
VU Research Portal

Optimizing Peri-operative Care in Bariatric Surgery Patients

Coblijn, U.K.

2018

document version
Publisher's PDF, also known as Version of record

Link to publication in VU Research Portal

citation for published version (APA)
Coblijn, U. K. (2018). Optimizing Peri-operative Care in Bariatric Surgery Patients. [, Vrije Universiteit
Amsterdam].

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal ?

Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

E-mail address:
vuresearchportal.ub@vu.nl

Download date: 23. May. 2023

https://research.vu.nl/en/publications/7fffcd1d-a44f-4682-8322-3c47266f596d


CHAPTER 9
Patients’ preferences for information  

in bariatric surgery

Usha K. Coblijn, Sjoerd M. Lagarde, Christel A.L. de Raaff,  

Bart A. van Wagensveld, Ellen M.A. Smets

Acknowledgements: P.T. Nieuwkerk, Department of Medical Psychology AMC

Published in Surg Obes Relat Dis. 2018 May;14(5):665-673.

CHAPTER 9
Patients’ preferences for information  

in bariatric surgery

Usha K. Coblijn, Sjoerd M. Lagarde, Christel A.L. de Raaff,  

Bart A. van Wagensveld, Ellen M.A. Smets

Acknowledgements: P.T. Nieuwkerk, Department of Medical Psychology AMC

Published in Surg Obes Relat Dis. 2018 May;14(5):665-673.

        



144

Information transfer

Abstract:

Background: The decision to undergo bariatric surgery is multifactorial and made both by 

patient and doctor. Information is of utmost importance for this decision.

Objective: To investigate the bariatric surgery patient’s preferences regarding information 

provision in bariatric surgery.

Settings: A teaching hospital, bariatric center of excellence in Amsterdam, the Netherlands

Methods: All patients who underwent a primary laparoscopic Roux-en-Y gastric bypass or 

sleeve gastrectomy between September 2013 and September 2014, were approached by 

mail to participate. A questionnaire was used to elicit patient preferences for the content 

and format of information. Sociodemographic characteristics, clinicopathological factors, 

and psychological factors were explored as predictors for specific preferences.

Results: Of the 356 eligible patients, 112 (31.5%) participated. Mean age was 49.2 (±10.7) 

years and 91 (81.3%) patients were female. Patients deemed the opportunity to ask questions 

(96.4%) the most important feature of the consult, followed by a realistic view on expecta-

tions, e.g. results of the procedure (95.5%) and information concerning the consequences 

of surgery for daily life (89.1%). Information about the risk of complications in the order of 

10% was desired by 93% of patients, 48% desired information about lower risks (0.1%). Only 

25 patients (22.3%) desired detailed information concerning their weight loss after surgery.

Conclusion: Bariatric patients wished for information about the consequences of surgery 

into daily life whereas the importance of information concerning complications decreased 

when their incidence lessened.
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Introduction

At present, obesity affects over 600 million people worldwide and is a growing problem. 

The number of people with morbid obesity, defined as a body mass index (BMI) of 40 kg/

m2 or higher, is still rising (1). Finkelstein et al. estimated an 33% increase of obesity and 

perhaps more important, an increase of 130% of morbid obesity by 2030 (2). Morbid obesity 

is associated with numerous comorbidities as well as an impaired quality of life, increased 

risk for depression and other signs of psychological distress (3).

In the long term, bariatric surgery is the most effective treatment for morbid obesity (4;5), due 

to its excellent results for weight loss and the decrease of obesity associated comorbidities 
(6;7). Almost 80% of the patients will lose more than 50% of their excess weight within the first 

year after surgery (8). In relation to the weight loss, patients’ mental and physical burden is 

lessened, partially due to the decrease in obesity-associated comorbidities (6;9)

However, bariatric surgery carries a substantial risk for severe morbidity or even mortality.

As bariatric surgery mainly focuses on increasing life expectancy by reducing weight and 

decreasing comorbidities combined with improving quality of life it can be regarded as one 

of the most elective types of surgery. This allows patients and health care professionals 

to schedule the intervention in advance preceded by all the preparation that is necessary 

to increase postoperative results. Therefore, many European bariatric surgical centers of 

excellence invest extensive time and resources in patient education. This is mainly expressed 

in an intensive pre-and postoperative program dealing with the necessary life adjustments, 

aspects to increase the success of surgery including exercises; dietary advice with regards 

to eating habits and the postoperative anatomical changes; and psychological guidance (10).

As bariatric surgery has a complication rate around the 10% (11; 12) and a need for life-long 

lifestyle adjustments, proper patient education is essential to help patients making a well 

informed decision to opt for bariatric surgery. Information about expected weight loss and 

complications is an essential part of this education. Although studies have shown that for 

example cancer patients express a desire to be fully informed (13), it is unknown to what extent 

bariatric patients want to be informed. What do patients themselves regard as important 

information about bariatric surgery? What do patients want to know concerning risks on 

postoperative complications and the implications for daily life including the required lifestyle 

adjustments? Furthermore, it is unknown what the patients’ preferences are concerning 
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the manner in which such information is presented. And finally, to what extent are patients 

satisfied with the information they received?

Patients’ information preferences are likely to depend on their socio-demographic char-

acteristics such as age, gender, educational level and health literacy. The latter is defined 

as a set of skills, that people need to function effectively in a healthcare environment, 

and is increasingly being recognized as an important factor for understanding patients 

information processing (14). Additionally patients’ medical characteristics including BMI and 

comorbidities; experienced quality of life and their degree of psychological distress might 

further influence their information preferences.

The success of the bariatric procedure (e.g. the expected weight loss, decrease of comorbid-

ities and other benefits of bariatric surgery) are associated with the extent to which patients 

adjust themselves to the required life-style changes postoperatively (15;16). It can be argued 

that patients are more likely to adhere to preventive measures such as multi-vitamins for 

deficiencies or proton pump inhibitors to prevent marginal ulceration when information 

concerning these themes is provided in a form that is tailored to patients preferences.

Therefore, the aim of the present study was to determine the information preferences of 

bariatric surgery patients who underwent laparoscopic Roux-en-Y gastric bypass (LRYGB) 

or laparoscopic sleeve gastrectomy (LSG) regarding surgery related information in terms 

of: the importance of the information, to what extent patients want to be informed about 

the possible complications of surgery, the manner in which the information is provided and 

additional information is required and to what extent patients are satisfied with the provided 

information. Finally, the association between patients’ socio-demographical, clinicopatho-

logical and psychological characteristics and information preferences was assessed.
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Methods

Design:

This is a retrospective questionnaire study for which all patients who underwent LRYGB 

or LSG between September 2013 till September 2014 were approached. Patients who 

underwent revisional bariatric surgery were excluded as they received all information for 

the second time after a failed bariatric procedure, often gastric banding. Eligible patients 

were sent a written questionnaire and informed consent form by mail four until 15 months 

after surgery. If the questionnaire and informed consent form were not returned within two 

months, one attempt was made to contact patients by telephone to invite them to complete 

the questionnaire. If they did not wish to participate, the reasons therefore were inventoried. 

It was clarified to patients that they were not obliged to provide an answer for not wanting 

to participate in the research. The study was approved by the local medical ethical review 

board.

Surgical program:

All patients had been screened by a multidisciplinary team and met the international fed-

eration for the surgery of obesity and metabolic disorders (IFSO) criteria prior to surgery 
(17). Generally, the routing of patients is as follows; people interested in bariatric surgery 

are referred by their general practitioner where after they are invited to a three-hour group 

session where information is provided concerning the preoperative screening, preparation 

for surgery and strict follow up regimen. Surgical procedure, supporting behavioural changes 

and alterations in eating behaviour are extensively discussed within this program. The 

information is provided by an expert (e.g. surgeon or medical doctor working in the field 

of bariatric surgery) and a few representatives of the multidisciplinary team, responsible 

for the pre-and postoperative guidance. Questions can be asked throughout and after the 

presentations.

Furthermore, the program exists of a preoperative screening by a medical doctor, psychol-

ogist, dietician and physical therapist after which a decision about the surgical program 

follows. Seven weekly preoperative visits in groups to the previously mentioned multidisci-

plinary team are required. These visits are used to provide information and prepare patients 

for the required lifestyle adjustments. If the session with the psychologist provides any 

indication for individual treatment, the information concerning surgery and the preoperative 

seven sessions are individualized.
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All patients complete two weeks of a fat free diet with protein shakes, which is directly 

followed by the surgical procedure, either a primary LRYGB or a primary LSG. If patients are 

feeling well, they are discharged at the end of the first postoperative day. Patients visit the 

outpatient clinic within two weeks after surgery for their first postoperative appointment. 

Approximately six weeks after surgery group sessions are continued every three weeks 

during the first postoperative year after which the intensity of sessions is decreased to two 

times yearly and more frequently if requested for up to five years.

Study instrument:

A written questionnaire was developed by three of the authors (UC, SL and ES) for the 

purpose of this investigation. The questionnaire contained a total of eight chapters, of which 

two addressed patients’ information preferences and six inventoried their predictors. The 

chapters were based on questionnaires developed by the team, the Short Form Health 

Survey (SF-12), the validated Hospital Anxiety and Depression Scale (HADS) (19) and the 

Dutch version of the Functional Communitive and Critical Health Literacy Scales (FCCHL) 
(20). All were completed at the same time.

The questionnaire was, prior to usage, tested by ten randomly chosen bariatric surgery 

patients. Their suggestions were inventoried and integrated in the final version.

Information preferences:

Information preferences were assessed using a previously developed questionnaire for 

patients undergoing curative surgery for esophageal carcinoma (18), adjusted for the bariatric 

population.

Nine items (see Table 3) addressed the importance patients attributed to specific types of 

information, including e.g. cause of obesity, treatment options and risks of surgery (response 

options: 1= not important, 2= neutral, 3= important). A higher score means a relatively higher 

importance attached to the information. Scores were summated and internal consistency 

was calculated (Cronbach’s α = 0.928), after which the patients were divided into a group 

with a total score above the median, i.e. patients who attached relatively more importance 

to surgery related information, and a group who scored below the median.

Another chapter comprised 27 items which asked the patient to indicate his or her prefer-

ences regarding the manner in which information should be given (e.g. in writing, someone 

else present; see Table 6 for other examples).
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Additionally, how many times a complication or side effect should occur (e.g. 10 in 100 till 

1 in 1000) in order for patients to want to be informed about these risks (see Table 4) was 

inventoried.

Finally, we assessed the patients’ need for additional information with ten more items inven-

torying which information was missed, was requested, where any additional information 

was sought for and patients’ trust in the information found by themselves compared to the 

information provided by their health care giver.

Satisfaction:

Patients’ satisfaction with the provided information was inventoried with 12 items Table 

7, with responses ranging from ‘totally disagree’ (1) to ‘totally agree’ (5) on a 5-point Likert 

scale. A higher score indicates higher satisfaction. The scale had high internal consistency 

(Cronbach’s alpha of 0.93). Based on the scores, patients were divided into a group with 

a total score above the median, e.g. patients who were more satisfied with the provided 

information, and a group who scored below the median.

Other items in the questionnaire addressed the patients’ socio-demographics (age, gender, 

educational level, partner status, ethnicity and health literacy); clinical characteristics (BMI 

and the presence and severity of comorbidities at the time of answering the questionnaire); 

and patient’s psychological characteristics (QoL and psychological distress).

Health literacy was assessed using an adaptation of the FCCHL (20). This is an instrument 

intended to identify adults in need of help with printed health material. The FCCHL asks 

questions such as: ‘‘how often do you need to have someone help you when you read 

instructions, pamphlets, or other written material from your doctor or pharmacy?’’ The 

possible responses range from ‘‘never and easy” (1) to ‘‘often and difficult” (4) (21). Scores 

are recoded in a way that 1 represents low literacy and 4 represents high health literacy. 

This instrument was chosen as it could be used in a paper-and-pencil questionnaire, unlike 

most commonly used health literacy instruments. The maximum score is 56 points; a higher 

score reflects a higher health literacy.

QoL after surgery was assessed using the validated and commonly used SF-12. The SF-12 

includes the following domains: physical activity, physical health limitations on roles or 

activities, emotional state, physical pain, general state of health, vitality, social activity and 

mental health. The measurement period concerns the month preceding the assessment. 
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The outcome is divided into a mental functioning scale and a physical functioning scale, 

both ranging from 0-100 with higher scores reflecting a better QoL.

Anxiety and depression were inventoried as indicators of psychological distress using the 

HADS, a 14-item questionnaire that has been developed to screen non-psychiatric patients 
(19). It consists of two subscales; anxiety (HADS-A) and depression (HADS-D) each including 

seven items. Both items are measured on a four-point Likert scale, ranging from 0 to 3, 

resulting in a maximum score of 21. A score above seven on each subscale implies the 

presence of potential distress (19).

In addition to the questionnaire, patients’ clinical characteristics at the time of surgery were 

collected from an existing database, including BMI, the presence and severity of comorbid-

ities (for example insulin or non-insulin depended diabetes mellitus), type of surgery and 

the development of (severe) complications as classified according to the Clavien-Dindo 

classification (22).

Statistical analysis

Patients’ information preferences were analysed using descriptive statistics. Univariate 

analysis by means of the Independent Students T- and Mann-Whitney U test was used to 

determine any statistical significant difference between groups (relative high versus low 

information need; satisfied versus less satisfied) for the continuous variables and the Chi-

square/ Fishers exact test for dichotomous variables. A 2-sided P-value of less than 0.05 

was considered significant. Multivariate analysis was only used when deemed appropriate.
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Results:

Questionnaires were sent to 356 patients who were operated between September 2013 and August 

2014. Mean follow-up was 10.4 months (range 4-20 months). Of these, 112 (31.5%) patients were 

included in this study. For details about (non-) responders and exclusion, see Figure 1.

Figure 1. Flowchart of inclusion of patients (%)

Baseline characteristics:

Of the participants, 91 (81.3%) were female, the mean age was 49.2 years (SD 10.7) and 99 

patients (90.8%) had the Dutch nationality. Eighty-six (76.8%) patients shared a household 

with their partner. Most patients, n=104 (92.9%), underwent a LRYGB, the remaining 8 (7.1%) a 

LSG. The mean BMI prior to surgery was 43.6 (6.7) kg/m2. Several patients suffered from one 

or more comorbidities at the time of surgery of which hypertension was the most common 

with 51 patients (45.5%) followed by diabetes in 41 patients (36.6%). Fifteen patients (13.4%) 

who completed the questionnaire had suffered from a complication within 30 days after 

surgery, this ranged from a severe complication requiring reoperation till complications not 

needing an intervention. Patients’ baseline characteristics are displayed in Table 1.

Two hundred and forty-four patients did not respond, or did not want to participate for various 

reasons as displayed in Figure 1: flowchart of inclusion.
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Table 1: Baseline characteristics

Variable n = 112 Number of patients (%)

Age (years, mean; SD) 49.2 ± 10.7

Gender (female) 91 (81.3)

Educational level

< 12 years

≥ 12 years

82 (73.2)

30 (26.8)

Partner

 — Yes

 — No

86 (76.8)

26 (23.2)

Ethnicity

 — Dutch

 — Other

99 (90.8)

10 (9.2)

Diabetes (time of surgery) 41 (36.6)

Hypertension (time of surgery) 51 (45.5)

Psychiatric history (time of surgery) 1 (11.6)

Smoking (time of surgery) 17 (15.2)

Alcohol (time of surgery) 46 (41.1)

HADS (median, range)

 — Total

 — Fear

 — Depression

4.0 (0.0 -27.0)

2.0 (0.0 - 15.0)

2.0 (0.0 -16.0)

Health Literacy (mean, SD)

 — Total 26.7 ± 8.1

SF-12 (n = 103)

 — PFS

 — MFS

49.1 ± 10.0

52.9 ± 8.1

Type of surgery

 — LRYGB

 — LSG

104 (92.9)

8 (7.1)

BMI prior to surgery 43.6 ± 6.7

Complication (< 30 days) 15 (13.4)

BMI: body mass index; HADS: hospital anxiety depression scale; MFS: mental functioning scale; PFS: physical 
functioning scale; SD: standard deviation; SF 12: Social functioning scale 12.

Of the 129 patients (52.9%) who were reached by phone, 12 (10%) had a language barrier, 

making participation impossible. The most stated reason for not wanting to participate was 

“not participating in research”. Analysis of the baseline characteristics between responders 

and non-responders showed non-responders to be significantly younger (43.1 (SD 11.2) 
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versus 52.2 (SD 37.2) years, p < 0.001) and less likely to have diabetes (25.4% versus 36.6%, 

p = 0.031) as compared to responders. No other differences were found Table 2.

The importance of information.

Regarding the importance of the information provided, the discussion of treatment options 

was considered most important by patients (93.6%), followed by explanation of the most 

common complications (90%) (Table 3+ 4). Information about uncommon complications 

was deemed important by more than two third of the patients (69.1%). Concerning the 

incidence of complications, almost 90% of the patients desired to be informed when a 

complication occurs in 10% of the cases. This desire to be informed gradually decreased to 

48% when the incidence of the complication would be 0.1% Table 4.

Complementary treatment options were deemed the least important; almost 50% was 

neutral as to whether this information should be provided.

Significantly more patients who attributed relatively less importance to surgery related 

information (i.e. who scored below the median on the importance of information) developed 

a postoperative complication (p = 0.024). No other sociological, clinical or psychological 

characteristics could be identified which were associated with patients’ preferences for 

information transfer Table 5.

Table 2: Differences between responders and non-responders

Baseline Responders

(n = 112)

Non-responders

(n = 244)

P value

Age at surgery (SD) 52.2 ± 37.2 43.1 ± 11.2 < 0.001

BMI prior to surgery (SD) 43.6 ± 6.7 44.2 ± 6.9 0.498

Weight prior to surgery (SD) 126.2 ± 21.7 125.0 ± 22.8 0.621

Gender, female/male ratio 91/21 195/49 0.769

Diabetes (%) 41 (36.6) 62 (25.4) 0.031

Hypertension (%) 51 (45.5) 86 (35.2) 0.064

Dyslipidemia (%) 16 (14.3) 44 (18.0) 0.380

Psychiatric disorder (%) 13 (11.6) 22 (9.0) 0.446

Smoking 17 (15.2) 58 (23.8) 0.065

Alcohol 46 (41.1) 88 (36.2) 0.380

Complication over all (%) 16 (14.3) 34 (13.9) 0.929

Complication < 30 days (%) 15 (13.4) 30 (12.3) 0.772

BMI; body mass index; SD: standard deviation
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Table 3: Importance of the provided information by topic

Variable Important

N (%)

Neutral

N (%)

Not important

N (%)

1.Cause of obesity 76 (68.5) 30 (27.0) 5 (4.5)

2.Treatment options 103 (93.6) 7 (6.4) 0

3.Common complications 99 (90.0) 10 (9.1) 1 (0.9)

4.Uncommon complications 76 (69.1) 30 (27.3) 4 (3.6)

5.Individual risk of complications 97 (88.2) 12 (10.9) 1 (0.9)

6.Different forms of treatment 93 (84.5) 15 (13.6) 2 (1.8)

7.Complementary treatment 57 (51.8) 40 (36.4) 13 (11.8)

8.Estimation of weight loss after surgery 83 (75.5) 26 (23.6) 1 (0.9)

9.Individual weight loss 85 (77.3) 23 (20.9) 2 (1.8)

Table 4: Requested information concerning complications

Number of complications  

(complication/procedure)

Yes; N (%) No; N (%)

10/100 93 (87.7) 13 (12.3)

5/100 76 (76.0) 24 (24.0)

1/100 67 (66.3) 34 (33.7)

5/1000 54 (54.5) 45 (45.5)

1/1000 48 (48.0) 52 (52.0)

Preferences regarding the manner in which information is provided:

Results are presented in Table 6. Almost all patients (106; 96.4%) wanted the opportunity to 

ask questions during the consult. In order of importance, the following information giving 

behaviours were regarded as most important: providing a realistic view on what to expect 

of surgery (95.5%), to be regarded as an individual person (92.7%), to be personally informed 

about diagnostic results (88.3%), to receive a summarization of the consult (87.3%), and 

showing understanding for the fear for surgery related complications (85.6%).

Overall, results show that patients attach a high importance (67.6-87.3%) to examining and 

facilitating patients’ understanding of the consult e.g. by means of providing a summary, 

verifying understanding and explanation of medical terms. Twenty percent of the patients 

indicated they would appreciate it if a tape recording of the consult would be provided. 

Information about the consequences for daily life was also deemed important by many, 

as shown by the request to be informed about consequences for employment (82.6%) and 

financial consequences (72.7%) Table 6.
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Table 5: Characteristics associated with the importance of information

Variable Relative high information 

need High *(N = 59)

Relative low information 

need **(N = 51)

P-value

Age (years; SD) 48.3 ± 9.8 56.7 ± 54.1 0.247

BMI (kg/m2; SD) 43.2 ± 6.2 44.0 ± 7.3 0.550

Complications < 30 days (%) 4 (6.8) 11 (21.6) 0.024

Diabetes (%) 20 (33.9) 19 (37.3) 0.714

Education level

>12 years

<12 years

13

46

17

34

0.185

Partner

 — Yes

 — No

46

13

39

12

0.852

Gender F/M 50/9 39/12 0.271

Hypertension (%) 27 (45.8) 22 (43.1) 0.782

OSA (%) 35 (59.3) 33 (66.0) 0.473

Psychological disease (%) 6 (10.2) 6 (11.8) 0.789

SF-12 MFS Mental (SD) 52.5 ± 8.4 53.0 ± 7.7 0.766

SF-12 PFS (SD) 48.2 ± 10.6 50.1 ± 9.3 0.348

HADS fear (SD) 3.2 ± 3.3 3.4 ± 3.6 0.715

HADS depression (SD) 2.6 ± 3.0 2.2 ± 3.0 0.511

HADS total (SD) 5.8 ± 5.2 5.6 ± 5.8 0.897

Health literacy sumscore 26.0 ± 6.7 27.3 ± 9.4 0.411

BMI: body mass index; HADS: hospital anxiety depression scale; MFS: mental functioning scale; OSA: obstructive 
sleep apnea; PFS: physical functioning scale; SD: standard deviation; SF 12: Social functioning scale 12.

* Scores higher above the median for information preference

** Scores below the median for information preference
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 Table 6: Information preferences regarding the manner in which information is provided

Question Frequency agrees (%)

1. Summarization 96 (87.3)

2. Writing down 59 (53.2)

3. Explanation of medical terms 91 (82.7)

4. Verifies understanding 92 (83.6)

5. Provides a tape recording of the consult 22 (20.0)

6. Provides written information 75 (67.6)

7. Opportunity to ask questions 106 (96.4)

8. Realistic about expectations 105 (95.5)

9. Is optimistic about the future 55 (50.5)

10. Asks if a 2nd opinion is necessary 58 (53.2)

11. Complementary treatment 54 (49.1)

12. Shows interest in my being 82 (75.2)

13. Sits next to me, instead of behind a desk 14 (12.7)

14. Explains the consequences of surgery into daily life 98 (89.1)

15. Makes sure I have someone with me 51 (45.9)

16. Considers me as an individual person 102 (92.7)

17. Provides information for additional support 76 (68.5)

18. Personally informs be about results of diagnostics 98 (88.3)

19. Informs me about dealing with the surgery at home 92 (82.1)

20. Informs be about the consequences for employment 90 (82.6)

21. Informs me about financial consequences 80 (72.7)

22. Refers me to social work 69 (62.7)

23. Talks about the fears of my family 70 (62.5)

24. Takes my religion into account 48 (43.2)

25. Gives some personal information about him/herself 19 (17.1)

26. Informs me about the existence of a patient organization 77 (69.4)

27. Takes my fears concerning complications into account 95 (85.6)
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The need for additional information:

Of the 112 patients, 36 (32.1%) were in need of additional information apart from the 

information provided during the program. Most important was information concerning 

the possibilities of eating and activities after surgery (21 (19.1%) and 19 (17.0%) patients 

respectively), followed by information about possible complications (18; 16.4%). Information 

about complementary treatments was deemed the least important (3 patients, 2.7%).

Half of the patients who required additional information indicated that they desired this most 

prior to surgery, followed by the first postoperative visit at the outpatient clinic. Although 

only 36 patients needed extra information, 65 patients (58%) indicated that they had actively 

searched for additional information. Most of these patients consulted the Internet (51 

patients, 45.9%) followed by 29 patients (25.9%) who asked people who already underwent 

bariatric surgery about their experiences. Of the patients seeking additional information, 

sixty (92.3%) searched for information concerning their eating possibilities after surgery, 

58 (89.2%) looked for information about activities after surgery and 56 (86.2%) sought 

information on surgery related complications.

Although 53 (81.5%) of the patients who actively searched for information graded the quality 

of the information they found as trustful, 88 patients (78.6%) had more confidence in the 

information provided by their care team 

Satisfaction with the provided information:

A total of 105 patients were included in this analysis as seven had not completed this part of 

the questionnaire. Patients were most satisfied about the information of different possible 

operative treatments and their possibilities after surgery. They deemed the ‘discussion of 

treatments other than surgery (complementary treatment)’ and ‘factors that influence my 

weight loss compared to most of the other patients’ as less sufficiently discussed compared 

to the other information provided, Table 7.

Patients who were less satisfied with the provided information were significantly older  

(p = 0.035) and had a lower score on the physical functioning scale of the SF 12 (p = 0.014). A 

trend was seen towards a lower education level in patients who were relatively less satisfied 

with the provided information (p = 0.067) Table 8. No other socio-demographical, clinical or 

psychological characteristics were associated with patients’ satisfaction with information 

provision.
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Table 7: Satisfaction with the given information

Question Mean ± SD *

1. Cause of obesity 3.71 ± 1.14

2. Different possible treatments 4.07 ± 1.02

3. Common complications 4.00 ± 1.10

4. Rare complications 3.63 ± 1.27

5. Factors that increase my likelihood of developing a complication 

compared to most of the other patients

3.62 ± 1.19

6. Different potential treatments 3.87 ± 1.03

7. Complementary treatments 3.46 ± 1.09

8. My possibilities after surgery 4.03 ± 1.09

9. What I can and cannot eat after surgery 3.98 ± 1.14

10. My expected weight loss after surgery 3.80 ± 1.17

11. Factors that influence my weight loss compared to most of the other patients 3.57 ± 1.27

12. What is expected of me during treatment after surgery 4.01 ± 1.15

* On a 1.5 Likert scale

Table 8. Characteristics associated with satisfaction with the provided information

Baseline (n = 105) Satisfied Not satisfied P value

Gender F/M 46/9 40/10 0.629

BMI kg/m2 (SD) 42.8 ± 5.7 43.4 ± 6.7 0.597

Complication within 30 days Y 7 (12.7) 6 (16.0) 0.632

Age at time of questionnaire (SD) 46.6 ± 11.1 51.1 ± 10.0 0.035

Education > 12 y Y/N 11/44 18/32 0.067

SF-12 MFS 53.8 ± 6.7 51.5 ± 9.3 0.171

SF-12 PFS 51.7 ± 6.6 46.7 ± 12.2 0.014

HADS

 — Fear

 — Depression

 — Total

2.9 ± 3.0

2.3 ± 2.7

5.2 ± 4.8

3.7 ± 3.9

2.5 ± 3.3

6.2 ± 6.2

0.271

0.724

0.378

Health Literacy (SD) 26.6 ± 8.8 26.0 ± 6.9 0.715

BMI: body mass index; F: female; HADS: hospital anxiety depression scale; M: male; MFS: mental functioning 
scale; N: no; PFS: physical functioning scale; SD: standard deviation; SF 12: Social functioning scale 12; Y: yes.

158

Information transfer

Table 7: Satisfaction with the given information

Question Mean ± SD *

1. Cause of obesity 3.71 ± 1.14

2. Different possible treatments 4.07 ± 1.02

3. Common complications 4.00 ± 1.10

4. Rare complications 3.63 ± 1.27

5. Factors that increase my likelihood of developing a complication 

compared to most of the other patients

3.62 ± 1.19

6. Different potential treatments 3.87 ± 1.03

7. Complementary treatments 3.46 ± 1.09

8. My possibilities after surgery 4.03 ± 1.09

9. What I can and cannot eat after surgery 3.98 ± 1.14

10. My expected weight loss after surgery 3.80 ± 1.17

11. Factors that influence my weight loss compared to most of the other patients 3.57 ± 1.27

12. What is expected of me during treatment after surgery 4.01 ± 1.15

* On a 1.5 Likert scale

Table 8. Characteristics associated with satisfaction with the provided information

Baseline (n = 105) Satisfied Not satisfied P value

Gender F/M 46/9 40/10 0.629

BMI kg/m2 (SD) 42.8 ± 5.7 43.4 ± 6.7 0.597

Complication within 30 days Y 7 (12.7) 6 (16.0) 0.632

Age at time of questionnaire (SD) 46.6 ± 11.1 51.1 ± 10.0 0.035

Education > 12 y Y/N 11/44 18/32 0.067

SF-12 MFS 53.8 ± 6.7 51.5 ± 9.3 0.171

SF-12 PFS 51.7 ± 6.6 46.7 ± 12.2 0.014

HADS

 — Fear

 — Depression

 — Total

2.9 ± 3.0

2.3 ± 2.7

5.2 ± 4.8

3.7 ± 3.9

2.5 ± 3.3

6.2 ± 6.2

0.271

0.724

0.378

Health Literacy (SD) 26.6 ± 8.8 26.0 ± 6.9 0.715

BMI: body mass index; F: female; HADS: hospital anxiety depression scale; M: male; MFS: mental functioning 
scale; N: no; PFS: physical functioning scale; SD: standard deviation; SF 12: Social functioning scale 12; Y: yes.

        



159

Information transfer

Discussion:

The present study aimed to identify the information preferences of bariatric surgery patients 

who underwent LRYGB or LSG. More specifically, we addressed their need for and satisfac-

tion with the content of surgery related information and how this information is provided. 

Additionally, socio-demographical, clinicopathological and psychological correlates of these 

information preferences were explored although no subgroups could be identified. This 

resulted in the following three main findings.

First, patients preferred physicians to examine patients’ understanding of the information 

provided, as shown by the high percentage of patients who wanted a summarization, an 

explanation of medical terms, and their understanding of the information to be verified. 

Since 73 percent of the patients had less than 12 years of education, their educational level 

can be regarded as low compared to the level of education of the general Dutch population, 

with 28 percent having less than 12 years of education (23). In the United States for example, 

more than 85% of the adult population has completed high school (24). Scores on the health 

literacy scale, also show this bariatric surgery population to be low health literate (20). Bariatric 

patients appear to be aware of their problems with understanding the information and they 

appreciate help in this regard. Lay peoples’ understanding of commonly used terms in 

medicine is often suboptimal and this holds in particular for low literate patients. Health 

professionals’ attempts to improve understanding are likely to alleviate worries and increase 

patient participation during consultation (25). One fifth of the patients indicated they would 

appreciate a tape recording of the consult while sixty-eight percent would prefer written 

material. A recent review indicated that providing an audio-recording of the consultation 

promotes recall and understanding (26). It would be of interest to investigate in future studies 

to what extent patients remember the information that is provided pre-operatively and which 

tools may increase their memory of the provided information.

Second, patients regarded the consequences of surgery for daily life as most important. The 

relevance of this information is also indicated by patients’ need for additional information. 

Although extensively discussed during the various consultations before and after surgery, 

of those indicating they had been looking for additional information, the majority searched 

for information concerning eating possibilities and activities after surgery.

Thirdly, patients deemed “to be regarded as an individual” the most important in the doc-

tor-patient approach. This is in line with findings from other studies. For example, in the 

oncological setting, being regarded as an individual was reported as an important aspect of 
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patients’ trust in their oncologist (27). In bariatric surgery, being the ultimate elective surgery 

with an extensive perioperative program, trust in the doctor can also be regarded as highly 

important.

Communication of the expected postoperative course and the occurrence of complications 

in this elective type of surgery is essential, especially as the results of surgery are partially 

dependent on the patient’s ability to adjust themselves to the required postoperative (life-

style) changes (15;16).

This study shows that the opportunity to ask questions during consultation was considered 

highly important. Furthermore, our results demonstrate the importance that patients attach 

to information concerning complications. The finding that patients who suffered from a 

postoperative complication attributed less importance to surgery related information is 

difficult to explain. It may be that at hindsight they regarded this information as less relevant 

because the complication had occurred anyway, regardless of the information they had 

received. Another explanation is that this finding is biased by multiple testing.

Results were conflicting with regard to the need of being informed about complementary 

treatment options. Although only half of the patients deemed such information as important, 

and one in 10 as not important, it was the information topic with the highest percentage of 

dissatisfied patients.

This study has some limitations. First, the timing of the questionnaire which was send 3-12 

months after surgery can be debated. In future prospective research it would be advisable to 

examine patients’ preferences preoperatively and with intervals during the whole postopera-

tive course. Second, non-responders were found to be younger and less likely to suffer from 

diabetes. The higher prevalence of diabetes in responders may be explained, apart from age, 

by the burden of disease experienced by diabetic patients, making it more likely that they 

want to contribute to research. Both could have induced some selection bias. We found no 

differences between responders and non-responders in the occurrence of postoperative 

complications, thereby excluding suffering of complications as potential (non) responder 

bias. Furthermore, the current bariatric program comprises mostly group sessions, yet was 

individualized in a small number of patients when necessary, which is even more important 

taking the multidisciplinary information transfer (by surgeons, doctors, nutritionists and 

trained nurses) into consideration. Although this specific type of information transfer was not 
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taken into account in the analyses no findings indicated that additional information should 

be provided by a specific type of health care giver.

The questionnaire which was used was developed for the present study and therefore 

not validated. A validated questionnaire would be preferred, unfortunately in this case of a 

situation specific questionnaire for evaluative purposes, such validation is impossible as 

no gold standard exists. However, the well-established rules of thumb for questionnaire 

development were taken into account (28).

Most importantly, the current response rate of 31% can be considered as low. To illustrate, 

a comparable study in oncology patients had a response rate of 86% (18). The relatively 

low response might be explained by some of the characteristics of the (current) bariatric 

surgery population. Their education level is low, which might have led to perceived difficulties 

in completing the questionnaire. Additionally, the study population encompasses a large 

percentage of non-native Dutch speakers. Of the patients reached by phone, 10% indicated 

they could not participate due to language issues. The hospital in which this study was 

conducted is located in a part of Amsterdam inhabited by many foreign people compared 

to other parts of the city. Another possible explanation is the intensive program in which 

bariatric surgery patient are enrolled, prior to and after surgery, which might make them 

less willing to also participate in research.

It is hypothesized that patients who are less satisfied with their treatment in general, are 

less willing to participate in research (29). However, within the 129 not participating patients 

who we were able to reach by phone, dissatisfaction with treatment was only mentioned by 

one (0.8%) patient as a reason not to participate.

However, taking all these limitations into account, inventorying patients’ information pref-

erences is important as patients are more likely to adhere to preventive measures when the 

information is tailored to patients’ preferences (30). It is known that compliance after bariatric 

surgery is an issue, despite the harmful consequences (31).
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Conclusion:

Bariatric surgery can be regarded as a life-changing procedure which success depends 

on behavioural changes. Overall, it can be concluded that from the perspective of bariatric 

surgery patients, satisfactory information provision is based on three pillars: to verify patients’ 

understanding of the provided information during the consult, to discuss the influence of 

surgery for daily life and to approach them as individuals.

We could not distinguish any subgroups based on socio-demographical, clinicopathological 

and/or psychological characteristics within the bariatric surgery population who would 

require a different approach compared to their fellow patients.

Taking into account patients limited educational level, explaining medical terms and verifying 

their understanding of the provided information is key in successful information transfer 

within the bariatric surgery population.

162

Information transfer

Conclusion:

Bariatric surgery can be regarded as a life-changing procedure which success depends 

on behavioural changes. Overall, it can be concluded that from the perspective of bariatric 

surgery patients, satisfactory information provision is based on three pillars: to verify patients’ 

understanding of the provided information during the consult, to discuss the influence of 

surgery for daily life and to approach them as individuals.

We could not distinguish any subgroups based on socio-demographical, clinicopathological 

and/or psychological characteristics within the bariatric surgery population who would 

require a different approach compared to their fellow patients.

Taking into account patients limited educational level, explaining medical terms and verifying 

their understanding of the provided information is key in successful information transfer 

within the bariatric surgery population.

        



163

Information transfer

References

1. World Health Organisation. “Obesity and 

overweight.” Jan. 14, 2015.Aug1

2. Finkelstein EA, Khavjou OA, Thomson H, Trogdon 

JG, Pan L, Sherry B, Diets W; Obesity and severe 

obesity forecasts Through 2030; Am J. Prev. 

Med. 2012 Jun;42(6):563-70

3. Rothberg A.E.; McEwen LN, Kraftson AT., 

Neshewat GM, Fowler CE, Burant CF, Herman 

WH; The impact of weight loss on health related 

quality of life: implications for cost effectiveness 

analyses; Qual Life Res. 2014 May;23(4):1371-6

4. Colquitt JL, Pickett K, Loveman E et al. Surgery 

for weight loss in adults. Cochrane Database 

Syst Rev 2014; 8:CD003641.

5. Loveman E, Frampton GK, Shepherd J, Picot J, 

Cooper K, Bryant J, Welch K, Clegg A, The clinical 

effectiveness and cost effectiveness of long 

term weight management schemes in adults: a 

systematic review, Health Technol Assess, 2011, 

Jan;15(2):1-182

6. Brethauer SA, Aminian A, Romero-Talams H, et 

al. Can diabetes be surgically cured? Long term 

metabolic effects of bariatric surgery in obese 

patient with type 2 diabetes mellitus, Ann Surg, 

2013 Oct;258(4):628-36

7. Buchwald H, Scopinar N, An invitation to our 

medical colleagues: work with us, Obes Surg 

20.11 (2010): 1465-67

8. Gloy VL, Briel M, Bhatt DL, et al. Bariatric surgery 

versus non-surgical treatment of obesity: 

a systematic review and meta-analysis of 

randomized controlled trials, BJM 2013 Oct 

22;347:f5934

9. De Zwaan M, Enderle J, Wagner S et al. Anxiety 

and depression in bariatric surgery patients: a 

prospective follow-up study using structured 

clinical interviews, J Affect Disord, 2011 

Sept;133(1-2):61-8

10. Coblijn UK, Goucham AB, Lagarde SM, Kuiken 

SD, van Wagensveld BA, Development of 

ulcer disease after Roux-en-Y gastric bypass, 

incidence, risk factors and patient presentation: 

a systematic review, Obes Surg, 2014 

Feb;24(2):299-309

11. Coblijn UK, Lagarde SM, de Raaff CA, Evaluation 

of the obesity surgery mortality risk score for the 

prediction of postoperative complications after 

primary and revisional laparoscopic Roux-en-Y 

gastric bypass, Surg Obes Relat Dis. 2016 

Sep-Oct;12(8):1504-1512

12. Flum DR, Belle SH, King WC et al. Perioperative 

safety in the longitudinal assessment of bariatric 

surgery. N Engl J Med 2009; 361:445-454.

13. Rutten LJ, Arora NK, Bakos AD, Aziz N, Rowland 

J, Information needs and sources of information 

among cancer patients: a systematic review of 

research (1980-2003) Patient Educ Couns, 2005 

Jun;57(3):250-61

14. Berkman, Davis, and McCormack 9-19;Health 

literacy: report of the Council on Scientific 

Affairs. Ad Hoc Committee on Health Literacy 

for the Council on Scientific Affairs, American 

Medical Association 552-57

15. Van Hout GC, Vreeswijk C.M. van Heck GL, 

Bariatric Surgery and Bariatric Psychology: 

evaluation of the Dutch approach. Obes Surg 

18.3 (2008):321-25

09

163

Information transfer

References

1. World Health Organisation. “Obesity and 

overweight.” Jan. 14, 2015.Aug1

2. Finkelstein EA, Khavjou OA, Thomson H, Trogdon 

JG, Pan L, Sherry B, Diets W; Obesity and severe 

obesity forecasts Through 2030; Am J. Prev. 

Med. 2012 Jun;42(6):563-70

3. Rothberg A.E.; McEwen LN, Kraftson AT., 

Neshewat GM, Fowler CE, Burant CF, Herman 

WH; The impact of weight loss on health related 

quality of life: implications for cost effectiveness 

analyses; Qual Life Res. 2014 May;23(4):1371-6

4. Colquitt JL, Pickett K, Loveman E et al. Surgery 

for weight loss in adults. Cochrane Database 

Syst Rev 2014; 8:CD003641.

5. Loveman E, Frampton GK, Shepherd J, Picot J, 

Cooper K, Bryant J, Welch K, Clegg A, The clinical 

effectiveness and cost effectiveness of long 

term weight management schemes in adults: a 

systematic review, Health Technol Assess, 2011, 

Jan;15(2):1-182

6. Brethauer SA, Aminian A, Romero-Talams H, et 

al. Can diabetes be surgically cured? Long term 

metabolic effects of bariatric surgery in obese 

patient with type 2 diabetes mellitus, Ann Surg, 

2013 Oct;258(4):628-36

7. Buchwald H, Scopinar N, An invitation to our 

medical colleagues: work with us, Obes Surg 

20.11 (2010): 1465-67

8. Gloy VL, Briel M, Bhatt DL, et al. Bariatric surgery 

versus non-surgical treatment of obesity: 

a systematic review and meta-analysis of 

randomized controlled trials, BJM 2013 Oct 

22;347:f5934

9. De Zwaan M, Enderle J, Wagner S et al. Anxiety 

and depression in bariatric surgery patients: a 

prospective follow-up study using structured 

clinical interviews, J Affect Disord, 2011 

Sept;133(1-2):61-8

10. Coblijn UK, Goucham AB, Lagarde SM, Kuiken 

SD, van Wagensveld BA, Development of 

ulcer disease after Roux-en-Y gastric bypass, 

incidence, risk factors and patient presentation: 

a systematic review, Obes Surg, 2014 

Feb;24(2):299-309

11. Coblijn UK, Lagarde SM, de Raaff CA, Evaluation 

of the obesity surgery mortality risk score for the 

prediction of postoperative complications after 

primary and revisional laparoscopic Roux-en-Y 

gastric bypass, Surg Obes Relat Dis. 2016 

Sep-Oct;12(8):1504-1512

12. Flum DR, Belle SH, King WC et al. Perioperative 

safety in the longitudinal assessment of bariatric 

surgery. N Engl J Med 2009; 361:445-454.

13. Rutten LJ, Arora NK, Bakos AD, Aziz N, Rowland 

J, Information needs and sources of information 

among cancer patients: a systematic review of 

research (1980-2003) Patient Educ Couns, 2005 

Jun;57(3):250-61

14. Berkman, Davis, and McCormack 9-19;Health 

literacy: report of the Council on Scientific 

Affairs. Ad Hoc Committee on Health Literacy 

for the Council on Scientific Affairs, American 

Medical Association 552-57

15. Van Hout GC, Vreeswijk C.M. van Heck GL, 

Bariatric Surgery and Bariatric Psychology: 

evaluation of the Dutch approach. Obes Surg 

18.3 (2008):321-25

09

        



164

Information transfer

16. Livhits M, Mercado C, Yermilov I, et al. Peropera-

tive predictors of weight loss following bariatric 

surgery: systematic review, Obes Surg. 2012 

Jan;22(1):70-89

17. IFSO. IFSO: are you a candidate. http://www ifso 

com January 2015; Available from: www.ifso.

com. Accessed January 14, 2015.

18. Lagarde SM, Franssen SJ, van Werven et al, 

Patient preferences for the disclosure of progno-

sis after esophagectomy for cancer with curative 

intent, Ann Surg Oncol 2008 Nov;15(11):3289-98

19. Zigmond AS, Snaith RP. The hospital anxiety 

and depression scale. Acta Psychiatr Scand 

1983;67:361-70

20. Heijmans M, Waverijn G, Rademakers J, van der 

Vaart R, Rijken M, Functional communicative and 

critical health literacy of chronic disease patients 

and their importance for self-management, 

Patient Educ Cuns. 2015 Jan;98(1):41-8

21. Morris NS, MacLean CD, Chew LD, Littenberg B. 

The Single Item Literacy Screener: evaluation of a 

brief instrument to identify limited reading ability. 

BMC Fam Pract 2006;7:21.

22. Dindo D, Demartines N, Clavien PA. Classification 

of surgical complications: a new proposal with 

evaluation in a cohort of 6336 patients and 

results of a survey. Ann Surg 2004; 240:205-213.

23. CBS: cijfers schooling: https://www.onderwi-

jsincijfers.nl/kengetallen/sectoroverstijgend-/

nederlandsonderwijsstelsel/hoogst-behaal-

de-onderwijsniveau

24. Bureau, U. C. (2009). The 2009 Statistical 

Abstract, Retrieved from National Data Book” 

(PDF). Retrieved December 4, 2015

25. Pieterse AH, Jager NA, Smets EM, Henselmans 

I, Lay understanding of common medical 

terminology in oncology, Psychooncology. 2013 

May;22(5):1186-91

26. Tsulukidze M, Durand MA, Barr PJ, Mead T, Elwyn 

G, Providing recording of clinical consultation 

to patients- a highly valued but underutilized 

intervention: a scoping review, Patient Educ 

Couns. 2014 Jun;95(3):297-304

27. Hillen MA, Koning CC, Wilming JW et al, 

Assessing cancer patients trust in their 

oncologist: development and validation of the 

Trust in Oncologist Scale (TiOS), Support Care 

Cancer, 2012, Aug;20(8):1787-95

28. Dillman D. Mail and Internet Surveys: The Tailored 

Design Method. John Wiley and Sons. ISBN-13: 

978-0471323549, 2000

29. Lasek RJ, Barkley W, Harper DL, Rosenthal GE, 

An evaluation of the impact of nonresponse bias 

on patient satisfaction surveys. Med Care, 1997 

Jun;35(6):646-52

30. Linn AJ, van Weert JC, van Dijk L, Horne 

R, Smit EG. The value of nurses’ tailored 

communication when discussing medicines: 

Exploring the relationship between satisfaction, 

beliefs and adherence. J Health Psychol. 2016 

May;21(5):798-807

31. Thereaux J, Lesuffleur T, Païta M et al. Long-term 

follow up after bariatric surgery in a national 

cohort, Br J Surg. 2017 Sep;104(10):1362-1371

164

Information transfer

16. Livhits M, Mercado C, Yermilov I, et al. Peropera-

tive predictors of weight loss following bariatric 

surgery: systematic review, Obes Surg. 2012 

Jan;22(1):70-89

17. IFSO. IFSO: are you a candidate. http://www ifso 

com January 2015; Available from: www.ifso.

com. Accessed January 14, 2015.

18. Lagarde SM, Franssen SJ, van Werven et al, 

Patient preferences for the disclosure of progno-

sis after esophagectomy for cancer with curative 

intent, Ann Surg Oncol 2008 Nov;15(11):3289-98

19. Zigmond AS, Snaith RP. The hospital anxiety 

and depression scale. Acta Psychiatr Scand 

1983;67:361-70

20. Heijmans M, Waverijn G, Rademakers J, van der 

Vaart R, Rijken M, Functional communicative and 

critical health literacy of chronic disease patients 

and their importance for self-management, 

Patient Educ Cuns. 2015 Jan;98(1):41-8

21. Morris NS, MacLean CD, Chew LD, Littenberg B. 

The Single Item Literacy Screener: evaluation of a 

brief instrument to identify limited reading ability. 

BMC Fam Pract 2006;7:21.

22. Dindo D, Demartines N, Clavien PA. Classification 

of surgical complications: a new proposal with 

evaluation in a cohort of 6336 patients and 

results of a survey. Ann Surg 2004; 240:205-213.

23. CBS: cijfers schooling: https://www.onderwi-

jsincijfers.nl/kengetallen/sectoroverstijgend-/

nederlandsonderwijsstelsel/hoogst-behaal-

de-onderwijsniveau

24. Bureau, U. C. (2009). The 2009 Statistical 

Abstract, Retrieved from National Data Book” 

(PDF). Retrieved December 4, 2015

25. Pieterse AH, Jager NA, Smets EM, Henselmans 

I, Lay understanding of common medical 

terminology in oncology, Psychooncology. 2013 

May;22(5):1186-91

26. Tsulukidze M, Durand MA, Barr PJ, Mead T, Elwyn 

G, Providing recording of clinical consultation 

to patients- a highly valued but underutilized 

intervention: a scoping review, Patient Educ 

Couns. 2014 Jun;95(3):297-304

27. Hillen MA, Koning CC, Wilming JW et al, 

Assessing cancer patients trust in their 

oncologist: development and validation of the 

Trust in Oncologist Scale (TiOS), Support Care 

Cancer, 2012, Aug;20(8):1787-95

28. Dillman D. Mail and Internet Surveys: The Tailored 

Design Method. John Wiley and Sons. ISBN-13: 

978-0471323549, 2000

29. Lasek RJ, Barkley W, Harper DL, Rosenthal GE, 

An evaluation of the impact of nonresponse bias 

on patient satisfaction surveys. Med Care, 1997 

Jun;35(6):646-52

30. Linn AJ, van Weert JC, van Dijk L, Horne 

R, Smit EG. The value of nurses’ tailored 

communication when discussing medicines: 

Exploring the relationship between satisfaction, 

beliefs and adherence. J Health Psychol. 2016 

May;21(5):798-807

31. Thereaux J, Lesuffleur T, Païta M et al. Long-term 

follow up after bariatric surgery in a national 

cohort, Br J Surg. 2017 Sep;104(10):1362-1371

        



165

Information transfer

Appendix 1, additional information

Did you, in the last treatment period, apart from the information provided at the outpatient clinic or the ward, also 

collected information yourself?

1. Did you read the folder with the additional 

information?

 Ǉ Yes

 Ǉ No, continue to question 3

 Ǉ I don’t know

2. This folder contained sufficient information  Ǉ Totally disagree

 Ǉ Disagree  

 Ǉ Do not agree or disagree  

 Ǉ Agree  

 Ǉ Totally agree  

3. Was there any need for more 

extensive information?

 Ǉ Yes

 Ǉ No, continue to 6

 Ǉ I don’t know

4. What kind of additional information was needed for?  

(More than 1 answer possible)

 Ǉ Causes and background of obesity

 Ǉ Current treatment options

 Ǉ Experimental treatment

 Ǉ Complications of surgery

 Ǉ Complementary treatment 

 Ǉ Concerning my possible activities after surgery 

 Ǉ What I can and cannot eat after surgery

 Ǉ Other……………… 

5. When did you need this additional information?  Ǉ Before surgery

 Ǉ During admission

 Ǉ First visit at the outpatient clinic after surgery

6. Have you actively searched for additional 

information?

 Ǉ Yes

 Ǉ No, continue to question 10

 Ǉ I don’t know

7. Where did you gather the information?  Ǉ General practitioner

 Ǉ Another patient

 Ǉ The patient association

 Ǉ Medical guidebook

 Ǉ Internet

 Ǉ Other ………….….
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8. Which information was you looking for?

About the causes and background of obesity

About existing treatments

About experimental treatments

Concerning complications of the surgery

Concerning complementary treatment

Concerning my possible activities after surgery

What I can and cannot eat after surgery

Other …………………………………………………….

 Ǉ Yes

 Ǉ No

 Ǉ Yes

 Ǉ No

 Ǉ Yes

 Ǉ No

 Ǉ Yes

 Ǉ No

 Ǉ Yes

 Ǉ No

 Ǉ Yes

 Ǉ No

 Ǉ Yes

 Ǉ No

9. I trust the quality of the information I found myself  Ǉ Totally disagree

 Ǉ Disagree   

 Ǉ Do not agree or disagree    

 Ǉ Agree    

 Ǉ Totally agree    

10. I trust the information which is provided by my 

doctor more

 Ǉ Totally disagree

 Ǉ Disagree   

 Ǉ Do not agree or disagree    

 Ǉ Agree    

 Ǉ Totally agree    
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