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ABSTRACT 

OBJECTIVE: To review the primary care provider’s (PCP’s) 
role in the management of obese patients who may be 
candidates for metabolic and bariatric surgery, including 
early identification and referral, preoperative prepara-
tion, risk assessment, and long-term postoperative care. 
He we synthesize current guidelines and evidence to 
equip PCPs with practical strategies for management of 
metabolic and bariatric surgery patients. 
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INTRODUCTION

The obesity epidemic is well documented and the rates of 
obesity have steadily been rising for the last several decades. 
According to the World Health Organization, globally obe-
sity has nearly tripled since 1975 and one in eight people 
are classified as obese.1 In the United States, the Centers for 
Disease Control and Prevention reports that the prevalence 
of adult obesity was 41.9% in 2020.2 It is not surprising that 
with increasing prevalence of obesity that metabolic and 
bariatric surgery (MBS) is an increasingly utilized option 
for weight management and comorbidity reduction. In the 
United States, greater than 250,000 MBS procedures are per-
formed annually.3 Thankfully with the advent of minimally 
invasive techniques and improvements in perioperative care 
the safety and efficacy of MBS has improved over the past 
two decades. In the modern era perioperative morbidity and 
mortality from MBS has decreased to levels comparable with 
other common surgeries. In fact, large-scale analyses esti-
mate 30-day mortality rates as low as 0.1–0.3% for primary 
procedures, a figure that is likely to continue to improve.4 
Beyond safety, controlled trials confirm the most superior 
long-term metabolic outcomes, superior to medical manage-
ment alone. As compared to medical management and diet-
ing, MBS consistently has demonstrated the greatest degree 
of weight loss, the most durable results, superior remission 
rates of obesity-related comorbidities, and improvements in 
all-cause mortality.5-7 

Despite the demonstrated efficacy of MBS, patients are 
often under referred by PCPs. Some studies have reported 
as few as 1% of eligible patients are referred for MBS.8 The 

reasons for this are likely multifactorial and may represent 
a number of issues regarding access and patient-related fac-
tors. However, introspection is necessary to ensure referral 
patterns are not affected by implicit weight bias or mis-
conceptions about surgery’s risks and long-term outcomes, 
as surveys continue to reveal higher rates of weight biases 
and poor understanding of MBS complication rates among 
referring providers.9,10 However, with better education we 
may mitigate this bias and improve equitable access to care. 
Regardless, it remains a fact that the PCP plays a pivotal 
role in the early identification of patients who may benefit 
from bariatric surgery and will remain a vital member of the 
patients healthcare team throughout the weight loss jour-
ney. Additionally, lifelong support is needed to mitigate the 
risk of unique complications. This article aims to equip phy-
sicians with tools to manage this growing population and 
reviews the PCP’s responsibilities in referral, preoperative 
preparation, risk assessment, and long-term care.

IDENTIFYING CANDIDATES  

FOR BARIATRIC SURGERY

BMI Criteria for Metabolic and Bariatric Surgery

MBS is currently the most effective evidence-based treat-
ment for obesity across all body-mass index (BMI) classes. 
Historically, eligibility for MBS followed the 1991 National 
Institutes of Health (NIH) Consensus Guidelines. However, 
these criteria have recently been updated in response to the 
growing body of evidence that improvements in metabolic 
health can occur in patients with lower BMI after MBS.11 
It is important for the referring provider to understand that 
these shifts not only broaden eligibility to patients with 
lower BMIs, but also have specific considerations for Asians 
populations. This is due to the fact that these patients have 
higher cardiometabolic risk at lower BMI thresholds [Table 
1]. Despite the fact that these guidelines are evidence-based, 
insurance coverage remains variably aligned with these 
newer BMI thresholds. We encourage referring providers to 
adhere to the more modern BMI thresholds when referring 
to weight loss centers.

Early Identification and Referral

Due to the high prevalence of obesity, we recommend sys-
tematic obesity screening protocols to ensure that PCPs can 
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identify all eligible patients and ensure they are informed 
about all evidence-based obesity treatment options.9 Essen-
tial to delivering high quality, equitable, patient-centered 
care is recognizing obesity as a chronic, relapsing, neuro-
behavioral disease.12 Longitudinally measuring BMI and 
waist circumference, and a thorough assessment of obe-
sity- related comorbidities, is crucial for early identifica-
tion of those who may benefit from intervention.13 When 
patients are identified, PCPs should initiate compassionate 
and nonjudgmental conversations about weight and provide 
the patient with education of the metabolic health benefits 
of the various available interventions and their impact on 
long-term survival.14 Emphasis should be on the fact that 
obesity is a chronic disease and reviewing effective treat-
ment options, such as intensive lifestyle changes, medica-
tions, and metabolic and bariatric surgery. Structured tools 
may support this approach. For example, integrating the 
Edmonton Obesity Staging System (EOSS) and a standard-
ized quality-of-life questionnaire into annual physicals may 
help stratify patients obesity and metabolic health and flag 
high-risk patients whose comorbidities or impaired quality 
of life may warrant a more prompt referral to a bariatric cen-
ter.15,16 When patients are identified as candidates for medi-
cal or surgical weight loss they should be promptly referred 
to a weight loss specialist. 

Psychosocial and Behavioral Readiness

Beyond lifestyle changes, successful weight loss requires 
a foundation of psychological stability. A routine psycho-
logical examination is generally performed by the bariatric 
team; however, integrating behavioral health support early 
in the process will enhances patient readiness, safety, and 
the overall appropriateness of surgical candidacy. More-
over, untreated psychiatric illness may increase postopera-
tive complication risk and reduce adherence to care plans. 
For these reasons, the PCP should aim to identify patients 
with complicating psychosocial factors. This is best done 
by routine screening of mental health histories, including 
screening for mood disorders, post-traumatic stress disor-
der (PTSD), eating disorders, and prior suicide attempts. 
Furthermore, substance use history is equally critical and 

candidates for bariatric surgery should be screened using  
validated tools such as AUDIT-C or the Drug Abuse Screen-
ing Test (DAST). 

Contraindications to Bariatric Surgery

Not all patients will be candidates for metabolic and bariat-
ric surgery. While there are no absolute contraindications, 
relative contraindications include: severe heart or lung dis-
ease, active cancer treatment, uncontrolled substance abuse, 
major psychiatric disorders, impaired intellectual capacity, 
pregnancy, Crohn’s disease, multiple suicide attempts or 
suicidal ideation, poor adherence to preprocedural instruc-
tions, inability to manage self-care, and lack of a support 
system.17 We would encourage PCPs to proactively identify 
and address modifiable risk factors through coordinated 
management with weight loss specialists and other relevant 
clinicians to optimize surgical eligibility.

PREOPERATIVE WEIGHT LOSS 

The referring provider plays a critical role in preparing 
patients for MBS. One of the most impactful interventions 
during the period between referral and the bariatric surgery 
evaluation is supporting preoperative weight loss. Often it 
can take weeks to months for the initial visit with a surgeon 
to occur and this offers an ideal opportunity to begin docu-
mented counseling on weight reduction goals and strategies. 
Moreover, many insurance providers require a number of 
months of documented weight loss discussions either in the 
PCPs office or in the bariatric surgeons office. Starting this 
process sooner helps set realistic expectations, reinforces 
the importance of lifestyle change, and ensures more rapid  
progression through the evaluation for MBS. 

Additionally, preoperative weight loss can improve periop-
erative and postoperative outcomes, as it has been shown 
that decreasing liver volume and visceral fat, facilitates lap-
aroscopic access and reduces operative time and conversion 
to open rates.18,19 Additionally, while not required in most 
centers, preoperative weight loss may also serve as a practi-
cal test of patient compliance and readiness.20 Primary care 
providers can support these goals through evidence-based 
interventions such as high protein, low carbohydrate 
diets, pharmacotherapy with GLP-1 receptor agonists such 
as semaglutide or tirzepatide, and structured behavioral 
counseling. Proactively addressing weight loss in primary 
care also ensures patients feel supported throughout the 
preoperative process and lays the groundwork for lifelong  
behavioral change.

POSTOPERATIVE AND LONG-TERM  

FOLLOW-UP CARE

Immediate Postoperative Phase 

The first six months following bariatric surgery represent 

1991 NIH Consensus Guidelines 2022 ASMBS/IFSO Guidelines 

BMI ≥40 kg/m² with or without 

associated comorbidities.

BMI ≥35 kg/m² with or without 

associated comorbidities.

BMI ≥35 kg/m² with associated 

obesity-related comorbidity ‡.

BMI ≥30 kg/m² with associated 

obesity-related comorbidity.
‡

Asian populations:  

BMI ≥27.5 kg/m² 
 

Table1. Updated ASMBS/IFSO Indications for Metabolic and Bariatric 

Surgery

‡ Type 2 diabetes mellitus, Hypertension, Dyslipidemia, Obstructive sleep apnea, 

Non-alcoholic fatty liver disease (NAFLD), Gastroesophageal reflux disease (GERD), 

Osteoarthritis

34D E C E M B E R  2 0 2 5   R H O D E  I S L A N D  M E D I C A L  J O U R N A L   R I M J  A R C H I V E S  |  D E C E M B E R  I S S U E  W E B P A G E  |  R I M S 5

http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2025-12.asp
https://www.rimedicalsociety.org


OBESITY AND RELATED DISEASES

a critical period and requires coordinated care between the 
bariatric surgeon and the PCP. Patients are going through 
rapid physiological change in addition to recovering from 
surgery. The primary goal in this phase is to monitor for 
early postoperative complications; such as, anastomotic 
leaks, thromboembolic events, bleeding, or infections. 
Beyond monitoring for surgical complications, nutrition 
management involves a protocolized dietary progression. 
Patients are generally advanced from a clear liquid diet to 
purees, soft solids, and eventually regular textured foods. 
Dietary counseling should include education on portion 
control and hydration. Patients should be advised to avoid 
high-sugar foods to prevent dumping syndrome. Finally, 
careful attention to patients’ medication regimen is vital. 
With substantial weight loss and metabolic improvements, 
it is frequently necessary to adjust or discontinue of medica-
tions for obesity-related comorbidities. While patients will 
be closely monitored by the bariatric surgery team, close 
communication enhances safety during this period.

Nutritional Surveillance and Management

Although bariatric centers typically conduct intensive fol-
low-up during the first one to two years postoperatively, 
responsibility for ongoing micronutrient surveillance often 
transitions to the primary care provider thereafter. Lifelong 
supplementation with a bariatric-specific multivitamins 
and routine annual vitamin and micronutrient labs are man-
datory [Table 2]. Guidelines recommend routine assessment 
of key nutrients annually, given the persistent risk of defi-
ciencies even years after surgery.17 Primary care physicians 
should be familiar with these monitoring protocols and 
ensure adherence to lifelong supplementation regimens to 
prevent serious complications such as anemia, neuropathy, 
osteoporosis, and neurologic syndromes. 

Weight Regain: Detection and Management

Despite the substantial and sustained weight loss achieved 
by most patients after bariatric surgery, up to 30% may expe-
rience clinically significant weight regain.17,21 Patients with 
a history of MBS should be screened annually to identify 
early signs of weight regain and implement interventions. 
Contributing factors include poor dietary habits, sedentary 
behavior, and anatomical changes over time, such as dila-
tion of the gastric sleeve or the formation of a gastro-gas-
tric fistula. Typically, management begins reinforcement of 
nutritional and behavioral strategies. If unsuccessful, phar-
macologic therapies such as GLP-1 receptor agonists and 
other anti-obesity medications can be considered; however, 
for patients with significant regain, referral back to the bar-
iatric surgeon is required to rule out an anatomical reason 
for weight recidivism and to discuss surgical if revision is 
indicated. 

Psychosocial Considerations

The psychosocial dimension of bariatric surgery is critical to 
long-term management of these patients. Patients often face 
profound identity changes, emotional volatility, and risk for 
disordered eating, including binge eating or “transfer addic-
tion” to substances such as alcohol or drugs.22,23 Therefore, it 
is recommended that routine screening for depression, anx-
iety, and maladaptive eating behaviors be performed annu-
ally to ensure early detection and intervention. Additionally, 
PCPs should facilitate access to support groups (often avail-
able through the bariatric surgery center), behavioral health 
professionals, and specialized counseling services that can 
provide coping strategies and reinforce the patient’s com-
mitment to lifestyle changes. Regular motivational counsel-
ing in the primary care setting can help sustain behavioral 
modifications, prevent relapse into unhealthy patterns, and 

promote emotional resilience. 

Special Populations

Certain patient groups require tailored 
counseling and management to ensure safe 
and effective outcomes after bariatric sur-
gery. Women of childbearing age should 
be advised to delay pregnancy for 12–18 
months postoperatively to avoid preg-
nancy complications derived from nutri-
ent deficiencies or rapid weight loss.24 For 
those planning pregnancy after surgery, 
prenatal care must include micronutrient 
surveillance with particular attention to 
iron, folate, vitamin B12, calcium, and fat- 
soluble vitamins. In older adults, bariatric 
surgery can improve metabolic health and 
functional status but requires careful risk–
benefit assessment due to higher perioper-
ative risks, sarcopenia concerns, and the 

Nutrient Monitoring Common Deficiency Symptoms

Thiamine (B1) Every 6–12 months Wernicke’s encephalopathy  

(confusion, ataxia, ophthalmoplegia)

Vitamin B12 Every 6–12 months Fatigue, neuropathy, glossitis

Iron Every 6–12 months Anemia, pica

Calcium/Vitamin D Annually Osteopenia, secondary hyperparathyroidism, 

fractures

Folate Annually Anemia, neural tube defects in pregnancy

Protein Annually Edema, weakness, muscle wasting

Vitamin A Annually Night blindness, xerophthalmia, impaired 

immunity

Vitamin E As indicated Neuropathy, ataxia, hemolytic anemia

Vitamin K As indicated Easy bruising, bleeding diathesis

Copper Annually Anemia, neutropenia, neuropathy, myelopathy

Zinc Annually Dermatitis, alopecia, impaired wound healing, 

taste changes

Table 2. Recommended Long-Term Micronutrient Screening After Bariatric Surgery
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potential for nutritional deficiencies exacerbated by age- 
related changes in absorption and bone health.

CONCLUSION

Bariatric surgery is a proven, effective intervention for the 
management of severe obesity and its associated comorbidi-
ties, offering patients meaningful and sustained weight loss, 
improved metabolic health, and reduced mortality. How-
ever, it is not a stand-alone cure, but rather one component 
of a lifelong, multidisciplinary treatment plan that requires 
ongoing commitment from patients and providers alike. 
PCPs play a central role in this continuum of care from early 
identification and referral of appropriate candidates, to pre-
operative optimization, to vigilant long-term monitoring 
for nutritional deficiencies, weight regain, and psychosocial 
challenges. By adopting structured screening protocols, fos-
tering empathetic, stigma-free discussions about obesity as 
a chronic disease, and collaborating closely with surgical, 
nutritional, and behavioral health teams, PCPs can help 
ensure that patients derive the full benefits of bariatric  
surgery while minimizing risks. 
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