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Early Evolution of Alcohol Use and Drinking Motives After Bariatric

Surgery and Associated Factors: a Prospective Cohort Study

Abstract

Background: Research indicates the prevalence of alcohol use disorder (AUD) increases
following bariatric surgery. However, the evolution of alcohol drinking motives over time and
the predictors of increased alcohol use post-surgery remain unclear. Objectives: This study
examined changes in alcohol consumption and drinking motives during the first six months
after bariatric surgery, as well as psychological factors associated with increased
postoperative alcohol use. Setting: The research was conducted across four Belgian hospitals.
Methods: A prospective cohort study was carried out. Of the 298 participants who completed
baseline questionnaires, 252 (84.6%) completed them six months post-surgery. Results: Six
months post-surgery, the prevalence of probable AUD (7.9% versus 3.2%, p < .01), and the
total AUDIT scores declined (z = -6.28; p < .001) in the full sample. However, a subgroup
(9.1%) reported increased alcohol intake (z = -4.23; p < .001) and heightened coping-related
drinking motives (z = -2.82; p < .01), a pattern not observed in the overall sample.
Preoperative psychological factors (i.e., emotional regulation, experiential avoidance,
emotional eating) were not significantly associated with postoperative alcohol use. However,
the group with increased intake showed higher postoperative anxiety than others (H(2) = 7.12;
p =.03), and was the only one in which anxiety scores did not decrease postoperatively (z = -
0.89, p = .37). Conclusions: By six months post-surgery, a subset of individuals demonstrated
increased alcohol use, coping drinking motives, and persistent high anxiety. The six-month
postoperative period may represent a key window for implementing interventions to prevent
AUD development.
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Highlights:
e 9.1% of participants increased their alcohol consumption as early as 6 months after
bariatric surgery
e These individuals exhibited heightened coping-related drinking motives post-surgery
e Only postoperative anxiety and persistence of high anxiety levels from before to after

surgery were associated with increased alcohol use
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Introduction

Despite its benefits for physical and mental health, bariatric surgery is also associated with an
increased prevalence of alcohol use disorder (AUD) ¢, Initial research indicated that this
rise was primarily observed after Roux-en-Y Gastric Bypass (RYGB). However, more recent

studies also reveal an elevated risk of AUD following sleeve gastrectomy (SG) “.

In terms of timing, the prevalence remains stable in the first year following surgery but
generally rises one to two years later %, Few studies have provided detailed data on changes
in alcohol consumption during the early postoperative months. Often based on small sample
sizes and non-validated assessment tools, existing evidence suggests either a decrease or no

significant change in drinking behavior during this early phase ¢ 13,

Nonetheless, the fact that AUD rates increase one to two years after surgery suggests that
changes in drinking behavior may begin earlier. It is plausible that some individuals start
increasing their alcohol use shortly after the procedure, reaching problematic levels by one- to
two-year post-surgery. This underscores the need to further investigate alcohol use (not only

AUD) during the early months following the operation.

Beyond the timing of increased alcohol use, another important yet less studied aspect involves
the motives behind it. Previous studies have primarily focused on AUD prevalence changes.
To our knowledge, no quantitative research has explored the evolution of the reasons behind
alcohol use, or drinking motives, after surgery. Among alcohol drinking motives, those
related to coping (i.e., to alleviate negative affects, e.g., “fo forget about your problems’’) and
enhancement (i.e., to enhance positive affect, e.g., “7o get high™) ™ - are the strongest
predictors of long-term problematic alcohol use ®>”. Qualitative studies suggest these
motives may increase for certain individuals post-surgery, as several participants in these

studies reported drinking more post-surgery as a way to cope with difficulties or as a source
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of pleasure 19 This highlights the importance of examining how underlying motivations
for alcohol use may change following surgery, rather than focusing solely on consumption

patterns.

Regarding psychological risk factors for post-operative AUD, research has generally focused
on pre-operative binge eating, food addiction and depressive symptoms €9 # 8 2023 \ost
found no association between these eating behaviors and postoperative AUD, and
contradictory results were observed regarding the effects of depressive symptomatology © 1*

2429 some qualitative studies suggest pre- and post-operative factors beyond these variables

may contribute to AUD 819,

Possible preoperative risk factors include processes related to emotional functioning. As
previously noted, participants in qualitative studies often reported turning to alcohol post-
surgery to manage difficulties or avoid certain thoughts or feelings, with alcohol sometimes
replacing food in this role. This suggests a potential link between increased alcohol use after
surgery and preoperative emotion regulation deficits (i.e., difficulties in effectively managing
and modulating emotions), high levels of experiential avoidance (i.e., unwillingness to engage
with internal experiences, such as thoughts or emotions and strategies to avoid them), and

emotional eating 8 12627,

Postoperative risk factors may include anxiety or depression after surgery, as many
participants in qualitative research reported their increased drinking occurred in response to
post-surgical stress, anxiety, and depression “® 9. Further quantitative research is needed to
determine whether these variables are indeed associated with increased alcohol consumption

after bariatric surgery.

In light of these findings, the present research aimed to explore the evolution of alcohol

consumption and drinking motives in the first six months after bariatric surgery, as well as the
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psychological factors associated with increased postoperative consumption. Four hypotheses

were formulated based on previous qualitative and quantitative research.

Hypothesis 1: The prevalence of AUD will remain stable during the initial months

following the operation for the entire sample.

Hypothesis 2: Enhancement and coping alcohol drinking motives will increase after

surgery for the whole sample.

Hypothesis 3: Even though the AUD prevalence remains unchanged six months post-
surgery, some participants will increase their consumption in the months following the

operation.

Hypothesis 4: Individuals who increase their consumption after the procedure will
show higher baseline scores for emotional eating, emotion regulation deficits, and
experiential avoidance, as well as higher levels of depression and/or anxiety following

surgery compared to the other participants.

Materials and methods

Design

This study is part of an ongoing longitudinal research that investigates changes in alcohol use
and drinking motives following surgery, as well as associated factors. It is a multicenter study
conducted across four hospitals in Belgium, featuring five measurement time points: before
surgery, and then 6-, 12-, 18-, and 24-months post-surgery. At each time point, participants
are asked to complete online questionnaires. The research protocol has been approved by the
ethics committee of each hospital, and informed consent was obtained from all

participants. The protocol for this study has been registered in ClinicalTrials.gov
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(NCTO06194175). This is the phase one report of the study, presenting results from before to

six months after surgery.

Participants

Participants were recruited from four hospitals between May 30, 2023, and May 30, 2024.
Surgeons at these hospitals invited individuals whose surgical candidacy had been accepted to
take part in the study. The inclusion criteria required participants to be at least 18 years old,
have their surgical candidacy approved, have a good understanding of French, and have an

internet access to complete the questionnaires.

To maximize response rates at the six-month follow-up, participants received an initial
invitation by email, followed by up to two reminder emails spaced three days apart. These
reminders emphasized the brevity of the questionnaire (approximately seven minutes), the
anonymity of responses, and the importance of their contribution to the continuation of the

research.

Measures

Data collection was conducted independently from the preoperative psychological
assessment. Participants’ responses were anonymous at each time point. The questionnaires
were completed online through a secure system provided by [name of the university]. A total
of 13 questionnaires were used in this research; however, participants only answered a subset
of these before and six months after the operation. For clarity, only the questionnaires that are
essential for understanding the current results are presented here (see Table 1 for the complete
list of questionnaires). The internal reliability of the scales, both before and after surgery, was
assessed using McDonald’s omega coefficient (o), with values of 0.70 or higher considered as

satisfactory .
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The Alcohol Use Disorders Identification Test (AUDIT) @ 39 was employed to evaluate
alcohol consumption and detect potential AUD over the past 12 months. It includes 10 items
to which the participant responds using a five-point Likert scale for the first eight items and a
three-point scale for the last two. The total score ranges from 0 to 40, with a score of 8 or
higher suggesting the participant may present an AUD. Throughout this manuscript, the term
AUD refers to a possible or probable AUD, as indicated by screening scores, and not to a
clinical diagnosis. For the administration at six months post-surgery, the original items of the
AUDIT were left unchanged, but the questionnaire instruction was modified to specify that
participants should respond to items based on their alcohol use during the last six months, and
not the last year. The internal consistency of the AUDIT was satisfactory, with an omega

coefficient of 0.79 at baseline and 0.83 at six months post-surgery.

The Cut-down Annoyed Guilty Eye-opener (CAGE) ®* 3 was used to identify individuals
who may have experienced AUD at some point in their lives. It consists of four items to
which participants respond with "yes" or "no." Two or more affirmative responses indicate a
possible history of, or current problematic drinking. In this study, the CAGE questionnaire
was administered alongside the AUDIT to differentiate between new cases of AUD and
postoperative relapses. Specifically, some participants may have had alcohol-related issues
earlier in their life (as indicated by a CAGE score > 2) but not within the past year (as
indicated by an AUDIT score < 8). The combined use of both tools allowed for the
identification of individuals with a potential lifetime history of AUD, even if they appeared to
have no alcohol-related problems in the year prior to surgery. The internal consistency of the

CAGE was good, with an omega coefficient of 0.86.

The Drinking Motive Questionnaire Revised Short Form (DMQ-R SF) % 3% was used to
assess drinking motives. This questionnaire assesses four types of drinking motives over the

past 12 months: 1) enhancement (e.g., "to have fun and to get drunk"), 2) social (e.g., "to

7
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better enjoy social gatherings"), 3) conformity (e.g., "not to feel left out of the group™), and 4)
coping motives (e.g., "to alleviate personal problems and worries") (4 (- 898-900) "¢ consists
of 12 items, three for each type of motivation. Scores for each type of drinking motivation
range from 3 to 9, with higher scores indicating higher levels of drinking motivations. As with
the AUDIT, the questionnaire instructions were changed for the postoperative assessment,
inviting participants to answer questions based on their drinking motives over the past six
months. Except for the enhancement subscale, internal consistency for each subscale was
generally satisfactory to excellent at both baseline and follow-up (enhancement [w = .74 at
baseline, ® = .61 post-surgery], social [o = .92 at baseline, ® = .89 post-surgery], conformity

[0 = .82 at baseline, ® = .70 post-surgery], and coping [@ = .88 at baseline, ® = .90 post-

surgery]).

The Hospital Anxiety and Depression Scale (HADS) ®* 2% was employed to assess depression
and anxiety symptoms over the past week. The scale comprises 14 items, divided equally
between two subscales: seven items assess anxiety (HADS-A) and seven assess depression
(HADS-D). Each item is rated on a 4-point Likert scale ranging from 0 to 3, yielding total
scores between O and 42. A score of 11 or higher indicates significant and probable
symptomatology ®®. Except for the post-surgery depression subscale, internal consistency for
each subscale was acceptable (depression [@ = .71 at baseline, ® = .64 post-surgery], and

anxiety [o = .73 at baseline, ® = .74 post-surgery]).

Other measures were utilized, but for the sake of conciseness, they will only be briefly
mentioned. Participants self-reported their weight, height, and sociodemographic variables.
The emotional eating subscale of the Dutch Eating Behavior Questionnaire (13 items) was
employed to assess emotional eating, with scores ranging from 1 to 5 and higher scores
indicating more severe emotional eating problems ©® 3" The Difficulties in Emotion

Regulation Scale (36 items) was used to examine difficulties in emotional regulation, with the

8
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total score ranging from 36 to 180, and higher scores indicating more severe deficits in
emotional regulation ®® 39 The Brief Experiential Avoidance Questionnaire (14 items)
assessed experiential avoidance, with scores ranging from 14 to 84, and higher scores

indicating higher levels of experiential avoidance “* Y,

Analysis

Participants’ characteristics and scores on various scales were summarized using frequencies,
medians, minimum and maximum values, means, and standard deviations. Binomial tests
were conducted to compare the proportion of some behaviors (e.g., proportion of participants

with AUD) before and after the procedure.

Changes in alcohol consumption and drinking motives from before to after surgery were
analyzed with Wilcoxon rank tests, as the data did not follow a normal distribution. However,
the means and standard deviations on the AUDIT and DMQ-R SF scores before and after
surgery were still presented alongside the medians and minimum and maximum values, as
these estimators enabled a clearer visualization of the evolution of alcohol use and drinking
motives over time. Subgroup analyses were conducted separately for participants who
underwent RYGB and those who underwent SG, in order to examine whether AUDIT scores

and drinking motives changed after both procedures.

Alcohol evolution groups were developed based on the difference in participants’ total
AUDIT scores between baseline and the six-month follow-up. These scores were calculated
by subtracting the pre-surgery AUDIT scores from those obtained six months post-operation.
A strict criterion was applied, whereby only participants whose total AUDIT score remained
exactly the same were classified as "stable” alcohol use. Any positive or negative change in
score, even by a single point, led to classification in the "increased” or "decreased” alcohol

use groups, respectively. This approach was chosen to capture even minimal variations in
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alcohol use behavior, which may be clinically meaningful in a post-bariatric context, as
alcohol’s pharmacokinetics change after surgery (i.e., faster and more intense effects of

alcohol after surgery) “2.

However, because the AUDIT also captures aspects of drinking behavior beyond quantity and
frequency, changes in total AUDIT scores after surgery may not necessarily indicate actual
increases or decreases in alcohol consumption. To verify that the identified sub-groups truly
reflected changes in consumption, additional analyses were performed to determine whether
the total score on the first three items of the AUDIT (i.e., those assessing drinking frequency

and quantity) changed within each subgroup after surgery.

Finally, comparisons between the different groups of alcohol use evolution for preoperative
(i.e., preoperative emotional eating, emotion regulation, and experiential avoidance scores)
and postoperative variables (i.e., postoperative anxiety and depression scores) were carried

out using Kruskal-Wallis tests.
Results
Participant characteristics

322 individuals completed the baseline questionnaires. 24 were excluded due to incomplete
responses on key alcohol-related measures (e.g., the AUDIT or the drinking motives
questionnaire), resulting in a final sample of 298 participants at baseline. Six months post-
surgery, 252 individuals completed follow-up questionnaires (retention rate of 84.6%).
Participants’ sociodemographic and anthropometric characteristics are presented in Table 2.

Most participants were women and had undergone RYGB.

Compared to those who completed the six-month questionnaires, participants lost to follow-

up were younger, with a median age of 36 years versus 39.5 years (U = 4287.5, p < .01). No

10
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other significant differences were detected between the two groups in terms of

sociodemographic variables or questionnaire scores.

Alcohol consumption and drinking motives before versus six months after surgery in the

overall sample (hypotheses 1 and 2)

Overall, the prevalence of individuals with probable AUD significantly decreased six months
postoperatively (7.9% before vs. 3.2% after bariatric surgery, p < .01), while the proportion of
abstinent individuals increased (27.4% before vs. 40.5% after bariatric surgery, p < .001).
Among the eight participants with AUD after surgery, six (75%) already met the AUD
threshold at baseline (i.e. score > 8 on the AUDIT). Of the remaining two, one did not present
with AUD at the time of the operation but had experienced such issues earlier in life (positive
CAGE score), while the other showed no indicators of AUD prior to surgery (negative

AUDIT and CAGE scores).

There was also a significant reduction in total AUDIT scores (z = -6.28; p < .001) and
enhancement drinking motives (z = -2.16; p = .03) for the entire sample after the operation.
However, coping drinking motives remained stable (z = -.99; p = .32). Although not the
specific focus of this research, exploratory analyses were conducted to determine whether
conformity and social drinking motives had changed since surgery. A significant decrease in
social drinking motives was observed (z = -2.53; p = .01) while conformity motives were
stable (z = -1.75; p = .08). Table 3 summarizes participants’ AUDIT and DMQ-R SF scores

before and after surgery.

Procedure-specific analyses indicated that both RYGB and SG were associated with decreases
in AUDIT scores (RYGB: z = - 6.02, p < .001; SG: z = -2.25, p = .02). There were no
significant changes in drinking motives after RYGB, except for a decrease in social motives

(enhancement [z = - 1.88, p = .06], coping [z = - 1.17, p = .24], social [z = -2.56, p = .01] and

11
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conformity motives [z = - 1.12, p = .26]). After SG, only conformity motives decreased
significantly (enhancement [z = -1.04, p = .30], coping [z = -0.43, p =.66], social [z=-0.51, p

=.61], and conformity motives [z = -2.89; p < .01]).

Identification of subgroups and characteristics (hypothesis 3)

The overall reduction in AUD prevalence and AUDIT scores across the entire sample masked
differing individual trajectories, with some participants significantly increasing their alcohol
consumption. To better capture these variations, participants were categorized into three
groups on the basis of the differences in their pre- and postoperative total AUDIT scores. This
analysis resulted in three groups: 1) a group with no change in their AUDIT scores from
before to after surgery (zero score difference, n = 116, 46%), 2) a group that reduced its
AUDIT scores post-surgery (negative score difference; n = 113, 44.8%), and 3) a group that
increased its scores after the operation (positive score difference; n = 23, 9.1%). Statistical
tests confirmed a significant decrease in AUDIT scores in group 2 (z =-9.34; p <.001) and a
significant increase in group 3 following surgery (z = -4.23; p < .001). Descriptive statistics

for these groups are presented in Table 4.

As mentioned in the Methods, to verify that the subgroups truly reflected stable, decreased,
and increased alcohol use after surgery, additional analyses were conducted on the first three
AUDIT items, which specifically assess frequency and quantity of drinking. The analyses
showed no significant change in the total score on these three items in the stable group (z = -
1.34; p = .18), a significant increase in the “increase” group (z = —-3.47; p < .001), and a
significant decrease in the “decrease” group (z = —9.16; p < .001) (see Table 4). These
findings suggest that the overall AUDIT changes observed in the sub-groups do reflect actual

shifts in alcohol consumption.

12
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For exploratory purposes, changes in AUD prevalence and drinking motives were also
examined within each group. In group 1, just as the AUDIT scores remained unchanged, there
was also no change in the prevalence of AUD: only one participant (0.9%) met the threshold
for AUD both before and after surgery. There was also no significant difference in the scores
on the various types of drinking motives before and after surgery (enhancement [z = -0.03; p
=.98], coping [z = -0.95; p = .34], social [z =-0.29; p =.78], and conformity drinking motives

[z=-1.77; p =.08]).

In group two, alongside the decrease in AUDIT scores, the number of participants meeting the
AUD threshold dropped from 17 (15%) before surgery to 3 (2.7%) afterward (p < .001).
There was also a significant reduction in enhancement (z = -3.33; p <.001), coping (z = -3.07;
p < .01) and social drinking motives (z = -4.23; p <.001), while conformity motives remained

stable (z =-1.63; p =.10).

In group three, the rise in the AUDIT scores was accompanied by a non-significant increase
in the prevalence of AUD. Two participants were experiencing AUD at the time of surgery
(8.7%) and four (17.4%) reached the AUD level postoperatively (p = .14). Furthermore, this
group showed a significant rise only in coping motives (z = -2.82; p < .01), with no significant
changes observed in other types of drinking motives (enhancement [z = -1.22; p = .22];

conformity [z = -1.12; p < .26]; social motives [z = -1.71; p = .09]).

Of note, most participants in the last group were women (17 out of 23; 73.9%), had
undergone RYGB (16 out of 23; 69.6%), and reported no lifetime history of alcohol problems

(assessed by the CAGE) prior to surgery (17 out of 23; 73.9%).

Differences in pre- and postoperative psychological variables between groups (hypothesis 4)

The three groups did not differ according to their emotional eating (H(2) = .1.75, p = .42),

experiential avoidance (H(2) = 5.12, p = .08), and emotion regulation scores (H(2) = .62, p =

13
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.74) prior to surgery. Similarly, they did not differ in their postoperative depression scores
(H(2) = 2.74, p = .25). However, a significant difference was observed in their postoperative
anxiety levels (H(2) = 7.12, p = 0.03) (see Table 5). Specifically, the group with increased
alcohol consumption reported higher anxiety after surgery—scoring 8 on the HADS-A—

compared to the groups with stable or reduced alcohol use, which scored 6.

Exploratory analyses were conducted to examine if the three groups experienced significant
changes in their anxiety and depression scores from before to after surgery. Depression and
anxiety scores significantly decreased in both the stable group (anxiety: z = -5.24, p < .001,
depression: z = -6.44, p < .001) and the group with reduced alcohol consumption (anxiety: z =
-6.74, p < .001; depression: z = -6.60, p < .001) following surgery. The group that increased
its consumption also experienced a reduction in depressive symptoms, but these participants’
anxiety levels remained high and unchanged from before to after bariatric surgery

(depression: z = -2.04, p = .04; anxiety: z =-0.89, p = .37) (see Table 6).

Discussion

This study aimed to explore the evolution of alcohol consumption and drinking motives in the
first months after bariatric surgery, as well as the psychological factors associated with

increased postoperative consumption. Several interesting findings emerged from this research.

First, contrary to hypothesis 1, the overall alcohol consumption and the proportion of
individuals with probable AUD declined from before to after bariatric surgery. This indicates
a positive trend among patients in the early postoperative period. However, a closer
examination revealed significant variability among participants even at this early stage: 9.1%
increased their alcohol use at six months, 46% maintained the same level of alcohol
consumption and 44.8% reduced their intake. Notably, over 70% (17 out of 23) of those who

increased their consumption reported no history of problematic use at baseline. This means

14
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they were not relapsing and returning to older problematic drinking habits. While such
variability had been reported in previous studies one or two years after surgery “* 49 the
present research indicates it is already observable at six months. Therefore, paying attention
to alcohol evolution only one or two years postoperatively may lead to miss some changes

occurring earlier in the postoperative follow-up.

Among participants who increased their alcohol use, most had not yet reached the threshold
for potential AUD. Nonetheless, it is concerning that a sub-group of patients experienced a
median increase of two points on the AUDIT within just six months. Any rise in alcohol
consumption warrants attention, as even small amounts can lead to negative consequences “°.
This is even more concerning for patients with bariatric surgery, as alcohol metabolism

42)

changes postoperatively “, resulting in more intense effects of alcohol and negative

consequences (e.g., alcohol-related liver disease) occurring earlier “®*, and potentially with

smaller quantities “®.

The second significant finding of this study relates to the reasons behind alcohol consumption
after surgery. To our knowledge, this is the first quantitative study to explore this aspect.
Overall, there was a decrease in enhancement, social and coping drinking motives in the total
sample after surgery. However, participants who increased their alcohol intake reported
different motivations for drinking compared to their pre-surgery habits. Specifically, coping
motives increased among these individuals, while other motives (i.e., enhancement, social and
conformity) remained unchanged. This is concerning, as coping-related motives are a strong
predictor of problematic alcohol use ®**”. Although it is not possible to compare this result
with previous quantitative studies, they align with prior qualitative research, where many
participants mentioned they began drinking after surgery to cope with psychological

difficulties, ultimately leading to alcohol dependence @89,

15
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Finally, an important finding in this study was that, contrary to hypothesis 4, no preoperative
psychological variables were associated with increased alcohol use post-surgery. Only high
levels of postoperative anxiety and maintenance of high anxiety levels from before to after
surgery were associated with increased alcohol consumption postoperatively. While previous
qualitative studies consistently suggested persisting psychological problems and postoperative
psychological distress as a cause for increased alcohol use after surgery “®%) the present
study is one of the few to quantitatively support it. Additional support for these findings
comes from King et al. ®, who demonstrated that less improvement or a worsening of mental
health after surgery predicted postoperative AUD. Furthermore, Mitchell et al. “® found that
individuals with postoperative AUD exhibited a higher prevalence of certain anxiety disorders
following the operation. Still, more research is needed to better understand the psychological

predictors of increased alcohol use after surgery.

This study’s findings should be interpreted in light of several limitations. First, the results
relied on self-reported data, which may involve biases and inaccuracies regarding alcohol
consumption levels. Additionally, although participants were assured their responses were
anonymous and not shared with healthcare providers, the fact that surgeons introduced the
study may have influenced the way some participants reported their alcohol use, due to
concerns about judgment or perceived consequences. Second, the use of the AUDIT six
months after surgery may be problematic. Although participants were instructed to report on
their alcohol use during the past six months and not the last year, the original AUDIT items
were left unchanged, and some of them still referred to consumption over the past 12 months.
This mismatch may have led some participants to consider a longer timeframe despite the
clear instructions, potentially introducing a measurement bias. However, this risk is likely
minimal, as the DMQ-R SF and other alcohol-related questions (e.g., binge drinking

behaviors and perceived effects of alcohol since surgery—data not reported in this

16
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manuscript) in the postoperative assessment also explicitly referred to the last six months,
reinforcing that the postoperative period was the intended timeframe. Third, the definition of
the alcohol evolution subgroups was based on one specific, non-conventional classification
method. This approach was chosen in the absence of guidelines on what would constitute a
significant increase or decrease in AUDIT scores for operated patients and because it is easily
reproducible, enabling other studies to confirm or challenge the present findings. Another
categorization approach could lead to different results. Fourth, the enhancement subscale of
the DMQ-R SF and the depression subscale of the HADS showed unsatisfactory internal
consistency after surgery, which may limit the reliability of results for these constructs. Fifth,
the recruitment was based on voluntary participation. No information was available about
why some individuals declined to participate. It is possible that some of them declined due to
concerns about problematic alcohol use. Sixth, the study was introduced to patients by their
surgeons. No information was available about the annual number of bariatric procedures
performed in the participating centers, and it is unclear whether all eligible individuals across
the four hospitals were consistently invited to participate. This makes it difficult to estimate
the overall enrollment rate and to determine whether the sample is representative of the
patient population attending these hospitals. Nonetheless, the sample characteristics were
close to those of the Belgian bariatric population, with a majority of women, a mean age
around 40 years, and a mean BMI over 40. A higher percentage in the sample had undergone
RYGB (79% compared to 63%), but the Belgian data are from 2019 and may have changed
since then ®9. Lastly, the study did not include a control group. This makes it challenging to
determine whether the observed changes are specifically related to the surgery itself or to

other factors.

Despite these limitations, this study also presents some strengths. These include its

longitudinal design, participant recruitment from four hospitals across different geographical
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regions in Belgium, anonymous and independent data collection to minimize social

desirability bias, and a high response rate several months after surgery (84.6%).

Clinical implications

This research has several implications for the pre- and postoperative care of patients
undergoing bariatric surgery. First, it highlights the six-month postoperative mark as a
potentially important time to identify individuals who have already increased their alcohol
use. Early intervention at this stage can help prevent progression to AUD. Conversely, this
period also offers an opportunity to identify patients who have reduced their alcohol intake
and allow healthcare providers to support them in maintaining this positive change over the
long term. Second, results indicate it is important to assess not only patients’ alcohol
consumption but also any changes in their drinking motives early after the operation, as
drinking motives are strong predictors of problematic alcohol use and these are shown to
change for some individuals as early as a few months after surgery. A rise in coping-related
drinking motives should particularly draw bariatric teams’ attention. Finally, special care
should be given to individuals reporting anxiety after surgery, as well as to those who do not
experience any improvement in their anxiety post-operation, as postoperative anxiety issues

appear to be associated with an increase in short-term alcohol use following surgery.

Conclusions

Six months after surgery, significant changes in alcohol consumption were observed. Nearly
half of the participants reduced their alcohol intake, while a significant minority increased
their consumption. Interestingly, those who drank more after surgery did so for different
reasons than before; they turned to alcohol more frequently to cope with negative affects.
Preoperative psychological factors did not predict a rise in alcohol consumption following

bariatric surgery. Rather, only postoperative anxiety, along with the persistence of high
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anxiety levels from before to after surgery, were associated with increased alcohol use
afterward. Overall, these findings suggest that the six months following surgery may be a
critical period for preventing the development of AUD and supporting sustained reduction in

alcohol consumption among patients.
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