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10Are There Psychiatric Diagnoses That 
Preclude Safe Bariatric Surgery?
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10.1  Introduction

Bariatric surgery candidates demonstrate a greater lifetime prevalence of psychiatric 
diagnoses as compared to the general population and non-treatment seeking patients 
with severe obesity [1]. Although there is evidence that some mental health conditions 
(e.g., depression, binge-eating disorder) initially attenuate following surgery [2–4], a 
growing consensus warns of the risk for long-term psychiatric complications primarily 
in the realms of suicide/self-harm and alcohol/substance use disorders [5–7]. Given 
that psychological factors may affect the safety and outcomes of bariatric procedures 
by impacting adjustment, adherence, and medical comorbidities, clinical practice 
guidelines recommend psychological evaluation of surgical candidates before and after 
surgery [8]. This chapter examines psychological diagnoses and factors demonstrated 
to increase risk for postoperative complications.

10.2  Search Strategy

A systematic internet search of three bibliographic databases (Academic Search 
Complete, Medline, and Psychological and Behavioral Sciences Collection) was 
used to identify English language primary research published electronically or in 
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print from 2014 to 2019 (Table 10.1). Terms used in the search were “depression,” 
“bipolar,” “anxiety,” “PTSD,” “post-traumatic stress disorder,” “schizophrenia,” 
“psychosis,” “personality disorder,” “axis II,” “suicide,” “suicidality,” “cognitive 
impairment,” “intellectual disability,” “ADHD,” “attention-deficit/hyperactivity dis-
order,” “anorexia,” “bulimia,” “alcohol,” “smoking,” “tobacco,” “substance abuse,” 
“drug use” AND “bariatric surgery,” “obesity surgery,” “gastric bypass,” “sleeve 
gastrectomy,” “vertical banded gastroplasty” AND “complications,” “adverse 
events,” “mortality.” For inclusion, we required that studies report associations 
between preoperative psychiatric diagnoses/self-harm events/substance use behav-
iors and bariatric surgery complications (i.e., mortality, morbidity, readmission, ED 
visit, psychiatric hospitalization, suicidality/self-harm, substance use) in the main 
aims or abstract of the article. Additional exclusionary criteria included disserta-
tions, master’s theses, qualitative studies, animal studies, pilot studies, case reports, 
research specific to body contouring or plastic surgery, and studies with less than 
150 participants. Given the limited research meeting our criteria addressing 
Attention-Deficit/Hyperactivity Disorder (ADHD), Post-Traumatic Stress Disorder 
(PSTD), Intellectual Disability/Mild or Moderate Cognitive Impairment, Anorexia 
Nervosa, Bulimia Nervosa, and Personality Disorders, these diagnoses were not 
included in our analysis. Research involving smoking was identified by our search 
given relevance to substance use behaviors. However, Tobacco Use Disorder was 
exluded from our analysis as it is addressed in another chapter. A total of 28 studies 
meeting our criteria were classified according to the GRADE system.

10.3  Major Depressive Disorder (MDD)

Eight identified studies examined relationships between preoperative depression 
symptoms (including suicidality) and postoperative psychological complications. A 
2018 prospective study of 284 bariatric patients from the Toronto Bari-Psych Cohort 
[9], identified lifetime suicidal ideation as the strongest predictor of post-surgical 
suicidal ideation in both univariate (ß = −2.47; 95%CI [0.03–0.25]; p < 0.01) and 
multivariate analyses (ß = −1.92; SE = 1.33; p < 0.01). This same study found that 
a past diagnosis of MDD significantly predicted post-surgical suicidal ideation in 
univariate analyses (ß = −1.34; 95%CI [0.09–0.74]; p = 0.01), but this relationship 
was not maintained in multivariate analyses. Similar results were obtained by a 

Table 10.1 PICO

Patients Patients with a history of Major Depressive Disorder, Anxiety Disorder, 
Schizophrenia Spectrum Disorder, Bipolar Disorder, Alcohol Use Disorder, 
Substance Use Disorder

Intervention Bariatric surgery
Comparator Patients without a psychiatric history
Outcomes Post-surgical readmission, medical complication or mortality; Post-surgical 

suicidal ideation/self-harm, ED visit for suicidal ideation/self-harm, psychiatric 
hospitalization or completed suicide; Post-surgical substance abuse or opioid use
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second study identifying history of self-harm as predicting post- surgical suicidality 
in both univariate and multivariate models [10] and a third study demonstrating 
antidepressant use as a risk factor for post-surgical suicide attempt (AHR 2.41; 
95%CI [1.89–3.06]) [11]. Though a fourth study [12] indicated that lifetime and 
recent history of suicidality and pre-surgery antidepressant use increased risk for 
post-surgical self-harm or suicidal ideation, this research retrospectively assessed 
pre-surgical suicidal ideation and reported missing data specific to suicidality. In a 
fifth study involving gastric bypass (GB) patients, those who received an ICD code 
for depression from inpatient or outpatient services within 2 years of surgery had 
over a 50-fold higher risk for post-surgical hospitalization for depression compared 
to those without a history of mood disorders [13]. Hazard ratio for psychiatric hos-
pitalization for self-harm following surgery was likewise greater in those with a 
self-harm history. A pair of retrospective cohort studies utilizing data from the 
Western Australian Department of Health Data Linkage Unit records identified pre-
surgical psychiatric hospitalization due to mood disorders as a risk factor for post-
surgical hospitalization due to deliberate self-harm [14] and pre-surgical emergency 
room visit for suicidality, psychiatric hospitalization for deliberate self-harm, and 
psychiatric hospitalization for mood disorders as risk factors for postoperative ED 
visit for self-harm or suicidal ideation [15]. Lastly, a study found that a majority of 
self-harm events were committed by patients with depression diagnoses [16]. Given 
the relative consistency of findings across studies, there is evidence to suggest that 
preoperative depression involving self-harm or psychopharmacological treatment 
increases risk for post-surgical depression involving suicidality.

Interestingly, the relationship between depression and postoperative morbidity 
was mixed. One study identified preoperative depression as a significant risk factor 
for all-cause hospital readmission [17], while a second demonstrated associations 
between depression and early readmission that trended towards but did not reach 
statistical significance [18]. A third and fourth identified increased odds of readmis-
sion/post-surgical hospital days in those diagnosed with Major Depression or 
Bipolar Disorder [19] and severe depression or anxiety [20] respectively, but did not 
identify unique risks conferred by specific diagnoses. A fifth found no difference in 
pre-surgical depression between cohorts experiencing vs. not experiencing surgical 
complications, but excluded patients with a history of significant psychiatric con-
cerns [21]. This is likely to be a limitation throughout the literature as those with 
severe psychiatric illness are less likely to progress to surgery. Though no signifi-
cant relationship between baseline depression score and 30-day adverse events was 
identified in a sixth study [22], increased risk for short-term adverse events was 
found in those prescribed antidepressant medication (AOR  =  1.76; 95%CI 
[1.02–3.04]; p = .04); mild to severe depression scores on a common screener also 
increased risk (AOR = 1.77; 95%CI [1.03–3.05]; p = .04), as compared to minimal 
depression scores, suggesting that severity of psychopathology should be consid-
ered in addition to presence of negative affect. Relationships between pre-surgical 
depression and post-surgical substance use were inconsistent [23–25]. As there was 
inconsistent evidence regarding depression-related risk for post-surgical mortality 
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or the link between depression and postoperative opioid use [26–29] conclusions 
cannot be made regarding these relationships.

10.4  Anxiety Disorder

Three studies published data regarding potential relationships between anxiety and 
post-surgical suicidality. A nationwide study of 8966 bariatric patients matched 
with non-surgical controls with obesity [11] identified pre-surgical anxiolytic treat-
ment as a significant risk factor for post-surgical suicide attempt (AHR 3.37; 95%CI 
[2.62–4.31]), while a second identified history of hospitalization for neurotic disor-
der as a risk factor for postoperative psychiatric hospitalization for mood or neurotic 
disorder, but not self-harm [14]. A third study identified high prevalence of anxiety 
disorders in patients exhibiting pre-and postoperative self-harm events [16]. Given 
risks for bias related to assessment of anxiety, no evidence-based recommendations 
regarding these associations can be made.

Seven studies examining relationships between anxiety and post-surgical com-
plications were likewise inconclusive. A retrospective study of 354 patients under-
going bariatric surgery demonstrated increased prevalence of 30-day readmission in 
those diagnosed with anxiety, as compared to controls (10.1% vs 3.7%, p <  .05) 
[18]. A second study found that those with severe depression or anxiety were less 
likely to have zero hospital days at all post-surgical time points or ED visits at 1 and 
2 year follow-ups [20], but did not identify risk specific to anxiety. Though 2 other 
studies found little evidence of pre-surgical anxiety-related risk for adverse events 
or readmission [19, 21], methodological limitations may account for absence of 
findings in one of these studies [21]. Findings regarding relationships between anxi-
ety and post-surgical alcohol abuse/opioid use were inconsistent [23, 28, 29].

10.5  Bipolar Disorder and Schizophrenia Spectrum Disorder

Four studies in our analysis examined associations between serious mental illness 
(SMI) and post-surgical readmission. History of psychosis was identified as a risk 
factor for readmission following surgery (OR = 1.7; 95%CI [1.4–2.2]; p < .001) in 
a database of 22,139 bariatric patients [17]. A retrospective study of 354 patients 
similarly demonstrated increased prevalence of 30-day readmission in those diag-
nosed with bipolar disorder, as compared to those without a psychiatric history 
(45.5% vs 3.7%, p < .05) [18]. Two other studies identified groups of psychiatric 
diagnoses including SMI as contributing to risk for readmission, but did not docu-
ment influences unique to specific diagnoses; the first identified that patients diag-
nosed with either Major Depressive Disorder or Bipolar Disorder had 46% greater 
odds of 30 day readmission (p < .005) as compared to those without these disorders 
[19]. In a similar fashion, a 2017 multi-site study [20] identified that those diag-
nosed with Bipolar Disorder, Schizophrenia or psychosis were less likely to have 
zero hospital days or ED visits at 1 and 2 year follow-up. Taken together, Bipolar 
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Disorder and Schizophrenia Spectrum Disorders are likely to be risk factors for 
readmission, potentially due to the negative impact on adherence behaviors. 
However, given the assessment of psychopathology in the current research, there are 
limited conclusions that can be drawn regarding the post-surgical impact of specific 
disorders.

One study, limited by poor follow-up, identified new persistent opioid users to be 
more likely to be diagnosed with Bipolar Disorder [29], while another demonstrated 
risk for anastomotic ulceration in those with a history of psychosis [30]. In the 
absence of corroborating evidence, no recommendations can be made regarding 
these specific associations.

10.6  Alcohol Use

Although previous literature has documented elevated rates of alcohol misuse in 
bariatric populations [6], few published studies meeting our criteria examined psy-
chiatric characteristics that increase risk for postoperative substance abuse. In a 
multisite prospective study (LABS-2) [24], pre-surgical consumption of alcohol 
was found to increase risk for post-surgical AUD as compared to no alcohol con-
sumption; hazard ratios were greater in those reporting alcohol consumption ≥2×/
week (AHR 12.68; 95% [8.34–19.26]) rather than drinking <2×/week (AHR 2.96; 
95% [2.17–4.03]), suggesting that risk for AUD increases with greater preoperative 
frequency of use. Pre-surgical AUD also increased risk for post-surgical substance 
abuse treatment. However, this study did not assess lifetime history of AUD; given 
this limitation, it is unclear the extent to which post-surgical AUD in this study 
reflected development of new abuse behaviors or AUD relapse. This finding was 
supported by another study indicating decreased odds for postoperative AUD in 
patients without baseline AUD or alcohol consumption [25]. Current guidelines rec-
ommend elimination of alcohol consumption following surgery in high risk groups 
[8]. In light of evidence suggesting high rates of new onset alcohol abuse in post-
surgical bariatric populations [6], accurate prediction of surgical candidates at risk 
for post-surgical AUD remains a domain requiring further research.

Two other studies identified high prevalence of preoperative alcohol misuse in 
bariatric surgery patients who later developed AUD [23, 31]; however, as one of 
these studies also utilized the LABS-2 cohort, similarities in findings may be attrib-
utable to overlap in participants. Inconsistent findings with regard to the potential 
impact of alcohol misuse on mortality [26, 32, 33], precludes conclusions regarding 
these relationships.

10.7  Drug Abuse and Opioid Use

Few identified studies examined associations between pre-surgical substance use 
and post-surgical complications. One study of 22,139 patients followed by the 
New York State Planning and Research Cooperative System, identified nonspecific 
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substance abuse history as increasing risk for post-surgical readmission (OR = 2.0; 
95%CI [1.1–3.5]; p = .022) [17]. A second study identified drug abuse as increasing 
likelihood for perforated ulceration (OR = 5.05; 95%CI [1.85–11.19]; p = .0003) 
[34], while a third, fourth and fifth provided preliminary evidence with regard to 
relationships between substance abuse and postoperative self-harm/suicidality [10, 
15, 35]. In an examination of 157,559 GB patients, substance abuse was not signifi-
cantly related to 30-day mortality [26]. Although several of these studies controlled 
for potential confounds, the majority failed to specify the type of substance abused 
prior to surgery or the manner by which this abuse was assessed. Given the impreci-
sion of assessment of substance use, limited conclusions can be made regarding 
such associations.

With regard to post-surgical substance use, one study identified pre-surgical opi-
oid use as a risk factor for new persistent opioid use, such that increasing days’ 
supply magnified this risk (1–29 days OR = 1.89; 95%CI [1.24–2.88]; 30–59 days 
OR = 6.91; 95 %CI [4.16–11.47]; 60–89 days OR = 13.23; 95%CI [7.03–24.91]; 
90–119 days OR = 14.29; 95%CI [6.94–29.42]) as compared with no use [28]. In 
other studies, no evidence of relationships were found between pre-surgical illicit 
drug use/abuse and post-surgical opioid use [29, 36], AUD [24] or substance abuse 
treatment [24].

10.8  Unspecified Psychiatric History

Two studies identified increased risk for postoperative self-harm associated with 
history of unspecified psychiatric diagnosis or service utilization [10, 12]. A third 
examining 2 Swedish cohorts with matched controls, [35] found evidence for 
increased risk for suicidality in surgery patients with and without a psychiatric his-
tory in one cohort, as compared to non-surgical controls; in the other cohort, patients 
without a psychiatric history experienced increased risk. Though this suggests that 
selection bias or the surgical procedure itself contributes to risk for postoperative 
self-harm, this study was limited by exclusion criteria involving certain psychiatric 
disorders and inconsistent assessment of psychiatric history across cohorts. Another 
study evaluated impact of multiple psychiatric diagnoses on likelihood of readmis-
sion [19], demonstrating that odds for post-surgical hospital care rose as the number 
of mental health diagnoses increased. Patients diagnosed with 1 psychiatric disorder 
possessed 31% greater odds for readmission (OR = 1.31; 95%CI [1.13–1.51]) com-
pared to those without comorbidities, while patients diagnosed with 3 or more con-
ditions possessed 59% greater odds (OR = 1.59; 95%CI [1.19–2.13]).

10.9  Conclusions and Recommendations

Pre-surgical depression involving self-harm, psychiatric hospitalization or antide-
pressant use increases risk for post-surgical suicidality; individuals reporting such a 
history should be monitored following surgery and may benefit from ongoing 
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treatment to reduce risk of psychiatric complications (Table 10.2). Though limited, 
preliminary evidence suggests relationships between SMI and post-surgical service 
utilization. Individuals diagnosed with Bipolar Disorder or Schizophrenia Spectrum 
Disorders should be monitored for psychological complications that may negatively 
impact adherence after surgery. Patients with a history of alcohol use disorder 
should be provided psychoeducation on risk for relapse following surgery and may 
benefit from ongoing post-surgical monitoring. There is currently inadequate evi-
dence for post-surgical risk associated with anxiety and substance use disorders 
although best practice would suggest the importance of stability prior to surgery and 
ongoing assessment and treatment.

10.10  Personal View of the Data

Bariatric surgery patients are more psychiatrically vulnerable than non-treatment 
seeking patients with severe obesity or the general population and psychiatric com-
plications of suicide, self-harm and substance use disorders are of great concern. 
Our knowledge of outcomes is based on patients who were deemed psychiatrically 
stable and appropriate for surgery. The strength of the preceding associations may 
be greater if psychological evaluation and treatment were not a standard component 
of pre-surgical preparation. In making determinations about psychological candi-
dacy for surgery, the risks of psychiatric complications must be balanced with the 

Table 10.2 Evidence and recommendations regarding associations between preoperative psychi-
atric diagnoses and postoperative outcomes

Preoperative 
diagnosis Association

Grade of 
evidence Recommendation

Strength of 
recommendation

Major 
Depressive 
Disorder

Postoperative 
self-harm/
suicidality/
hospitalization 
for depression

Low Monitor patients with a 
lifetime history of 
depression involving 
suicidality, psychiatric 
hospitalization, or 
antidepressant use for 
psychological 
complications during 
postoperative recovery.

Weak

SMI Readmission Very Low Monitor patients with a 
lifetime history of Bipolar 
Disorder or Schizophrenia 
Spectrum Disorder 
following surgery.

Weak

Alcohol 
Use 
Disorder

Postoperative 
substance use

Very Low Patients with a history of 
AUD should be provided 
psychoeducation on risk for 
post-surgical alcohol abuse 
and be monitored for 
relapse following surgery.

Weak

SMI Serious mental illness, AUD Alcohol use disorder
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myriad of health and quality of life benefits resulting from bariatric procedures. 
However, the preceding summary highlights the importance of ongoing monitoring 
and treatment of patients at higher risk rather than only utilizing psychological ser-
vices preoperatively.

Recommendation Summary
 1. Patients with a lifetime history of depression involving suicidality, psychiatric 

hospitalization, or antidepressant use should be monitored for psychological 
complications during postoperative recovery (Evidence quality low; weak 
recommendation).

 2. Those diagnosed with Bipolar Disorder or Schizophrenia Spectrum Disorder 
should be monitored following surgery, with attention to psychological compli-
cations that might negatively impact adherence (Evidence quality very low; 
weak recommendation).

 3. Patients with a history of alcohol use disorder should be monitored for alcohol 
misuse following surgery and may benefit from psychoeducation and/or relapse 
prevention treatment (Evidence quality very low; weak recommendation).
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