what others think: 86 finding it difficult o ‘
gxpress feelingss and 100% setling very hioh standards for |
performing. These feelines persisted pusioperatively. There was
some decrease in being nervous (452)7 in lacking self-confidences |
(FGX) 0 in feeling shy and self-conecious CYEZIL in bedinag wmore

toncerned with what others think (64%)7 and in Tinding it

difficult 1o erpress feelings (Y2%). 10072 coniinved 1o set very

hich standards for performance.

Food had wmany associations for Lhem ineluding the use of
Fond as & reward durina childhood (50%). T7Z remembored being
admunished to clean their plates. 75% came from femilies with
bther obese members, GI1% Ffeli i1hat the lack owf affection fron
their parenis as children contributed 1o their overeatinag. A full
617 described their parents as tending 1o be rather reseprved. 74% i
Wereat when they experience negative siress or bad Teslings. 4% W
Vereat when they erporience plessant Ferlinas o a cense of

atcomplishment. These peoaple did signdTFicantly better at weioht
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loss poatuperatively (pd (0005, one dailed 1 1est) sugeesting thatl
they have more positive feelings aboul themselves that cvan be
pewal ded by methods other then fooad in the {uture.

At one year post aperation, 4% wore olad that they had
gndeicone the procedure. 1072 had wmiyed emolions and 4% had
regative emoutioms., BOZ definiiely would have the operation aaain,
put 0% indicated ihat they would nodl. Latina patterns had
gnderqone some chanoes, GOX reported that foed 4id notl occuny as
much of their thoughlis s before the operation. 5% eyxperiented no
chanae and L incressed their thoughis sboul food. Food remained
moderately or very important to L6X, but overall, &60% reported s
decrease it the intensiiy of interesi.

Current ealting habile were dpscribed az eating less than
normal people by Thi, the same as normal by 10%, and as oveieating
by 1%, The bidgeest changes were thal they were sating less food
bt more frequently and wmore slowly. WX were no longer
Expariencing hunger & JTol of the time. 20X no longer ate when they
Were nol hongry and S6Z had decreased the amount of snacking they
had previowsly done.

However, some patierns were more resilient. If they zie
because they were feeling nervous or bad prepperatively, 76X
Continued poustoperatively. T4 they alte because ihey were anyious

br depressed, 2% continuved. 14 they ate because they were in hiah

r.m
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gpirits or celebrating, ©4% continved but ate less pesulting in
petter weight lose. 1f they aie because they were bored, H2%
ontinued. However, if they ate becauvse they were unable 1o siop
pnce they got stiarted, ihe operation wade & sionificant difference
for 7% who reported no longer havinag ithis problem. A1) of ihe
palients had reported binoees precperatively, and an astounding 90%
repoited cessation of his praciice. This is no doubt atiribulable
to the direct resull of vomitina i Diniges LU,

HOZ reporied that the Ffuture now looked wmuch improved, 70%
reported an increase iy self-tonfidente and sel f-esteem. GO%
reported a decrease in self-consciousness about their appearance,
Howevei, most of them «till had difficulty looking at themselves
in mirrors, and 44% still expressed neeslive feelines about their
reflections in mirrors,

Distussion

Morbid obesiiy ie & hich risgk 1o health and life eypectancy.
It is physically, socially., and psycholovically incapacitiatinag., A
Feview of the psychological literature presepnts litile evidenre
that nonsurgical treatment of morbid obesity alone is likely 1o be
Successful, 4if percent of eycess body weight lost and long-icrm
Weight maivtenance of loss are the (riteria. Medically., &
Feasonable proportion of wmorbidly obese patients improve markedly

8fter gastric bypass. There is intreased mobility, dmproved
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ﬁpdiopulmonary function, decreased rick factors for ascuciated
diseanes andl improved guality of lifte. Matientis even repoirt
ggtisfaction in cases where weight Joss was not significant as
gefined by ihe surceons. Sureery is notl without risk but in
comparison 1o continued worbid ubesitly the risks are lower.

Gasirii procedures are too new to permit firm predictions about
prolenced weight Jose, bul paitients in this study who have been
followed for up to two years postoperatively wre madiniainine their
weiaht loss without serious complications or intolerahle
life-sivle changes.

This preliminary siudy of morbidly obese patients underguing
gastric bypess surdery was designed to describe 1he selection and
exclusion criteria that would facilitate adherence 1o behaviorasl
thanges necessary for successful weight Joss and maintainence, The
psychological andg behavioral oulcomes of the subsecusnt weiuhit
loss were eramined for factors that would identif{y potential
bpltimal weight Joss and iwmproved psychologica] funclionina.
ldentification of faclors would greatly improve the appropriate
Selection and wenascement of patients by ihe wedical community.

The elimination of patients with dizonosable pesychiastric
Giseases by ricid research criteria enabled ihe invesligators to
5tudy morbidly obese patientis with enhanced chanices for succesaiul

Weioht loss. Prevperative insjistance on psythological stahiliiy as
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defined by ihe dnwvesticatiors, {furither increased the potential for
‘mbtuperative stability. Initensive Ffollow-up tare by the operatina
NWsiuian is assumed 1o be of critical importance. The detressed
pate of non-compliance and relative lack of postoperative
complitations bear oul this approsch.

When compared to even the beet weicht results {rom
peythological approaches only, the toial weight loss by aasiric
bypass is more impressive 5s well as wore predictable. By siahiesn
months postoperatively, 732 of patienis hada lost more than TOY% of
theii- eycess weight., Included in thise percenltace are the 41% who
had lost more than GOX, and an astounding 147 who had lost more
than 7O%Z of their erxcess weiaht.

Lnfortunately, none of the insiruments proved 1o be sciurate
identifiers of optimal weiaht Joss. The normal and patholooical
traits measured by the CAQ failed to yield descriminators. Weiaht
loss was achieved despite i formly low precsperative self-psteem
indices, Higher levels of optimism 4id not result in a higher
PErLent of ercess weighi lost.

The ppen-ended, subjective respounses {rom Eatinag 11 and 111
Provided 1he only indicators. Patients who realize preoperatively
that aversating is the ctause of ihedr obesity lose significantly
More weighl., This suguests that patients who understand their

'raﬁphnbibilty in their weighi cain may understend and actcept thei
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responsibility dn their weiohl loss better. The data alsu sugpeste
that paitients with enough seld-worth lo use foud as & rewards

rather than a relief {from anyiely or boredom, succeed in hiaher
peircentiages of edcess weiohl Josis 14 can be speculated thail this
inditates & sironuer ability to behaviorally substituie non-food
phiecis into their reward systipms postoperatively. While paiients
mosl ofien state heallh considerations as the underlying source of
the desdire 1o lose wesalilt, the datla suvagests dthis may not be the
best motivalor. Indeed, perhaps vandily remains the true wotivailonr
This is extremely difficult 1o evalusie since most patienis no
goubt anticdipate that ihe physician will respond wore favoarably 1o
a request for operation when based on healith concerns.,

The petientls tontinued to do well or improve

postiovperatively. No new psychistiric disesses wore discovered &t
one yeasr afier the operation. There weire o scute eracerbations of
previously existing psythiatric comdlitions, Also, despiie the
brevalance of deprescion treits in the population, there wele no

-

Posioperative suicide sectures or attempis. (lverall, 1there wa

1y
Ul

Feductiion in the incidence of abnoermal peycholovical traits,
Patienis seemed to become more concrete in their thinking, talmer,
NG Jeos passive as individuals.,

el some wild

Ironically, lhere was na improvement, and in

becrease in measired self Estesn. Howevelr, this dala is confusinag
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when coupled with the subjeclive data that reporis an indrease in

gel f-convidence, Despite ithis seeming discrepanty, there is an

m@rwnrlmjnq eYpression of setistaction with life posioperatively
thal persisis well beyond the major weiohi loss period. This sesns
to inddcate some internalization of personal chanoe or achievement
pf stategies for copine thet are not directly dependenti on the

process of weiaht loss. However, this remains hiochly speculative

The muliiple postulated psychological etiolouaies for obesity
were represented within the siudy. Body imsee distortions were
present but significanily vnchanged in the face of marked physical
appearance alierations. Although wmany of the patientis were obose
from early childhood, there was a surprising lack of reported
Ggifficuvlties with adolescence. Many have been able 1o maintain
interpersonal relslionships and elicit support for itheir endeavors
from various significantl olhers.

Specific intrapsychic factors such a&s efforis to prevent
loss of love, to eypress houstilily, or 1o avoid serual contact
Which are cited in the literature as potenitial underpinminoes o
tbesity wore present both preoperatively and postoperativel v,
Ealing to prevent or relieve anxiely o Gepression persisted.
FEklinqb of lack of love from significant others in early
thildhood as & source of obesity were reported and ithese feelings

Persicled as did the eating behavior associated with COmPonsation
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jack of love. However, there welre behavioral thanues i

forf

gl 1 el ampuntie of food were Consumed on & More §

yere cunsumed much wore slowly. Food tontinued 1o olcupy e

paytﬁmn of patientis’ thovghts and Lime, bul there was & e
perhaps the true reduciion is yet to bhe maiti rested and wil

pe evident as the behavioral thanges become permanent.

reauent basis

1 Ehan

laras

aguction.

1 wnly

Casaation of hunaer is reported as critical in the sucoess

of
in hunaer and a0 inireased ease in following dietary

T

subsequently. The incidence uf inappropriate eating without hunaer

reatr

weioht loss. All of these patients reported a marked decrease

ietions

cups decreased consdiderably,. Patients reporied & freedom §rom

constant hunger, Froam cravinaes, and from the resulting binoes.

Snatking persisied but wiillh an alieration in the type and

~

of food ingested. One cookie replaced one bor of cookies.
relief of hunger may well prove in the Jong run 1o be the

'l

significant factur that &1lows these patients 1o waintain

weisaht loss.

aAmpunt

The

Thedi

Noticeable improvemenls were reported by the majoriiy of

patients. There wWas & dedcirease in OPGANLC sympioms and heaslih

CONCEFNS, & intrease in social attiviiy, improvement in

interpersonal relationships, and for many & social usefulness

messured by ability to work that had not bheen eyperdenced

previously.

i
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CONCLIESTON

Morbidly obese people suffer from both oreanic and
pgthu}ogical disease. The organic tomponent is the oubesitly itseld
and ils concomitant physical illnesses, and is easy to document.
The extent of the psychological component which is ihe need and
desire to overesl as well as the inability to control this
behavior, is wmore difficult to identify preoperatively [Dvaluation
in arder to predict an apiimal response 1o the surgical procedure
has only begun 1o be systematically investigated. This study was
preliminary and the tesls whith were used are by No means proven
to be the most appropriate ones. Future studies will pieed o
retain useful sectione of the current instruments while By panding
other promising aress. The issve of motivation remains trrdtical,
for without continved vigilence on the part of both the patient
and the care-givers, lono-term maintenance of wEiaht loss may well
prove to be as disheariening as that esperienced in wther
approaches.

What ithis siudy has demonstrated isc that suraical
intervention by gastric reduction is not = panatia for ihe
treatment of morbid ohesitiy i1hat many hoped i1 would be. Howevei,
in carefully selected patients, the riaht operation coupled with
tonsistent reinforcement does result in the enhancement of
behavioral chances that can ultimately lead Lo significant and

Permanent weight loss without concomitant psychological

Geterioration.
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