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Background: There is an important disconnect between surgical programs and primary care physicians 
(PCP) in the delivery of bariatric care. The objective of this study is to assess PCP knowledge and perception 
of a provincial bariatric surgery program. 
Methods: A 32-question, IRB approved, survey was developed by bariatric surgery experts and vetted by 
local PCPs. A single round of paper surveys was administered to 1,000 PCPs between July and September 
2015. Continuous variables were assessed by t-test and categorical variables by Chi-square test. 
Results: There were 131 survey responses (13.1%). Half (54.2%) of respondents did not feel equipped 
to counsel their patients on operative management strategies. PCPs counselled on average 11.6%±17.0% 
of their obese patients on bariatric surgery. Many respondents (58.3%) thought excess weight loss from 
gastric bypass was less than 40% and most believed there was less than 50% resolution of diabetes (62.4%), 
hypertension (72.3%), dyslipidemia (77.8%) and obstructive sleep apnea (60.6%). PCPs who referred 
patients to the bariatric program (71.8%) were more comfortable counselling their patients on bariatric 
surgery options (56.8% vs. 17.1%, P<0.001) and were more comfortable with post-operative care (67.4% vs. 
38.2%, P=0.004). Additionally, these PCPs estimated higher rates of diabetes and hypertension resolution 
post-bariatric surgery. The predominant perceived barrier to accessing bariatric surgery was wait times 
(33.3%). 
Conclusions: PCPs appear to underestimate the efficacy of bariatric surgery in the treatment of obesity 
and feel ill-equipped to counsel patients. Further education related to bariatric surgery may improve PCP 
comfort in counselling and long-term follow-up.
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Introduction

The obesity epidemic is an important public health 
challenge facing Canadians today. Statistics published by 
the Public Health Agency of Canada in 2007–2009 indicate 
that approximately one-quarter of adult Canadians live 
with obesity and that the rate of obesity in Canada has 
doubled over the last three decades. Unfortunately, the 

prevalence of obesity is expected to increase further (1). 
Obesity is defined by the World Health Organization as 
a body mass index (BMI) greater than 30 kg/m2 and is 
further subdivided into class I (BMI 30.0–34.9 kg/m2), class 
II (BMI 35.0–39.9 kg/m2) and class III (BMI ≥40.0 kg/m2)  
(2,3). Obesity is associated with many comorbidities 
including heart disease, type 2 diabetes, hypertension, 
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hyperlipidemia, cardiovascular and cerebrovascular disease, 
osteoarthritis, and sleep apnea (4-6). It is linked to increased 
health care cost as well as diminished worker productivity (1).  
Treatments for obesity include education, counseling, 
dietary modification and increased physical activity (7-9).  
However, medical management alone results in only 3–5% 
of excess weight loss (EWL) (9). Bariatric surgery has 
therefore emerged as one of the most effective therapies to 
reduce weight and ameliorate or prevent obesity-related co-
morbidities and mortality (2,5,10). 

The management of obesity presents its own challenges 
for primary care physicians (PCPs). Poor outcomes may 
result if these challenges are not appreciated (5,11). PCPs 
play an instrumental role in managing obesity-related co-
morbidities. Despite this, past survey-based studies have 
reported that many PCPs are not comfortable in discussing 
obesity and its related comorbidities directly with their 
patients (12). For those that do counsel their patients, the 
most frequent recommendations are daily calorie reduction, 
exercise, nutritional counseling and behavior modification (2).  
The predominant barriers to management of obesity include 
negative attitudes towards obese patients, inadequate 
time, lack of resources, and lack of formal training and 
competence in management (13). In addition, a study by 
Avidor et al. showed “most physicians report that they are ill-
equipped and uneducated to treat the condition of obesity” and 
“may view treatment of obesity as futile, that it is significantly less 
effective than treating other chronic conditions” (2). 

Thus, a significant gap exists between current physician 
practice and the optimal management of obesity. Avidor et al.  
report that while bariatric surgery was perceived as the most 
effective treatment for morbid obesity, only 21.9% of PCPs 
reported referring their patients for consultation (2). A lack 
of knowledge surrounding the efficacy and safety of bariatric 
surgery may be one of the main determinants of low referral 
rates (13). A survey of 500 family physicians from New 
Jersey indicates that only 44% knew that bariatric surgery 
existed as an option for their patients (13). Other reasons for 
the low referral rates were inadequate knowledge of long-
term treatment, lack of understanding of National Institute 
of Health (NIH) morbid obesity guidelines, perceived post-
operative morbidity and mortality, and lack of familiarity 
with local bariatric surgeons (2,12,13).

Recently there has been a greater focus on educating 
PCPs on the treatment of obesity but the impact of this 
effort remains unknown. The purpose of this study is to 
determine current perceptions, knowledge and limitations/
barriers for bariatric surgery among PCPs physicians in a 

government funded provincial program. 

Methods

A questionnaire-based, cross sectional study of family 
physicians in Manitoba, Canada, was performed between 
July 1 and September 30, 2015. Institutional research 
ethics board approval was obtained. The questionnaire 
was developed by bariatric surgeons and validity of the 
instrument was reviewed by a panel of family physicians 
for content and clarity. It addressed the referral pattern of 
family physicians in Manitoba to bariatric surgery and their 
familiarity with the provincial bariatric program. It also 
assessed their knowledge, perceptions and attitudes towards 
bariatric surgery. In total, 32 questions were developed to 
address the above points (see Supplementary file for survey 
questions).

The provincial health authority provided mailing labels 
for all family physicians in Manitoba. Practice demographics 
were not available so all registered family physicians were 
contacted and practice patterns were determined as part of 
the survey. A single mailing of the survey was undertaken, 
and responses were anonymized by study participant number. 
A total of 1,000 surveys were administrated. Study personnel 
subsequently attended the 2016 provincial conference 
of family physicians to administer the survey to non-
respondents of the initial survey in order to increase response 
rate. No incentive was provided for completing the survey.

Survey responses were analyzed both quantitatively 
and qualitatively. Qualitative analysis was undertaken of 
free text questions in order to identify common themes 
within respondents’ answers. Quantitative analysis was 
undertaken via descriptive reporting of survey responses 
and via univariate analysis of PCPs based on referral to the 
provincial bariatric program. Continuous variables were 
assessed with Student’s t-test and categorical variables 
via Chi-square test. A P value of <0.05 was used as the 
threshold for statistical significance. All statistical analyses 
were performed using IBM SPSS Statistics Version 25 (IBM 
Corporation, Armonk, NY, USA). 

Results

Of the 1,000 surveys administered, 131 responses were 
received resulting in a 13.1% response rate. The largest age 
cohort of PCPs was between 51–60 years old (30.5%). Most 
respondents were male (57.4%) and the largest proportion 
of years in practice was between 26–35 years (33.6%). Most 
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respondents worked between 31–40 clinic hours per week 
(32.1%) and had between 1,000–2,000 patients in their 
practice (41.4%). A majority of respondents completed their 
specialty training in Canada (76.0%) and practice within the 
same provincial health authority as the provincial bariatric 
program (61.8%). Demographics of the respondents are 
reported in Table 1.

Table 2 demonstrates the trends of counselling around 
obesity and its management observed among PCPs. 
Respondents felt comfortable with counselling non-
operative management of obesity (83.1%). However, 
a majority did not feel that they were well equipped to 
counsel their patients on bariatric surgery (54.6%). They 
also did not feel that their residency programs prepared 
them for the management of bariatric surgery patients 
(96.2%).The vast majority agreed that they would 
participate in continuing medical education (CME) to 
expand their knowledge of bariatric surgery (96.2%) and 
felt that the best venue for this would be at a session held 
at their annual provincial meeting for PCPs (41.4%). Most 
PCPs begin counselling on interventions for obesity at a 
BMI between 31–35 kg/m2 (45.4%) with the next greater 
proportion between 36–40 kg/m2 (23.1%; Table 2). The 
most common counselling performed for patients was diet 
modification and exercise (94.8%±16.8% and 94.8%±15.0% 
respectively; Table 3). Counselling for bariatric surgery was 
used in 11.6%±17.0% of the obese patients in the PCPs’ 
practice (Table 3). A majority of PCPs do not use the NIH 
criteria of good candidates for referral to bariatric surgery 
(74.0%; Table 2).

Primary care practitioners had a wide range of estimates 
on the efficacy of bariatric surgery in maintaining sustained 
weight loss (Table 4). Additionally, there was large 
distribution in the estimated percent EWL (%EWL) of 
laparoscopic roux-en-y gastric bypass, ranging from 20% 
to 50% EWL (86.6% of respondents; Table 4). Most PCPs 
were comfortable with providing post-operative care for 
bariatric surgery patients (59.8%) and a majority had made 
previous referrals to the provincial program (71.8%; Table 4).  
PCPs estimated that obstructive sleep apnea, diabetes and 
hypertension had the highest rates of resolution post-
bariatric surgery (52.8%±22.3%, 50.7%±23.4% and 
47.3%±21.0% respectively; Table 5).

Univariate analysis was performed comparing PCPs 
who referred patients to the provincial program versus 
those who had not (Table 6). PCPs with prior referrals 
to the program estimated higher rates of resolution of 
diabetes (54.4%±22.6% vs. 39.0%±20.1%; t-test, P=0.003) 

Table 1 Demographic characteristics of survey respondents

Characteristics N (%)

Age range, years

≤30 4 (3.1)

31–40 32 (24.4)

41–50 32 (24.4)

51–60 40 (30.5)

>60 23 (17.6)

Gender

Female 52 (42.6)

Male 70 (57.4)

Years in practice

≤5 21 (16.0)

6–15 31 (23.7)

16–25 23 (17.6)

26–35 44 (33.6)

>35 12 (9.2)

Clinic hours

≤20 19 (14.5)

21–30 20 (15.3)

31–40 42 (32.1)

41–50 31 (23.7)

>50 19 (14.5)

Number of patients rostered

0–500 15 (11.8)

501–1,000 29 (22.8)

1,001–1,500 20 (15.7)

1,501–2,000 33 (26.0)

2,001–2,500 14 (11.0)

>2,500 16 (12.6)

Location of residency/training

Canada 98 (76.0)

United States 1 (0.8)

Other 30 (23.3)

Regional health authority (RHA)

Same RHA as bariatric program 81 (61.8)

Different RHA from bariatric program 50 (38.2)
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and hypertension (49.4%±21.0% vs. 38.8%±19.6%; 
t-test, P=0.032). They were also more comfortable with 
providing counselling around bariatric surgery as an 
obesity intervention (56.8% vs. 17.1%; χ2=15.9, P<0.001) 
and in providing post-operative care (67.4% vs. 38.2%; 
χ2=8.68; P=0.004). There was no difference in the rates of 
patients being recommended bariatric surgery based on a 
PCPs referral patterns. Similarly, referral to the provincial 
bariatric program did not differ based on practice location, 
prior residency education in bariatric surgery or previous 
participation in CME in obesity management. 

Qualitative analysis was performed for the free text 
question of methods to improve care in the provincial 
bariatric program. Seven themes were determined from 
the provided comments. The most common theme was 
that wait lists were perceived to be too long (33.3% of 
respondents) followed by improving PCP education around 

Table 2 Trends in counselling around obesity management among 
respondents

Variables N (%)

Percent of obesity-related clinical encounters

≤10 9 (6.9)

11–20 22 (16.9)

21–30 35 (26.9)

31–40 32 (24.6)

41–50 18 (13.8)

>50 14 (10.8)

Comfortable with non-operative obesity 
management

Agree 108 (83.1)

Disagree 22 (16.9)

Comfortable with counselling on operative obesity 
management

Agree 59 (45.4)

Disagree 71 (54.6)

Residency training in management of bariatric 
surgery patients

Agree 9 (7.0)

Disagree 120 (93.0)

Proportion undertaking CME in obesity 
management

Yes 56 (42.7)

No 75 (57.3)

Would participate in CME in bariatric surgery 
management

Yes 126 (96.2)

No 5 (3.8)

Preferred venue for CME in bariatric surgery

Session at Annual Regional Family Practice 
Conference

41 (41.4)

Webinar 22 (22.2)

Evening workshop 21 (21.2)

Full day workshop 15 (15.2)

Table 2 (continued)

Table 3 Percentage of patients receiving different obesity management 
options

Counselling method Mean ± SD %

Diet modification 94.8±16.8

Exercise 94.8±15.0

Pharmacologic 9.78±18.0

Behaviour modification 51.8±40.3

Dietician referral 62.6±35.6

Bariatric surgery recommendation 11.6±17.0

SD, standard deviation.

Table 2 (continued)

Variables N (%)

BMI threshold for initiating obesity interventions

25–30 kg/m2 23 (17.7)

31–35 kg/m2 59 (45.4)

36–40 kg/m2 30 (23.1)

>40 kg/m2 18 (13.8)

Use of NIH criteria for bariatric surgery referral

Yes 33 (26.0)

No 94 (74.0)

CME, continuing medical education; BMI, body mass index; 
NIH, National Institute of Health.
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bariatric surgery (30.6%) and that referral thresholds 
were too high (22.2%). Other less common themes were 
furthering provincial advocacy for bariatric surgery (5.6%), 
improving communication between PCP and surgeons 
(2.8%) and providing patient handouts that could be 
administered by the PCP (2.8%). 

Discussion

This study evaluated the perceptions and referral patterns of 
primary care practitioners around obesity management and 
bariatric surgery in a provincially funded bariatric surgery 
program. Though most respondents were comfortable 
discussing the non-operative management of obesity with 
their patients, nearly half felt they could not adequately 
discuss the role of bariatric surgery. Consequently, PCPs 
only counsel about 1 in 10 of their obese patients for 
consideration of bariatric surgery and three quarters of 
respondents do not follow the NIH criteria for referral for 
bariatric surgery. Overall underestimates of the potential 
health benefits and resultant EWL from bariatric surgery 
suggests a knowledge gap potentially contributing to lower 
referral rates. Respondents who had referred patients to 
the provincial bariatric program estimated higher rates of 
resolution of diabetes and hypertension. They were also 
more comfortable in pre and postoperative counselling 
around bariatric surgery. Additionally, one third of 
respondents felt that better education around bariatric 
surgery, as well as better access, would improve overall care 
provided by the provincial bariatric program.

S ign i f i cant  mi sconcept ions  per s i s t  about  the 
outcomes and perceived risk of bariatric surgery despite 
its increased use for long term obesity management 
(6,11,12).  Laparoscopic Roux-en-y gastric bypass 
and laparoscopic vertical sleeve gastrectomy result 

Table 4 Trends in knowledge of bariatric surgery among primary 
care physicians (PCP)

Variables N (%)

Estimated percent of patients maintaining 
weight loss non-operatively

≤10% 74 (56.5)

11–20% 38 (29.0)

21–30% 14 (10.7)

31–40% 3 (2.3)

41–50% 2 (1.5)

Estimated percent of patients maintaining 
weight loss operatively

≤10% 9 (7.9)

11–20% 15 (13.2)

21–30% 13 (11.4)

31–40% 14 (12.3)

41–50% 20 (17.5)

>50% 43 (37.7)

Estimated % excess weight lost post-gastric 
bypass

20% 17 (14.2)

30% 37 (30.8)

40% 16 (13.3)

50% 34 (28.3)

60% 9 (7.5)

70% 5 (4.2)

80% 2 (1.7)

PCP comfortable with post-operative care

Strongly agree 12 (9.4)

Agree 64 (50.4)

Disagree 45 (35.4)

Strongly disagree 6 (4.7)

Referral made to provincial bariatric program

Yes 89 (71.8)

No 35 (28.2)

Table 5 Primary care practitioner estimation of co-morbidity 
resolution with bariatric surgery

Co-morbidity Mean ± SD %

Type 2 diabetes mellitus 50.7±23.4

Hypertension 47.3±21.0

Dyslipidemia 43.8±22.7

Obstructive sleep apnea 52.8±22.3

Osteoarthritis 39.2±22.4

SD, standard deviation.
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in EWL of approximately 50–80% (14). Resolution 
of diabetes, hypertension, hyperlipidemia and sleep 
apnea are reported as 60–80% with either procedure 
(15-20). Despite these known outcomes, many PCPs 
underestimate EWL and co-morbidity resolution at less 
than 60% (6). A survey of family physicians undertaken 
in Ontario, Canada, also demonstrates the overestimated 
risk of bariatric surgery. Of 165 PCPs surveyed, only 
10% of respondents correctly identified the 30-day 
morbidity (0–5%) and mortality (0.1–0.2%) of either 
laparoscopic vertical sleeve gastrectomy or gastric 
bypass (21). Overall, our study and the existing body of 

literature suggest that misconceptions contribute to PCP 
reluctance to refer for bariatric surgery (6,12,21). 

Our study also supports the common theme that 
education regarding bariatric surgery is lacking for PCPs. A 
study from 2007 reported that practitioners who completed 
CME in obesity were more likely to refer their patients for 
bariatric surgery (12). This study demonstrated that the 
majority of respondents (54.6%) had not participated in 
CME in obesity management, but that nearly all (96.2%) 
would consider it if it was available. This is similar to the 
survey of Ontario PCPs, where 92.5% felt that CME would 
be a useful endeavour (21). Respondents in our survey 

Table 6 Comparison of primary care practitioners who have referred patients to the bariatric program versus those who have not

Variables Referred (n=89) (%) Never referred (n=35) (%) P value

Percent recommending patients for bariatric surgery 11.7±15.1 11.3±21.6 0.91

Percent estimating T2DM resolution 54.4±22.6 39.0±20.1 0.003

Percent estimating HTN resolution 49.4±21.0 38.8±19.6 0.032

Percent estimating DLD resolution 45.5±23.5 37.6±19.1 0.148

Percent estimating OSA resolution 53.7±22.7 47.2±21.5 0.228

Location of practice, n (%) 0.841

Same RHA 54 (60.7) 22 (62.9)

Different RHA 35 (39.3) 13 (37.1)

Comfortable with non-operative obesity management, n (%) 1

Agree 73 (83.0) 29 (82.9)

Disagree 15 (17.0) 6 (17.1)

Comfortable with operative obesity management, n (%) <0.001

Agree 50 (56.8) 6 (17.1)

Disagree 38 (43.2) 29 (82.9)

Comfortable with bariatric surgery post-operative care, n (%) 0.004

Agree 60 (67.4) 13 (38.2)

Disagree 29 (32.6) 21 (61.8)

Residency training in managing bariatric surgery patients, n (%) 0.19

Agree 7 (7.9) 0 (0)

Disagree 82 (92.1) 34 (100.0)

Previous CME in obesity management, n (%) 0.084

Agree 35 (39.3) 15 (42.9)

Disagree 54 (60.7) 20 (57.1)

T2DM, type 2 diabetes mellitus; HTN, hypertension; DLD, dyslipidemia; OSA, obstructive sleep apnea; RHA, regional health authority; 
CME, continuing medical education.
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felt that education was one of the biggest barriers to care 
and believed a session in bariatric surgery at the annual 
provincial family practice meeting would be the most 
effective method of CME. 

CME for practicing physicians is an invaluable tool 
for addressing knowledge gaps and disseminating new 
medical information. However, time constraints and other 
non-clinical responsibilities likely limit their efficacy. 
Educational interventions during residency training may 
be of more significant benefit. Ninety-three percent of 
respondents in our study did not receive training in bariatric 
surgery during residency. Many respondents were older 
and therefore might have completed their formal training 
before the emergence of laparoscopic bariatric surgery as 
a safe and effective treatment for obesity. However, a third 
of respondents would have completed residency in the last 
5 years. A study out of Massachusetts General Hospital 
previously reported the results of a survey of PCPs with at 
least 1 hour of obesity training versus those without. They 
found that those with training scored higher on knowledge 
assessments of bariatric surgery and were more likely to 
be confident in treating obesity (22). Unfortunately, a 
survey of 99 clerkship directors in the US and Canada 
has demonstrated that time constraints limit the adoption 
of obesity teaching and that bariatric surgery only makes 
up 17.9% of the obesity curriculum. Their study also 
reported that most (59%) clerkship directors had no plans 
to change their existing curricula (23). Our own institution 
can echo this as we have seen no change in the annual 
regional referral rate since performing this survey. This 
is unfortunate as increasing education around obesity and 
bariatric surgery in undergraduate and postgraduate medical 
education could be an effective intervention to improve 
PCP knowledge and positively impact the future care of 
patients living with obesity.

Study respondents also identified access to care as a 
significant perceived barrier for referral to bariatric surgery. 
Our study did not demonstrate an effect of location on 
attitude or referral pattern to the bariatric program. This 
is an important finding in a province with wide variation 
in population density and geographic proximity to health 
care. The biggest concern for care among respondents was 
the lengthy waitlist associated with referral to the provincial 
program. Wait times were previously as high as 5 years 
in Manitoba but have now improved to 1 to 2 years. This 
is in line with previously reported wait lists for bariatric 
surgery in Canada from over a decade ago (24). Greater 
communication to PCPs about accurate wait times is 

another strategy to improve referral patterns. 
This study has several limitations. The response 

rate was approximately 10%. We had access to mailing 
addresses for all PCPs in Manitoba but we were not 
able to distinguish by practice type or volume for the 
survey administration. We were also unable to assess 
differences between respondents and non-respondents in 
order to mitigate this potential confounder. This makes 
it difficult to determine whether our respondent sample 
was representative of the family physician base. The low 
response rate might also reflect the voluntary nature of the 
survey. The retrospective nature of the study also relied on 
recall of practice patterns with inherent bias. Additionally, 
it was cost prohibitive to perform a second round of surveys 
as we had to rely on paper mail out and could not identify 
specific practice patterns for more directed mailing. Despite 
these limitations, we feel the information reported remains 
important in understanding how obesity management and 
bariatric surgery is viewed among family physicians in this 
provincially funded bariatric surgery program. 

Conclusions

Laparoscopic bariatric surgery remains a safe and effective 
means of obesity management. This survey of PCPs 
reiterates the knowledge deficit that has been reported in 
previous investigations of bariatric programs. Education 
around comprehensive obesity management including 
bariatric surgery is one of the largest identified barriers in 
caring for individuals living with obesity. CME activities 
targeted to PCPs offer an opportunity to address this 
concern. Furthermore, adoption of a modernized obesity 
management curriculum in medical school and family 
practice specialty training represents an important method 
of tackling the knowledge deficit for current trainees.
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Supplementary

 

Please check only one response for the following: 
 
What is your age? 
___ ≤30    
___31-35  ___51-55 
___36-40  ___56-60 
___41-45  ___61-65 
___46-55  ___ ≥65 
 
What is your gender? 
___Male  ___Female 
 
How many years have you been in clinical 
practice as a family physician? 
___ ≤5  ___26-30 
___6-10  ___31-35 
___11-15  ___36-40 
___16-20  ___ ≥40 
___21-25 
 
How many hours per week do you spend in 
ambulatory clinic practice? 
___ ≤10  ___31-35 
___11-15  ___36-40 
___16-20  ___41-45 
___21-25  ___45-50 
___26-30  ___ ≥50 
 
Approximately how many patients are in 
your ambulatory practice? 
___0-500  ___1501-2000 
___501-1000 ___2001-2500 
___1001-1500 ___ ≥2500 
 
Where did you complete your residency in 
family medicine? 
___Canada 
___US 
Other:  ___________________ 
 
In which Regional Health Authority (RHA) 
do you practice? 
___Winnipeg 
___Southern Health 
___Prairie Mountain Health 
___Interlake Eastern 
___Northern 

Are you in a solo or group practice? 
___Solo 
___Group (# of members: __________) 
 
Of your clinical encounters, what proportion 
do you estimate relates to obesity and/or its 
comorbidities? 
___ ≤5%  ___31-35% 
___6-10% ___36-40% 
___11-15% ___41-45% 
___16-20% ___46-50% 
___21-25% ___ ≥50% 
___26-30% 
 
Comfort with Obesity Management 
How important is your role as a family 
physician in relation to other specialists and 
disciplines in the management of obesity? 

 
Very                  Important                   Little             Not 
Important                    Important       Important 
 

I feel well equipped to counsel my patients on 
non-operative obesity management strategies. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 
 

I feel well equipped to counsel my patients on 
operative obesity management strategies. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 

 
My formal residency training prepared me 
well to manage bariatric surgery patients. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 
 
I have undertaken further continuing medical 
education in obesity management 
___Yes  ___No 
 
I would participate in further educational 
initiatives on bariatric surgery and its 
pre/postoperative care. 

 
Definitely           Probably                Unlikely                Never 

Please rank the venues from best (1) to 
worst (4) to deliver these initiatives: 
___CFPM conference session  
___Webinar 
___Evening dinner workshop 
___Full day workshop 
 
For what percentage of your obese 
patients do you calculate their BMI and 
use in treatment planning? 
___0%  ___51-75% 
___ ≤25% ___ ≥76% 
___26-50% ___100% 
 
What is your BMI threshold for 
considering obesity management 
interventions? 
___ ≥25  ___35-40 
___26-30  ___40-45 
___31-35  ___ ≥45 
 
For what percentage of your obese 
patients do you recommend each of the 
following treatments? 
___% Diet  
___% Exercise 
___% Medications 
___% Behaviour modification therapy 
___% Dietician referral 
___% Bariatric surgery 
___% Other (please specify): 
___________________________ 
 
Do you use the National Institutes of 
Health (NIH) criteria for referral to 
bariatric surgery?  
___ Yes  ___No 
 
In your experience, what percentage of 
patients is successful at maintaining long-
term weight loss with non-surgical 
management? 
___ ≤5%  ___31-35% 
___6-10% ___36-40% 
___11-15% ___41-45% 
___15-20% ___46-50% 
___21-25% ___ ≥50% 
___25-30% 



 

 

 
Centre for 

Metabolic and 
Bariatric Surgery 

 
 
 
Did you know that bariatric surgery results 
in resolution of type 2 diabetes, high blood 
pressure, high cholesterol and sleep apnea 
in the majority of patients after surgery? In 
fact, bariatric surgery is associated with a 
significant reduction in mortality compared 
to non-operative interventions. 
 
We are interested in improving the referral 
process of suitable candidates for bariatric 
surgery and facilitating communication 
with family physicians for the aftercare of 
our patients. 
 
Thank you for taking the time to complete 
this short survey. It will take less than 15 
minutes to complete.  Your response will 
be anonymous and none of the information 
will be analyzed in a way that allows you 
to be identified. 
 
Sincerely,  
Dr. Krista Hardy MD, MSc 
Research Lead – CMBS, WRHA 
 
 
 

 

Approximately how many referrals have you 
initiated in past 12 months: 
___0  ___11-15 
___1-5  ___16-20 
___6-10  ___ ≥20 
 
Please disregard the following section if you have 
not referred a patient in the last 12 months: 
The central referral form is easy to read and 
complete. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 
 
I get timely feedback from the CMBS on the 
receipt and status of my referrals. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 

 
The communication I receive from the CMBS 
about my patient’s preoperative process is 
clear and helpful. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 

 
The communication I receive from the CMBS 
about my patient’s postoperative status and 
required follow-up is clear. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 

 
The region that I practice in influences my 
patients’ access to the CMBS. 

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 

 
Do you have any further comments or 
suggestion on how we might improve the 
process of care? 
_______________________________________
_______________________________________
_______________________________________
_______________________________________ 
 
Thank you for participating in our survey. 

Please check only one response for the following: 
 
In your experience, what percentage of 
patients is successful at maintaining long-
term weight loss with surgical management? 
___ ≤5%  ___31-35% 
___6-10% ___36-40% 
___11-15% ___41-45% 
___15-20% ___46-50% 
___21-25% ___ ≥50% 
___25-30% 
 
In your clinical experience, what do you 
expect the weight loss after gastric bypass 
surgery to be? (in % excess weight) 
___10%  ___60% 
___20%  ___70% 
___30%  ___80% 
___40%  ___90% 
___50%  ___100% 
 
In your clinical experience, what do you 
expect for the long-term comorbidity 
resolution after gastric bypass surgery for 
each of the following?  
___% Type 2 Diabetes 
___% Hypertension 
___% Hypercholesterolemia 
___% OSA 
___% Osteoarthritis 
 
I am comfortable providing postoperative 
care to bariatric surgery patients.  

 
Strongly          Agree                   Disagree            Strongly 
Agree       Disagree 
 
If disagree, please indicate why: 
_______________________________________
_______________________________________
_______________________________________ 
 
Program and Process 
I have used the central referral process to the 
Centre for Metabolic and Bariatric Surgery 
(CMBS) at Victoria General Hospital in the 
last 12 months: 
___Yes  ___No 
 


