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Prologue:

I have used writing a lot in my life to help me make decisions, work through dilemmas and to generally feel better about myself.  When I committed to bariatric surgery I decided I would keep a journal to help me through what I knew would be a difficult journey.  The old saying “You can’t know what you don’t know” proved really true in this case, in at least a couple of ways.  First, I had no idea what lay ahead, so the journal was helpful in getting me from one bump in the road to the next, much more so than I had imagined because I was able to be honest with myself in my journal writing.  Each chapter of this book starts with excerpts from my weekly log of the first year of my journey through the process of making the decision, carrying through with the surgery and adjusting to the changes of a new life.

When I wrote it, I didn’t know that the journal would become part of a book.  In fact, I   had no idea I would write a book.  Initially, Linda Rodriguez, the Nurse Practitioner who is the face of the St. Vincent’s Bariatric Center of Excellence in Carmel, Indiana, asked me to consider submitting some of my writing for a book they were putting together that would be a compilation of reflections by bariatric surgery patients of theirs.  So I dug out my journal – I had stopped journaling over a year ago – and started the project for St. Vincent’s.  She read through the journal and commented, “This should be a book.”  I was off to the races.

I have removed some names and cleaned up the language in a few places, usually to make the words flow better or to provide a manuscript that wasn’t x-rated!  I have also taken the liberty to rearrange sentences so the story flows.  Most of the time I was writing while I was in-between something – traveling on a plane, making a note at the doctor’s office or making sure to get in an entry before I went to bed.  Before, during, and after my surgery the journal was my constant companion.


I refer to my other constant companion, my wife Ann, throughout the journal.  She has been there for me through thick and thin (pun intended) - from “selling” her on the surgical intervention right up to being my first and primary critic for writing this book.  Without her loving support the surgery would not have occurred nor the book materialized.  You will find throughout the book that I place the highest value on support in relationships.  She is my strongest support and has been for over twenty-five years.  


I am a professional counselor and I have written quite a few professional publications, so writing is not an unfamiliar craft for me.  I have also taught counseling and psychotherapy all over the world.  I have devoted most of my professional career to helping people cope with the trails and tribulations of life, grief and loss, confusion and ambivalence.  While I was editing the journal I realized I could use my 30 plus years of experience as a psychotherapist to build a therapeutic guide for others concerning bariatric surgery.  Relationships and emotions run the gauntlet in the process of becoming a new human being.  In an “Aha!” moment, I realized I could use my experience (the journal) with my craft (psychotherapy) to provide a self-help tool that addresses many of the emotions and experiences common to bariatric surgery patients. 

This book is intended to be one tool of many we need in our toolbox as we start our journey into a new life.  And, we need many tools in our toolbox, make no mistake about that.  We need to know things that are medical, dietary, emotional, social and exercise related.  Here I will touch on most of these topics as I walk through my personal journey into bariatric surgery and a new life.  Each chapter is divided into three parts:  the journal, sorting feelings and sorting facts.  I stick with this format in hopes that you benefit from the first hand account of my experience, the emotions that surface along the way and must be addressed, and the practical issues we must think about as we progress.


I am insistent in “calling a spade a spade.”  Are we morbidly obese?  Yes.  Are we fat?  Yes.  We don’t typically think of ourselves as morbidly obese when we look in the mirror.  We think we are fat.  Others think we are fat.  I am no fan of political correctness or masking the truth with politeness.  In order to see clearly the road ahead, we must clearly see where we are right now.


Most of the time I will go out of my way to use “we” instead of “I” or “you.”  There’s an old question asked in Alcoholics Anonymous.  “Do you know what word you don’t see in the Big Book?”  The answer is “I.”  Like them or not, the AA approach to recovery has worked for many addicted people, including compulsive overeaters.  The AA approach teaches the value of the collective in providing the most healing energy available – the power of support from each other as we struggle through this together.  That support extends well past support groups and includes your partners, family, friends, co-workers and the host of professionals you will encounter along the way to a new you.

We can’t help but notice the focus on the epidemic of obesity in America.  I recently read an article on the front page of the New York Times exposing the debate over early surgical intervention in children to stem morbid obesity.  There is something about obesity, healthy nutrition or exercise in almost every news cast.  This explosion of concern over health and obesity has also brought a bright light to those of us who have tried to hide our fatness for years.  This is most often an unwelcome light and one that makes us more ashamed and more self-conscious.  Deep down many of us are so obese that we simply think and feel that we take up too much space in the world.  This level of shame itself warrants a book.  So does the exploding science and technology behind bariatric surgery, the nutritional needs of the post-surgical patient and the exercise physiology that will keep you on track years down the road.  Do yourself a favor, read them all!

This book is a tool, not the toolbox.  There is no single source of information available that adequately covers all we need to know to make an informed decision about bariatric surgery.  I attempt to pull information together to give you an idea of the road ahead and the emotional growth and recovery necessary to overcome years of being fat and what happens when the weight loss is so rapid and so dramatic.  


I hope you use this book, along with many other tools that are available through bariatric centers, in numerous publications and, of course, on the internet, to get a picture of what surgery could be like if you elect to undergo it, what recovery can be like if you stick to it, and what changes you might expect in the months and years that follow.  One of my favorite sayings is “the map is not the territory.”  The map presented to you here can steer you towards healthier solutions to many issues you will face in your recovery from obesity.  The territory you will cover will not be the same.  Only you cover the territory called your life.  You are ultimately the only expert on your life!  Along with that comes a final truth that only you are responsible for making the choices that result in a map you are happy with and satisfied to have traversed.  I hope you find all the good advice, support and love you will need to make your journey an experience worth living and living well.









Charlie Bowman
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Part 1  Preparing for Bariatric Surgery

. Our species evolved in surroundings that featured repeated periods of food scarcity. 129 As a result, our bodies are designed to ingest large amounts of calories and to retain those calories. 130 This is a particular problem in the United States, where the prevalence of many different types of very tasty, cheap, and highly advertised food and of labor-saving devices is perfect for facilitating obesity. As other countries “develop, ” their obesity rates also rise. 131

Chapter 1  I have tried everything

I will start my journal entries with a stroll down memory lane.  I remember an early event in my life I would like to include as an introduction.   I was always a fat kid.  My Mother tried to help because she knew the relentless kidding I constantly received at school. So she bought me a box of “Ayds.”  Ayds was a chocolate, butterscotch or caramel “appetite suppressant” candy that was a top-selling weight-loss product in the 1960s.  I was in Middle School at the time and it was my first real hope that I could do something about my weight.  What did I do?  I ate the whole box, handfuls at a time and felt dreadfully ashamed afterwards.  So much so that I stuffed the box into the back of the pantry so my Mother wouldn’t notice it was empty.

My motivation for losing weight during my Middle School years was sports.  I wasn’t even thinking yet of how a fat kid goes about finding a girl friend.  All of my buddies played basketball, a must for any boy from the Hoosier State.  I could shoot okay but I couldn’t keep up the pace.  I tried hard.  My Father told me that workouts – pushing myself to my limits – were a sure-fire way to lose the fat I was packing on around my midsection.  I had quite a “beer belly,” even then.  I wanted badly to be on the seventh grade basketball team and since they had a policy of taking all comers, I became one of the bench warmers.  Somehow, I made that okay in my mind.  After all, I couldn’t run up and down the court for long anyway.  In short order the Coach introduced us to scrimmage games.  I can still remember the shrinking, shameful feelings I felt as he announced half of the team would be “shirts” and would play the other half of the team, “skins.”  There was no doubt I would end up on the “skins” team.  In fact, I beat the odds and landed on the “skins” team virtually every time, or so it seemed to a shamed 12 year old who had already outgrown the “Husky” line of boy’s clothes.  It wasn’t long until I lost all desire to play basketball.  

I didn’t find a girlfriend until late in high school.  I married the first girl I ever took seriously shortly after I graduated.  We made the marriage last for 13 years before calling it quits.  Many people told us we were way too young to have wed and, in hindsight, I agree.  One of the insights I have gained over the years - and in part due to losing half my body size - was that I just couldn’t risk losing her and going through the excruciating process of meeting girls.  By the end of high school I was convinced no girl would want me, that my relationship with my soon-to-be wife was a fluke, and that I was likely to be alone for life because I was so fat.  The feelings of a fat kid around dating, intimacy and sex could fill a book!  

Over the years I tried everything under the sun to lose weight.  New diets, from the grapefruit diet to the Zone; new drugs – Fen-Phen, Meridia, Orlistat; and, new exercise regimens from aerobics to weight lifting.  I tried a physician-supervised liquid diet.  I tried nutritional counseling.  I talked about my fatness, my diet failures, my distorted self-image, and anything else related to being fat in many, many psychotherapy sessions. Some of my efforts worked for a while and some did nothing.  I would begin each new attempt with the right mind-set and motivation.  I would ultimately end them significantly short of my weight loss goal because I was unrealistic, then creep back up to slightly more than I weighed before I started.  I have learned that there is sound medical research that predicts this pattern, but the reality of it all is that I finally gave up.

I hold on to so many stories fat people can relate to if they will only allow themselves.  That’s because we share a lot of experiences in common.  I heard “look, Mommy, that man is so fat,” more than once in a grocery store or a mall.  I remember when I could no longer sit in a booth at a restaurant.  I passed up a car I really wanted to buy because my belly rubbed the steering wheel.  When I built my first home I widened the hallways six inches so I would be more comfortable (I made up a different excuse, however).  These are examples of what I came to accept as “normal” over the years.  I created a “new normal” with every 10 pounds I would gain or every new clothing size I would buy.  With every new normal I lost something of my self.  I would emerge with a little less spirit or zest for life, a little more of a defeated soul.

In these regards I suspect my story isn’t much different than many others, and perhaps even yours. The story changed for me when I found the light at the end of the tunnel in bariatric surgery.  The surgery, and all that goes with it, launched me on a journey to health and emotional healing.  My hope in sharing this journal with you is that my experiences will shine a light on your own weight loss journey using bariatric surgery as one of your tools.   Maybe it will help you reach a decision about surgery.  If you have already had surgery, maybe it will be a source of support for pushing your recovery to the next leg of your journey.
Sorting feelings:  What works and what doesn’t?

Everything works and nothing works.  In the world of self-help weight loss, you could easily spend the rest of your life surfing websites or reading self-help books.  You will find some things that are helpful and many things that are not.  Most claim you will achieve success and lose exactly the weight you need to lose.  Some go further and promise an easy road to health and happiness.  Many of them offer testimonials, some honest and some not, as to the effectiveness of their product when followed as directed.  There are no hard and fast rules for determining the truth or falsehood of the claims short of intensely studying the medical science behind those claims or the nutritional breakdowns of the diets.  Most of us simply wouldn’t invest that much time even if we could.  

If a person thinks that wishing on a star will cure what ails them, then there is a possibility that it might.  Psychologists and physicians have known this for many years and it makes no sense to challenge something that is steering someone down the right path.  Placebo medicine is still therapeutic even if we don’t understand exactly why it works!  Many of us launch into new fad diets or improvement programs with the zeal of wishing on a star.  Problem is, as time wares on and the fads fail to produce or sustain weight loss and we stop wishing.  It never takes long after our hopes are yet again dashed before the pounds start creeping back on.  You might take the time now to write down the diets you have tried and the outcomes.  Not all of us wish on a star.  Some of us wish on a weird new exercise device or a late night “as seen on TV” ad.  Sometimes trying even the most contrived things seems like a great idea.  


Why shouldn’t we want to believe them?  With so many miracle cures for other health problems a magic pill doesn’t seem out of the question.  With all the modern technology available to us to solve problems, a technical solution such as a new weight training machine or some sort of electronic device seems likely.  Lots of products and diets tell us they are the easy road to normal body weight.  Take a look at that list of diets you have tried.  How many of them required a significant investment of time and effort?  How many of them were simply seeking the miracle cure?  

The truth is rapid and significant weight loss with little or no effort required on our part is a myth.  If you are in that psychological space – searching for the quick cure with little effort – you are at a junction of the journey called denial.  When most of our weight loss attempts fall into the category of seeking the miracle cure or wishing on a star, instead of continuing down that path we need to look directly at our denial.

Denial.  Time and again denial leads us to make the decision to try yet another fad diet, pill or program.  It might take the form of, “I’m not that fat,” “It’ll be easy to lose weight with this,” or even “Look at the results their showing me in the ad, I can do that.”  Often what’s missing is a realistic assessment of our weight, of the amount of effort it takes to lose and maintain, and of the ongoing lifestyle changes that will be necessary.  Denial can permeate our self-image, our behavioral response, and our thoughts and feelings about ourselves and others.

Denial is simply refusing to acknowledge the truth or severity of the unpleasantness of  our situation.  It includes the real situation all around us as well as our thoughts and feelings “on the inside.”  Those thoughts and feelings shape our reality, to the point of altering our perception of the world, when they are buried deep enough out of our awareness.  Denial is easy to understand from a perspective outside of ourselves.  If enough people tell the emperor he has new clothes he may actually come to believe it.  

When denial resides secretively inside us the results are subtle and shape our world in ways that seem completely real.  The denial we maintain about ourselves in our own inner world can lead us to see a person in the mirror that does not exist.  We may loathe what we see or we may even distort our image in a way that makes it tolerable.  If we have not experienced rapid weight loss or some other form of rapid change in body image it might be difficult to believe that what we see in the mirror isn’t actually what’s there.  We can have similar experiences looking at pictures of ourselves and simply refusing to believe what we see!

Changing that perception requires recognizing that our thoughts and feelings about ourselves are wrong.  Nobody wants to admit that their thoughts and feelings are wrong!    Nonetheless, breaking through the denial that has shaped our self-image for years is crucial in rebuilding our ability to accurately see ourselves and the world.  Seeing ourselves as we really are is a first step in recovery from morbid obesity. The process of accurate reality testing will begins with this vision.  

Here’s an exercise to launch our working through denial.  The hardest part will be asking for help.  First get a large piece of butcher’s paper and a marker.  Lie down on the paper and have someone trace the outline of your body, making the outline as accurate as possible.  Next, tape the outline to the wall next to a mirror.  Study the outline and your image in the mirror.  See if you can focus your awareness on the outline, then on your image and explore how your visual perception of yourself changes (or not).  As you shift your gaze back and forth between the two, notice how you are feeling and what you are thinking.  For this first exercise all that’s required is simply noticing.  Hang on to this tracing.  We will use it again later.

We have to work hard to see when we are truly in a state of denial because, by definition, we are not aware we are doing it.  Our denial about obesity is broken many times by a jolt from outside ourselves.  Maybe we can’t get a job because we’re too fat to qualify.  Maybe it’s when we realize we’re not asked on dates or we’re denied a seat on the roller coaster or can no longer ride a horse.  Maybe our doctor tells us that if we don’t lose some weight there will be severe complications and consequences in our future.  Maybe we realize we are already suffering ill health due to obesity.  Remember the first time “normal” department store clothes no longer fit?  Remember the feelings that accompanied us to the big and tall stores?

Short of reality rearing its ugly head and surfacing our denial in these irrefutable ways, denial can be explored in counseling or through persistent, honest feedback by people we trust.  Getting past denial is crucial in deciding what works and what doesn’t.  Sometimes all we need to do is listen, but that can be a pretty tall order if we don’t want to hear what’s being said.  Denial can keep us bouncing from one fad to another and slowly adding weight in the process.  An experienced psychotherapist can help us understand the costs of our denial and improve our awareness of the trajectory we are on.  Tackling any problem requires going into it with eyes wide open.  Throughout this book you will find, in one form or another, that denial is a root cause of a lot of struggles and a major roadblock to overcome in any ongoing recovery.  


One milestone in the early part of the bariatric surgery journey is deciding we have tried and failed enough serious attempts at weight loss to move ahead with the decision to have a surgical intervention.  At that point the question morphs from “How do I know when I have tried everything?” to “How much am I living in denial?”  The first question is easy to answer – it’s impossible to try everything.  The second question is not so easy.  Breaking through denial is absolutely necessary in order to make clear, informed decisions regarding bariatric surgery or any other major decisions in our lives for that matter.  The seriousness and finality of the decision to have bariatric surgery should place it at the top of that pile of decisions.


Once we can see our situation clearly we are in a position to move forward in the decision making process.  As with all things medical, it is important to consult with specialists and to become an informed consumer.  It’s imperative that we become active contributors to the decision making process and not merely passive recipients.  If you are not at the point of taking the next steps in a solid look at a surgical intervention, I would suggest you defer to the simplest rule of thumb when evaluating the latest diet, program or weight loss product:  If it sounds too good to be true, it probably is too good to be true!  
Sorting facts: Is bariatric surgery for me?


“Bariatric” comes from the Greek word for weight, baros, and for treatment, iatr.  Bariatrics is the branch of medicine focused on the causes, treatment and prevention of obesity.  It is a term that first appeared in the mid-1960s with the growing popularity of medical interventions for weight loss and control.  It covers surgical, pharmacological, psychological, nutritional and behavioral approaches to weight loss.  I will use the terms “bariatric surgery,” “surgical procedures” or “weight loss surgery” interchangeably when discussing the overall process or procedure of surgical intervention for obesity.   There are numerous types of surgical interventions and while we will touch upon many of them it is not the focus of this book.  Should you decide to pursue bariatric surgery as an intervention you will need to spend time researching various surgical options and discussing them with your physician.

There are a number of criteria that must be met if you are to be considered a candidate for bariatric surgery and we will discuss many of them here.  In general, these criteria fall into two broad categories.  First, the procedure is used to prevent further “pathologic consequences” of morbid obesity.  Generally speaking then, there must be a diagnosis of morbid obesity and the potential for further pathological consequences.  Translation: you must be obese to the point that it interferes, or potentially interferes, with basic functions like breathing or walking and surgery will prevent you from getting worse or developing other illnesses as a result of being grossly overweight.  It is not a cosmetic procedure!  

Second, you must demonstrate that previous dietary attempts at weight control have failed.  Often an additional requirement is a failed attempt at a physician-supervised weight loss program.  We will consider other criteria later that may be used in specific programs, recommended by some bariatric specialists or required by insurance companies.  For most of us, by the time we consider surgery as a weight loss option we are suffering many physical ailments as a result of obesity and we have failed at weight loss and maintenance many times.  So these two general requirements are what drive most of us to seek surgical intervention in the first place.


Answering the question, “Is bariatric surgery for me?” takes a lot of work.  It is the work of education and it is the work of self-discovery.  We will start with some thoughts about knowing when you have tried enough alternatives and finish the chapter with a look at the cost of the procedure itself.


Requirements for bariatric surgery: cost, medical necessity, support.  We have addressed the need to see our serious attempts at weight loss clearly, without the foggy lens of denial clouding our view.  Now we come to more concrete requirements for surgery.  These fall into three categories:  cost, medical necessity, and support.  Most experts will agree on the first two.  I add support to the list of requirements and will continue to develop this theme throughout this book.  Medical necessity will be a topic in Chapter 2.  What we consider here is cost, which is usually a topic of concern, particularly in America today as we struggle with an evolving health care system of third party payment and its reform.


In general, bariatric surgery ranges in cost from $17,000 to $30,000 in the United States.  That typically includes the cost of anesthesia, hospital charges, the surgeon’s fees and limited follow-up care.  Many surgeons and hospitals offer payment plans and virtually all will work with you to procure insurance reimbursement for the procedure.  Insurance requirements are based on medical necessity and often include additional criteria.  Expense is a very real factor in the decision to move forward. Out-of-pocket payment is out of reach for many of us, leaving the battle over insurance reimbursement looming large.  It is often the final frontier.


There is a cheaper alternative:  having surgery in a country where medical care is cheaper.  From Belgium to India a new class of travel is emerging called “medical tourism.”  Medical tourism is often used as a pejorative term among health care professionals.  In an effort to capitalize on alternative remedies or cheaper healthcare providers often practice outside of their areas of expertise or do not meet the accreditation standards required in the United States.  Traveling to find medical care is not a new idea, but the high cost of health care today and the ease and affordability international travel make it an appealing option for many people.  


Mexico is probably the first choice for many Americans seeking this alternative and surgery is advertised starting from only $3,500.  A better estimate is that surgery in Mexico will likely cost about half as much as in the United States. For those without financial means or insurance coverage it might be a viable surgical alternative.  Some clinics even offer a total package that includes not only physician and hospital fees but transportation and lodging arrangements as well.  There is no “standard package” and these offers need to be thoroughly researched to rule out hidden fees and to include additional expenses.  These additional expenses may include pre-op, post-op and follow-up care.


A significant limitation of having surgery out of the country is the lack of support and aftercare.  This ranges from necessary endoscopic or other procedures to maintaining and filling a gastric band or attending support groups at a local bariatric center.  There is also the issue of immediate care requirements in the event post-op problems arise after returning home.  Without adequate support for weight management and ongoing recovery from morbid obesity the chances of regaining weight increase significantly.  Nonetheless, surgery abroad is a cheaper, and perhaps only, alternative for many people.  It is possible to build a bariatric support system without the aid of a clinic or hospital.  It will require extra effort and a commitment that having the support available is an absolute necessity.


I am personally familiar with a number of people who elected to have their surgery outside the United States in Mexico or Brazil.  The Brazilian surgery was fraught with complications.  Several years later this woman continues to struggle with the complications stemming from a procedure that was at best sub-optimal and at worst malpractice based on U.S. standards.  She has had several endoscopic procedures and recently a full revision.  When all is said and done, the cost in dollars and in misery was unquestionably more than she bargained for and she has no recourse.  This is not to say that quality surgical services aren’t available anywhere but the United States, but medical certifications for physicians and programs like the “Bariatric Center of Excellence” designation affords some insurance of high-quality services.  Legal recourse and government regulation are generally non-existent or out of reach for non-citizens.  If you leave the U.S. for bariatric surgery, choose wisely!


These are only the beginnings of the decision making process and in a real sense determining whether or not the surgery is affordable is the easiest decision you will make.  Understanding medical necessity is a more complicated undertaking.  It will provide you with a language for discussing your hopes for a surgical intervention with professionals and insurance representatives.  It will also help solidify the decision – one more step on the journey.

Chapter 2  Making the decision

September 11, 2007.  I have decided to have gastric bypass surgery.  What a day to start a chronicle of my journey! The attacks on the World Trade Center, the Pentagon and that whole, horrible nightmare seem like they happened yesterday.  America is overcoming the attacks and moving on.  Maybe I can overcome the terrorism of obesity that has plagued me all my life!  My weight is at an all time high of 370 pounds.  I’ve had it.  I can’t control myself and hope this will help me.  How I fantasize a more normal body and being able to do the things “regular” people do!  I just can’t stay in that fantasy too long or I will start to cry.

I have approached this decision like I approach everything: devouring all the information I can get my hands on.  It is certainly not a decision I am taking lightly.  In fact, I am scared to death.  On the one hand I am afraid I won’t live much longer if I don’t do something.  I attended an orientation group for the surgery at St. Vincent’s Hospital and was amazed at the number of people wanting a “miracle cure.”  I want a miracle cure, too!  I don’t think this is it.   At least not without much work, pain and suffering on my part.

After the group session I met for about 10 minutes with one of the surgeons.  I don’t like him at all.  He said all the right things but he didn’t look at me much and he was so much younger than me.  He was so technical and I wanted to scream, “THAT’S MY STOMACH YOU ARE CARVING ON!”  Too technical.  I know it’s a crazy criterion for picking a surgeon but I just didn’t like him very much.  I’ve got a much better understanding of what they can do, and what I’ll need to do for the rest of my life.  I’ve just got to sit with it.  Such a serious thing to do to myself!  Confusing.
September 14, 2007.  
So, what’s it like being in this body of mine?  Notice, “this body of mine”!  I am implying that I just reside in this body but it isn’t really me.  Most of the time I only think of myself as being in my head – I am the entity that resides immediately behind by eyeballs.  I am that thing that sees, hears, smells and feels, from the eyes up.  I do not own this body.  I move through life avoiding as much as possible.  I wear only a few clothes that will fit (I hate buying clothes).  I would say that at least 90% of the time I don’t pay attention to my body at all, like “it” doesn’t even exist.  
September 17, 2007.  
I just passed a guy in the hallway who asked, “How ya doin’?”  I smiled, nodded, and thought to myself, “not very good, really.”  I hurried into my office and shut the door.  I’m so fat and feel so sluggish.  That’s how I really feel, but I sure as hell wouldn’t tell him that.  My kids were poking fun at me yesterday because I spend so much time managing medical appointments.  Today it was an MRI for my right knee.  I hyper-extended it last summer and it won’t heal.  Then there’s the saga of the bariatric surgery prep.  That’s taking an inordinate amount of time.  

To top it off I watched a horrid show about a nursing home for fat people.  Even though they were 5-6-or 700 pounds, I could relate! I am afraid I’ll end up like them.  So depressing.  I already am like them.  How did I get in this shape?  I want the surgery so bad.  I’m afraid I am counting on it too much.  I don’t know how to get a grip on myself otherwise.  The red tape of insurance approval is going to be a nightmare.
Sorting feelings:  Practice for the future

When we are wrestling with a decision as monumental as surgery we just can’t learn too much about it.  The better informed we are, the better consumer and patient we will be.  Gathering more information isn’t difficult; it can be a rewarding challenge.  Sorting through our emotions, however, may seem an impossible task.  Fear, ambivalence, and anxiety are on one end of the spectrum of emotions you will traverse in the decisions, actions and outcomes of surgical intervention.  Am I really ready for this?  What if something goes wrong?  What’s in store for me if I change that much?  Sorting through our emotional reactions can be one of the more complicated things to do in the entire process!

Many psychotherapists and a lot of psychological research points to our emotions or feelings as social communication, not simply a byproduct of our neurochemistry or an unfortunate remnant of child development.  Our feelings are a means of expressing caring, letting someone know we need them to act differently, seeking the help of another or protecting ourselves and those we love.  From this vantage point I can experience my feelings as a starting point for a dialogue with someone I trust when I am concerned, worried, angry or frustrated - with anything, but with the journey through bariatric surgery in particular.  Learning to share feelings or to receive and give support is a predictor of success in surgical weight loss.  It will translate into your ability to participate in support groups after surgery or release frustration with a trusted other during times when the whole process is simply overwhelming.

Sharing feelings is no easy task for the obese person.  We are used to doing exactly the opposite – hiding feelings of shame about our fatness or even feelings we have about our relationship with food.  In our society “thin is in.”  No fat person needs to be reminded of that and many people of normal weight perceive themselves as overweight, especially women, as they compare themselves to media icons and supermodels.  In fact, it is not generally obese people that develop anorexia nervosa; it is people who fear becoming obese.   Suffice it to say that numerous studies suggest that obesity has a negative impact on the attitudes and feelings of non-obese people towards obese individuals and upon the attitudes and feelings obese people hold of themselves.

So there are several layers of feelings to sort out before we come to feelings about surgery itself.  For example, if I am full of self-loathing because I am fat I may conclude surgery is worth any risk involved, even a higher-risk category than a typical bariatric surgery candidate.  In this case my attitude clouds my judgment.  I may need to examine my awareness of my body image (a camera is a good place to start) to be sure I am seeing myself clearly.  As those that choose surgery will discover after dramatic weight loss, what we think we see in the mirror and what is actually there is often very different.  Uncovering the feelings beneath these distorted images or attitudes towards ourselves opens two doors for moving forward.  First, our awareness is expanded so that we see the situation before us clearly.  We are providing ourselves with honest data for making rational decisions in evaluating the risk-benefit ratio of surgical intervention.  Second, armed with this new awareness and ability to think more clearly, we can seek the support necessary to see us through the difficult decisions and events that lay ahead.


 A powerful way to look at complex issues that involve both thinking and feeling is called the VAK technique.  "VAK" is an acronym for Visual, Auditory and Kinesthetic
, three ways we take in and organize the world through our senses.   Visual learners have a preference for seeing.  They think in pictures and respond well to visual aids.  Auditory learners prefer to learn through listening – discussing things or listening to lectures, for example.  Kinesthetic learners learn by doing.  They need to touch what they learn, literally and figuratively, as they learn best when exploring their world in a hands-on way.


Everyone loves to point to the absurdity that Einstein was a “slow learner” at school.  There are even billboards that quote his teachers saying, “He’ll never amount to anything.”  Closer to the truth, Einstein was most likely a kinesthetic learner in a school system that presented information visually and auditorily.  Einstein, of course, wasn’t slow!  His teachers just didn’t know how to reach him.  

We all use each learning modality to one degree or another but we demonstrate definite preferences for a given modality.  If I think in pictures (V) I will see myself going to the doctor, walking through the hospital doors, filling out paperwork, etc.  If I have a preference for learning by hearing (A) I might imagine the conversation I will have with the doctor or others as I fantasize what I will do in the future.  And if I prefer kinesthetic learning (K) I may tend to wiggle about, get up and move, tap my feet and stay active as I think through decisions. 

The VAK technique works to increase the link with different parts of our mind, so that we fall into deeper mental states for creativity, mental ability and other beneficial traits.  The goal is not to use your predominant way of learning less; rather, it is to use those less dominant modes more so that the net effect is using more of your personal resources to reach a decision.  Here is a simple exercise that can be repeated for any decision.  Draw three columns on a sheet of paper and label them “V”, “A”, and “K.”  Next, state the issue or decision you are considering.  For instance, “I need talk to someone about how disgusted I am with myself because I can’t lose weight.”  Starting with the “V” column, write down how you see this problem being resolved.  We will do the same with the “A” and “K” columns – writing down how we hear the problem resolved and leaning into how we feel as the problem is resolved.  Here is an example I have used for myself:
	“I need talk to someone about how disgusted I am with myself because I can’t lose weight.”

	V
	A
	K

	[image: image2.png]


I see myself asking a friend if she has the time to listen to me go over a very touchy subject.  I see her looking at me sincerely, like she will hear me out.
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I close my eyes and hear my voice shake as I tell my friend I want to talk about something that’s hard for me to talk about.  I hear her say, “Of course, let’s get a cup of coffee.”
	Just thinking about talking to my friend about my inner feelings makes me nervous and I feel the jitters in my stomach.  They get worse as I imagine us sitting down for coffee.

	I see us sitting down at the table for coffee and I hesitate to talk about my weight but once I get started I see the words flowing and it gets easier.  I see my friend nodding and asking questions when she doesn’t get what I am saying
	I hear the small talk I make as I avoid telling her how I just hate myself sometimes because I have failed at diets and weight loss so many times.  She doesn’t know what to say, but she says, “At least I can listen.”
	Before I blurt out how I feel about failing at weight loss I am almost ready to cry from frustration and from saying these things out loud.  She reaches over and grabs my hand and I feel better, like she is not judging me.

	I see my face cringing to talk about how hard I have tried in the past to lose weight.  My friend stays with me and hears me out.
	I hear myself telling her the whole story, start to finish, and I hear her telling me it is brave of me to speak such intimate thoughts about myself.
	I’m confused and a little ashamed to admit I have failed so many times but her look and her touch convince me she doesn’t feel that way about me.

	I see the whole scene as we wrap-up our talk.  The empty coffee cup, pushing away from the table, thanking my friend and her reaching out to me in support
	My friend’s voice is clear in my head as she tells me she will be a sounding board whenever I need one.
	I take a deep breath as we wind down our conversation.  I have said what I want and feel more relaxed.  As we get up she gives me a hug and I feel some reassurance.



The gray arrows are important!  They are the key to gaining from this exercise.  The goal is to work through each modality from start to finish without using another modality.  For instance, I need to see the conversation all the way to its conclusion and disregard thoughts that I hear or feelings I experience.  Just see the scene all the way through.  Then imagine the voices and make up the conversation.  “Hear” it all the way through in the same way, focusing only on hearing the dialogue you make up in your own head.  Finally, as you imagine the dilemma or issue, feel how the conflict resides in your body – the anxiety, the fear, the anger or uncertainty.  Notice how these feelings change as you imagine progressing through the scene in your mind.  Stay with feelings and sensations from start to finish.


Many times when we are faced with complex situations of which we are uncertain we will “short circuit” ourselves by starting to see the scene, feeling some tension or fear, then switching to the conversation we hear in our head only to become more anxious.  We can repeat the process over and over, jumping from V to A to K without gaining much in the process.  When we can’t “see” a scene from start to finish, when we can’t hear how we think a conversation will progress or when we won’t stay with our feelings long enough to get accustomed to them we end up in a state of rumination, confusion or anxiety.  Using the VAK technique can help us see more clearly what is before us.  It can make anticipation fruitful and less anxious.  It can lead us towards making a congruent decision.  
Congruence means a state of agreement or a state of coming together.  In psychology it means matching what’s on the inside with what’s on the outside, of having rapport with oneself and being sincere with others.


Back to feelings about surgery and feelings as social communication.  The example above of wrestling with talking honestly about failed weight loss attempts and self-disgust is a start.  Many more such issues, decisions and attitudes need to be addressed, and there are other methods in addition to VAK.  The field of counseling psychology known as cognitive behavior therapy (CBT) provides solid methods for reaching decisions.  There are books available that will walk you through decision making processes and there are professional counselors in most metropolitan areas that specialize in CBT.  The hospital where you are considering surgery is a likely resource.  


Ultimately there is no substitute for sharing our situation with another.  Getting feedback from multiple sources, whether it is professional medical advice or friendly emotional support, is a tool that will make the decision making easier prior to surgery and it will be good practice for reaching out for the support you will need after surgery, if that is your decision.  When we are adept at sorting out and making decisions, there is still a “bottom line” to determining readiness to move on - if we can still scare ourselves out of thinking through all the consequences of our decisions we are not ready!
Sorting facts:  Your BMI


Obviously, there are many factors that enter into a decision to have bariatric surgery.  First and foremost is “medical necessity.”  In the process that leads up to the surgery itself, the term medical necessity comes to have several different meanings.  Initially it means that the surgery is necessary to prevent chronic illness, disability or premature death.  Further along in the process it will be an almost mystical phrase that relates to insurance qualifications.  We will consider that in a later chapter.  Both definitions of medical necessity play a role in shaping your experience before your surgery date.  So, in addition to your own sense that you just cannot attempt another “diet-du-jour,” “fit-for-life” or medically supervised weight loss program, you must meet the criteria for medical necessity.  

Reputable surgeons will not perform bariatric surgery simply because someone is overweight or obese. One of the first indications of medical necessity is a Body Mass Index greater than 40.  The BMI calculates body fat based on height and weight and it is the most widely used tool available in determining the diagnosis “morbid obesity.”  A BMI over 40 warrants the diagnosis of morbid obesity.  In some cases, surgery is indicated if the BMI is between 35 and 40 when other health risk factors are present.  Typically, the candidate must be at risk for developing other health problems that would likely improve with significant weight loss. These coexisting problems can include diabetes, high blood pressure, heart disease, sleep apnea, or degenerative joint disease.  This list is certainly not exhaustive!  


There are several ways to calculate your BMI.  By far the most common is a statistical measure comparing body weight and height. 
   There are many automatic BMI calculators on the  internet (search “BMI calculator”) that are “friendly,” only requiring you to enter your height and weight to produce the ratio.  Here is a link to a calculator at the site for the Center for Disease Control:  http://www.cdc.gov/healthyweight/assessing/bmi/. There you will find lots of useful information about body mass.


The BMI has been criticized as inaccurate because it does not distinguish between muscle and fat.  Using BMI criteria many athletes, especially those with extraordinary muscle mass, can be classified obese.  If you are interested in bariatric surgery it is unlikely you will fall into this category!  There are alternative ways to calculate body fat.  These range from waist to hip ratio and caliper measurement of skin folds to under water weighing, CT scans, and bioelectrical impedance.  Some of these measures provide better estimates than others and may be a more accurate evaluation of obesity.  Regardless, the fact remains that the BMI is the standard measure for diagnostic and insurance underwriting purposes.  


With BMI in hand, you can locate your value on charts such as the one below that compares your value with general population statistics.  
The International Classification of Adult BMI
	Classification
	BMI(kg/m)

	
	Principal cut-off points
	Additional cut-off points

	Underweight
	<18.50
	<18.50

	     Severe thinness
	<16.00
	<16.00

	     Moderate thinness
	16.00 - 16.99
	16.00 - 16.99

	     Mild thinness
	17.00 - 18.49
	17.00 - 18.49

	Normal range
	18.50 - 24.99
	18.50 - 22.99

	
	
	23.00 - 24.99

	Overweight
	≥25.00
	≥25.00

	     Pre-obese
	25.00 - 29.99
	25.00 - 27.49

	
	
	27.50 - 29.99

	     Obese
	≥30.00
	≥30.00

	          Obese class I
	30.00 - 34-99
	30.00 - 32.49

	
	
	32.50 - 34.99

	          Obese class II
	35.00 - 39.99
	35.00 - 37.49

	
	
	37.50 - 39.99

	          Obese class III
	≥40.00
	≥40.00


Source: Adapted from WHO, 1995, WHO, 2000 and WHO 2004.




The National Institutes of Health suggest further criteria to be met before moving forward with bariatric surgery.  In addition to being committed and motivated, understanding risks and benefits, and being free of prohibitive medical or psychiatric conditions, you must also have failed at less invasive attempts to lose weight through diet, exercise, lifestyle changes, or medications.  


Reaching a conclusion that you need bariatric surgery begins with awareness of your actual situation (breaking through denial), knowledge of medical necessity and medical options, and an ongoing discussion with your family or primary care physician.  This discussion will continue with the bariatric surgeon, the hospital team, a psychologist and other involved specialists as you move forward.  At these early stages, or at any pre-surgical stage, you can change your mind.  Remember that it is easier to change a decision than it is to change a surgical intervention.


Fully understanding the surgery and the criteria for a successful transition to a healthy lifestyle is the greatest gift you can give yourself at this stage of the journey.  Knowledge is invaluable – become a student again!


Other requirements.  
In addition to a qualifying BMI between 35 and 40, here are some details you may also need to gather.  Some items on this list are required for acceptance into a bariatric program and other items are additional requirements typical of many insurers.

· Physicians statement of medical necessity
· A list of obesity related health problems (you may be surprised at the relationship between obesity and myriad other health concerns)

· A complete medical history, including family medical history

· A list of current medications
· A detailed description of how obesity affects your activities of daily living

· A complete history of previous weight loss attempts
· Prior participation in a physician-supervised weight loss program

· Six months of documented physician office visits
· A consult with a dietician/nutritionist

· A psychological evaluation
· A detailed family history of obesity

This list is neither exhaustive nor is every item required in every instance.  Generally speaking, you and your doctor will make decisions about bariatric surgery together.  That will require your doctor to first diagnose you as morbidly obese and eligible for the procedure based upon current surgical standards.  After you reach the decision to move forward you will need to meet the requirements of your insurance provider.  This can include this entire list or more.  Some people easily meet these requirements and others fight all the way.  We will discuss negotiating with insurance providers later.  Note, for now, that you typically have the right to appeal and that appealing the denied claim might be necessary.  Persistence will be key in your ongoing recovery from obesity and in getting approvals for insurance reimbursement!
Chapter 3  Ready, Set…Wait!

September 19, 2007


I can see how others get so focused on the surgery.  It requires a lot.  Today I am off to my family doctor from 10 years ago to sign a form to release old records to my insurance company.  It is a 2 ½ hour round trip.  I have to sign the form today then go back in two days and pick-up the file.  It costs fifty cents a page!  I wish all of this administrivia would disappear and translate into diet and exercise.  But then again, if I could do that I would have solved this problem long ago!

I plugged my height and weight into a BMI calculator online and it is 54.  WAY past the 40 required for surgery.  The doctor told me if I didn’t start blood pressure meds he wouldn’t see me anymore.  I have fought with him for years but he thinks I am at too much risk to not control my chronic high blood pressure.  I hate taking pills.  I forget to take them.  Then again, Mom died of an aneurysm and just about everybody in the family ends up on blood pressure meds.  I’m stubborn!  Maybe this surgery will help.


While I am at it, I wonder what else it might help.  Sleep apnea seems a sure bet based on what I’ve read.  I have slept plugged into the CPAP machine for over 20 years.  I remember when I started.  It was the first good night’s sleep I had in years.  I can’t imagine sleeping without it.  I can only hope.  My blood sugar is “pre-diabetic” according to the doctor, whatever that means.  Maybe it would be easier to get a new doctor!  My joints ache.  
September 27, 2007

As I wait for the surgery, today I am 377 pounds – the most I have ever weighed.  I am remembering “the last straw.”  I was in a counseling session late last year and my chair collapsed after I jiggled around in it.  I went crashing to the floor.  I acted like nothing happened and denied it when the counselor noted that I would probably be feeling ashamed.  I was completely ashamed.  If I could have disappeared I would have.  I have learned over many years to push the shame aside but this time it stuck with me.  Probably because she noticed and said something.  Most people wouldn’t.  I guess that’s what I pay her for.

Over the last months I have returned to a point of complete exasperation. I don’t know why I like that word so much but exasperation really seems to be how I feel.   I only go into handicapped stalls and I don’t even fit into our downstairs bathroom anymore.  It is an unexplainable (exasperating!) feeling to sit in a stall that’s not wide enough for me to get my legs spread far enough apart to clean myself up.  I bounce between door jambs everywhere I go.  I can’t drive the Corvette anymore; I don’t fit in the seat.  My belly rubs the steering wheel on my truck.  I can’t fit in a booth in restaurants.  Do you know how many excuses I can come up with for not wanting a booth?  And no matter what I say I am always paranoid about it – thinking that everyone knows the reason I don’t want a booth is because I don’t fit in them.  There’s this Dairy Queen in Sheridan that’s all booths.  Not a single seat in that restaurant I can sit at.  Jeez.

I have one pair of jeans and three tee-shirts that “fit.”  None of my underwear fits and I can’t fit into any of my good clothes anymore. I panic at the thought of dressing up.  Even when I but clothes that I can get into I am so disgusted with myself.  I am going to take some “before” pictures but I haven’t been able to stomach it yet.  

Sorting feelings:  waiting


Tom Petty and the Heartbreakers could have been singing directly to those of us waiting for bariatric surgery:  “The waiting is the hardest part!”  Occasionally, I have heard of approvals proceeding through the determination of medical necessity and insurance approval swiftly, but rapid approvals are few and far between.  The first reality to grapple with is the fact that when it comes to waiting things will likely get worse before they get better.  Waiting isn’t an easy process for most of us.  It seems unusually distressing while waiting for approval for weight loss surgery.


There is a lot of psychological research on waiting.  Freud might have been the first to psychologize the effects of waiting and “delay of gratification.”  You can find studies on the impact of waiting for different types of medical procedures, how long a person will sit in a waiting room to see a health care provider or the impact of waiting on clinical outcome.  There is a lot of agreement that long periods of waiting are maddening, demoralizing, agonizing, irritating, annoying, and time-consuming – the list is a long one.  It seems people who can live by the adage, “good things come to those who wait” are far and few between.


Why should this wait be more difficult than any other?  There are practical considerations like holiday planning or work schedules.  Another difficulty in waiting is the growing awareness we have of just how obese we are after we make such a strong and drastic commitment to weight loss.  For many this is like “coming out of the closet.”  This might not be the first time in our life that we have talked openly with others about our fatness but it will likely be a period like no other in terms of how frequently you talk about it and also the growing number of people with whom you will share your thoughts and feelings about your self.  As we have already noted, shining a spot light on our obesity is not something most of us enjoy.


Then there is anxiety about the future coupled with the burst of motivation many of us feel after making the decision to go through with the surgery.  The motivation is a good thing; the anxiety, not so much.  The motivation will see us through the waiting period.  It can even drive our attempts at weight loss and exercise before the surgery.  Many hospital programs and insurance companies require weight loss and developing an exercise program in the year preceding surgery.  Even if it is not a requirement it is beneficial in that a lower BMI reduces surgical complications and speeds recovery time.  


From this perspective the waiting period, which can typically be between six to twelve months after starting the journey, might be seen as a good thing.  You might even think of it like the “cooling off” period many States require when purchasing a hand gun.  The cooling off period for the hand gun purchase just might afford some time to reason through an impulsive desire to shoot somebody.  The waiting period for bariatric surgery jus might afford you an opportunity to reconsider the permanent change you are going to make to your digestive system, psychological approach to the world, or your social network and routine.


As for the anxiety generated during the waiting period, it can be debilitating or an opportunity to grow through the experience and learn new coping skills for managing waiting and frustration.  Anxiety has been characterized a number of different ways.  Some psychologists see it as a normal occurrence; others see it as a block between thinking and doing.  Sometimes anxiety requires professional intervention.  More often than not having a few techniques in our toolbox can make anxiety, and the anxiety of waiting for approvals and surgery dates, a bearable process.  


Consider this characterization of anxiety among some psychotherapists:  anxiety is energy without oxygen.  It is common to hold our breath or breathe shallowly when we are anxious.  Restricting our oxygen only serves to make us more anxious, hence the popular advice when we are frustrated, angry or anxious, “Take a deep breath and count to ten!”  While that advice often seems lacking, there is a method to systematically improve deep breathing that can pay big benefits when practiced regularly.  It is called “diaphragmatic breathing” and can be used anytime you are experiencing anxiety.


To begin training yourself in diaphragmatic breathing, place one hand on your upper chest and the other on your stomach. As you inhale let your stomach expand forward.  Let it fall back easily as you exhale.  Breathe normally, in a steady rhythm, taking a depth breath every time you inhale.  The hand on your chest should move very little or not at all.  


When you feel you’ve got it, slow your breathing rate down further by pausing between breaths – in between inhaling and exhaling.  With practice, slowing down and deep breathing will begin to feel normal and comfortable even though when you start it may seem like you aren’t getting enough air.  Try counting to 3 as you inhale, pausing, and then counting to 3 as you exhale.  Whether you count or simply pay attention to your breath as you deliberately slow it down, the focus will help clear your head of noisy thoughts and the rhythmic breath will calm tense muscles.  Try it now.  Practice for 5 to 10 minutes several times a day.


Deep breathing and a strong diaphragm will serve you well post-surgery.  Following surgery you will be given an incentive spirometer – a device that measures your breath and encourages you to breathe deeply.  This will be a focal point in your post-operative recovery because obese patients are more susceptible to congestion and pneumonia than non-obese patients.  You will also have a very sore tummy so breathing deeply won’t be your favorite activity for a few days.  Nonetheless, it is necessary for a speedy recovery.  The breathing exercise above not only fosters relaxation and anxiety control, it also gives you an edge in avoiding these post-surgical complications.  There are a lot of advantages in learning diaphragmatic breathing!

Sorting facts:  Co-morbid conditions

Comorbidity is the medical term for all of the other diseases an individual might have in addition to the primary disease of interest.  In this case morbid obesity the list of comorbid disease is a long one.  Some of the most significant of these conditions include the following:
1. Type 2 Diabetes Mellitus
2. Obstructive sleep apnea
3. Asthma
4. Hypertension
5. Hypercholesterolemia
6. Hypertriglyceridemia
7. Coronary artery disease
8. Congestive heart failure
9. Gastro-Esophageal Reflux (GERD)
10. Dyslipidemia

11. Gallstones

12. Weight-related arthropathies
13. Dysmenorrhea or amenorrhea
14. Osteoarthritis
15. Deep venous thrombosis
16. Depression
17. Stroke
18. Infertility

19. Urinary stress incontinence
18. Colon, Breast, and other cancers

This is only a partial list of comorbidities and you can see that many of them are life threatening diseases.  The good news is that recovery from morbid obesity may consequently cure the coexisting condition.  The bad news is two-fold.  First is the fact that these conditions are prevalent among the morbidly obese.  What may seem like a laundry list of medical conditions on the page translates into significant human suffering.  We all know someone that died form one or more of these diseases.  We also probably all know someone that was morbidly obese and died form one of these diseases.  If your BMI is over 40 there is a likelihood that you are either suffering form one of these conditions or are in some stage of developing a comorbid condition.  Often it is the urgent need to address one or several of these conditions that drives us to consider surgery.  In many cases, prolonged illness and premature death can be avoided with bariatric surgical intervention.


The other piece of bad news is that the death rate from bariatric surgery – make that any surgery - is higher for obese individuals than the general population.  Bariatric surgery risks per se are generally similar to other abdominal surgical procedures, including risks associated with anesthesia.  But the fact remains that those of us who are morbidly obese run a greater risk, and that risk increases as obesity becomes more severe.  For those of us fearing bariatric surgery it might feel like being between a rock and a hard place.  On the one hand we are members of a population at greater risk of death on the operating table.  On the other hand, our obesity might well kill us if we don’t seek a permanent solution.  

Bariatric Surgery Centers of Excellence.  When the first bariatric surgeries were performed in the mid-1950s, there was not the stringent research, outcome or diagnostic criteria that the US government and consumers require today.  It wasn’t until 1991 that the National Institutes of Health established guidelines for bariatric surgery.  By 2003, bariatric surgeries exceeded the 100,000 mark, and the American Society for Metabolic and Bariatric Surgery (ASMBS) identified the need to recognize exemplary patient care and superior performance by bariatric surgery facilities and surgeons as well.  The ASMBS established standards of excellence for clinical practice and patient safety, setting benchmarks and guidelines that insure the safest, highest quality patient care is provided.


The World Health Organization (WHO) estimates there are 300 million obese people in the world.  This double digit rise in obesity in many countries around the globe, combined with the development of laparoscopic and other surgical technologies (such as gastric banding) drives an explosion of bariatric surgery delivery in a lot of different settings.  There are now free standing bariatric clinics, hospital-based surgical centers, outpatient surgery programs, and as we have seen, national and international options for surgery.  The “Bariatric Surgery Center of Excellence” (BSCOE) designation is perhaps the best indicator that a facility or surgeon meets the highest standards of patient care.  Besides, many insurance companies require the designation for approved coverage.


Surgical risk levels vary from one setting to another and so does the criteria to qualify as a center of excellence.  The majority of surgeries in America are performed at hospital-based inpatient facilities.  In order to qualify as a Level 1 Bariatric Surgery Center by the ASMBS, hospitals and surgeons must meet minimum requirements for experience and staffing.  The hospital must have a designated bariatric team of surgeons, nurses, nutritionists, psychologists and exercise physiologists.  They must conduct a minimum of 125 surgeries at the center per year.  Surgeons must perform at least 50 bariatric surgeries per year and must have performed at least 125 bariatric surgeries in their lifetime.  

The Bariatric Surgery Center of Excellence designation is a mark of high quality recognized and demanded by more insurance companies every year.  As we contemplate “going under the knife,” knowing the BSCOE standards are met by the facility and surgeon we choose offers some comfort.  If you are considering surgery outside the U.S.A. look for the BSCOE designation as it is your only real indication of high quality services.
Chapter 4:  Hiding

October 1, 2007.  I go out of my way to avoid people.  Especially people I haven’t seen in a while.  I see them look at me and they just don’t know what to say.  Somehow we subtly agree not to notice my weight.  If I see them before they see me sometimes I just walk away.  I never used to be like that.  When I look at myself when I get out of the shower I am so embarrassed.  I glance in the mirror, and then pull the tee-shirt over me to make it go away.  How did I get so fat?  More and more I even find myself hiding from Ann.

I have noticed over the last several months (and especially since I started keeping this journal) that I expend a lot of energy simply keeping myself from falling into a deep depression.  Ann and I talked about the surgery and about excess skin.  I told her that nobody but her has seen me disrobed in 20 years so how much could it matter?  I figure we will cope with it or fix it.  If I dwell on my fatness I start hating myself.  Then I become a total sloth and I can’t do anything.  I hope I can look back through this journal in years to come and remember just how difficult life was being this fat.

October 7, 2007.  What a day of being fat.  It was the first thing I was aware of today and it will probably be the last thing I think of tonight.  
I put on underwear and shorts (both of them are too small) and a 5x shirt.  Out of control doesn’t begin to describe how I feel.  I slept until 8:30, even after going to bed at 9:30 last night.  I had a 10:00 orthopedic appointment this morning.  I now wear a brace on my knee and use a cane.  The doctor told me a pound in my torso equals four pounds on my knees.  So, I am basically getting too fat to walk.  Sometimes I just hate myself.  I got my predetermination letter in the mail today.  I am going to pester Dr. Huse to move things along.

October 17, 2007.  
I lead a double life.  I am anonymous at work because everything is telework.  I don’t want to be seen or go out.  I think that since I decided to have the surgery I have let myself go even further and the results are disastrous on my self-esteem and my health.  I’m probably pushing 400 pounds but I am afraid to weigh myself.  I am supposed to travel for work in a few weeks and I am scared I’ll need to buy two seats on the plane and buy a new suit.  What will I wear that will cover me up?  How can I get out of it?  I went to the High School last night for my daughter’s Fall performance and I couldn’t fit into the seats.  I had to sit on a regular chair all the way in the back.  I tried to act like I chose that chair.

October 23, 2007.  I imagine this journal is full of “I can’t wait.”  I can’t wait!   I go to Dr. Huse tomorrow and I can’t wait.  December 7th is my date but I am hoping for surgery before then.  The waiting is really murder.  I am ready – I can’t be anymore scared or educated than I am now.  And, apparently, I am not going to start dieting until somebody associated with this program tells me I have to.  I am writing with the headphones on and I am aware of the song playing:  “Faith in Something Bigger.”
Sorting feelings:  Shame

Shame and obesity.  Fat people are happy people, right?  After all, throughout history obesity has been associated with abundance, happiness, and status.  During the time of Henry VIII a man’s girth was an ultimate accomplishment, indicating wealth, status and achievement.  Queen Victoria’s waist size has been estimated from her undergarments at 50 inches.  William Howard Taft, the 27th President of the United States, was most famous for his morbid obesity – the fattest president in U.S. history.  Many Americans dismissed Taft’s obesity, as was the spirit of those times, as the expectation for kings, queens and aristocratic leaders.  “Big Bill Taft” was described as carrying his weight “majestically” even though he famously got stuck in the White house bathtub and subsequently ordered an oversized tub for himself.  

Not so many years ago it was a compliment to be stout, portly, or corpulent.  Chubby babies were the picture of health.  Who makes us laugh like Lou Costello, Jackie Gleason, or more recently John Belushi, John Candy or Chris Farley?  
Who isn’t tickled to hear how Jolly Old St. Nicolas’ big belly shakes like a bowl full of jelly?  Santa Claus is the most famous of all our obese icons.  But somewhere on the road to being identified as corpulent, full-figured or pleasingly plump obesity stopped being an indicator of anything positive in life.  


Somewhere on this road being hefty lost all of its appeal.  This loss coincides with a world-wide rise in health consciousness and a redefinition of thinness as appealing.  From the days of Twiggy – the first supermodel – to this day, there has been very little room for obese glamour stars in our world.  In fact, when it comes to women and glamour, the skinner the better.  Searching the internet for instances of women celebrities who have died from obesity yields few results, except notables like Queen Victoria, Rosanne Arnold or Mama Cass.  Much more information is available about anorexic or bulimic women than morbidly obese women.  Morbidly obese or severely underweight, we share several things in common even though we are on opposite ends of the scale, literally.  Among these commonalities are denial, shame and a distorted body image.  

If you are morbidly obese you do not need more information about prevalent attitudes towards you in our culture.  We find these attitudes everywhere we turn.  For the most part we have been on the outside of that culture looking in and experiencing feelings of shame, guilt, or frustration – the list of bad feelings is an individual one with shame generally somewhere towards the top.  Many of us have developed a shorthand way to think about our obesity.  We say we “feel fat,” even though “fat” is not a feeling but a condition that describes our physical state.  Feeling fat is often code for being ashamed of our bodies and the cadre of bad feelings that accompanies that shame.  One of the emotional tasks ahead is taking apart that complex notion of feeling fat in order to more fully accept who we are and the choices we are making for our future.

Shame is very different from guilt or embarrassment.  We experience guilt feelings when we have done something wrong or done something we think is wrong.  We are embarrassed when we become unsure of ourselves or humiliated by others.  Shame is a feeling that something is actually wrong with us.  Something is broken or defective.  Shame shouts to us, “There is something wrong with me!”  And in the case of morbid obesity we wear our shame like Hester Prynne in Hawthorne’s The Scarlet Letter.  Its source is always obvious (our fatness), it doesn’t go away, and to quote Hawthorne, it is our passport into “regions where other women [or men] dared not to tread.  Shame, Despair, Solitude.”

Not all of our shame is related to our obesity.  There is a normal sort of shame that guides us to recognize when we have hurt others and when we need to make amends or that we have violated our own values and beliefs.  It allows us to live within the bounds of society and to recognize rejection and condemnation.  The strong sensations that accompany shame tell us we need to change.

Shame comes in many sizes and flavors.  We typically begin the experience of shame in our bodies and end the experience in our heads.  Some common physical sensations include feeling flushed and hot, nauseated, small and weak, sluggish or even paralyzed.  Some feelings that often accompany these sensations include depression, inadequacy, worthlessness, disgrace, humiliation and loneliness.  Explosive anger or rage are emotional reactions to shame that are more common in men, while women might lean towards feeling trapped, powerless and unable to live up to others expectations.  Shame-driven emotions we might all share include anger and blame, chronic grief, depression and self-doubt.  Behaviors driven by shame include chemical dependency, abusive criticism of others, extreme self-reliance, codependency and less drastic behavioral addictions.  Food addiction is no exception and we will discuss it separately in a later chapter. 

At this point you might be thinking, “Enough already!”  That thought is an example of how simply talking about shame incites us to turn away.  This turning away is more than simply avoiding bad feelings.  It becomes a process of turning against ourselves.  Uncomfortable sensations and feelings become self-denigrating, self-loathing and self-belittling thoughts.  This self-talk comes in many forms and can be particularly debilitating when it relates to obesity:

· “I am worthless because I am so fat”
· “I’m a fat slob and I’ll never amount to anything”
· “What a disgusting slug I am, there’s no way I’ll ever be able to exercise”

· “Nobody will ever love me because I am so disgusting”

· “This surgery probably won’t help because I won’t be able to do what I need to do”

· “I might as well go off my diet, I can’t do it anyway.”

Reading harsh statements like these might cause us to cringe.  Think about your own self-talk. Each of us is our own worst enemy.  It’s a good bet that what each of us say to ourselves is much worse than the words on this page.


Once shame becomes self-hatred and is forging the mettle of our self-talk it becomes a “recursive loop.”  That is, the self-talk becomes a series of instructions that are endlessly repeated and we start to feel shame about feeling shame!  In computer programming this is caused by an error in the program, unless it is intentional.  In life it becomes a toxic prison that is seldom, if ever, intentional.  If the shame we experience is genuinely corrective ballast, informing us we have wronged another or violated our own integrity, we will not move into a permanent state of negative self-talk or a recursive loop of shame.  This is not the shame that will sabotage our journey to a healthy life.


Understanding and identifying toxic shame.  In his classic self-help book, Healing the Shame that Binds You, John Bradshaw introduced the concept of ‘toxic shame.”  This is the shame we must address in recovery from morbid obesity as it has the potential to sabotage every attempt to shed pounds and live a healthy life.  A good place to start is understanding where toxic shame comes from and what sorts of shame experiences we had when we were younger.  Armed with this understanding we are better equipped to recognize and name toxic shame when it occurs, and awareness is the first step in letting it go.


Shame experiences begin at a very young age in all of us.  In early infancy we learn whether or not we can trust others.  If our caregivers are supportive, consistent and loving we learn that we can have similar relationships in our adult life.  Later in infancy, around two to three years old, we learn that we are what we can do.  If we are not given the support to do for ourselves what we can at this age, shame and doubt enter into our lives.  This combination of learning trust and learning autonomy in early childhood is the building block for healthy emotional development.  When the caregiver relationship is unstable, inconsistent or abusive this emotional development is delayed.  For many of us it is delayed until well into adulthood.

A key ingredient in toxic shame is ruptured relationships in our childhood.  All parents have periods of disconnection, not being receptive or simply ignoring the needs of children.  While these are often uncomfortable events for both parent and child, they provide opportunities for parents to teach children how to recover a relationship that has run into roadblocks such as these.  In fact, the parent’s ability to repair these ruptures is more important than preventing them.  Later in life these repairs will form the foundation that gives us the strength and the resourcefulness to make connections with others for support – a key resource in our journey towards health and maintaining normal weight.


When these building blocks are not present the stage is set for shame that plagues us throughout our lives.  I invite you now to take an honest look at your relationships with your caregivers when you were a child.  Were they there for you?  Did you feel safe?  Do you remember what growing up was like?  Now might be a great time to remember the definition of denial from Chapter 1: “Denial is simply refusing to acknowledge the truth or severity of how unpleasant our situation is in reality.” Can you take an honest and fearless look back at your childhood?

Peer pressure, fat kids, and shame.  Fast-forward now to those experiences any fat kid hates to remember.  Those would be times when peer opinions, so tempered by the cruelty only other children can bring, made us want to crawl under a rock and hide for all eternity.  Once we enter the social network our peer groups effectively replace our parents as the gold standard against which we measure our self-worth.  Unfortunate as this might be, it is a known reality - and a cruel one.  

Peer pressure demands conformity in the cruelest ways.  Teasing, bullying and excluding are the tools of the mob and they are at least as powerful and shaming as any burden our parents may bring to bear on us.  Anguish will surely befall the child who cannot alter the focus of childhood shame.  This includes kids who are different from the ruling majority because of race, sexual orientation, disability, nationality – the list seems endless.  


For many of us there was no sting in our childhood like the sting of being the fat kid.  Obesity in childhood has all the ingredients necessary for misery and creating long term toxic shame.  There is no place to hide from teasing or ridicule and as we progress into puberty the situation only gets worse.  To be burdened with obesity and the standard haunts of puberty like acne, sexuality or awkward physical development makes the fat kid an easy target because the difference is so outstanding.  We live with vicious nicknames and painful exclusion from normal activities, the most significant of these often being dating.

What a toxic soup our lives become as fat kids.  On top of the relentless experience of shame many of us face in school, if we are unfortunate enough to live in a household where the relationships we have are also shame-based we have the ingredients for wounds to our self-esteem and self-image that will last a lifetime.  Today our society is waking-up to the detrimental effects of bullying on children’s mental health.  Unfortunately it is the most severe consequences of shame and rejection that receive attention; namely homicide and suicide.  “Lesser” wounds like substance abuse or the permanent scarring of toxic shame still go widely unaddressed.


Is my experience of shame extreme?  Answering this question depends upon how well you function shame-free today.  Again, it is the repeated, chronic experience of rejection, ridicule inattention and withholding support that does the most damage by teaching us that we deserved that sort of treatment.  Here is another checklist to help you identify and name the extent of your own shame:

· I don’t have others in my life with whom I can share these memories.
· I fail to live up to my own expectations.

· I feel inferior to others.
· I overeat to control my feelings and sooth my hurts.

· Feelings make it hard for me to control my use of alcohol or other substances
· When something goes wrong the first thing I do is blame myself.
· I have little respect or love for myself.
These experiences, when denied repeatedly over time, combine with or lead to more severe psychiatric problems like depression or anxiety, and we may need professional help to resolve them and find the energy, or “gumption,” necessary to move ahead in our journey through bariatric surgery.  Professional help in the forms of psychotherapy or psychiatry is one of many supports available.  We will discuss support in depth in Chapter 7.


There aren’t any failing grades when looking at symptoms or checklists.  Don’t use this information to fall into a “shame spiral” and believe there is nothing that will help.  Shame is exceedingly difficult to talk about or experience!  Remember that the goal is to gain an accurate picture of yourself.  Accurate awareness of beliefs, feelings and behaviors is vital in recognizing how shame has shaped your inner and outer world up to this moment.    
Sorting facts: Types of bariatric surgeries

Bariatric surgeries fall into three categories.  Some surgeries are primarily malabsorptive because they create malabsorption of nutrients – carbohydrates, fats and proteins.  Other surgeries are predominantly restrictive because they reduce the size of the stomach, restricting the amount of food it holds.  Then there are mixed procedures that create restriction and malabsorption.  If that’s not enough to mull over, there are also two significantly different techniques for performing the surgeries – open procedures and laparoscopic procedures.  Open procedures are what we consider typical surgeries – a surgeon with the tools of the trade working directly through an incision.  Laparoscopic bariatric procedures are by far the most common today and are performed with high-tech instruments inserted through small incisions and guided by a camera.  They are most common because the incisions are smaller, leading to faster healing and fewer complications. There is a lot of information available about each type of surgery and procedure, enough to fill a book in itself.  A great place to start your research is the web site of the American Society for Metabolic and Bariatric Surgery (ASMBS) at http://www.asbs.org.


The most common procedures offered in the USA at this time are adjustable gastric banding, Roux-en-Y gastric bypass and biliopancreatic diversion with a duodenal switch.  Each surgery comes with its own benefits, risks and limitations.  These are determined in large part by the amount of restriction and malabsorption the procedure produces in addition to the technical nature of the surgical procedure itself.  We will take a “fifty-thousand foot view” of these most popular surgeries here, but you and your surgeon will work together to consider what surgery the surgeon is most comfortable performing in your specific case, what surgery fits the lifestyle you will likely maintain, your medical history of other conditions and procedures, your BMI, co-morbid conditions ... you are probably getting the picture that this is a complicated decision!  This high-level overview is only a start in gathering the information you will need to make an informed decision and one that you feel you have contributed to making.  After all, it is your body and you will have to live with the consequences of the decision.  


Adjustable gastric banding is a laparoscopic procedure where a portion of your stomach is encircled with an inflatable ring with a small tube that leads to a port just under the skin.  The port allows the doctor to inject saline into the ring and adjust the amount of restriction that results.  To increase restriction saline is injected which tightens the band, slowing the movement of food from the pouch created by the constriction into the larger and lower remaining stomach.   Likewise, the ring can be loosened by removing some of the saline, reducing the amount of restriction.  Weight loss tends to be steady and gradual and there are fewer complications involving malnutrition since it is only a restrictive procedure and does not include a malabsorptive component.  Unique complications associated with gastric banding are band slippage and problems at the port access site.


Roux-en-Y gastric bypass is a mixed procedure that restricts food intake and creates malabsorption.  Food intake is limited because a pouch is created that will hold only a small amount of food – less than an ounce immediately following surgery.  This is similar to the pouch created with the gastric band but is achieved by severing the pouch from the remainder of the stomach.  The pouch is reconnected to a lower part of the small intestine that is brought up and forms the “Roux” limb, named after a French surgeon in the 1800s.  The severed stomach is surgically closed and the bypassed small intestine is reconnected, allowing them to continue to carry digestive juices to the small intestine.  Nothing is removed from your body in this procedure.  Food is restricted due to the small size of the pouch and now travels from the pouch directly into the lower part of the small intestine, bypassing the lower stomach and first section of the intestine.  The bypass creates malabsorption because there is less intestine available to absorb nutrients.  Roux-en-Y gastric bypass surgery is considered by many the “gold standard” of weight loss surgeries and is the most commonly performed weight loss surgery in the USA.   


Problems associated with Roux-en-Y gastric bypass include complications where the stomach and intestines are reconnected such as leakage, ulcers or strictures that could involve additional surgical repair.  A common experience following this surgery is dumping syndrome.  Dumping occurs when sugar passes too rapidly from the stomach to the intestines - a result of the surgery itself.  The intestine is flooded with water as a means of diluting the sugar.  The result may include rapid heart beat, sweating, nausea, anxiety and diarrhea.  Dumping is a most unpleasant condition that lasts from a few minutes to hours.   Some people experience dumping as intolerable, while others consider it a “gift,” providing yet another tool for reminding them to limit sugar and maintain a healthier diet.

 Biliopancreatic diversion with a duodenal switch, or simply duodenal switch, is a malabsorptive surgery that is less restrictive than Roux-en-Y gastric bypass.  This means a more “regular” diet can be maintained, including sweets and desserts.  In this surgery, the stomach is fashioned into a small tube instead of a pouch and a significant portion of the stomach (perhaps 70%) is actually removed, making the surgery irreversible.  The small intestine is divided just past the stomach into a “biliopancreatic limb” that carries digestive juices and a limb that carries food to the lower part of the small intestine. These two channels converge to form a common channel leading to the colon.  These operations are some of the most complex in bariatric surgery, but many surgeons (and patients) believe the duodenal switch is a better choice because there is less restriction, rapid weight loss, less food intolerance and no dumping.


Common problems associated with the duodenal switch include frequent bowel movements, diarrhea and gas as well as nutritional complications associated with malabsorption. As with any surgery with a malabsorptive component, a life-long commitment to nutritional supplements is vital due to the malabsorption of vitamins and minerals.  The surgery itself is more technical than the others and is performed by fewer surgeons. Like any of the bariatric surgeries, the duodenal switch isn’t for everyone and requires life-long medical follow-up.


Sleeve gastrectomy or gastric sleeve is a procedure in which the stomach is reduced by removal of a large portion (about 75%) of the stomach. The result is permanent and irreversible.   Today sleeve gastrectomy is the fastest growing weight loss surgery and initial follow-up studies indicate it is as effective as gastric bypass surgery.


There are many procedures in development.  These include intragastric balloons, implantable gastric stimulation devices, and staged approaches to surgery using various combinations of procedures.  Finally, advances in endoscopic procedures are opening doors to new possibilities for an additional alternative to open or laparoscopic techniques.  


Head spinning yet?  In all cases these procedures are complex.  Fortunately for us, it isn’t necessary to thoroughly understand surgical procedure or mechanical, chemical or neurological mechanisms.  The value in educating ourselves lies in becoming a contributing member of the team.  Learning enough about surgery, just like learning enough about nutrition, exercise or support, allows us to be an active member of the multi-disciplinary team responsible for our care.  Like any purchaser or end user, the best consumer is an informed consumer.  The National Institutes of Health offers an excellent, readable guide to various types of surgery.  “Bariatric Surgery for Severe Obesity” is available on their website at http://win.niddk.nih.gov/ publications/gastric.htm#laparoscop.  

It should be obvious by now that there is no one size fits all choice in bariatric surgery.  The best procedure will be the one that you and your team, lead by your bariatric surgeon and you, determine is the best fit for your personal situation.  It is the combination of being honest with ourselves, educated as to the myriad possibilities for bariatric surgery, and open and honest in discussions with your surgeon and treatment team that will allow you to rest confidently assured that the decision you make is the very best decision for you.
 
Chapter 5:  Planning and Worrying

October 26, 2007


The consult with Dr. Huse went well and I had a burst of energy for finishing things. I caught up all my work, all my e-mails, finished framing a picture frame, finished the book I’m reading and completed all my travel plans to New York!  I am in a mode I feel good about.  I have started picking-up things I’ll need for my new life:  food scales, water bottles, and little containers.  I have been “lurking” on the obesityhelp.com website a lot but haven’t spoken-up yet.  I have my FMLA papers in order, have talked with HR about short term disability pay and told my team mates what I am doing and that I’ll be off work.  I came up with my own “12 Goals of Weight loss”:

1.  To be able to buy normal clothes in normal stores
2.  To look at photographs of myself without feeling humiliated
3.  To weigh less than 200 pounds
4.  To lessen the pain in my knees and back
5.  To be able to go camping
6.  To stop using my CPAP machine
7.  To stay off blood pressure meds and have a normal blood pressure
8.  To be more attractive to my wife
9.  To prove to my family I can do it
10.  To celebrate my 70th birthday
11.  To have the confidence to start a new career
12.  To live long enough to see all my kids established in life

October 29, 2007


I had a moment of doubt over the weekend after two people acted shocked I would do such a drastic thing.  They didn’t think I needed it!  I remembered what Dr. Huse said last week.  “I bet nobody ever guesses your weight right, do they?”  He was 100% correct.  I am fatter than I look.  He said it was my body shape.  As a result, he says I need an “open” surgery instead of laparoscopic surgery.  I said, “Whatever.”  I really trust him.  He wasn’t my first choice but I sure am glad I shopped around.  I’m sure the other docs were good but they didn’t click for me like Dr. Huse.  I am impressed with the program at St. Vincent’s all-around!


What a roller-coaster this is.  After feeling such hope, I ended the weekend feeling miserably fat after seriously over-eating.  I guess I am grieving the loss of my precious food and also wishing I didn’t have to take such drastic action! 
Sorting feelings:  stop worrying!

Will Rogers once said, “If you find yourself in a hole, the first thing to do is stop digging.”  When we are consumed with worry that hole can get bigger and bigger with no way out in sight.  Worry is a verb that means “to be or make anxious.”  It can also be used as a noun to refer to something that causes anxiety or concern.  More often than not the noun that is the thing causing concern is the mole hill compared to the mountain that is the verb:  the self-generating thoughts, feelings and beliefs that makes us anxious.  In other words, worry is often a self-generated condition that relates disproportionately to the actual event.  


 Most professionals agree that worry is self-defeating and rarely leads to practical problem solving.  It is common for us to worry about a loved one or an upcoming event, like surgery.  It is typically an exercise in futility that actually has the opposite of our desired effect.  It does not lead to solutions.  It does not keep anyone out of harms way.  In fact, worry drains the energy we have for thinking things through, protecting ourselves or bringing about behavioral change.  At best, it indicates we care about something and at worst it consumes us to the point that relieving the worry is all we care about!

With the possible exception of how to lose weight there’s nothing in the self-help world that has received more attention than how not to worry.  A Google search for “stop worrying” generates almost 3,000,000 hits!  Even with all that “wisdom” available, there might be no better advice about how to stop worrying than the “Rules for Staying Young” offered by baseball legend Satchel Paige decades ago:
· Avoid fried meats which angry up the blood
· If your stomach disputes you, lie down and pacify it with cool thoughts
· Keep the juices flowing by jangling around gently as you move
· Go very light on the vices, such as carrying on in society

· Avoid running at all times
· And don't look back—something might be gaining on you

With the exception of “avoid running at all times,” which Satchel was likely offering tongue-in-cheek since his professional baseball career spanned 40 years, these are all action items that potentially alleviate worry.  They are action items because they require us to do something.  This includes watching what we eat, paying attention to our health, keeping active and staying focused on our journey forward.  Is there a better road map?  


“A sound mind requires a sound body” is a saying that dates back to Roman times and there is no better starting point for a bariatric surgery candidate since maintaining a normal weight post-surgery will require a new commitment to a healthy lifestyle.  But even with a healthy lifestyle some people find their waking life consumed with worry that is corrosive to relationships and to our bodies and can leave us exhausted and depressed.  If we cannot find the switch to turn our worry off, we are likely to resort to our number one means of coping: overeating.  After all, stressed spelled backwards is desserts!  For many of us eating has been our primary means of coping with worry for many years.  What follows are a number of tried and true ideas and techniques for minimizing worry to help maximize planning and taking action towards our bariatric surgery and healthy lifestyle goals.


Breathing and meditation.  The English and German roots of the word worry mean “to strangle or constrict.”  Since worrying seems to be an overwhelming thought process we might assume we are strangling or constricting our brains.  In fact, it is much more basic.  When we worry we are constricting, literally, our breath.  We start to focus on a problem and it’s potentially catastrophic outcomes.  Then we focus on those outcomes and their consequences.  This generates a lot of fear and anxiety so we tense our muscles.  You might recognize this as what psychologists call the “fight or flight” syndrome.  This syndrome includes not only muscle tension but releasing stress hormones, changes in brain chemistry and lots of behavior changes.  

We can’t make a decision to directly change our hormone release or brain chemistry but we can change our behavior.  One of the simplest changes we can make is how we are breathing.  If it seems like I am reminding you over and over again to practice diaphragmatic breathing, you’re right!  The slow, deliberate, and relaxed breathing we learned in Chapter 3 is one of your best allies in combating worry.  Remember, anxiety can be seen as energy without oxygen.  The simplest action we can take is focusing on our breath and calming ourselves through diaphragmatic breathing.

Meditation breathing techniques allow us to focus totally on our breath.  That enables us to let go of our thoughts and relax both our mind and body.  Meditation promotes rejuvenation and with practice the relaxation will carry into your daily life, making you better able to handle daily stress.  Since for so many of us eating, and compulsive overeating, have been primary ways of coping with this stress, any new tool in the toolbox should be a welcome addition.  


There are many meditation breathing techniques, but basic breath focus can be used with diaphragmatic breathing as your initial, or only, meditation breathing technique.  Many of us shy away from anything labeled “meditation” because it conjures up ideas of eastern religions and sitting in caves on Himalayan mountain tops.  Nothing could be further from the truth.  We don’t need to adopt a new spiritual practice or find a unique setting to learn to tune into our breathing and use our body’s own natural rhythms to cure what ails us.


The first step is to be in a comfortable position either sitting in a chair or lying down.   The position doesn’t matter as long as you are comfortable and in a quiet place.  Begin by noticing your thoughts and how much you are concentrating on them.  Shift your focus to your breathing and observe your natural breathing rhythm as your chest and abdomen rises and falls.  Feel the air as it passes through your nostrils, cools the back of your throat, fills your lungs, and then exits gently through your relaxed mouth.  Breathing will slow without any effort on your part just because you are noticing.  Now shift your attention to deep, rhythmic diaphragmatic breathing.  You can review the technique in Chapter 3 but hopefully you have had time to practice and are familiar with it.   As you focus on your breath your thoughts will begin to drift.  You will start thinking about things other than breathing without even knowing it.  Expect this!  As soon as you become aware you have drifted away, gently remind yourself that you are only observing your breathing right now.  Remain in this state of observation for the rest of your meditation period, knowing it isn’t easy to maintain this focus and that you will drift away from your breath less and less with practice.


Many of us will struggle to quiet our minds with breathing meditation and thoughts will repeatedly surface despite our best efforts.  Another simple meditation technique begins with the breathing meditation above but requires you to deliberately notice your thoughts instead of steering away from them.  In this case, after moving into diaphragmatic breathing we imagine observing our thoughts as they occur.  In this role as an observer of our own thoughts, we imagine them as distant white clouds floating in awareness and moving away.  Our job is to stay detached, to simply notice them pass by.  As we become skilled in this process we will gain more control over how our thoughts come and go and gain strength in thought control.  That means less worrying!


The more we meditate the deeper and faster we are able to relax fully and let go of anxiety and worry.  If you are new to meditation, these simple breath and thought control techniques are an excellent starting point.  You may find the breathing technique sufficient or you may want to learn more.  There are many forms of meditation in addition to the traditional sitting in silence in the lotus position.  There is movement meditation, mindfulness meditation, transcendental meditation – and, yes, there’s even eating meditation!  Many hospitals offer meditation classes or can connect you with a community resource.  A great place to start is an internet search or a trip to your local library.

Awareness, choice and living in the now.  Worry has been characterized as moving out of the present moment into the future.  Planning, on the other hand, is a proactive activity that occurs in the present moment.  When we are planning instead of worrying we are attune to the present and the resources now available that we will take with us to solve the problem we encounter as we move into the next moment.  Planning puts us in a position of choice while worry puts us in a position of fear.  Worry and fear distorts our focus and severely narrows our sense of choice, making it difficult or impossible to find creative solutions.  When we operate from a position of awareness we are operating from a position of maximum choice.  There are thousands of exercises designed to increase awareness.  Here are a few to get you started.

Shuttling.  It won’t come as a surprise by now to start by tuning into your breathing and your body.  Settle into your seat and close your eyes, concentrating on your breath.  Focus your attention on what’s happening inside your body.  Take a “tour” inside yourself starting with your toes, moving up your legs to your buttocks and torso all the way through your arms up to the top of your head.  See how long you can take to do this, moving from one part of your body to another.  For instance, feel how your lower legs are connected through your knees or how your stomach and diaphragm are tight or relaxed as you sit in the chair.  The only goal here is to be more aware of your interior.  As you do this part of the exercise, notice anything new or novel that comes to your mind.  Perhaps you haven’t spent this much time being aware of your body since you were an infant, when every sensation within you was new and different.


Next, with your eyes open, feel the pressure of the chair against your body.  Stay aware of this as long as you can, really noticing what that chair feels like as it presses against you and as you press against it.  Slowly shift your attention from the boundary between yourself and the chair to looking out into the room.  See the whole scene in front of you, gazing out at everything with indifference.  Take time next to look at each object you see in front of you by itself.  For example, as I look across the room where I sit I see a painting of a native American Indian.  But I see much more than that.  The glass is highly reflective, so I also see the tree blowing in the wind outside the window as it is reflected in the glass.  I see one of the Indians eyes starring at me, but the other is obscured by the image of the blinds and window in the reflection.  Looking even closer I notice that the painting is perfectly placed in the matte and frame, seemingly placed with care and effort.

We now have three realms of awareness to work with:  what is inside our bodies, how our bodies connect with the outside world via the chair, and an image of the environment in front of us, including gazing at the forest (the room as a whole) and focusing on the trees (the painting and details).  How does shuttling translate into clearer awareness and recognizing choices?  Just like the New Yorker answered the tourist when she asked how to get to Carnegie Hall, the answer is “practice, practice, practice!”  Taking a few minutes each day to do this simple work of differentiating between what I am aware of inside and outside ourselves will train us to be more aware of resources within us and in our environment.  Shuttle slowly back and forth between internal sensations and external perceptions until you actually feel the difference.  Of all the benefits this exercise can bring perhaps nothing is more helpful than training you to discriminate those things within you that you can control and those things outside of you of which you have very limited or no control.

Imagery.  Most professional athletes know a simple maxim for improved performance:  “You will hit what you aim for!”  The professional golfer doesn’t tell herself, “Don’t hit the sand trap, don’t hit the sand trap, don’t hit the sand trap.”  She says, “Hit the green, hit the green, hit the green.”  Great bowlers don’t focus on keeping the ball out of the gutter.  They focus on making strikes.  In short, winners concentrate on winning.  They do this through concentrated awareness and through imagery.  They see the golf ball going into the whole or the bowling ball connecting and making a strike.  We can practice the same positive imagery when it comes to surgery, recovery and beyond.  Try it now!


Relax and take a few deep breaths with your eyes closed.  Now see yourself, confident, prepared and eager for surgery.  You greet the nursing staff, put on your gown and meet the anesthesiologist.  He asks a few questions and reassures you he’s done this a thousand times.  Your surgeon comes in looking fresh and confident.  He too has done this many times before and all systems are go.  As you move to the operating room you practice your slow, deep breathing and you know this is the right thing to do, that all will go well, and that this will be your new birthday.  Savor the good feelings this imagery brings. 


You can imagine the future in this way for your early recovery and for your long term healthy lifestyle.  The key is to see yourself exactly as you want to be, reaping the rewards of your efforts, the surgery and the new lease on life you are giving yourself.  We are in a sense predicting the future since successful visualization actually helps you move from negative to positive thinking, releasing fear, worry and doubt and the negative emotions they create.  This can bring tranquility, happiness and determination which, in turn, lowers blood pressure, hormone release and muscle tension.  These positive outcomes make everyone’s job easier and make an easy contribution to success.


One day at a time. To capture this slogan another way, Elizabeth Barrett Browning said, “Light tomorrow with today!” There is probably no other self-help slogan as powerful as one day at a time in the impact it can have on our quality of life.  At the end of the day it is the journey that matters and not the destination.  Learning how to conduct a quality journey will result in the behavior changes we need on a daily basis in order to live our new life at a healthy weight in a healthy way.  How do we apply the philosophy behind the slogan to bariatric surgery and weight loss?


First, and most obvious, is the reference to living in the moment.  This is not living for the moment, which could be interpreted as permission to do anything you desire (including eating everything is sight); rather, it is living in the moment with all the awareness we can bring to bear.  It is knowing that I am not going to lose all the weight I need to lose today and that I have specific goals for today like following a meal plan or taking a walk.   Today I will look at today and do those things I can do in this moment to carry me through to the next in a way that upholds my commitment to healthy living.

Destructive thoughts are bred by living in the past or the future.  Thinking we may never again eat huge slices of cake and big scoops of ice cream in one setting or that we will walk and exercise every day are overwhelming changes.  It is rare that we can live up to our own expectations of permanent, unfaltering commitment to very difficult goals.  But if we are graciously saying, “No thanks” to the piece of cake and ice cream being offered to us right now or looking only at the walk we will take right now we are able to manage the current moment and move into the next current moment with confidence and success.


We don’t have to loose 50 or 100 pounds today.  We don’t have to even think about the fact that we have that much to lose.  These overwhelming goals can be the seeds of failure.  Instead, we can surely make it through this day without a piece of cake and by taking only one 30 minute walk.  Think about that.  


Just as these fears of the future turn into anxiety and failure, Satchel Paige is right about not looking back.  When we are in one day at a time mode we recognize that looking back can be dangerous. When we look back we may see a history of failed weight loss attempts or shame and hiding because we are fat.  While there is certainly something to be said about learning from past experiences, we cannot let the past become our own little shrine to pain and suffering (what most 12 step groups call our private “pity party”).  Dwelling on a painful or troubled past leads to depressed feelings and dwindling self-confidence.  It is a “luxury” we cannot afford in our recovery from morbid obesity.


Living one day at a time doesn’t mean plunging foolhardily into the future or failing to learn from our past mistakes.  It's realizing that the only reality we have lies in this moment and all the rest is an illusion. When we get caught up in future fantasies or regrets and resentments about the past we are living an illusion and letting life pass us by.  One of the greatest refrigerator magnets I have ever purchased was the famous John Lennon quote, “life is what happens while you are making other plans.”  All we have is today, do what you can in this moment to move you towards your surgery goals, your weight loss habits and your healthy lifestyle and the rest will take care of itself.


There are many self-help books that contain daily meditations about taking one day at a time that are meant to be read each day.  Try buying one and reading it!  It only takes a minute to read a page each morning or evening.  


 Let go and let God. What seems like a simple concept has actually occupied the minds of theologians and common folk alike for centuries.  For our purposes, letting go means not only letting go of our fears, distrust, misconceptions, and suspicions but also of our self-will.  Letting God means learning first to listen to our higher power and then recognizing there are many, many things in the world that are out of my control.  The first two steps of any 12 step program begin with letting go and letting God:

Step 1.  We admitted we were powerless over food — that our lives had become unmanageable.  Admitting powerlessness means recognizing it is futile to struggle against the addiction which in this case refers to food.

Step 2.  Came to believe that a Power greater than ourselves could restore us to sanity.  This “letting God” step leaves the identification of God to the practitioner.  A higher power could be the Christian God, the Buddha, Allah, the Tao or another spiritual leader or icon.  For those of us not inclined towards religious belief it can also refer to the inherent “Higher Power” in the collective of the self-help group itself or the collective wisdom of the program.


The intent here is not to push anyone towards a religious belief or challenge a currently held belief.  It is the recognition that there are storms along the journey that we cannot control and there are greater powers than ourselves that can “restore us to sanity.”  In the case of Alcoholics Anonymous the insanity is continued drinking despite adverse consequences.  In Overeaters Anonymous, the insanity is compulsive overeating, or continuing to eat despite adverse consequences.  


The goal of the “let go and let God” philosophy is simply to stop trying so hard (since trying hard hasn’t produced results) and looking for something larger than ourselves to give us the humility and humbleness necessary to get ourselves out of the way and move on down the road, often “one day at a time.”  For Christians the meaning is found in Proverbs 3:5, “Trust in the Lord with all thine heart and lean not to your own understanding.”

In Chapter 7 we will look at when to seek professional help and deciding what best serves our needs.  So far we have put quite a few tools in our toolbox, including decision making strategies, breath work, meditation, awareness work and the early fundamentals of 12 Step recovery.  We close this chapter on planning and worrying with Winston Churchill’s advice:  “Let our advance worrying become advance thinking and planning”

Sorting facts: Making reasonable plans

There’s a lot of help available for planning bariatric surgery and the new life that follows.  In fact, there are probably just about as many plans as there are people that make them up.  The important plan is the one that’s right for you.  How to develop that plan is another story!  Here we will take a look at the major facets of planning, from pre-surgery to long term support.  When we sort out feelings we will look at the differences between planning and worrying and how to best control nonproductive worry.


Do you know how to eat an elephant?  One bite at a time.  A good program for making plans follows that logic.  Breaking down the planning process into reasonable bites can result in a more productive and less worrisome process.  Starting with the big picture of identifying overall goals helps us keep our eye on the prize.  The steps presented here follow roughly in the order that you will need them – hospital and surgery, insurance and time off work, early post-surgery and long term support.  Roughly is a key word in these steps because it isn’t a linear process.  You will find yourself up against decisions and planning involving the hospital and surgery at the same time you are planning for time off work and insurance obligations.  A place you can start right now is identifying long term goals.


Identifying long term goals.  When I compiled my list of long term goals I started by thinking of those things I missed most because my size, weight or health prohibited it.  Maybe there was a time in your life when you were close to “normal” body size.  If not, you are probably in the same boat as me – left with only fantasies of many activities normal-sized  people take for granted daily.  Some of the items on my list are prime examples, like buying clothes at normal stores or going camping.  Other items came only with a little thought.  The confidence to start a new career or weighing less than 200 pounds are afterthoughts because I first imagined myself thin, then guessed that I would be more confident and weigh less than 200 pounds.  Wanting to live longer and see my kids grow up came to me because my health was failing so rapidly I was afraid I wasn’t long for this world on a weight-gaining trajectory.


When someone suggested the goal setting exercise to me they suggested I establish 12 goals.  Twelve isn’t a magic number.  The importance of establishing the goals, whether there are five or 50 of them, is providing a target for those difficult times when the road is rocky and we just don’t think we can tolerate another medical test, demand from the insurance company or sticking with the food plan another day.  Further on down the road it applies to taking that walk or jumping on the treadmill one more time, saying “no thanks” to a piece of birthday cake or trudging to one more support group meeting.  It is during those times that I look at my goals and gain strength from them.  

Not only is the number of goals no magic number, making a list of goals isn’t magic either.  Dieting and weight loss programs are rife with coaching for setting goals and objectives.  Most of us have plenty of experience identifying a goal, missing the mark, and feeling terrible afterwards!  The long term goals that will keep us going are global in nature and many aren’t particularly measurable.  Losing 200 pounds is measurable and concrete but being more attractive to a loved one or looking at photographs of ourselves without being humiliated are general goals.  Like Captain Barbossa says of the pirate’s code in Pirates of the Caribbean, these goals are “more what you'd call "guidelines" than actual rules.”  

Getting the list together need not be a challenging process.  Start with pencil and paper in a quiet place by yourself.  Maybe practice diaphragmatic breathing for a while and any other techniques that relieve tension and calm your soul.  From this relaxed position let your spontaneous awareness take over.  What is the worst part of being fat?  What would you like to be rid of most?   That might be a goal or two.  Take some time to fantasize what you might be like at a normal body weight right now.  What do you believe you would like most about that?  What would you be able to do that you have longed for but fatness prohibited?  That might be another couple of goals.  Be aware of the major themes in your life such as family, friends, careers or health right now.  When you envision these ask yourself, “What am I missing because of my size and weight?”  This may offer a few more overall goals.

For the most part the trick to this exercise is not thinking about it.  In other words, lose your mind and come to your senses!  Don’t get caught in an analysis trap by spending lots of time thinking up things that are right in front of your nose from the start.  Relax and lean into what your senses and your feelings tell you.  Don’t push the river, let your longing become the goals that will motivate your journey into long term health.  Identifying what you really want from bariatric surgery in this way will last you a lifetime.  I keep my list taped on the wall inside of my closet where I see it everyday.  It’s not a motivational list and it’s not a “to do” list.  It’s a list of things I look forward to keeping dear to my heart and things I feel proud to have achieved.  For now, let go and let your free awareness form the goals that resonate with your dreams of health, happiness and positive self-worth.


Short term goals.  A common means of accomplishing short term goals is using a “to do” list.  If you thrive on to do lists, you’re in luck because there’s plenty of room for them while preparing for surgery.  Form task oriented lists of minute details to short term goals necessary to complete the next phase of the medical or insurance process; short term goals are milestones that carry the momentum necessary to complete such a complex journey.  Once you are ready to tackle the hospital system and insurance bureaucracy your skills at making to do lists and developing short term goals will have their opportunity to shine.  In fact, there’s hardly a better way to present all the information needed than in a to do list format.

Bariatric Surgery: Medical To Do List

Pre-hospitalization

· Attend hospital informational session

· Interview surgeons and set appointment

· Obtain insurance authorization 
· Stop smoking for at least two months before surgery 
· Provide documentation of unsuccessful weight loss attempts

·  Provide documentation of premorbid conditions

· Complete history and physical

· Complete dietician interview

· Complete psychological evaluation

· Complete Chest X-Ray 

· Complete oximetry testing

· Complete blood work 

· Complete physical therapy evaluation 

· Begin/document monthly support group sessions. 

· Attended preoperative bariatric information session 
· Meet pre-surgery weight loss requirements (if any)

· Purchase food scales, small containers, utensils, and “sippy” cups

· Purchase small amounts of recommended vitamin/mineral supplements, including protein


Hospital stay

· Start high protein liquid diet
· Start walking day of surgery

· Schedule follow-up appointments with surgeon and dietician

· Identify “accountability buddies” and build support system


This list, while not complete for many of us, covers most of the bases and points to the nature of the road just ahead.  The medical professionals you are developing a relationship will guide you through the testing and scheduling requirements. There’s a lot of help available for most of these items through the bariatric center, your physician’s and surgeon’s office and your bariatric support group.  Every step of the way you need to keep in mind that you are not in this alone!


Insurance and time off work.  Of all the reasons people seeking bariatric surgery fail to follow through, roughly 30% are related insurance coverage and denials.  Compare that with the less than 10% of patients that are deemed medically or psychologically unfit, and you get an idea of just how daunting the approval process can be.  While some insurance requirements are easier to navigate than others they all have requirements that necessitate your identifying histories, obtaining records and filing forms.  


Although less formidable than the hoops you will be required to jump through for medical insurance approval, those of us who are lucky enough to have short term disability insurance will also need to meet the requirements and complete filing for that coverage.  Like the previous medical to do list, the insurance and short term disability list that follows identifies general requirements for these insurance approvals.  Requirements vary, but most insurance companies will look at items listed below.  It is sound advice to check with your insurance companies to determine the limits and requirements of medical and short term disability coverage in the early stages of the planning process.  

Bariatric Surgery: Insurance and Short Term Disability To Do List

· Review your insurance companies coverage for bariatric surgery

· Identify pre-surgery supervised weight loss requirements

· Identify ASMBS Center of Excellence Requirements

· Obtain letter of medical necessity from primary care physician

· Collect documentation from all treatment for obesity related health conditions

· Identify available co-pays and payment plans

· Understand the claims denial appeal process

· Know time limits for procedure approvals

· Review your insurance companies coverage for short term disability

· Know short term disability requirements including pre-existing conditions exclusionary period
· Discuss potential time off work with Human Resources or your management team

· Know/apply for FMLA (Family Medical Leave Act) protection

· Identify Health Care Spending Account options


A word to the wise regarding insurance coverage:  many people will offer you advice about what a particular insurer offers.  It is common in support groups for members to exchange comments like, “Anthem offers coverage for full year follow-up office benefits” or “United HealthCare told me the ancillary charges wee only covered at 80%.”  Don’t believe it!  Your insurance covers exactly what the purchaser paid for, no more or no less.  One company might by the Cadillac plan Anthem offers while another might provide a high-deductible plan with very limited coverage and maybe no bariatric surgery coverage at all.  Be smart and go to the source to identify exactly what your coverage is and the steps you will need to go through to obtain it.  There is no substitute for developing a relationship with your insurance carrier.  Yes, crazy as it may sound, it is possible to develop a supportive and helpful relationship with the Customer Service Rep on the other end of the phone when you call for an explanation of coverage and benefits.


 For most of us – or at least those of us who aren’t one of the 30% who don’t make it through the insurance approval process – early investigation can save a lot of unnecessary paperwork and inform us about out-of-pocket expense and lost income due to time away from work.  After all, these are not areas where surprises are usually welcomed!

Bariatric Surgery: Early Post Surgery To Do List

· Make sure all your questions are answered before hospital discharge

· Arrange transportation home

· Keep surgeon’s and emergency numbers readily available

· Obtain letter of medical necessity from primary care physician

· Collect documentation from all treatment for obesity related health conditions

· Keep list of post-surgery signs of trouble readily available 

· Post specific eating guidelines from dietitian on refrigerator

· Start and maintain a food journal

· Begin recommended multivitamin and mineral supplement

· Follow recommended activities (e.g., walking) and activity restrictions (e.g., strenuous activity)

· Follow exact hospital recommendations for incision care
· Schedule recommended follow-up visits 
· Take special precautions to avoid pregnancy and follow doctor’s recommendations for sexual activity
· Identify “accountability buddies” in the hospital and keep building your support system

· Make support group a priority and plan your schedule around support group attendance.


This list might seem most daunting or all because so much of it occurs at home.  Let’s look at the first and the last items on the list.  First, ask every question you can think of!  There are no “stupid questions” for the hospital team, be they nurses, dieticians or fellow bariatric buddies.  You are in a Mecca of knowledge about what you face in the days ahead, so take advantage of it.  Keep a journal in the hospital of your questions and the answers you get.  You’ll be glad you did after you get home.  


For the last item on this list, “Make support group a priority,” we are probably beginning to sound like a broken record with the call for support, support, support.  There are few, if any, problems you will encounter that someone hasn’t experienced before you.  Your support group will be able to answer any question you have, either directly or by steering you to the subject matter expert you need.  
Chapter 6:  Fighting myself

November 1, 2007


Arghhh!  Halloween!  I completely stuffed myself with candy.  I have no willpower.  This will have to change … next year.  Isn’t that what I always say?  I am eating, gaining weight, and losing what little self-respect I have.  I have the headphones on again and the song is saying, “It’s natures way of telling you something’s wrong.”  

Holy crap, if Halloween is that hard to deal with just think about Thanksgiving and Christmas!  Completely  formidable.  I just can’t picture myself sitting in front of a feast with an empty plate. I know in my head that I’m going to have to ask for help; not my strong suite.   I think it will be a test of my ability to turn to others.  Yikes!
November 4, 2007


One issue I need to sort out is between hunger and “head hunger.”  That’s what they call eating for all the wrong reasons on the OH.com message boards.  I’m a total novice at identifying head hunger.  Sometimes I find myself absolutely devouring food – almost as fast as I can shovel it in my mouth – in a completely mindless and mechanical fashion.  Before bed, virtually every night, must be another prime example of head hunger.  That’s when I’ll fill up on sweets.  Hmmm…I just wrote “I’ll fill up…” when the truth is I’m not empty right before bed because I usually eat a couple of platefuls for dinner!  The night time foraging must be an example of head hunger and something I’m going to have to get a handle on.
November 7, 2007


I am miserably fat at about 390 pounds.  I worked pretty hard yesterday cleaning the basement and today I literally can’t walk.  My knee doesn’t hurt as bad as my back and ankle!  I hope this surgery fixes me.  I can’t stand myself like this.


I’m scared.  Surgery is a month away (although the insurance company hasn’t committed yet).  I have spent all day perusing the obesityhelp.com message boards searching for anyone who has had Dr. Huse.  I found someone who wrote, “Well, I am one month and four days post-op and I had my visit with Doc Huse today.  OMG…I have lost 44 pounds and that is all since the surgery!”  When I read that I got the shivers – like finishing a good book or listening to the national anthem.  I needed to read about Dr. Huse and hear about someone having success under his knife.  I am hopeful!
Sorting feelings: Dr. Jekyll and Mr. Hyde


Usually it is our overeating behaviors that lead to negative feelings.  Compulsive overeating, poor diet and sedentary lifestyles are three of these behaviors many of us will have in common.  There is plenty of room to consider other factors, like environment and genetics, but they don’t usually lead to guilt, remorse or self-loathing.  It is a very rare person indeed who becomes morbidly obese and stays completely unaware of the behaviors that contribute to the condition.  Overeating on occasion is common for normal weight people and they tend to self-regulate these unusual events.  They typically do not harbor lasting negative thoughts or feelings about themselves as a result.  The opposite is true for those of us who are morbidly obese.  The norm is consistent overeating accompanied by guilt and self-loathing.  This results in splitting ourselves into an accused and an accuser and waging a war in our heads.  

Arthur Canon Doyle’s Dr. Jekyll asserts that “man is not truly one, but truly two,” and he imagines our soul as a battleground for an angel and a fiend, each struggling to dominate our lives.  Everyone harbors these parts of ourselves.  The inner dialogue that results becomes an engine for self defeat.  In the story, Dr. Jekyll’s potion is supposed to clarify each side but in the end it only leads to the dark side taking control.  The behaviors surrounding compulsive overeating are like Dr. Jekyll’s potion.  Although they initially bring no harm and even develop as coping mechanisms, in the end they strengthen and bring out our dark side.  Once Mr. Hyde is unleashed he slowly takes over. 


In the story, Dr. Jekyll eventually disappears altogether and we are left wondering if there is hope for the good side of mankind.  When the behaviors that define uncontrollable weight gain and compulsive overeating rage out of control it seems Dr. Jekyll has left the building.  Our self-torture rages out of control, Mr. Hyde completely dominates our thoughts and feelings, and we become depressed, hopeless and resigned to a life that much less than we deserve.  

Once Mr. Hyde is on the scene comments such as “You’re such a pig,” “You can’t lose weight” or “Nobody will ever want you” fill our heads.  During those times we are at the mercy of a critical, demanding tyrant who never lets up; the tyrant lives inside of us and there is no escape.  For some of us it may seem like this sort of slave-driving is a reasonable way to develop some motivation for change.  There may be some truth in that but when it comes to controlling compulsive overeating that is rarely the case.  Instead, we become overwhelmed with self-criticism and convinced we are a failure.  In short, we believe the ranting of our own Mr. Hyde and the result is more compulsive overeating, more self-loathing and more depression.  This vicious cycle has a common result for many of us – a gradually increasing BMI.

The voices in our heads.  Take a moment now and imagine getting on the scales the morning after an episode when gluttony gained the upper hand and eating was out of control.  As you see the number on the scales what is the first thought in your head?  Probably not a kind thought.  Who does that voice sound like?  Where does it come from?  

Now imagine a response to that voice.  Does it sound different?  Here’s an example of this sort of dialogue, a common experience for many of us:


Mr. Hyde:  “You pig, I can’t believe you did that, you new better, you’re a loser…you’re a fat pig!”


Dr. Jekyll:  “Please give me a break.  It was just an extra piece of cake, and the rest of the food was so good!  Everybody else was enjoying the food, too.  Besides, I’m going to go on a lemon diet tomorrow anyway.”

Mr. Hyde:  “A lemon diet!  What makes you think that’ll work?  You won’t be able to follow that one through, just like the rest!  You just keep getting fatter and fatter.”
Dr. Jekyll:   “This is so hopeless.  Why should I even bother?”

Mr. Hyde:  “You’re so disgusting.  You’ll never change.”

Have you ever wondered exactly who it is we are talking to when we are thinking in declarative sentences or telling ourselves what to do?  The dialogue in our head seldom stops whether it is thinking about how to accomplish something, rehearsing what we will likely say to someone else or passing judgments on our own behaviors.  Psychologists have lots of theories about just exactly who we are addressing when we think in dialogue and the simplest idea is that it is merely sub-vocal talking.  That is, our internal dialogue is simply what we would say out loud if we were actually talking to someone.  

Another idea is that the voices in our heads originate from authority figures in our younger years such as our parents, peers, caregivers, clergy or teachers.  These internalized authorities become powerful expressions of self-judgment.  For some of us they become a paralyzing experience of shame as we wrestle back and forth with this negative self-talk.  Frequently we are left with the same query as Arthur Canon Doyle:  What happened to the gentle, respectful, joyous side of ourselves?

Long forays into Freud or Jung aren’t necessary to grasp the impact of how this sort of self-denigration contributes to morbid obesity or can hinder long-term recovery.  Our earlier discussion about shame has a place here.  An internal voice that is harsh and critical, and it most assuredly is, wears down our motivation, takes energy away from productive efforts, and leaves us more ashamed of ourselves and defeated.  Remember the recursive loop of shame from Chapter 4?  It often begins and ends with Mr. Hyde’s harsh judgments.  This critical voice will have a significant influence on our progress through surgery and our long-term recovery.  It impacts every aspect of our lives but can be particularly destructive to recovery from morbid obesity.  From the point of view that the Mr. Hyde in our head is a remnant of authority figures from our past, we can see why this is true:  success on our journey depends significantly upon doing what we are told!

“Do what you are told!”  How do these words echo in your mind?  Here are some responses to that question worth pondering:


“Okay, you know best, so I will do what I am told.”


“Yes, but, I don’t agree with everything you say so I’ll pick and choose.”


“I’ll do what I am told…tomorrow.”


“Nobody tells me what to do, I do what I want.”


“I think through what I am told and do what I think is best for me.”


Any of those responses sound familiar?  Perhaps our experience has taught us that doing what we are told most often yields positive results.  On the other hand, a childhood full of unpredictably harsh or punishing adults can create a rebellious streak, causing us to go through life “cutting off our nose to spite our face” by neglecting sage advice or needed support.  For example, most of us were likely told that respecting our elders was necessary regardless of whether that respect was earned and the adult was respectable.  When this is forced upon us with criticism and punishment we learn to resent and question authority.  As a result we fail to heed the solid advice respectable authorities like the team of skilled helpers guiding us in recovery.  Equally destructive, once these authority conflicts are internalized into the discourse between Dr. Jekyll and Mr. Hyde, the battle is half lost.

Regardless of the reason for authority conflicts, learning to once again respect authorities who have our best interest in mind is paramount to success in the operating room and for the many years to follow.  These authorities will include the doctors, counselors and other members of the team who accompany us on our journey.  Re-learning to “do what you are told” will have a very beneficial impact.  But before we can accept their advice without rebelling and without sabotaging ourselves, we need to face our own Mr. Hyde and make peace with ourselves.

It may not be necessary to revisit the hard days of childhood to find new ways of self-care.  Then again, it might.  We are all different, and we all have unfinished business in our lives that we need to “chew over”, keeping anything that is valuable to us and “spitting out” the rest.  This spitting out isn’t merely a trip back in time to memories we want to forget.  It also includes letting go of a lot of our harshest negative self talk in the process.

We all have portions of our past we want to forget.  Whether the adults in our lives were a problem or whether our peers were relentless in their attacks, childhood always with a lifetime’s worth of experiences to chew over!  Some of us have an easier path through our early life than others, but we all share this in common.  It is part of growing up.  Working through difficult memories or a difficult childhood often isn’t something we can do alone.  There are lots of self-help groups that support this work.  These ranging from help dealing with specific family problems like disabled parents, poverty, or lack of education to emotionally severe problems like incest, physical abuse or alcoholism.  Information about any of these self-help programs can be found through your local hospital, community service agency or even directory assistance.


There’s a mountain of self-help information at your finger tips.  Where the Google search for “stop worrying” returned 3,000,000 hits, a search for “self help for childhood issues” bears ten times that amount – over 38,000,000 results!  A little time surfing the net might bring some relief or point us in a direction that pays off big, all with no cost and little effort.   If the technology is too daunting, the local library or bookstore yields many books on a variety of topics that address shadows we carry from childhood. 

Before looking at some concrete ways for changing negative self talk into productive thinking and behavior, we need to recognize that many of us will need professional support to make the most of our ability to help ourselves and to receive support from others.  Some of us will not overcome the scars of childhood through self help alone.  Professional help is available and we will look at different approaches and choices in Chapter 7.  


Negative Self Talk.  Sometimes we get stuck in patterns of negative self talk even in our best recovery efforts.  Before surgery negative self talk can muddle the many prerequisite tasks necessary.  After surgery it can be a factor in not complying with the program laid out for us by professionals and in support group.  To avoid this we need some tools to keep us moving forward by undoing those patterns of negative self talk.


Negative self talk doesn’t refer to realistic appraisals of situations we carry out in our internal dialogue.  It refers to the thought process that leaves us stuck in negative behavioral and emotional patterns a result of distorted thinking.  This distorted thinking is characterized by exaggerated and irrational thoughts that bring on depression and anxiety and sabotage our best intentions.  Here are some examples of distorted thinking.
· All-or-none thinking is the tendency to see things in black and white.  This leads us to believe we have failed unless our actions are judged by us as completely perfect.  Example:  “I gained two pounds over the weekend.  I always do this.  Now my whole plan is ruined!”
· Awfulizing is “making mountains out of mole hills.”  This extreme thinking usually only applies to negative thoughts.  We don’t tend to exaggerate the positive! 

Example:  “I’m so stupid!  I can’t believe the insurance company needs more records.  I’ll never be able to pull everything together in time.  I might as well forget it.”
· Assuming leads us to think the worst of others.  When we “ass-u-me” we make an “ass” out of “u” and “me”!  

Example:  “I shouldn’t tell people how hard it is for me to control my eating.  They will think I am a loser who can’t carry through on anything.”
· Discounting is minimizing the positive feedback we receive from others along our journey.

Example:  “I can’t trust those compliments.  Yes, I’m eating healthy today, but they wouldn’t compliment me if they only knew how many times I slipped-up this week!”
· Blaming is failing to take responsibility for our actions.


Example:  “I couldn’t make it to support group this month because I had to help my kids finish their homework.”

· “Shoulding” occurs when we let rigid sets of rules run our lives and results in impossible expectations that set us up for failure.


Example:  “I should walk every morning or I won’t maintain the weight I have lost.”


The list isn’t complete.  There are other kinds of distorted thinking, like jumping to conclusions, self-fulfilling prophecies or comparing ourselves with others.  What’s more important than making the list is finding the “rules” that govern our self-talk.  Finding specific examples of negative self-talk is a great place to start, but paying attention to patterns over time points us towards patterns we need to change.  After all, it isn’t the occasional self-criticism that is a problem.  That sort of internal dialogue serves us well in many instances.  It is the chronic negativity and self-denigration that sabotages our efforts.


Look for the patterns that trigger our thinking, such as overuse of words like always, never, should, can’t, “yes, but” or “if only.”  Once a pattern is identified isolate it.  For instance, be mindful of how many times a day (or hour!) the word “should” enters the dialogue in our head.  Then look for the distorted thinking that follows.  Remember that awareness is many times all that is required to start the change and healing process.  At the very least awareness always marks the beginning of the change process.

Like everything we have considered on our journey so far there are two broad ways to tackle the problem of changing our negative self talk – alone or with help!  With enough courage and support we can ask someone we trust for feedback about our self talk.  A close friend, trusted family member or counselor may provide the necessary sounding board.  Do they think you should believe the thought you are having about yourself?  Do they think it is true?  Sometimes simply fantasizing sharing our negative self talk with others is enough.  Often, just looking at a thought or situation in a new light helps us realize we wouldn’t consider talking to another person in those words or with that inflection and attitude.  We usually keep Mr. Hyde on a short leash, letting him loose only for our own self torture!

Once we tune in to negative thinking we notice it more and more.  Not to worry, we aren’t getting worse, just noticing more!  A simple exercise to launch this awareness starts with carrying a small pad and pen everywhere we go for several days, jotting down negative thoughts about ourselves whenever we notice them. When reviewing our list at the end of each day the idea is to analyze the specific thoughts in a realistic manner.


For each negative message on the pad we can ask if the message is really true, would we say it to another person and what did we get out of thinking the thought.   It helps to be in a relaxed mood before reviewing the list, perhaps practicing diaphragmatic breathing and meditating a bit before hand.  Form that position of balance and clarity ask three questions for each negative message:

1. Is this message about myself really true?

2. Would I say this to another person? 
3. What do I get out of thinking this thought? 

When we look at our answers a couple of things will be clear.  If the message is not true then we obviously should discard it.  For example, “I gained two pounds this weekend so my diet is ruined” is obviously untrue.  It is all or none thinking.  In terms of saying it to another person, we wouldn’t start a conversation with “You’re so stupid” or “You can’t do anything right,” so we need to reconsider starting our own inner dialogue in such a demeaning and critical way.  And finally, if it makes us feel bad about ourselves, why not stop thinking it?  There’s an old joke that rings true about negative self talk:  Why did the man keep hitting himself over the head with the hammer?  Because it felt so good when he stopped.  Hardly justification for the pain and suffering!

Once we are adept at identifying patterns of negative self-talk we can be on guard during those times when relapse is most immanent.  We are at greater risk of relapsing into negative self-talk during periods of high stress, fatigue, illness or when actual events in our lives don’t live up to our expectations.  Launching into our new life through bariatric surgery may be just such a time and what’s called for is a realistic appraisal of our situation, best accomplished without interference from Dr. Jekyll and Mr. Hyde.  Learning to change our minds from self-destructive to affirming, supportive thinking is another tool for our toolbox, which already contains an increased awareness of our body sensations and an improved ability to recognize feelings.

Changing our minds.  Changing the channel from negative to positive self-talk can have a carrot-and-stick impact on our lives.  Once the dialogue in our heads becomes positively oriented we can focus more on life events instead of self-judgment.  Gradually our actions start to change and new behavior patterns form as a result.  These behaviors constitute the road we want to be on and the sign-post at this juncture of our journey reads, “Change your mind and change your life!”  Let’s look at some specific ways to go about changing our minds.


Positive self talk is powerful.  We have identified how to increase our awareness of negative thoughts, now we focus on accentuating the positive.  This is easier said than done, but a few tips for starting the process make it less demanding.  Practice dwelling on successes achieved so far, each morning.  Small successes can include scheduling and attending appointments, filing paperwork or finally having a difficult conversation.  Any little step towards our goal qualifies!


Another tip is to drop the “shoulds” when we recognize them in our negative self talk.  Forget what should be and focus on what is.  Staying in the hear and now is key.  In the words of Norman Vincent Peale, “Yesterday ended last night. Every day is a new beginning. Learn the skill of forgetting. And move on.”  Remember to avoid the language of worry, which uses negative words like can’t, never, or scared.   Substitute positive words like possible, sometimes, or brave.  Remember the old proverb “worry often gives a small thing a big shadow.”

None of us can simply decide one day to change a few vocabulary words, focus on successes and stay in the here and now and transform overnight.  Becoming a positive, self-affirming person takes time.  Noticeable change in these ingrained patterns will take one to two months if we practice diligently.  The specific activities for modifying our negative thinking that follows will work with focus and practice.  Start this process every day following a few minutes of diaphragmatic breathing or during a time set aside just for ourselves when we are relaxed and calm.

Let’s call this exercise The Dot Game.  Purchase a package of brightly colored stick-on dots and stick them throughout the house, car and workplace.  Put them in obvious places like your computer screen, mirrors, cabinets, your purse, or the cover of this book.  Each time you see a dot throughout the day stop and ask, “What am I saying to myself right now?”  Jot these statements down at least some of the time.  Using the same pad that now contains the negative thoughts we have been working on will result in a useful diary.  This first part of The Dot Game is all about stopping and listening to ourselves.


By now it is obvious that every step of positive change starts from a centered position of breathing, relaxing and clearing our heads.  From this position, list negative self talk on one side of a page and adjacent to it list the positive thought that counters it, like this:

Negative Thought 

I never finish anything.

I am so stupid.

I’m such a jerk.


I deserve to be miserable.

I’ll never change.
Positive Thought

I’ve accomplished a lot.  

I am smart.

I am a great person.

I deserve to be happy.

I am changing right now.

 Everyone’s list will be a little different although when it comes to negative self talk we all seem to have quite a bit in common!  Notice in the sample list here that the phrases are deliberately short and simple on both sides of the paper.  That will make the positive self talk easy to memorize.  Go over the positive list until it is second nature and easily remembered when you think the negative thought that is counter to it.  Writing the positive thought over and over may be helpful.

Now for the second half of The Dot game.  After a few days of using the dots to make us more aware our self talk, find all those dots that are stuck all over the place in obvious places.  Write a “P” in the middle of each one with a marker.  Each time we see a dot it will remind us to repeat one of the positive thoughts.  Every one of us will doubt that this works sometime during the process or that we can’t do it.  Treat that doubt as negative self talk and replace it with “Yes, I can!”  Make a commitment to leave the dots with the “P” for positive up for at least a month.  The only things we have to lose are feeling bad about ourselves and, ultimately, the weight we desperately want to shed!


The Dot Game is simply a way to retrain us to be kind to ourselves.  There are lots of other ways to do this, but they all start with changing the negative thinking that beats us down everyday.  Once we notice the change in our self talk we can begin to add other activities that support our health and make us feel good about ourselves.  Here’s a partial list of those activities:  
· Spend time reading or listening to music

· Walk a little every day and walk a little further as you build up strength

· Finish something
· Make affirming lists like 10 things you like about yourself or 10 accomplishments

· Start a success journal and list anything you succeed at doing

· Dress up
· Spend time with people you care about

· Rearrange your home

· Help another person

· Do one thing different

· Help another person. 
We can add our own ideas to the list to personal it and you are probably aware of doing some of these things already. Perhaps other items on the list are novel.  They will be the ones to practice.


In this chapter we have looked at what happens inside our skin in our private thoughts.  There is much we can do to change by focusing on our inner experience, but the key to success lies outside of ourselves.  Next we focus on the most important preparation we can make for bariatric surgery – building a support network.

Sorting facts: Preparing home and work


Many of us look towards our surgery date with such apprehension that preparing to return home from the hospital becomes almost overwhelming.  In reality the amount of preparation required isn’t that much.  The apprehension is related to the anxiousness that drives us to do something while we wait for our surgery date.  The actual preparations that are necessary at home and work aren’t rocket science.  Taking a few deep breaths, making another to do list, then moving into action is all you need.  Addressing the incessant voice in our heads that generates this anxiety and makes us feel like Dr. Jekyll and Mr. Hide will help sort through those self-defeating thoughts and feelings.


Preparing home.  There are a number of specific things you can do to prepare your home for return form the hospital and your new life.  Some of these are practical, like buying containers.  Others are not quite so concrete, like expressing what you need from your family to support you in those first weeks and further along on your journey.  Remember that this is a journey you and your family will take together, so everyone needs to be onboard!  Let’s tackle some of the practicalities first.


Unless we still have little ones in our homes we probably aren’t used to having sippy cups, three ounce containers or baby spoons readily available.  These will be your dining utensils during the first phase of your new life.  It is worth repeating over and over the mantra of early recovery from the bariatric surgery itself:  “Sip, sip, sip, walk, walk, walk!”  What better way to sip, sip, sip than an actual sippy cup?  If the idea of a sippy cup isn’t appealing, you might be thinking of a toddler’s cup adorned with cartoons or cuddly little forest animals.  Well, there’s hope if you aren’t interested in joining the younger crowd – sippy cups also come in BPA-free polycarbonate or stainless steel and some are even advertised as “sexy.”  


Keep a few sippy cups on hand and always have one with you.  Immediately after surgery our only hope of adequate hydration is perpetual sipping.  Water, crystal flavorings, decaffeinated teas or coffee are a few liquids you might experiment with post-surgery.  In those first days and weeks we never know what will feel good to our newly revised digestive system (our “pouch”).  Some of us will not tolerate cold water but luke-warm water will be just fine.  Coffee or tea may be discouraged and even if allowed it must be decaffeinated.  Lactose intolerance is a typical concern post-surgery.  Most juices will contain too much sugar.  Of course, the definitive list will come from your dietician and they will cover it with you in the hospital prior to discharge.  All you need to do is listen.


Small spoons, typically called “baby spoons” help us eat slowly and in small bites.  Remember that you are learning to eat again.  This is a helpful way to conceptualize this portion of the journey.  Just as a baby moves from milk to solid foods, in those first days post-surgery, we will relearn to eat and drink slowly and deliberately with more attention paid to how the food effects us than what it tastes like or how much we can eat.  Like the baby developing into a toddler, the habits we form early on will shape our eating habits in the future.


Keep small food storage containers handy.  They help us not waste so much food.  Almost nothing comes ready-to-eat in cans or jars that are less than three ounces.  These small containers will save left-overs and money!  There’s a psychological advantage to the small containers, the sippy cups and the baby spoons, too.  Imagine 1-3 ounces of food on a large dinner plate with your usual fork and spoon and a large drinking glass to the side.  Compared to the place setting the food looks tiny!  When it is in a small container with small utensils our portions look bigger.  This is no small illusion and it will help us pay more attention to how the food enters our bodies, not how much food enters our bodies.    


How about preparing the food?  Two items that become second nature for us are food scales and a blender.  Many people swear by the “magic bullet” type of blender but anything that liquefies will do.  Some of us will need to blend everything in the early days of recovery from the surgery and others will not.  Trust your dietician and hospital staff to guide you but most of all, trust your pouch when it comes to how much you need to puree foods.  


Of course, you can’t trust your pouch when it comes to estimating the weight of foods.  We are typically very far off when estimating weights.  Why?  A lifetime of eating very large portions has trained us.  Kitchen scales will help us find the “new normal.”  You can buy expensive scales that calculate weights for you or you can get simple mechanical scales that cost very little.  Regardless, trust that you will not be able to guestimate the weight of your meals and you will need to weigh everything.  This will also be necessary for keeping an accurate food journal (more on that later).  Sippy cups, baby spoons, kitchen scales, small containers and a blender.  That’s not a radical departure form the items already in many of our kitchens and there is no formidable cost here, either. 


Before we move out of the kitchen and into the rest of our home, a word about stocking the pantry and reading labels.  Post-surgical diets vary, and what one program recommends, another won’t.  There are two things to keep in mind when it comes to stocking your pantry.  First, get the list of recommend foods and the diet plan from your bariatric center.  Then go to the store and buy only small quantities of those items.   Nobody, including ourselves, can predict how we will react to certain foods.  What becomes a staple of my diet may well be intolerable to you.  Two common examples include eggs and chicken, although the list is endless.  To complicate matters further, what goes down and stays down one day may irritate our pouch the next day.  If you buy small quantities of the food your program recommends you end up with a refrigerator and pantry full of things you can’t eat.


Start reading food labels now.  You will need to know the nutritional value of what you are eating for your food journal and for estimating protein, vitamin and nutrient intake.  This isn’t hard work although it sounds formidable at first.  When you think of it, most of us recovering from morbid obesity haven’t been overly concerned with reading food labels.  Our diets aren’t exactly discriminating, now are they?.  With practice we can see at a glance the amount of sugar in regular yogurt and “low fat” mayonnaise, or the grams of protein available in oatmeal and granola bars.  Reading food labels and understanding the nutritional content of what we put into our bodies is one of the most important skills you can acquire for long term success.  Start now and remember that in our new life we eat to live, we don’t live to eat!


Rounding out the things we need in the rest of our home are regular scales for tracking weight loss, comfy clothes and hygiene items to take care of the incision (along with the rest of the items recommended during hospital discharge planning) and lot’s of help from those around us!  We can’t do much lifting, pushing or pulling for some time.  In fact, during those first days or weeks at home our focus is on recovering from the surgery itself and learning to do exactly what we are told, so an extra pair of hands to aid with our everyday routine will be welcome.  
The scales, as we shall see, are both friend and foe.  For many of us the scales have been a tool of disappointment and shame for many years; or, as the youngster said to her Mother’s friend as Mom got on the scales, “Mommy’s getting on the crying machine again!” 


Preparing work.  Before the big event it’s wise to have a plan for preparing our return to work and dealing with the relationships we have there.  An invariable topic of bariatric support groups is whether or not to tell co-workers we are having the surgery.  Many of us live with the stigma of obesity and have experienced the shame of behind-the-back or even blatant comments about our fatness.  While it’s true that people can be heartless whether they mean to or not, how we choose to view others can be a matter of seeing the glass half-full or half-empty.  Often the glass is viewed through the lens of shame and humiliation as we have discussed, leaving it woefully empty.  In reality, the workplace is like any other social place in our lives and the reactions will vary from agreement that we need bariatric surgery to disbelief that we are going through with it to starting support groups for healthy lifestyles to help you through it.


Many factors go into our choice to disclose details, but the fact is that just like being unable to hide being fat we can’t hide the rapid, dramatic change we go through following surgery.  Left to their own imaginations our co-workers will either guess that we had one of the procedures or they will think something is terribly wrong, causing us to wither away!  Nonetheless, what we choose to tell others is highly individual – befitting our character and experiences with others at work.


At this stage of our journey we know what to expect in terms of short-term disability, FMLA, vacation, or other time off.  How quickly we resume pre-surgery levels of activity varies widely according to our physical condition, the type of activity we do at work and the type of surgery we have.  Most everyone needs at least a week to recover before re-entering the workplace.  One to three weeks away from work is common with laparoscopic procedures while open procedures can take a bit longer and up to eight weeks.  Obviously, the physical requirements of the job will also determine how quickly you can return.  Discuss the nature of your work with your surgeon.  Perhaps your employer offers a gradual return to work or some other flexible work arrangement.  


Once we are back on the job we need a plan for the typically unhealthy eating behaviors that are so common at work.  First and foremost, stay away from vending machines!  In the early months post-surgery there’s nothing there for us anyway.  Later, the temptation to buy items that were a part of our bad habits in our obese life will still be in the vending machines.  Unless you are lucky enough to be in a workplace that is focused on healthy eating, avoidance might just be the best strategy.  Some of us find that the same holds true of the company cafeteria and break room.


Prior to surgery think about “trigger foods.”  Trigger foods are foods that throw us into old patterns of thought and behavior.  They trigger mindless, habitual eating.  The best strategy for dealing with trigger foods is to place as much distance between us and them as we possible can.  This is true at home and at work.  At home we may gain more support for keeping our trigger foods out of the pantry and refrigerator.  In our workplace we won’t have the same luxury.  There will still be frequent birthday cakes, donuts and pitch-ins.  Some of us may end up in a place where we can attend these gatherings, while others of us may never feel comfortable in that sort of environment again.  Our new pouch will take care of resisting temptation during the first months of our new life and this is the time to learn new patterns and habits.  The bottom line is that unless we are absolutely certain we can resist temptation it is best to stay away.  How you choose to share that with co-workers is worthy of planning and consideration.


Some of us will return to work in three or four days and others will take the full amount of time off allowed.  Some of us will deal easily and effectively with people and trigger foods and others will struggle mightily.  What we do during our time off, however brief or long, will contribute to our successful re-entry into our work world.  This is a precious time of our “rebirth.”  Getting reacquainted with our bodies and learning new behaviors takes focus and concentration.  Whether we are off for three days or three months, practicing new behaviors during this time will set the stage for behavior change and consistent healthy patterns going forward.  The rewards in the workplace are significant, not only for us in terms of health and happiness but for our employers, too.  These rewards include greater productivity, fewer medical claims, less time off, greater energy, and higher morale.  Remember, this early recovery is not going to be all that debilitating and the goal is to make life better, not more difficult!  

Chapter 7:  Testing the waters of support 

November 16, 2007


I have “come out” on obesityhelp.com!  It is a wealth of support and information.  Overcoming my shame is so hard, but it’s worth it.  I just looked back through these pages and realize I haven’t even mentioned that I am attending the support group at St. V’s and have been for a while.  I’m shocked that I didn’t write that in here when I started.  I think I felt too ashamed to add it to this journal.  Does that mean that I become too ashamed to even admit it to myself?  It’s so much easier online!

I came into work today with dirty jeans on.  I started to change but couldn’t stomach the humiliation of not being able to fit into my “smaller” pair – size 50.  So I stayed to myself.  I am going to remember this for the rest of my life - and bumping into door jambs, not fitting into regular spaces, kids making cruel remarks because their kids, adults ignoring me and looking the other way.  I’m tired of my body failing, forever running out of room in my clothes, panting at the top of the stairs, losing my sex drive because it is too much exertion … the list goes on and on!
November 19, 2007


The orientation day last week at St. Vincent was absolutely superb!  I had my H & P and all the tests, too. I weigh 395!  I am “holed-up” here at work in my office (again) where I came in, shut the door and took off my sweater because I am perpetually hot and sweating.  I won’t see another soul today.  Just me, the computer and the phone.  I like it that way.


What a paradox to be planning Thanksgiving dinner on the verge of weight loss surgery.  Proof that the rest of the world won’t change.  Or as my friend used to say, “The fair don’t stop just because you go home.”  I started organizing my closet but stopped after I realized I am only trying to kill time.  I am getting more active on obesityhelp.com in the Men’s Forum and that feels really good. In support group this week I learned about creating my own little pantry (well, a couple of shelves in a cabinet) that holds stuff only for me.  That way I can avoid “grazing” in the big pantry.  I went home and did it!   I think support, in every way, is what I need.

November 26, 2007


I was having a bout of “cold feet” and told Ann I was afraid I might be making a “snap” decision.  She reminded me that the first time I mentioned to her that I wanted this surgery was March 10th.  Considering I thought about it for a year before I mentioned it to even her, I don’t think this is impulsive!  Now that I think about it, I mentioned it to my family Doc six years ago or more.  He didn’t feel it was safe then but told me last time I saw him that the procedure was now proven and effective.

Thanksgiving was good.  I was surrounded by the whole family and later friends.  Not everyone thinks I should go through with this, but everyone is finally supporting me since my mind is set.  Somewhere along the way, in one way or another, virtually everyone I care about has expressed doubt.  

It’s funny that feeling good doesn’t equal feeling good when you have all this shame in the background.  At our friend’s house I couldn’t find a chair I could comfortably sit in.  Ever since the chair breaking at the counselor’s office I worry about it.  My legs, back and knees ache because of all the standing I did cooking for Thanksgiving.  I have perpetual heartburn.  I bought a pair of size 54 jeans.
Sorting feelings: What is support and how do I get it?


Sup·port (suh-pohrt) – verb.  To hold in position so as to keep from falling, sinking, or slipping.  To argue in favor of; advocate.  To act in a secondary or subordinate role to.  

Some of us love the support we get and others shun it.  Some of us know how to cultivate support for the trials and tribulations of life and others seem to revel in going it alone.  Katherine Hepburn acted like she didn’t need it in The African Queen.  John Wayne acted like he didn’t need it in The Searchers (well, he acted like that all the time, really).  Jimmy Stewart learned the importance of it in It’s a Wonderful Life.  Hollywood has centered many a plot on characters that learn lessons about the value of support.  The bottom line is that we all need it.  No man - or woman - is an island and we must depend upon everything from modern technology to a higher power to maximize our chances for success in our ongoing recovery from morbid obesity.

Going it alone versus asking for help.  There once was a religious man who lived near a river that was overflowing its banks following a downpour.  A National Guard truck pushed its way through the rising waters and the driver told the man to climb aboard.  The man replied, “No, thanks. God will take care of me.”  Next the flood waters forced the man onto his roof.  Along came a boat and the survivors waved him in.  Again, the man replied “No, that’s ok. God will take care of me.”  Now on the peak of his roof, the man waved off an approaching helicopter as the pilot invited him to grab the ladder and climb aboard, again saying that he awaited God’s help.  Finally, the water overtook the man and he drowned. In heaven the man came face-to-face with his maker and exclaimed, “You said you would take care of me!  What happened?”  To that God replied “Well, I sent you a truck, a boat and a helicopter. What more did you want?”

Whether we are asking God or a buddy who has gone before us, most of us find asking for help to be excruciatingly difficult!  Difficult or not, support from others is the most valuable tool we can take on this journey.  On the road to healthy weight and lifestyle our support system is like a state-of-the-art navigation tool.  It is the OnStar subscription that insures help is just a shout away and that we have 24/7, turn-by-turn navigation.  The personal support available from family, friends, co-workers and those who have gone before us constitute primary supports.  
If so many people are so fat, why do we feel so alone?  Shouldn’t we all be in this together?  There is no sisterhood or brotherhood of obese people.  You won’t find clubs that only fat people can join.  You can join the National Association for the Advancement of Fat Acceptance (NAAFA) or even Overeaters Anonymous, but these are groups devoted to doing something about being fat, not simply camaraderie and support by and for obese people.  There are bloggers attempting to create on-line space where obese people can connect in an attempt to achieve some support.  In fact, the Internet might be just the ticket for those of us too ashamed to talk about our morbid obesity in public, but in terms of support cyber space will always be a second-best choice compared to warm bodies face-to-face.  It’s hard to feel the warmth and acceptance of a person on the other side of the world through a keyboard.  


Nothing fills the void that we feel when we withdraw from person-to-person contact because we can’t cope with how we look or feel.  There are literally thousands of studies linking obesity with loneliness and depression.  Some of the research tackles which came first or what causes what.  Whether the chicken or the egg came first is of little consequence to those of us who are suffering and hiding.  This research generally points to the fact that obese people feel more alone than others for a variety of reasons.  These include loneliness as a result of childhood teasing, general discrimination that isolates obese fat people and connections to genetic predispositions to being both fat and lonely.  In short, loneliness is simply a component of obesity and one that we all must come to grips with sooner or later on our weight loss journey.


Weight Watchers, Jenny Craig, OA, and TOPS are a few weight loss programs that offer face-to-face support.  Too few of us can take advantage of this support because our shame prohibits us from opening up and allow ourselves to fully join the groups.  In order to benefit form the support of others we first must overcome our own negativity so that we can benefit form the support of others.  For many folks that will be every bit as hard as deciding to have surgery and make the physical lifestyle changes.

For many of us food has proven to be our greatest source of support.  Food is obviously a necessary support for life, which makes recovery all the more difficult because we simply can’t abstain from food like alcohol or drugs or dysfunctional relationships.  Perhaps it is clearer to say that food is not the problem, eating it is!  A common factor for us all is how much we have relied on eating for support.  Dramatically limiting our food and changing our relationship to it completely takes away a support we have been able to count on forever.  Where’s a more reliable place to turn in times of stress, loss, and turmoil than the refrigerator?  It’s always there, always on, always ready.  Most important is the fact that we never have to ask it for what we want!  There is no more reliable friend or activity in the world than that.  


Maybe it seems odd to think of the very behavior that is killing us as a primary support in our lives.  Like most unhealthy dependencies our reliance on food didn’t start out that way and we are painfully familiar with the saying “everything in moderation.”  What starts out as something that makes us feel better or makes us forget our troubles ends up being the very thing that harms us the most.  Our success depends in large part on cultivating an ability to substitute healthy supports for mindless and compulsive eating.  Of course, in addition to interpersonal support there are also other supports.  On this journey the navigation tools available to us only get better.  The internet, medical technology, self-help information and outstanding medical-surgical teams make up one part of our map.  Our spiritual life and ability to think and feel still another, but without the support of significant others our journey is radically more difficult, if not impossible. 

Why is it so difficult to ask for help?  There are a lot of answers to that question.  Like those characters played by Katherine Hepburn or John Wayne, we might think asking for help is a sign weakness or a behavior that leaves us vulnerable and open to be taken advantage of.  Perhaps we have a long history or receiving bad advice or come from a family where support was a foreign concept.  Fear of rejection is typically in the emotional mix, too.  An honest look at ourselves let’s us know just how hard asking others for help can be.  We need to revisit shame as a major roadblock in allowing others to help us and then look at ways to build, or rebuild, our support system.   

Shame, part two.  Being fat and ashamed makes building any type of support system difficult.  When we are disgusted with ourselves and believe we are disgusting to others, reaching out is simply not something we do.  Continuous shame leads us to believe we are repulsive to others and are too fat to be held, touched or regarded with support.  Unfortunately, these beliefs are not all fantasy.  Our culture supports thinness.  In fact, many people are repulsed by obesity and size discrimination hasn’t come under the same scrutiny as gender or race because there is a widely held belief that we are choosing to be fat.  Our culture supports our negative self-talk, self-loathing and the beliefs about ourselves we discussed in Chapters 4. 

The discrimination we experience as morbidly obese individuals validates our shame.  We have seen that shame is about who we are and feeling unworthy of love.  While much of the initial work to overcome shame is “inner” work like affirmations or visualizations, ultimately we need to go further and reach out for genuine connection with others capable of providing it.  After all, shame is a social behavior, so we need to treat it socially.  This is one reason social support is so important.

Honor is the opposite of shame.  Receiving awards, tokens and acknowledgement in public for our accomplishments is a powerful antidote to shame.  Whether we are receiving our high school diploma at the graduation ceremony or being handed a token in AA or OA for 90 days of recovery, a sense of pride, accomplishment and honor follows.  It is virtually impossible to feel shame and honor at the same time.  Honor and shame are felt by everyone.  

Honor is other people’s opinions of what we are worth and the respect we pay to those opinions.  No other experience creates such courage and conviction as other’s regard for us.  The awareness that we can be received and connected with others is solid movement towards healing the shame that isolates us.  To put it another way, if we are so vulnerable to the negative opinions of people and society when it comes to obesity, shouldn’t we give ourselves the same treatment when we find others supporting us and applauding our accomplishments, even if they are baby steps?  


Building a comprehensive navigation tool of support requires everything we can muster.  Bariatric surgery itself is only one tool of support.  While it is a powerful tool, surgery alone will not lead to long-term weight maintenance and healthy lifestyle.  We need many other navigational tools at our disposal, the most significant of those being the support of others.  Let’s start building that navigation system now!

Concentric circles of support.  Making a map of our support system is easy.  Start by putting your name in the middle of a blank piece of paper.  Draw a circle around your name, then a larger circle around that one.  Draw one more so that your map begins to look like the one that follows these instructions – a bull’s-eye with your name in the center.  Label the areas within the concentric circles I, III, and III.  


On another sheet of paper, brainstorm everything in your life that supports you.  Remember the definition of support and jot down those things that keep you from falling, sinking, or slipping, those people who advocate for you, or those who stand behind you as you make choices in your life.  This list need not be in any particular order.  The value is in listing everything that strikes you as supportive, from large to small, inner to outer, concrete to esoteric.  

 
Finding the supports in our lives and clearly seeing what is more supportive or less supportive is key to lifestyle change.  Obvious supports are the significant others in our lives from family to friends and mentors.  These folks are typically what we think of when we think of “support.”  An often overlooked wellspring of support is the activities in life that we truly enjoy.  These are activities that we do because they make us feel good about ourselves.  Other less obvious sources of support include pets, places we visit, or technology.  The list is wide and varied because we are all different.  As you brainstorm your list let your mind go, jotting down everything.  The key to the brainstorm is to include all possibilities.

Returning to the concentric circles, the three regions represent different levels of support.  Region I, the region dearest to us, is for those supports we trust and can really count on.  They are tried and true sources of strength that have proven to get us through tough times again and again.  We find these supports easiest to take in and seem to do so almost automatically.  Whether they are people, ideas, behaviors, or places makes no difference.  

Region II is reserved for those supports that are reliable but not “automatic.”  For instance, some of us might find that our cat or dog can be comforting when we are down or that they take our mind off a troubling situation.  Since they can’t say to us, “Hey, I know you’re in trouble right now and I am here for you,” we might not notice there presence.  With a little awareness on our part, reaching out to those supports in Region II can make life a lot easier.  


Region III might be called peripheral support.  Here reside those people, places or things that can be helpful under some circumstances but not others.  They might be a source of strength and courage under some circumstances or a source of stress and obligation under others.  Perhaps our job belongs in Region III as it might prove to be a prop for us when we are feeling little self worth or a very stressful obligation when we just aren’t up to it.  This region is also reserved for those supports that we seldom think of when we need them most.  Like the commercial, we remember how much better we felt when we stumble on to them, again – “Wow, I could’ve had a V-8!”
Notice that at every level support can come from inside (like meditating or exercise) or outside of us (such as other people, groups or hobbies).  Everyone’s map of support will be different since what works as a support for some of us will not support others.  For instance, a deep spiritual faith may be the most supportive thing in one person’s life while another may struggle mightily with the meaning of faith or the truth of religion.  So, religion may be a support in any region or not at all.  If the struggle to come to grips with our religious or spiritual beliefs is so strong as to actually drive compulsive eating or relapse, it is not support!


Another example might be family.  Some families will be behind us 100% after seeing our struggles with obesity for many years.  Other families might not see the struggles and fight tooth and nail to prevent us from pursuing a surgical intervention.  Even if family is supportive of our overcoming morbid obesity they might be convinced that the risk is not worth the gain.  Remember that families get caught in a circle of denial, too.  

When we think of support in this graphical way it is easy to locate those things in our life that facilitate achieving our goals.  This will is true for any goal and particularly those we set for surgery and the healthy lifestyle that follows.  Keep this road map handy.  Put it next to your “12 Goals of Weight loss.”  Sometimes just knowing that the map is available is all we need to keep us going.

Tips for cultivating support.  Remember that support comes in all flavors - interpersonal, physical, spiritual, psychological - none of us have all of the support we will ever need.  It is best to think of support not as a commodity but as a process.  It is the process of enriching our lives and those around us.  Here are some tips for cultivating support:
· Turn to those closest to you - family and friends.  We have all had the sensation of a weight being lifted from our shoulders after sharing difficulties in our lives with another.  When we are supported by trusted and dependable others we find strength to make hard changes, to look at things differently, and to stay the course. 
· Create a safe haven.  A safe haven can be a place in your home, the local coffee shop or park, even at work.  All that’s required is a quiet place to focus on breathing and relaxing, meditating or just appreciating nature, art or music.  Whether we curl up with a book or gently stroll through a garden, a refuge is a place to get away and center ourselves.

· Get away from it all.  Getting away from it all doesn’t have to mean a month long sojourn on the Appalachian Trail.  Maybe it’s a place just down the street where we have always wanted to spend time or a museum in a big city we have never visited.  The support found in getting away is removing ourselves from our everyday stressors and replacing them with novelty.  
· Help somebody else.  “Back where I come from” said the Wizard of Oz to the Tin Man, “there are men who do nothing all day but good deeds.”  Why not become one of these “good deed doers”?   Helping others makes you healthier and brings families closer.  Volunteer at a shelter, a hospital or a charity.  Donating time and energy for a good cause or to someone who needs help restores our confidence in our own character and makes us feel good.  There is no doubt that giving support is as important as receiving it.  After surgery we have the opportunity to continue support groups at the hospital or clinic.  This is a time to give back some of the wisdom and practical advice we have accumulated so far on our journey.  

· Celebrate the arts!  Frequent your local museums, read the classics, go to a play.  Arts expand our spirit and can be a healthy distraction..

· Exercise and join a team.  We will have much more to say about exercise later.  In the context of support, exercise develops the primary mechanism we have for support in the world, namely, a healthy body.  When we play on a team we have the added possibility of developing supportive relationships to boot.
 

 Sorting facts: Psychological evaluations and professional help

It’s obvious by now that emotional health is an important factor in successful recovery from morbid obesity.  It is so important that a psychological evaluation is prerequisite for most bariatric surgery programs.  Many others require a minimum level of participation in support programs, typically offered by the bariatric weight loss center of the hospital.  This minimum screening process helps insure we are ready for the life changes necessary to cope with rapid changes in our bodies and minds.  It also identifies issues we will need to address moving forward in our new life.  It is best to consider the psychological evaluation as a support for a successful outcome, pointing the way to necessary psychological treatment to improve chances of success.


Of course, a psychological evaluation never cured anyone of emotional illness or solved the causes of distress in our lives.  Psychological evaluation is not the same as psychotherapy.  For some of us the mention of the word psychotherapy conjures up images of an eccentric psychoanalyst with goatee and thick glasses sitting behind the patient who is reclining on the couch.  That stereotype is long gone.  Today’s counselors and psychotherapists are approachable and an accepted part of the support necessary to make positive changes in our lives.


 Problems don’t need to be enormous for us to benefit from professional intervention.  Many times what we gain from professional help is moving into the fast lane on our journey.  Think of it as the HOV lane, where two or more people must be on the road together to stay in the fast lane, bypassing the slower traffic and congestion!  


Human beings survive by staying in relationship to one another and one thing these relationships help us prepare for is our emotional response to the surgery and its consequences.  A psychological evaluation will help identify our readiness to begin the journey.  Other people, including professional helpers, will keep us on course.
Questions and answers about psychological evaluations.

Q.
What is a psychological evaluation?

A.
A psychological evaluation may include a clinical interview by a psychologist, an in depth history of mental and emotional issues, an objective psychological test (paper and pencil), and an estimation of your knowledge of the procedure and general requirements.  The evaluation identifies potential problems that might cause you difficulty if you have the surgery.  There is not currently a standard for psychological testing for bariatric surgery, so procedures will vary widely and some or all of these tools may be used.  The evaluation typically takes place at the hospital or the psychologist’s office and ranges from 2 to 4 hours long.
Q.
Will my insurance pay for it?

A.
The cost of the evaluation may be covered by your insurance but that is not necessarily the case.  Since the appointment is not for a diagnosis or treatment of a mental disorder it will most likely not be covered under mental health benefits and whether a psychologist is covered under medical plans varies.  Some programs require you to pay out-of-pocket as an indication of sincerity and motivation. The best advice is to keep an open dialogue with your insurer and ask them what is covered every step of the way.  
Q.
Why do I have to have a psychiatric evaluation?

A.
The easiest answer – or the one that gets you off the hook – is that someone made you do it, like the hospital, the bariatric surgeon or the insurance company.  More importantly, it evaluates a number of specific areas of readiness to make this leap into a dramatically changed life.  In no particular order, these areas of evaluation include ensuring we are able and willing to comply with behavioral requirements for making post-operative changes; to ensure that we are emotionally prepared for the surgery; to identify any undiagnosed or untreated psychiatric conditions; to evaluate our knowledge of the risk and the recovery process; and, to evaluate our support network.   
Q.
How do I prepare for the evaluation?
A.
During the clinical interview it is best to remember that honesty is the best policy.  The most common concern is that the psychologist will discover something that will make you ineligible for the surgery.  That happens roughly 10% of the time.  Although it might seem like this procedure is designed to disqualify you, it is actually there as a support and a means of improving your chances of succeeding.  Be prepared to demonstrate an understanding of the surgical procedure you will have and the risk involved.  Have some idea of how much weight you can expect to lose and how fast.  Know your support system and your family history of mental illness.  Relax and be yourself.

Q.  Are their psychological conditions that will limit my chances of successful surgery and recovery?
A.
Psychosis, bipolar disorder and untreated depression are the psychological disorders most frequently cited by psychologists as reasons for delaying or denying surgery.  Impulse control problems and disorders related to distorted body image point to issues that may hamper following program guidelines post-surgery.  No psychological disorder automatically eliminates someone from consideration for bariatric surgery.  Untreated conditions result lead to failed outcomes.  All of us experience highs and lows.  Normal experiences of anxiety and depression have no bearing on the evaluation.
Q.  What if I am taking medication for a psychiatric condition?
A.
Part of the evaluation will include identifying past and current medications.  Your surgeon will review the results and make changes if necessary.  For the most part you will continue medication you are taking after surgery although some medication may need to be changed (for example, some time released medication).  Your surgeon or consulting physician will instruct you about changes or substitutions in medications.
Q.
What happens to the results of the evaluation?
A.
Following the evaluation a report is provided to your surgeon, who then makes a decision as to any psychological or psychiatric intervention necessary before proceeding with surgery.  This could include further education, support group participation, medication evaluation or counseling.  The report becomes part of the overall assessment of your readiness for the surgery and guides the team in preparing you for surgery and the life changes that follow.
Q.  Is the evaluation confidential?  The law protects the relationship between a client and a psychologist, and information cannot be disclosed without written permission.  There are certain exceptions, such as suspected child or elder abuse, threat of bodily harm to another person or immanent danger of suicide.  Confidentiality laws vary by State.  If you are concerned about confidentiality, ask the psychologist to explain the regulations before you start.

Q.  What if I fail the evaluation?

A.
The evaluation is not about passing or failing and if there is a concern it will generally be discussed at the time of the evaluation.  The psychologist does not qualify or disqualify you for surgery nor does a history of psychological problems.   
Questions and answers about seeking professional help.

If you've never talked to a counselor before, you may have a lot of questions. Don't let these questions keep you from getting help. Below are some answers to questions people often ask about counseling.

Q: What is counseling?

A: Counseling or psychotherapy – the terms are interchangeable - is meeting with a trained and experienced mental health professional, usually an hour per week or every other week for as long as you feel it is helpful.  Sessions can be with individuals, couples, families or groups of people.  Counseling is much more than just talking.  Through the counseling process you learn new skills to deal with problems or find resources and services you didn’t know about. Most people think counseling is only for treatment of mental illness when, in fact, it offers much more.  For example, through counseling you can learn how to meet people and build a support network or learn and practice a new decision-making skill. Of course, counseling is available for the range of mental health issues that qualify as psychiatric diagnosis.  For instance, a person who is depressed might learn new coping skills or learn about medications that can help while a person suffering from an anxiety disorder might learn new ways of calming themselves and releasing tension.

Q. Is counseling confidential?  
A.
The same laws that protect disclosure of information between a client and psychologist mentioned above protects the client-counselor relationship, including the need for written permission for disclosure and the exceptions to confidentiality stipulated by law.  Again, if you are concerned about confidentiality, ask questions of the counselor until you are satisfied.

Q.
How will I pay for counseling?

A.
Many if not most insurance companies will offer reimbursement for counseling.  If you plan to use your insurance, call them first to understand the limits of coverage and who you are eligible to see under that coverage.  Co-pays and deductibles vary like any other medical coverage.  If you are paying out of pocket, don’t be afraid to negotiate!  Counselors are used to this and many will operate on a sliding scale.  If counseling is still out of the question financially, work through the hospital or local community mental health center to find quality, low cost alternatives that may be available in your community.
Q.
Where do I go to find a good therapist who is right for me?

A.
Picking a counselor out of the phonebook is probably not the most efficient way to get to an experienced counselor who is at the “top of her game.”  The best counselors get many of their referrals by word of mouth.  If you know someone who is in counseling and you are comfortable enough to ask them about it, find out about their counselor and whether they would recommend them for you.  Don’t take one persons word for it, though, ask around!  The bariatric center, the evaluating psychologist, your surgeon, your family physician or the local mental health center are all resources that will give you a leg up when seeking the counselor that is right for you.

Q.
Why should I pay to talk to a counselor when I can talk to my friends about my problems?

A: Counselors can do many things that friends cannot. They are trained and experienced in helping people resolve the myriad problems people experience.  Odds are an experienced counselor has probably worked with many people with the same problem you bring to the session.  The time is yours to talk about anything you need to talk about.  They won't talk to others about what you have said or done without your specific written permission.  Can you say the same about your friends?
Q: 
How do I know when I should seek help?

A: 
There are many different signs that might point you to counseling, an obvious one being a recommendation from your surgeon, the psychologist or hospital staff.  The list is too long and the decision too individual to do justice to the question but a few of the reasons for seeking counseling are:

· Having trouble making decisions, especially about bariatric surgery or ongoing recovery issues.

· Feeling unhappy for no specific reason or being unsatisfied with your life.

· Having trouble setting or reaching goals whether they are related to weight loss or other objectives.

· Feeling hopeless, helpless or tired for no reason.

· Problems with alcohol, drugs, smoking and other addictions - like food!

· Problems with others, whether it is relationship problems, trouble at work or coping with crowds.

· Behaving in ways that land you in trouble or ways you simply want to change.  Two issues that warrant seeking counseling with some urgency, including calling your physician or the hospital team, include marked changes in sleeping or eating patterns (including rapid weight gain or loss) and thinking about death, suicide or hurting yourself.
Q: What if I don't feel comfortable with my counselor or we don’t like each other?

A: Remember that the counselor is there to support and guide you.  If you don't feel comfortable with your counselor or the way the counseling progresses, the first thing to do is talk to your counselor about it.  Counselors understand that they aren’t the best fit for everybody and they are typically glad to help you find someone who will meet your needs.   In fact, talking about whether the counseling is helpful, how well you and the counselor work together, and what your next steps should be are important parts of counseling. If your counselor doesn't do these things, you should talk to your counselor about this. You should also feel free to find another therapist.

Q.
What is “Group Therapy”?
A.
Many problems are best addressed in a group setting.  Counseling groups are generally small, between 6 to 14 members.  The participants often share similar problems, making the group a wealth of information about what works and what doesn’t for others in the same boat as you.  Groups generally meet weekly, bi-weekly or monthly and are significantly cheaper than individual therapy.  The difference between self-help groups and counselor-led groups is the availability of a trained professional to intervene and accelerate the healing process.  Both types of groups have a place in your toolbox.
Q.
Wouldn't I be better off to just tough it out? 
A.
Depending on the severity of your problems and how much support you have elsewhere, toughing it out might work.  Mental and emotional hygiene is no different than physical hygiene, however, and the earlier you realize you have a problem and get help for it the quicker you will resolve it and feel better.  If you let a small toothache go it develops into a larger problem when you finally get around to seeing the dentist.  If you let a small thing like a chronic cough, dizziness or pain in your abdomen go, it will likely get worse and even become life threatening.  Mental health is no different and for a few of us the consequences of not addressing our mental and emotional needs can be just as dramatic.  There is no need to play Russian roulette.  The sooner you get help, the sooner you can stop things from getting worse.

Chapter 8:  Ready, Set, Wait … Again 

November 29, 2007


I am in the midst of a battle with the insurance company.  They cancelled my claim this week!  I don’t know yet if it will be approved by next week’s surgery date.  Dr. Huse’s office is taking it all in stride, like this must happen all the time.  That’s comforting.  I had a cardiology consult and something was abnormal so I had a stress test.  They felt it was too dangerous for a treadmill so they raised my heart rate with medication.  That was absolutely awful.  I thought I was going to die.  Whoever claimed bariatric surgery was the easy way out is just nuts!  I’m ready.

November 30, 2007


I am sitting at my desk at work this afternoon doing absolutely nothing.  Six days before surgery and no word from the freaking insurance company!  Was this all for naught?  Will they back out at the last minute?  I have been holding back on my fall into melancholy for the last several days and trying to see this whole process as “what always happens.”

December 1, 2007


I called HR and “cashed in some chips,” as they say, to get the insurance issue resolved.  If I hadn’t did that I think they would have denied me.  I feel sorry for people who go through all of this and don’t have the connections to pull those strings.  What a crappy system.  I am happy that’s settled.  Insurance is a crazy thing to worry about.  Now I can go about  (1). Eating myself into oblivion; and, (2). Worrying about the surgery.  I am a mess.
 Sorting feelings: The Serenity Prayer

God grant me the serenity 

to accept the things I cannot change; 

courage to change the things I can;

and wisdom to know the difference.

 Sorting facts: Patience
“A handfull of patience is worth a bushel of brains."





-Dutch Proverb




Part 2:  Thriving After Surgery


We can see that the journey from fat to fit through weight loss surgery is complicated.  There are so many facts to sort through we can expect to spend some time in sheer bewilderment.  No matter how thoroughly we prepare, we can’t know everything about the complicated process of becoming a new person.  Sorting feelings, while difficult, is much less complicated because they are our own.  As we have already said, understanding all the facts of this journey would require expertise in such a broad range of disciplines that nobody can possible know everything.  Like any long and difficult trip, following the map and parsing the trip into reasonable segments is a good strategy for reaching our destination.  And to be completely redundant, some directions are so complicated there’s just no substitute for asking for help along the way!


Making it this far is monumental.  Once we are home from the hospital a new life opens before us.  Whether we have been obese since childhood, gradually put on the weight over time, picked it up after pregnancies or packed it on as a coping strategy for difficult times, everything changes now.  Our minds, bodies and best of all, our resolve to lead a healthy and fit life have all changed for the better.  Now comes the difficult task of implementing all that we have dreamed we would be after surgery.  
Life after Bariatric Surgery

Healing time and long-term success after bariatric surgery depend largely on your diet and exercise habits. After bariatric surgery, following your surgeon's fitness and nutrition guidelines will decrease the risk of complications and increase the chance that you will be satisfied with the outcome. Physicians recommend that you also join a weight loss surgery support group to connect with peers who have undergone a bariatric procedure.

In addition to medical-somatic

factors (such as endocrine influences and changes in

metabolism), surgical-technical factors (such as size

of pouch and stoma), co-morbidities, and surgeon

experience, the ability of patients to adjust their eating

behavior and their compliance to adequate

dietary rules will determine long-term results.65,85,87

These are affected by psychological and social variables.

27 In an interactive way, biological, social and

psychological factors help determine which patients

will have long-term successful results.78
Diet after Bariatric Surgery

You should expect to make drastic changes to your diet after undergoing bariatric surgery. The stomach will be reduced to a much smaller size and, as a result, the amount of food you can eat is very limited. In order to ensure good nutrition and health, you must also pay very close attention to the types of food you eat. Foods that were well tolerated prior to surgery for obesity may cause discomfort afterwards. Discussing your diet with a nutritionist both before and after bariatric surgery can prepare you to make educated and healthy food choices.

Exercise after Bariatric Surgery

Exercise plays a crucial role after bariatric surgery. Patients take in far fewer calories directly following surgery, sometimes causing the body to react as if it were starving. In its search for more energy, the body can begin to burn muscle instead of fat. To prevent this, it is imperative to begin exercising regularly as soon as possible. This alters the metabolism so that the body begins to burn fat instead of muscle. Exercising also helps patients lose weight more rapidly.
INCLUDE HERE THE TOP THREE THINGS TO DO (FOOD JOURNAL, WEIGH YOURSELF, GO TO SUPPORT GROUP), I’LL MENTION IT AGAIN ON PG 88 – WEIGH YOURSELF, KEEP A FOOD JOURNAL AND 
Chapter 9:  I did it!
December 8, 2007


I am post-surgery two days.  Everyone agrees that the surgery was “unremarkable,” but it sure seems remarkable to me!  I’ve been up and walking around, not hungry but sipping, sipping, sipping my water (and food!).  This is a great place.  The unit is more like a little summer camp.  A great, supportive environment and I like it.  Of course, I still feel like the same person, with the exception of being too groggy and buzzed on meds to care much about anything most of the time.  I’ve really got it that for this to be a success I need to “do what I am told!”  They are really experts here and they know how to steer me on this journey.

The last time I had surgery was 20 years ago.  My how things have changed.  I started in a small waiting room where I changed into a gown – that part didn’t change and my butt was hanging out the whole time.  After I met the nursing staff, the anesthesiologist and Dr. Huse I walked back to the OR.  No wheelchairs.  I walked around the room, marveling at all the equipment and talking with the people in the room.  That’s the first time I have seen an OR that I could remember.  I felt like I was a part of the whole thing and not merely a specimen.  Then it was anesthesia time.  I remember the IV being started.  It was a tiny tube in my hand.  Then the anesthesiologist said goodnight and asked me to count backwards from 100.  Then he said, “Oh well, let’s try ten.”  I think I got to seven…

I woke up and Ann was there by my side.  I love her.  I couldn’t feel any pain whatsoever.  I drifted in and out for a while, I think, then started coming around and feeling the pain.  Not bad, really, but I was smashed on morphine and had a morphine pump which I didn’t hesitate to use.  I remember the anesthesiologist checking in on me and telling me how superb Dr. Huse was and that everything went like clock work – “unremarkable.”


I don’t remember how long I was in recovery but I woke up in my room and it seemed like the nurses were making me get up to walk right away.  I remembered that it was important to walk a lot so I got up.  Ouch!  I felt the pain then.  I had an open Roux-en-Y procedure, so the incision was about 4 inches long starting about an inch below my sternum.  When I talked it over with Dr. Huse he said that was the surgery he would perform on me.  He didn’t give me a choice and I trusted him.  I remember him saying “You can either have one 4 inch incision or four one inch incisions.”  The incision is pretty sore today but I am only taking Tylenol now and it is manageable.  I need to get sober!

I haven’t felt a single hunger pang.  I am not hungry and don’t want to eat.  I can tell already getting everything down each day, including all the protein and water I am supposed to have, is going to be a chore.  Even at that, I haven’t felt any nausea and I have actually enjoyed visiting with the kids and a couple of friends.  


I am ready to go home!  I don’t like to be too far from home on Christmas.  Even though the family comes to visit a lot it feels like too far.  I have no clue how much weight I’ve lost and I don’t even care right now!  Walking is a bit relentless and it’s time to walk again.  Thank God for Tylenol.
 Sorting feelings: 

There’s more to the saying, “The way to a man’s heart is through his stomach” than we care to admit.  The connection between eating, food and our feelings is complicated and intricate for both women and men.  The relationship between hormone secretion, hunger, craving and brain function is barely understood, but what we do know is that the biochemical connections between cravings, emotions, stress and hunger link directly to the refrigerator and the pantry.  Emotions (and cravings) are triggered by many different things outside of us and inside of us.  This can be sights, sounds or smells – all controllable by taking care to stay put in the right environment – or it can be biochemistry and genetics.  These inherent contributors to emotions are not as controllable as environmental variables, so to a certain extent, we “play the hand we are dealt”


Whether we are binge eating to overcome environmental stressors or constantly hungry due to some physiological factor, we are no longer eating to survive, like our ancient ancestors.  Food has come to mean many different things in addition to fuel.  An unfortunate result is that we eat because of the emotions we are feeling without regard to our nutritional needs.  This often leads us straight to “junk” food, feeling out of control, and a spiral of guilt and shame.   As the cycle takes control of our lives, we consume more and more to cope with the additional stress of morbid obesity and the wrecked balance of hormone secretion.  As we consume more, so are we consumed by the spiral, the addiction and the fat.


What happens to those mixed feelings, stress, anxiety and anticipation after surgery?  Do we emerge new women and men, ready to charge forward with a sense of direction and stability we have never had before?  Barring surgical complications that require a change of plans, on our good days we will feel we have been given a gift, maybe even the gift of life, and that sense of direction and well-being will be pervasive.  However, on our bad days we will most assuredly feel depressed and overwhelmed with the responsibilities that accompany the journey we have chosen.  Count on this!  A common cliché in support groups goes something like, “Unfortunately, the surgeons don’t operate on our brains, they operate on our stomachs!”  Translation:  head hunger still persists and we still have to deal with it.


Emotional eating and “head hunger” (more in the next chapter) can lead to long detours on our journey.  Learning to enjoy the wide range of feelings that comes with our new life is challenging.  After all, we have become expert at hiding our feelings, even from ourselves.  The shame of morbid obesity drives us emotionally underground, and like all new experiences we must learn to embrace feelings in a new, exciting way.  This is hard to do!  It’s not only hard for us, those close to us may have as much difficulty making the adjustment as we do.  Patience and self-acceptance is the key as we try out new ways of navigating our lives.



Depression, a common experience post surgery, may be the biggest problem we experience as far as emotions go.  Learning to identify and respond to the signs of depression can be one key to keeping on the right path.  Anxiety likely runs a close second.  We will look at anxiety along with head hunger, but for now we will add some tools to our toolbox for understanding and dealing with depression.


 Depression and distress post-surgery. As the role food plays in our lives changes we are bound to have some experience of depression.  Losing our old friend and reconsidering the role of food our lives is worthy of grieving.  The strict limitations placed upon us and the removal of a major source of emotional comfort will, almost without exception, set us on our heels.  For most, this is an experience that comes and goes.  We can typically “think” our way through it or perhaps use the VAK technique presented in Chapter 2 to sort out the experience.  If we are lucky, a strong support network of friends, family, support groups and professional counseling will see us through as if we are cruising on freshly paved roads.  Since an ounce of prevention is worth a pound of cure, knowing where depression comes from and how it can sneak up on us is a great place to start.


Many studies reveal that morbidly obese people are more likely to suffer from depression than those with normal BMIs.   Recent investigations show that morbidly obese people awaiting surgery show improvement in depression, most likely a result of hope that we have finally found a solution to a problem that has plagued us deeply.  Other investigations have shown that the more depressed we are going into the surgery, the more motivated we become to follow the right path afterwards.  Still other findings indicate that bariatric surgery patients are more likely to experience thoughts of suicide and act upon them than the general population.  Information about depression and bariatric surgery is all over the board.  The psychology of bariatric surgery and recovery is in its infancy.  The experiences reported by those of us recovering from morbid obesity post surgery, however, seem invariably to include some experience of depression.


Depression is caused by many factors.  Our pre-surgery mind-set is one of these factors.  Making a list of attitudes or beliefs that could cause problems further on in our journey is a helpful exercise for identifying the potholes of depression along the road.  Thinking about your emotional life, jot down a few statements about life after surgery and expectations about who you will be.  A few examples:


“I won’t be depressed anymore once I’m losing weight”


“I just won’t go back to my old habits after the surgery.”


“I won’t miss the food with the help of the surgery.”


“Everything will be okay if I can just lose the weight.”


“I won’t be the same person since the surgery.”
How are these attitudes or beliefs related to the self-talk we discussed in Chapter 6?  Spend some time digging a little deeper into the reality of the statements and the potential distorted thinking behind them.  This self-evaluation, pre-surgery, can be one of the first signs that we need an emotional tune-up before we hit the road.


Which came first, the chicken or the egg?  LAD syndrome.   A model for understanding one cause of depression is “LAD syndrome” and it is useful for understanding depression after bariatric surgery since we are all susceptible to it, regardless of those inherent biochemical or genetic factors.  LAD stands for Loss, Activity, Depression and we can learn a lesson about LAD from ants, of all critters!


Ants navigate their world by pheromones, a bit like smelling their way around.  When an ant loses the pheromone trail it begins an ever-widening spiral until it crosses a pheromone trail where it can resume a direction.  This loss of the pathway leads to an increase in activity – the searching behavior - that continues, if it is lucky, until the ant finds a path.  If it doesn’t it continues wandering until it is no longer able or until it becomes a tasty morsel for a predator.  A difference between ants and us is that in ants fatigue does not lead to depression.  In people fatigue and depression can be virtually indistinguishable.  Fatigue can cause depression to worsen and depressed people report feeling tired all the time.  The good news, if there is any, is that we aren’t likely to end up on the menu like the ant.  The bad news is that we get depressed.


Several factors make this a good model for understanding post-surgery depression.  The physical side effects of surgery in general include low energy and feelings of fatigue from the surgical insult to our bodies and from the anesthesia.  Regardless of the type of general surgery, recovery may take weeks to fully overcome.  Many surgeons agree that when we go under the knife things get worse before they get better.  With restrictive and malabsorptive bariatric procedures, post-surgical recovery also includes adjustment to severely restricted food intake and malnutrition. Like the surgery itself, malnutrition can lead to depression.  Also like the depression associated with any surgery, these depressive feelings can be short lived, if they occur at all, as food intake gradually stabilizes over the months following the surgery.  Unlike general surgery, however, that’s not the end of the story as we start our new life.

We know that there are many losses associated with such a dramatic lifestyle change and that loss leads to increased activity as we search for things that are missing such as food, relationships, attitudes, or comforts.  Being aware of LAD syndrome alerts us to the value of balance and rest in our lives.  Taking a hard look at our hopes and dreams for our new lives helps to avoid disappointment.  Staying connected with our support helps us process our losses in stride.  Getting plenty of rest in between the exercise regimen we create with our bariatric team helps us avoid fatigue.  


A helpful acronym to keep in mind is HALT.  It stands for Hungary, Angry, Lonley, Tired and it reminds us to never get too hungary, never be too angry, never be too lonely and never get too tired.  HALT can provide us ample warning that there is trouble, like depression and fatigue, around the corner.  


How to identify depression. Here are the criteria mental health professionals use to diagnose depression.  To qualify for the technical diagnosis “Major Depressive Episode” five or more of the following symptoms must be present during a continuous two week period and this must be a change from previous functioning:

· Depressed mood most of the day.  For example, feeling sad or empty.

· Significantly diminished interest or pleasure in all or almost activities most of the time and nearly every day 
· A change of more than 5% of body weight in a month when not dieting or trying to gain weight or a daily increase or decrease in appetite
· Insomnia or hypersomnia nearly every day
· “Psychomotor agitation” resulting from mental stress and anxiety.  For example, minor purposeless motions that include pacing, hand wringing, needlessly changing clothes or biting nails and lips to the point of bleeding.  

·  “Psychomotor retardation,” or slowing down of thoughts and physical movements such as difficulty carrying out daily self-care activities or activities that normally require very little mental or physical effort

· Fatigue or loss of energy nearly every day
· Feeling worthless or excessive guilt without cause nearly every day

· Poor concentration or ability to think nearly every day
· Recurrent thoughts of death, suicidal ideation or a suicide attempt, or a specific plan for committing suicide


A major depressive episode or disorder is more complicated to diagnose than it seems because a lot of other troubles can get in the way.  These include alcohol or substance abuse, other medical conditions, bereavement, or other psychiatric disorders.  Two popular sayings among students and professors of abnormal psychology are that healthy persons have a combination of 10% of all the psychiatric disorders - no more or no less - and that every student of abnormal psychology will think they have the disorder that they are currently studying!  This is particularly true of depression since we all experience sadness, fatigue and negative feelings about ourselves from time to time and we are bombarded with advertisements telling us there’s a little magic pill that will restore our happiness.


Since those of us who are morbidly obese or recovering from it tend to attribute our depression to our weight, we lean towards seeing bariatric surgery as that magic pill.  After surgery reality often sets in and doesn’t live up to our expectations that the surgery was the easy road to happiness and feeling good about ourselves.  We have to remember that even a tool as powerful as bariatric surgery will not take the place of having many tools – the right tools - in our toolbox.  Remember that none of us can predict the future.  If we haven’t been through it, we can’t experience what rapid, dramatic weight loss will feel like. 


Regardless of how far down this road we have passed – be it the early decision making phase or post-surgery recovery, we can know that we need to monitor our emotional health from day one.  What we will experience won’t be the diagnosis; it will be the lack of sleep, no desire, fatigue, strong guilt or shame and withdraw from our friends and family.  Maybe we will have thoughts that it all simply isn’t worth it.  There’s no need for us to wait until we have five of the symptoms that meet the diagnosis of major depression.  The earlier we act to take care of our emotional health, the easier will be our return to the path of recovery.


Tips for emotional health.  So far we have covered a lot of ground on our journey together and tips for emotional health have been included at almost every mile marker.  Let’s review them here, adding a few tips to our growing list of ideas to keep us emotionally at the top of our game:

· HALT – take the time to sort out how we are being in the moment.  If we are too humgry, angry, lonely or tired, do something about it!
· WALK – no, this is no acronym!  Research shows that regular exercise can work just as well as an anti-depressant in lifting our spirits!  More about exercise in Chapter 11.

· “Lose your mind and come to your senses.”  Practice diaphragmatic breathing, imagery and meditation as a way of calming thoughts, “getting out of our heads,” and focusing on our bodies.

· Practice tuning into feelings.  Know when shame and guilt are overwhelming.

· Rely on our support network to get through troubled times.  Keep our true friends close, not our enemies.  Know where to turn before its too late.

· Get professional help if its needed.  Don’t let pride become a roadblock to health.

· Practice our faith.

· Monitor negative self talk and set realistic expectations.  

· Keep a perspective by allowing plenty of time to get to know ourselves after surgery.


The healthiest emotions around surgery and rapid weight loss will be wide ranging and tolerable – even enjoyable.  On the tolerable side of the equation are mild anxiety and depression, fears, sadness and grief, moodiness, disgust – when we are functioning optimally the list is long and varied.  And so it is with “good” feelings, too.  We can expect to feel joy, satisfaction, pride, enthusiasm, courage, hope, anticipation – again, to name only a few.  Emotional health can be characterized as a combination of many emotions, none being so pervasive as to cause problems in our daily activities.  In fact, emotion is one of the greatest contributors to making life worth living.

Sorting facts: Getting started at home


Every one of us goes into the hospital with a million questions.  The looming question is usually, “Is this the right decision for me?”  Second thoughts are common.  It is helpful to write down every question we have and take advantage of the 24/7 expertise the hospital offers to further our education about recovery from morbid obesity and weight loss surgery.  The tasks we have immediately following surgery include healing from procedure itself as well as starting down the path that will keep us healthy and motivated in our new life.  


Expect some discomfort and limited physical exertion for a while.  Most surgeries require driving restrictions for a few weeks and some post-surgical medication.  While we can generally expect to be back fully into the swing of our lives in about six weeks, this is highly individual.  Surgeons and programs vary in their post-surgery recommendations, too, so the list of questions you bring with you to the hospital is all the more important.  We have usually asked a million questions by the time the big day arrives.  Expect to come up with a million more.


Along with physical discomfort, expect some prolonged effects from anesthesia and pain medication.  Anesthesia is a minor miracle.  It is used to relieve anxiety, block pain signals to the brain and induce unconsciousness.  Most of us will simply go to sleep and wake up afterwards with no awareness of anything in between.  Common side effects from the anesthesia itself include nausea or vomiting, dizziness, blurred vision, shivering headache, dizziness and confusion.  More serious complications, while rare, do occur and you should be well informed of these possibilities prior to surgery.  Like the bariatric all procedure itself, anesthesia carries risks we must willing to accept.  


Studies suggest that cognitive impairment can last as long as several months for a small percentage of recipients but this are uncommon.  Most of us will recover fully from the effects of anesthesia within a few weeks. Prior to anesthesia the bariatric team should have identified the increased risk we face as morbidly obese patients and most programs require using the spirometer prior to surgery to improve lung capacity and minimize risks. 


In addition to the prolonged effects of anesthesia there will be side effects of the pain medications we take while in the hospital and after we are discharged.  It is important to talk with your surgeon and anesthesiologist about prior experiences with pain control before surgery.  There is little need to experience a lot of pain post surgery with the availability of modern pain control.  What’s required is that we are aware of our bodies and honest with ourselves and our bariatric team.  There’s no substitute for clearly communicating our experience to our surgeon once we are released from the hospital.  During our stay we are monitored by skilled professionals and sophisticated equipment.  After we are home, all that monitoring is replaced by our ability to accurately and thoroughly report our experience.  It is important that we let our surgeon know if we experience sleepiness, constipation, nausea or other side effects of the medications. Besides sorting out what is medication induced instead of possible surgical complications, there’s just no sense being unduly uncomfortable from pain or from the side effects of medication.  The old notion that we should “grin and bear it” has been replaced with the knowledge that when our pain is under control our bodies can better focus on the task of healing.


Diet and hydration post-surgery.  For our purposes we will consider “diet” to be the food we put in our mouths and “nutrition” to be the supplements we are required to take following surgery and for the rest of our lives.   We cannot eat solid foods for at least the first three days after bariatric surgery because our digestive tract needs time to heal.  Gradually we will add soft foods, continuing with particular foods for prescribed times and prescribed amounts.  It is very important that we are comfortable with the dieticians met at the hospital or surgeon’s office.  They are our best source of information about adjusting the prescribed diet to meet individual needs and differences.  Our responses to diet, and to the regimen prescribed by the bariatric team, are highly individual.  Keep in regular contact with the experts, they keep healthy and on track.


“Sip, sip, sip” is the battle cry of the bariatric patient!  Don’t use straws, try liquids at room temperature and keep track of your intake (water, food, and supplements).  We will drink two ounces every hour we are awake.  Liquids should be non-carbonated, non-caffeinated, and low- or no-calorie.  Our first priority is to stay hydrated and our second priority is protein.  Protein supplements are included in the total amount of liquid intake and should be a high-protein liquid nutrition supplement.  There are many possibilities, ranging from instant breakfasts to “protein bullets” available at specialty stores.  It is important not to “stock up” on supplements since we don’t know what we will tolerate, like or dislike after surgery.  Our tastes even change during the first months post-surgery.  Learn to try sample packets of everything.


After the first few days of recovery we can generally intake about two ounces of liquefied food at a time. Since protein is essential to promote healing, build muscle mass and avoid hair loss, these two ounces will be mostly protein.  If we need a reason for keeping up our protein intake other than the fact that it is good for us, try this - hair loss is common with rapid weight loss due to protein deficiency!  Hair loss is often managed by adequate protein intake.  We should typically consume at least 40-60 grams of protein per day.  As always, let your individual program be your guide as prescribed by your bariatric treatment team.  Including protein, a typical meal during the first three weeks post-surgery will also include water, juice and broth.  Those of us who have not been through it will have no comprehension that this will be a filling, even satisfying meal.


After three weeks we start a modified liquid diet and then move to soft foods.  Gradually, soft foods are added over the next two to three months.  The focus is on high protein foods low in fat and sugar.  Some of us will eat three meals each day, supplemented with snacks, while others might find eating four to six meals per day more to their liking.  This early diet forms the pattern for a life time of healthy eating.  Two ways we reinforce our new way of eating and perceiving food are to manage our intake with the help of the dietician and keep our accountability buddy abreast of our behavior.  Remember, now we are eating to live, not living to eat!


During meals eat high protein foods first.  As we expand our diet we will introduce new foods slowly and one-at-a-time.  That way we can tell if we have a problem with a particular food and avoid it for a while longer.  It is also important to establish tolerance for new foods slowly.  In addition to understanding how food affects us, this slow reintroduction to food allows us a “second chance” at recognizing when we are satiated and what it feels like to be full.  For many of us it will be a new experience!  Indications of fullness may be a pressure, tightness, or heaviness in the center of our abdomen.  By the time we have feelings of nausea or heartburn we have eaten too much or too rapidly.  Other common causes of discomfort include not chewing food well, eating too much food at once, eating solid foods too soon or drinking with meals (most programs do not allow drinking immediately before, after or during meals).  The best way to deal with a contrary pouch is to stay tolerant, keep the bariatric team informed of our condition, and have patience.


Once we make friends with our pouch and have healed from surgery, we can slowly add other foods, one at a time, after the first several months have passed.  The list of soft foods at this stage is extensive and will be recommended by your dietician.  At the soft food stage they will include eggs, yogurt, fish, ground poultry, pork and beef, beans, lunch meats, tofu, soft fruits, some bread, and some crunchy, fibrous foods.  If we follow these suggestions, our transition to solid foods while maintaining steady weight loss will be a success.


After 4-6 months we can see what our lifelong diet will look like.  Remember that we still follow the recommended diet from the bariatric team and our dieticians.  In general, as we move away from the completely structured diet offered by our bariatric team we will be making food choices focusing on lean meat or vegetable protein, low-fat dairy, fruit and vegetables.  Obviously we will avoid empty calories or “junk” foods since they are high in fat and sugar.  Eventually, we eat most of the healthy foods we were eating before surgery, only in much smaller amounts.  Remember that we must choose foods wisely because we can’t hold much.  The best, if not only, way to get the foods we need is to learn to read food labels.  Read the labels on everything.  Read the labels until you wake up at night thinking about them.  Grabbing a product and immediately going to the label without thinking about should become second nature.  We wouldn’t pull up to a gas pump and grab any nozzle without noticing if it was the right fuel for our car.  We won’t grab just any food without noticing that it is the right fuel for our bodies.


Eating behaviors for life.  Here is a short list of eating behaviors that will serve us well for the rest of our lives.  This is not a journey we will return from.  It is a pioneer’s journey since we are traveling into territory we likely have not explored before.  The following tips will serve us well in this new territory.  Eating Behaviors for Success:

1. Eat slowly, be aware, and stop when you feel full.

2. Chew food (30-50 times) completely before swallowing. 

3. Don’t drink fluids immediately before, during or after meals. 

4. Protein first!

5. Avoid sugar and high fat foods. 

6. Measure food with a scale.

7. Use small plates and utensils.

8. Keep a food journal.
Once again, our best friend during this leg of our journey is our dietician.  Frequent check-in can pay big dividends in staying the course, avoiding sickness and building the eating habits that will keep us on the right path for life.  Most likely an experienced dietician who functions as part of our bariatric team will have heard our complaints or questions before.  Learn to trust their advice and benefit from those who have gone before us! 


Nutrition post-surgery.  How do we wade into the endless research, advice and hype about nutrition and nutritional supplements necessary after bariatric surgery?  Countless articles are available and we can find suggestions for everything from vitamin B-12 to blue-green algae.  One thing that we know for sure is that we need to take vitamin and mineral supplements for the rest of our lives.  This begins immediately after surgery and most of us will require, at least, a chewable multi-vitamin, B-12, and calcium citrate daily.  As usual, there are two paths we can go on.  We can do the research on nutrition and the most effective supplements ourselves or we can trust our bariatric team to recommend what’s best for us.  Like all of our support tools, there’s no reason not to use both.  


We have already stressed that knowing what’s going on in our bodies is a key change we need to make for our new life.  Learning how to read food labels, how to understand the absorptive qualities of different supplements, and even learning to equate sensations and moods with potential vitamin or mineral deficiencies will serve us well in the long run.  Besides the fact that this practice is our major tool in preventing malnutrition, it can also be interesting – almost a hobby of sorts.


It is a common misunderstanding that malnutrition can only happen after the malabsorptive procedures.  That is a myth.  While those of us who choose only restrictive surgery like gastric banding may be less likely to have vitamin and mineral deficiencies, the possibility still exists and warrants monitoring.  Optimal levels of vitamins and minerals not only prevents malnutrition, they promote weight loss and maintenance, feelings of well being, a high functioning immune system, and sound mental health.


It is true that nutritional deficiencies that occur after bariatric surgery vary depending upon the type of surgery performed.  The malabsorptive procedures or mixed restrictive/malabsorptive procedures, in particular, can result in serious nutritional problems if we do not adhere to our recommended supplement regimen post-surgery. The most common deficiencies include vitamin B12, calcium, vitamin D, thiamine, folic acid, iron, zinc, and magnesium. All of us are different and there’s not a boiler-plate for everyone.  Expect several follow-ups within the first year post-surgery and annually thereafter.  In addition to checking in with your surgeon, these appointments may include support from the dietician and blood draws to identify precisely our nutritional needs.

Walking and accountability buddies.  Walking starts the same day as the surgery – usually around the unit where you are recovering.  These short walks will continue throughout the hospital stay and beyond.  As we shall see later, walking is one of the healthiest activities we can do every day.  The benefits of walking everyday are many.  Of course, walking is a major tool in helping us achieve and maintain weight loss.  Walking also aids in the prevention of  serious illnesses like cancer and heart disease, improves our moods and is a tool for overcoming depression, and is an excellent means of building a social network for support.   Besides all that, compared to other means of transportation it is good for the environment!  We will have much more to say about walking later.


Bariatric Centers of Excellence typically schedule multiple surgeries back-to-back or at least on the same day.  That means we have an excellent chance of discovering one of the greatest tools available on our journey to our new life – accountability buddies!  What better way to meet up with an accountability buddy than strolling around the unit?


Accountability buddies are there to keep us working towards our goals, motivate us to push a little harder in recovery and provide a listening ear when we feel too much pressure to succeed.  They are usually not our best friends because they hold our feet to the fire.  They don’t dismiss slips of diet, exercise or nutrition.  They are on the same journey we are on.  There is no better accountability buddy than those we find who share our surgiversary with us.  Having bariatric surgery on the same day builds a special bond and a feeling of twinship that can provide more support than any other relationship in our life.  It is sound advice to plan on meeting an accountability buddy while in the hospital and make plans to start your journeys together.  Start walking together in the hospital and supporting each other in all aspects of the journey will come naturally.


Like everything, all that we need to do when we get home from the hospital is easier said than done.  Exercise seems like a nightmare and the idea of being open and honest with accountability can seem like speaking a foreign language.  And who among us is focused on diet, nutrition and hydration prior to the decision to do something about our morbid obesity?  All of this comes to us in time.  Like the answer to the person who asked, “How do I get to Carnegie Hall,” the answer is, “Practice, practice, practice!”

Chapter 10:  My Body Wakes Up

 December 13, 2007


Surgery was a week ago and I’ve lost 30 pounds.  Amazing!  I am already able to walk and climb stairs pain free in my joints!  That in itself is quite a payoff and I wonder how it’s even possible.  Is 30 pounds really that much?  I have a little soreness around the incision but it is totally manageable.  I’ve only taken Tylenol for the pain.  The “open Roux-en-Y” procedure was really a breeze for me.  When he said I needed an open instead of a laproscopic procedure I was a little scared but I trusted him and it has paid off.  I am so thankful for Dr. Huse and the St. Vincent team.  They are wonderful.  I’m not in the habit of applauding doctors and hospitals but this is the best program in the country.


I am having some remarkable sensations.  I woke up two nights ago around 3:30 or 4:00 (I think my energy is growing) and I was lying in bed debating whether or not to get up.  I noticed the room was full of smells.  Some good, some not so good.  I noticed I could sense my body more – feel the sheets, the warmth, and the soreness of the incision.  I had a sense of “spirit” presence – a supportive awareness of God or of something bigger than just me.  I’m amazed!  What in the world is all that about?
December 22, 2007


I feel better than I have in years!  I’m bopping up and down the stairs; helping and involved around the house and getting ready for Christmas.  Last year I sat in a chair and watched everyone decorate and put up the tree – a real Scrooge.  I walked two miles around the neighborhood yesterday then went shopping (at the mall no less!).  I get on the scales each morning but can’t really tell where I am at because they can’t handle my 350+ weight, but I think I have lost about 35 pounds.  I am sleeping through the night!  I made it to the graduation ceremony and even sat through a huge family dinner at Buca di Beppos.  I didn’t eat or drink a thing and felt great!


I am going into Christmas feeling that this is by far the best Christmas present I have ever received!  I’m cooking up a storm, as usual, and other than needing to recruit “tasters” (never a problem), the cooking is good as usual!  Will I ever stop ending all my sentences in exclamation points?
December 28, 2007


I have lost 42 pounds and continue to feel great!  I tackled Christmas with my usual “I’m okay…I’m alright…That doesn’t bother me” attitude.  It did bother me a little and I noticed being around all the food was tough.  No slips, though!  I toasted Christmas with a little cranberry juice.


I am getting on the scales everyday and will probably drive myself nuts over the next year!  I am getting a little appetite back but so far between the 2 ounce meals and my protein shakes I am not hungry.  Next week I will see the dieticians and Dr. Huse and will move up to 3 ounce meals.  I am walking and working out everyday as much as I can but still feel the need to up the ante.  

I had a wonderful Christmas and felt really present with people.  I cherished my family.  Tomorrow I am going to an Overeaters Anonymous meeting. A first.  I’m not sure why I am compelled to go.  I think they might have something to offer me.  I know 12 Step work and I know it pays off.  Maybe I am scared underneath all this happiness.  Scared that I might fail at this, my last chance to get rid of this fat overcoat I have worn all of my life.  I’m not aware of being scared, just thinking I need a little insurance.  Make that A LOT of insurance!
Sorting feelings:  
Thinking, Sensing and Feeling.  There is a complex relationship between our thoughts, our feelings and the sensations we experience in our body.  Anger and sorrow are not experiences we think.  We say we have a “broken heart” when we feel the sadness of a loss or our “blood is boiling” when we are mad.  We don’t have similar phrases for when we think.  Thinking is not as connected to our bodily sensations as feelings.  In fact, our brain has little ability to sense itself and is the monitor, processor and evaluator of experiences that are fed to it from our bodies.  At the very least we can say that we do not experience thinking in the same way we do feelings.  Feelings are rooted in sensations; feelings many times are sensations.  Thoughts can arise from sensations but we experience them in a more detached manner.


Why in the world would this make any difference?  Many of us recovering from morbid obesity have desensitized our bodies with fat.  We have ignored our bodies in hopes others might ignore our obesity, too.  We have dismissed our feelings out of shame and fear of humiliation.  We live in our head – that space above the neck where we can pretend we look like everyone else.  Recovering our sharp senses and intense feelings makes all the difference in the world.  
Without the fat to dull our bodily sensations we are more likely to be caught off guard and to be surprised by our sensations and corresponding feelings.  We don’t know what to think about the novelty of our experience.  Even routine sensations, like lying in bed feeling our bodies against the sheets, become novel, more intense, and disconcerting!  With this brave new world before us, we need new tools for coping with so much novelty.  


Restoring our body, our temple, refreshes our ability to discriminate sensations.  This leads to a wider range of emotion and more intense feelings.  In full circle, intense feelings are major influences on our thoughts.  In other words, dramatically changing our bodies with weight loss surgery and the extreme weight loss that follows changes our experience of our entire world.  Attending to our bodies includes relearning how to experience our sensations and feelings, as well as watching our diet and getting proper exercise.

Embodied sensation is the only sensation.  One key to being fully alive is to feel all you can feel.  Feeling originates in our bodies, not our minds.  Hence, the slogan we mentioned in Chapter 5:  “lose your mind and come to your senses.” How do sensations become thoughts and feelings?  Only one way, we notice them.  Even religious experience requires the sensation of presence.  Most of us never dreamed bariatric surgery could be a stepping stone to deepening our faith!  What follows are several exercises designed to reconnect us with the biggest part of ourselves – that part of us that lives below our heads!


A poor man’s CAT scan.  In Chapter 1 we suggested outlining our silhouette on a large piece of butcher’s paper to begin to understand perceptions of our body and break throiugh denial.  Now is a good time to get that body map back out, or to do another one.  Lay the silhouette out in front of you.  Sitting in a comfortable chair close your eyes, start with diaphragmatic breathing.  As a reminder, place one hand on your upper chest and the other on your stomach. Let your stomach expand as you breathe in and fall back when you breathe out.  Slow down, pause in between breaths, and when you have it, let yourself sink into the support of the chair.  Relax.

Now take a “tour” of your body.  As you move around, take note of what you experience.  Starting with toes, move slowly through your entire body, noticing.  This excursion should take at least 5 or 10 minutes and no area of your body should be neglected.  Progress something like this:  toes, arches, heels, ankles, shins and calves, knees.  Take pause to inventory what you experience.  Any tight spots?  In addition to noticing aches and pains, itches, knots or chills, also notice where in your body you feel tingly, warm or “at home.”  Are there places that seem unfamiliar?  Make a mental note and move on, after a deep cleansing breath, to thighs, pelvis, buttocks and genitals.  Repeat noticing and noting.  Another pause and breath and your ready for your lower back, belly, diagram middle back and chest.  Getting the picture?  Now upper back, shoulders, biceps and triceps, forearms, hands and fingers.  Finish with your neck, jaws, scalp, ears and pay close attention to the details of your face.


Next, let’s build a legend for your body map.  Not in the following illustration the symbols used to identify areas of pain, tension, warmth, etc.  Of course, your legend will be specific to your body and you can use any symbols you like – emoticons, letters, numbers, whatever.  The important point is that we get to know our bodies better.  Are their areas that I shy away from, like our pelvis or genitals?  Do we have more sensation in one are of our body than another?  What stands out as unusual, if anything?  Make these notations on the silhouette and when finished, tape it to the wall, stand back a few feet, and take it in.  See what new awareness might come to the forefront.  It is interesting to see if there’s anything different about our body awareness now that we are post-surgery in our journey and on the road to a healthy BMI.


This exercise follows a new path of attending to our bodies in the opposite way that we attended to them before starting our metamorphosis.  Where we once blocked out sensation and awareness because of shame and fatness we can now look honestly at ourselves with fresh awareness.  If we can take an honest look at our body map we can get a glimpse at two very important things.  First, we will see how our bodies truly are temples, holding the key to a fuller emotional life through heightened sensations.  Second, we can begin to see what others see.  Make another body map and marvel at the change in body size.  Better yet, take pictures!
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Anxiety, trust, and faith.  The basic idea behind coping with these new sensations and revitalized feelings is that this movement is growth.  We are growing along the path to a more lively experience of ourselves and others.  Of course, this path isn’t a smooth downhill run, nor will we spend all of our time trudging uphill.  As the blocks to our emotional life melt away along with the pounds we must change our thinking about this movement of energy.  This emotional awakening is neither good nor bad.  It simply is, and changes in our bodies are one reason to take hard looks at the very things we have spent a great deal of time avoiding via food.  

Others are looking, too.  In the past all this attention on our body - by ourselves and by others - would be our worst case scenario.  Because of our own pattern of avoiding focusing on our bodies, let alone everyone we meet commenting about how we are changing, we end up on shaky ground.  Think about past patterns of avoidance.  What would we do when we wanted to forget about someone or something?  Eat.  The compliments from others and even the budding self-esteem brought on by weight loss surgery have a dark side.  We can easily lose our trust in ourselves and faith in others.  How many times in the past has someone said, “You look like you’ve lost some weight?” and we thought to ourselves, “Are they really telling me the truth?”

We are learning a new tool for answering that question.  With stronger, clearer body sensations we can once again come to trust our “gut feelings.”  Ironically, less gut means more gut feelings!  Practice shuttling between checking out body sensations and listening to others voice and expression.  Does your body sensation inform you that they can be trusted?  Trusting others has at the core a reliance on the input we see, hear and feel from others and the feedback we generate by our body sensations.  Contact with another can leave me satisfied, supported, and motivated.  On the other hand, it can leave me anxious, paranoid and withdrawn.  


Most of our contact with others lies between these extremes.  Using our bodies as a gage tells us that moving closer to someone will be good for us and supportive of our journey, or not.  One thing’s for sure, we won’t know if we don’t try.  Add to your mantra of “Sip, sip, sip, walk, walk, walk” another item – “support, support, support.”  When our gut feeling is one of trust, comfort and desire for more contact, add that person to the list of supportive others.  They can be a place to turn when the going gets tough.

Remember head hunger?  It might just be the darkest of the dark side of growth, sensation and self-esteem.  Head hunger is not hunger in our gut.  It is more connected to confusion, boredom, strong emotional reactions or avoidance.  Primary in this experience is anxiety.  Anxiety is a leading cause of head hunger.  We have already learned to combat anxiety with breathing and by thinking through our irrational thoughts and fears.  Another effective means of combating head hunger is reaching out to trusted others.  

Once we are connected to a support group, or groups, we trust it is marvelous to feel the relief that comes from admitting that head hunger sometimes gets the best of us or that the anxiety sometimes becomes so great that we need to leave the house to avoid grazing through the refrigerator and pantry!  If a group of supportive others seems too daunting at first, try acknowledging this “shortcoming” with one supportive friend or loved one.  If that is too challenging try acknowledging head hunger to God.  Twelve step programs of all varieties urge this open dialogue with a Higher Power:  “Admitted to God, to ourselves and to another human being the exact nature of our wrongs.”


Many of us are turned off by inserting God into the equation.  Others wouldn’t have it any other way.  We’ll talk more about the value of enriching our spiritual lives later.  Suffice to say the movement from trusting in a higher power to disclose our struggles is a tried and true way to restore and reinforce our commitment to our weight loss and healthy lifestyle goals.  For many of us a Higher Power is an indispensable guide on this and any other journey in our lives.

So, we have several bridges over the troubled waters of head hunger and the dark side of all of this growth.  The personal steps we can take to manage our anxiety are always the place to start.  Second, reaching out to others individually or in groups is another effective tool.  Last but not least, developing our relationship with a Higher Power provides a compass that can prove invaluable in keeping us headed in the right direction.




More tools for recovering our sensations.  It makes intuitive sense that one way to avoid head hunger is to “get out of our heads.”  That is, experience life less in the academic and sterile realm of abstract thought and ideas and live more fully in this present moment in the world of sights, smells and sounds that surround us.  Grounding ourselves in the world of our sensations gives us a sense of how we are in relation to everything around us, not merely how we think we should be according to our mental yardstick.  After all, years of shame, self-doubt and self-criticism have made the yardstick in our heads impossible to live up to in any satisfying, supportive fashion.

When we begin to use the yardstick of our sensations and the feedback we get from supportive others, a new world opens before us.  Practicing recovering sensations and our connection to the world – our bodies – returns us to a felt sense that is naturally available to us.  The ability to shut off sensations and feelings is a real talent and survival strategy but when used imprudently, like using them to avoid people and feelings because we are obese, the blinders lead us to unconscious, automatic, habitual living.  On a grand scale, bariatric surgery is restoring our ability to live fully and go beyond this shutting down. 

“Grounding” is a term that means restoring our connection to our immediate surroundings in the present moment.  It is a coping strategy that gets us out of our heads and back into the “real” world.   Grounding techniques use our senses (sight, sound, touch, smell, and taste) to connect us with people and our environment.  Long before we needed techniques or exercises to ground us our Mothers did it for us.  They held us when we were scared, providing touch to comfort us.  They reassured us with a soothing voice and we associated their smell with safety and security.  This connected us not only with them but with ourselves as well, leaving us confident that the world was once again safe to explore.  Life was good!  
  
Today, when we find a supportive connection we need to be able to take advantage of it.  After all, are Mothers aren’t there for us like they were when we were infants.  In order to be fully present for the support that is available we have to restore our own sense of being grounded.  But how do we restore this fundamental connection with the world?  Remember the line about how to get to Carnegie Hall?  Fortunately, the road to grounded self-awareness is much easier than the road to Carnegie Hall!  First, we practice awakening our sensations so we don’t simply inhabit a body, we are our body!

Exercises for Awakening Body Sensation.  Grounding makes it easier for us to have choices in how we react in different circumstances.  Grounding allows us to take responsibility for our behaviors in a most peculiar way.  Let’s look at the word “responsibility.  It is really two words pushed together - “response” and “ability.”  When we are grounded in our bodies and aware of our surroundings, we have a wider breadth of response.  We just might see that there is an alternative to reaching for the refrigerator handle when we start to feel like we are missing out on something.  Or maybe the reward we begin to experience from a day or week of following our food and exercise plans will be enough, when we really tune in, to stave-off that craving for a midnight snack.
·  Exercise 1:  Make a plan based on the “Poor Man’s CAT Scan.”  Keep the silhouette handy.  Practice observing sensations when you change settings, like leaving your home and going outdoors, entering a crowd after being alone or walking in the woods after working all day in your cubicle.  How about getting out of your car and sitting in the waiting room for your surgeon’s visit.  Pay attention to how your body sensations change.  Notice the changes in your body.  What becomes more intense?  What lessens?  Observe and note the differences.  You might even get creative with some sort of notation on your body map.  It’s very valuable to know that we always have butterflies in our stomach when we cross a busy street.  It is even more valuable to know that we get anxious and want to eat when we move into a social situation.  Compare how sensations change in different settings so that safe harbors become readily apparent.  That way, when head hunger strikes we know how to change the channel.

· Exercise 2:  Stop and smell the roses.  Try going a different way to work and noticing your body as you take in the novelty.  Experiment with hot and cold water when taking a shower, taste new things (within the food plan, of course).  Make new friends.  The idea is to disrupt our routine (to stop), then pay close attention to the sensations the novelty creates in us (smell the roses).  This is critically important.  As the pounds melt away with rapid weight loss, even the most common experiences, such as walking, looking in the mirror or experiencing hunger, will seem novel.  With practice, this novelty returns to the experience of excitement we once had as children instead of the dread we come to fear as morbidly obese adults.

· Exercise 3:  Learn to play with everyday experiences.  Play with deliberately walking differently.  Mix and match the textures of your different clothes.  Try writing left handed or changing the grip of your handshake.  Play with how you give and receive hugs.  Become a skilled investigator of even the most mundane experiences.  See what you can discover.
· Exercise 4:  Go through your old photo albums.  Look for yourself and let the pictures impact you.  Notice those places in your body that you identified on the body map.  Do tensions increase?  Are their pictures you see that seem to melt away those tensions?  Tune into differing sensations from different photos from different times and of different people. Who are you looking at when you feel the calmest?  Where are you in the picture when you feel anxiety?  What pictures make you think you are hungry?  That’s head hunger par excellence!
· Exercise 5.  Practice the Poor Man’s CAT Scan. Review your body over and over whenever you find a quiet moment with enough time to inventory your body sensations.  As you shift attention throughout your body observe the differences and how they come into and out of focus. Get acquainted with the power of your sensory experience to change your mood, thoughts and especially your perception of appetite.


Breathing, grounding and feeling go together. Once we understand this three legged stool we will find that we don’t need to numb our bodies to handle overwhelming experiences or shut down our feelings by constricting our breath.  Living fully in the present gives us access to the support around us, alerts us that head hunger is on the prowl, and makes us aware of the many responses available to keep us on the road we are choosing.

Sorting facts:  Psychological aspects of healthy eating.  

Depending upon whether we are male or female, between 60% and 80% of those of us in the United States try to monitor what we eat in order to maintain or lose weight.  Ask any us who are morbidly obese and we will tell you how focused the media is on weight loss and nutrition.  In the medical and scientific communities the literature on diet and nutrition is enormous.  Like many aspects of the bariatric surgery process itself, nutrition and exercise can’t be adequately covered in volumes of books let alone a single chapter.  Like a rock skipping over a pond, we will visit these topics, paying attention to the psychological and emotional aspects of them, leaving deeper investigation essential.


One thing we likely have in common is the exasperation of seeing the latest exercise gizmo on television or picking-up the current best selling diet book only to realize it is not for us.  Hopefully, they aren’t for us because we realize we are being sold snake oil, but at the very least we need to realize they aren’t for us because we are past the boundaries of success using such paltry devices or untried diets.  Even sound, research-based medical advice has let us down.  Proven means of weight loss such as careful monitoring of calorie intake, curbing foods that are high fat, salt and sugar, minimizing alcohol and following an exercise plan have failed.  

What is left for us is to start over.  That is, really, start over – as in from infancy start over.  We eat like a baby.  We will rely on others to tell us what to eat and how to eat it.  We will eat food that is different than everyone else’s food, and we will relearn to do what we are told.


Starting over and eating like a baby.  Eating like a baby doesn’t mean following one of the silliest fad diets of this decade, the baby food diet.  It also doesn’t mean that infants make good nutritional choices when left to their own devices, contrary to popular beliefs about “body wisdom.”  Eating like a baby means that we must adjust to an infant-sized pouch and learn to take care of it.  It means that we can’t ignore how the surgery forces us to regress to early childhood as we develop our new relationship to food.  

Early studies suggested that when left to make their own choices infants choose a balanced, nutritious and moderate diet.  In today’s “new age” culture, this has reached the status of urban myth.  The original studies were conducted in the 1920s and only offered foods without added sugar or salt that were simply prepared from scratch and contained no additives or preservatives.  Outside influences like television commercials selling high-sugar cereals or print ads featuring cartoon characters enjoying candies and sodas were not yet invented.  All things being equal, children make no better food choices than adults.  One solution is bariatric surgery for children.  A better, but more difficult solution is culture change.  We have come a long way with nutrition education since the 1920s and kids know more today about what they are putting into their bodies than ever before.  Still, overcoming the powerful pull of high-carbohydrate and high-fat processed foods pushed by skinny supermodels is a daunting task, for infants or adults.  

Immediately following surgery and for months afterwards, eating with baby spoons and drinking from “sippy cups” will be a part of our ritual at meals.  That can prove mighty uncomfortable for many of us but we’ll need to swallow our pride (in small, well-chewed bites, of course) and recognize this is but another short road on our journey.  When baby utensils are too uncomfortable some opt for chopsticks to ease the embarrassment, but better solution may be is to sit with the embarrassment and explore what it means as a roadblock.  We will look at the role pride plays in our recovery and how it can contribute to relapse in Chapter 18.

Perhaps this new way of eating seems childish and unbecoming an adult.  It might be comforting to distinguish between “childish” and “child-like.”  When we act childish, we are demonstrating our immaturity, lack of wisdom, even lack of intelligence.  On the contrary, being child-like can indicate innocence, candor or charm.  This is a big difference.   Some of our more childish behaviors can rear their ugly head when we are alone, starring into an open bag of cookies or chips, greedily binging or being stingy about our food.  In contrast, looking upon the new task of dining with baby spoons and sippy cups with child-like curiosity can aid us on our journey.  As an experiment designed to teach us behaviors that we may have missed when we ourselves were children, eating like a baby or deliberately chewing our food until it is liquefied can be approached with a child-like wonder that can bring to awareness new possibilities for taking in not only nutrition, but the world as a whole.  


Eating as a metaphor a new life.  A child-like approach to the world offers us the potential for new excitement and growth.  Some psychotherapists believe the way people experience their world is similar to the way they take in food.  This metaphor has lots of potential to support us through the changes that come following surgery.  To understand how eating mimics life we need to think again in terms of being fully present as we experience our selves and the world.  Unless we are literally starving there is not much value in shoveling food in faster than we can actually experience it becoming a part of us and in fact there’s not much value in it even then.  Since starvation isn’t a problem for the morbidly obese we can understand this behavior as mislabeled.  


On the contrary, we can be so guarded and selective about what we take in that we don’t enjoy our food and cringe at the thought of taking in anything.  Consider this an extremely simple explanation of eating disorders such as anorexia or bulimia.  On one side lies the person who will not allow much of their environment to become a part of them and on the other side lays the person who cannot take in enough.  Although a bit of an oversimplification, these same attitudes and beliefs about how we take in food underlie other processes for taking in the world, Thins of metaphors such as a “hunger for knowledge,” a “starving heart.”

In both instances of gulping life in indiscriminately or refusing to take in the world in any nourishing way, what’s missing is an emotional presence that allows us to fully participate and interact with our world.  In essence, we substitute shoveling in food when we are emotionally starved and refuse it when we can no longer cope with the demands of the outside world.


We can use this approach following bariatric surgery to learn about ourselves and as a general guide to this next leg of our journey.  First, we need to understand how they way we eat is similar to the way we meet the world.  Let’s start by considering our eating habits prior to surgery.  Use these questions to identify some basic habits around eating and jot down your answers:
· Do I gulp my food in big bites?  

· Do I take time to taste or notice what I was eating?  

· Do I enjoy eating with others or prefer eating alone?
· Am I aware of my body as I take food into it?

· Do I know when to stop eating based upon satiety?

· Can I access my feelings while I eat?


Now, imagine taking a small bite of a favorite food.  See it on the fork or spoon before eating it, then imagine slowly taking it in – across your lips and tongue, into the back of your mouth, chewing it slowly and until it is liquefied, then gently swallowing it and sensing it slide down your throat and into your stomach..  What color is it?  Does it look like it is prepared just the way you like it?  Is it the right size for you?  How does it fill your mouth and feel against your teeth as you grind it down?  Is it moist or dry as you begin the chewing process?  Are you salivating at the thought of it or filled with desire?

Next think about some relationship or event you have experienced recently.  Look at your answers to the questions above and discover similarities and differences between taking in the food and taking in the relationship.  That is, were you able to take it in slowly, noticing the contours of the person or event in an appreciative way, or did you “gulp” down the contact with the other person without “chewing” thoroughly and savoring the moment?  How did the experience sit with you?  Were you able to enjoy the encounter like a satisfying meal or did you refuse to take the other person in, refusing to “swallow” the experience?  We could ask, “How did you stomach it?”   Did you take time from beginning to middle to end of the experience to appreciate the other person?  Were you satiated by the encounter?

Hopefully, this is enough of an inquiry to get the idea behind the phrase, “We are what we eat.”  It’s not only about nutrition but also how we eat and experience our worlds.  A child is spontaneous in taking in the world and let’s us know it in their reactions.  If they like something, whether it is a person, place or thing they let us know it.  Think of a child with an ice cream cone with big eyes and a big smile as they enjoy every part of the experience from the cold sensation to smearing it all over their face.  Now picture a child with a mouthful of broccoli, spitting it out, grimacing, and clinching their jaw tightly and refusing to let yet another bite into their body.  What a picture of personal choice!  If the idea of approaching life in such a child-like way still offends our adult sensibilities, we might better think of it as “stopping to smell the roses” along our journey.  


It is easier to fully experience eating post-surgery since we are much more aware of taking in food after surgery.  After all, we have been focused on it throughout the surgery and recovery process, in the pre-op classes, in our support groups, in the information we have read and in preparing for coming home.  In addition, we feel the food entering and leaving our pouch and intestines in a new way now.  This is a real advantage and reminiscent (like it or not) of a small infant taking their first bites – using the apparatus of digestion for the first times.  This is an advantage for us because these sensations are once again in our awareness.  When we eat we now experience exactly what we are doing from the time the chew the food with our teeth until it leaves our body.  These new sensations and our new digestive tract provide just the opportunity we need to improve our aware relations with the world.

When we are unaware of our surroundings and interactions we create a tangled web and unfinished business in our world, accumulating piles of regrets and resentments that we never get back around to sorting out.  As a result, we feel we have lost control of our lives, much like we have lost control of our eating and our weight.  We can use the new tools we have for eating and feeling satisfied in all areas of our life, chewing through regrets and resentments along the way and clearing our awareness for fully digesting the appreciations of life.  In this way we stop feeling out of control because of dulled awareness and automatic behaviors.  There is no better place to start regaining a sense of mastery and control over our world than at the table at mealtimes.

Keeping a food journal.  Whether we try the popular diets such as Adkins or South Beach or an avante gard diet like the Paleodiet, our eating behavior still needs to be addressed and one of the best ways to actually see our behavior is by using a food journal.  The food journal serves as log of our progress on our journey and we can use it to guide us further down the road to recovery by analyzing our areas of strength and weakness.  Keeping a record of what we eat, how much we eat, when we eat it and our experience at the time an important tool in learning how to eat post- surgery.  The food journal is an indispensable tool for taking responsibility for what we put in our mouths.  Planning and tracking our intake increases our “response-ability.”


A good food journal includes a daily log of our intake of food and fluids as well as daily exercise, nutritional supplements and how we are feeling.  It’s not just a matter of writing down what we eat but writing down portion sizes, grams of fat, calories and protein.  It can tell us what time of day we are hungry, our predominant moods when we eat, whether we are getting enough fluids, and how well we are complying with our supplement regimens.


Food journals are excellent tools for refining goals and tracking progress, and like any journey, planning is the key to success.  They guide us through the grocery store and help us plan meals ahead of time.  They provide valuable feedback for course correction on our journey.  If we are strictly following our food plan we can use the journal to see what foods from the plan we favor and eat regularly and what foods we avoid.  The journal helps keep us motivated and on the right path.  Starting the journaling process immediately post-surgery is easiest since we don’t have a lot to track!  In the beginning our food intake is minimized and what’s most important is tracking hydration and protein intake.   

We can keep a food journal online or as hardcopy.  There are many good food journals available online.  Try the journals at fitday.com or bariatriceating.com.  Any diet section of the larger bookstores will also carry hardcopy food journals that range from hardback book to blank-page journals.  A simple food journal is included at the end of this chapter.  Let’s take a look at some of the less obvious entries we might make on a daily basis.

Tips for food journaling.  We can get a lot of information on a single page of our food journal.  The key is to K.I.S.S. the journal (Keep It Simple Silly).  Time is our most valuable commodity and brief but through entries are the goal.  Obviously, what we eat and drink and when we eat or drink it is important, but we may not realize all the motivations we have for eating what we eat when we eat it.  Maybe the time of day we eat depends upon a lot more than being hungry or perhaps patterns of feelings at meal times will surprise us.  This input will help us in the transition to eating for fuel instead of eating for pleasure or to medicate feelings.


Once we have a cumulative picture of our daily patterns it will be clear how well we comply with our daily supplement regimen and hydration needs.  We can compare our food and portions with the “food pyramid” (either the one recommended by the FDA or the one created for us by our dietician).   Adjustments are much easier when we know where we are starting from and how far we need to go.  Jotting down where we eat may also give us a clue as to what we eat and why.  If we are focused we can use the journal to build a grocery list that keeps us in the right aisles in the store to motivate us to steer clear of fast foods.  

  With a little creative thinking our food journals can become an important multi-purpose tool.  The obvious use is our own personal feedback.  There are other possibilities, too.  We can take them with us to support groups and compare notes with fellow travelers.  At our appointments with dieticians and surgeons we have a record of exactly what we are doing well and where we need guidance for improvement.  The journal can be the most accurate means of making adjustments to vitamin and mineral supplements to maintain healthy levels.   


Whether it’s a detailed online tracking instrument or a plain spiral notepad, evidence suggests that recovery from morbid obesity following bariatric surgery is more likely to be successful when we keep a food journal.  Along with a regular schedule of weighing ourselves and the all-important support available at support groups, the food journal forms the third leg of the stool that props us up while we navigate our recovery.  


A Simple Food Journal
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Chapter 11: Exercise
January 3, 2008


Happy New Year!  I had my one month check-up yesterday and things are all good.  I’m exactly where I need to be.  I have lost 10% of my body weight and I feel marvelous.  The OA meeting was okay and I’ll stick with it for a while because there’s a lot there for me to learn about compulsive overeating.  I am back at work and have a much improved attitude about it.  I have a great job!
January 8, 2007

I’ve got to stay off the scales – I’m obsessed!  I was at 337 yesterday and 340 today.  At first I freaked out.  I thought the scales wouldn’t bother me but I was wrong.  My mood for the day can be set by them.  Yesterday I walked three miles.  Ann is really happy we can walk together and she’s said to me a number of times now, “I feel like I’ve got my husband back!”  That feels so good.  When was the last time I walked three miles?

I went to work today in a shirt and a pair of pants that I haven’t worn for about two years.  I came home at lunch and made some turkey chili.  With the exception of feeling nauseated after one dinner (I think I ate the chicken too fast), I am handling the 3 ounce meals and the introduction of solid food without problems.  Food does taste good, but eating isn’t the pleasant experience it used to be and I miss that.  I’m off to support group at St. Vincent’s tonight.  I look forward to them and always walk out with renewed strength and resolve.  I like the OA meetings too, but the bariatric support group will be my home from now on.
Sorting feelings: The beginnings of an exercise routine

Let’s face it, regardless of how the media spins it, there just aren’t many ways to lose weight and keep it off.  There are only three explanations for weight gain in healthy people - eating more, expending less energy, or doing both.  The simplest rule of thumb is that calories in must come close to calories out in order for us to maintain our weight.  No diet, or surgery for that matter, can surmount simple rules of physics.  A calorie is a unit of heat and the energy value of food.  Work is the transfer of that energy.  So, the formula for effective exercise is simple.  We must do enough work to spend more calories transferring energy than we accumulate.  


The transferring energy part of the equation is exercise.  Whether we are transferring energy to a mop or shovel, a computer or a treadmill, we need calories to get the work accomplished.  When we restrict our caloric intake to significantly less than we need to get the amount of work we are doing accomplished, we go into conservation mode.  In essence our body responds as if it is starving and we don’t let go of calories easily.  When the “famine” passes (when we go off the diet) our bodies respond by storing calories (as fat) in order to be more prepared for the next famine.  In other words we stop the diet and end up a little fatter than we were when we started.  Sound familiar?  Diets don’t work, lifestyles do.

Today fad diets that focus on caloric restriction and the resulting yo-yo effect are well exposed and most of us avoid this trap.  But there are exercise traps along the road, too.  They offer easy ways to convert calories into energy.  That means ways to melt away pounds through easy exercise that promises to change our metabolic rate permanently.  Like the miracle pills that speed up our metabolic rate, funny little exercise devices that seem to lose the weight for us are just as useless.  In the early 1990s the Food and Drug Administration banned over 100 chemicals in over-the-counter diet aids and pulled about a dozen products off the shelves completely.  The same can’t be said of devices that make impossible promises because they generally aren’t regulated.  Obese people make easy prey, and the basic rule still stands:  if it sounds too good to be true, it probably is too good to be true.


By the time our surgery is scheduled we have most likely put the fad diets, diet pills and phony exercise tools behind us.  For most of us half of our weight loss will occur during the first six months post-surgery.  Weight loss generally peaks at 18-24 months.  Of course, we all have different experiences and lose weight at different rates depending upon our starting BMI, type of surgery, motivation, metabolism and established lifestyle.  Still, at this junction of our journey it is good to assume that we have no more than two years to develop the lifestyle that will truly result in metabolic change.  This will be our lifestyle forever and it necessarily includes exercise.  


With bariatric surgery we have a new tool that is remarkable, but maintaining our goal weight will require the same tried and true tools everyone relies upon: exercise, diet and support.  Nothing here is rocket science.  It goes without saying that those of us who exercise regularly after surgery and who follow the nutritional guidelines closely are the most successful with their initial weight loss.  Building on these healthy habits as we expand our dietary horizons is key on our journey.  Regular exercise is a major tool in our toolbox for staying the course.



Don’t just do something, sit there!  Like any important project, before launching into an exercise regimen, thinking and planning are vital.  Sitting around thinking about exercise will come naturally to most of us since we have probably been sitting around thinking about exercising for a long time!  If you are keeping a journal, consider dedicating a section to this decision making process and start with the heading “Thinking About Thinking About Exercising.”  Draw three columns, V-A-K, for seeing, hearing and feeling.  Under each column, jot down responses to the following sentences, making sure to clearly separate seeing, hearing and feeling:
· When I think about exercising, I can see myself…

· When I think about exercising, I can hear myself…

· When I think about exercising, I can feel myself…


If we dive deep into ourselves we can complete this exercise easily.  How many times have we scraped up enough motivation to start thinking about thinking about exercising?  How many times have we even started programs, joined gyms, signed-up for classes or even had success at it?  Morbid obesity and exercise are strange bedfellows!  One does not lead to the other and we are often left feeling ashamed, dejected and judge ourselves to be failures.  At this stage in the process, simply jotting down those feelings can point us to the emotional work we need to do in order to begin a program that will be effective.


Thinking about thinking about exercising.  In a trade journal a few years ago a three step process was outlined for quitting smoking.  The idea is so simple that we might benefit from importing it into our discussion of beginning an exercise routine.  It’s a three step process.  Step one is “thinking about thinking about exercising.”  Step two is “thinking about exercising” and the final stage is, of course, “start exercising.”  Nothing could be easier, yet for some of us nothing could be harder since there are potential hurdles in every step.

“Thinking about thinking about” is not the same as procrastination.  In fact, it is the opposite.  Procrastination is more than simply putting off until tomorrow what could be done today.  It includes justifying to ourselves why something shouldn’t be started now.  It’s not simply a sign of laziness – even highly motivated, effective people procrastinate.  Procrastination is only a problem when it is used constantly to put off things that legitimately should not be delayed.


In this stage of moving towards exercise we are not putting it off, we are noticing how we will go about thinking about it and becoming aware of our personal process of making choices.  Remember the meditation exercises in Chapter 5 and how we noticed our thoughts?  Now is a good time to practice.  Carve out some time, find a quiet space, and drop into diaphragmatic breathing.  From this relaxed position let yourself contemplate how you go about thinking about exercise.  Let the thoughts about exercise pass like the clouds, without being attached to a particular thought and without planning, considering or evaluating them.  Just notice them and let them go.  From your observing position, see if it is possible to observe until the clouds all pass by and the sky is clear, at least clear of clouds that are about exercise.  When finished, ask yourself these questions:

· Was it really cloudy (lots of thoughts about exercise)?

· What feelings arise when I think of exercising?

· Was I able to think about exercising without judging myself?

· Did thinking about thinking about exercise motivate me in any direction?

Becoming acquainted with how we think about exercising can open doors to changing our attitudes.  Becoming aware of mental blocks around exercising can make the difference between avoiding or procrastinating and reorganizing our priorities to make exercise a central part of our daily lives.

Don’t think about pink elephants!  The next phase in our simple process is the “thinking about” phase of exercising.  In the thinking about thinking about phase we were interested in the process of how we think about exercise in relation to ourselves and our worlds.  Now we need to commit to thinking about the exercise itself.  This means setting aside specific time to bring our rational brain into action.  These rational, conscious thoughts are a small percentage of what's going on in our brains at any given time. By first thinking about thinking about exercise and completing the V-A-K experiment we can clear a little more space for our rational mind to go to work.


Let’s digress for a minute and look at a point made by many motivational coaches.  Think of the sentence "Don't think about pink elephants!" Impossible, right?  It is usually the first thing that comes to mind when you read this sentence and it was the first thing that came to mind when you read it at the start of this paragraph.  In addition to being a neat party trick, the phrase demonstrates something neurolinguists have known for a long time.  In order to make sense out of a word or a phrase, our brains need to associate them with something.  Negations like don’t, won’t or un- (“I won’t skip my walk today”) are not automatically processed as negatives. They are initially processed as positives, then the negation is added afterward.


Many golfers are painfully familiar with this process.  Approaching the green it is a death sentence to think, “don’t hit the sand trap, don’t hit the sand trap!”  Invariably, that line of reasoning ends up in one place.  You guessed it.  Approaching the green with the self talk, “Hit the green, hit the green” results in coming closer to getting what we want.  In order to make meaning, our brains first associate something and this can be “sand trap” or it can be “green.”  It can be, “I will walk today,” or “”skip my walk.”  This reality - how our brains are hard-wired – is the basis for changing our lives by changing from negative to positive self-talk.  By focusing on the desired outcome instead of what we don’t want we can use our mental imagery and thinking process as another tool to keep us focused on our journey. 

This is worth one more look.  If we say "I won’t put off exercising," we focus on "put off exercising."  Accentuating the positive by mindful attention to positive self-talk makes our thought processing an ally in pushing forward with our exercise plan and adhering to it.  Making positive changes requires us to think in clear statements of what we want, not what we don't want.

Putting it all together pre-exercise.  Let’s look at the preparation process that gets us to the point of creating and implementing an exercise plan.  

1.  “Know thyself.”  Understand through contemplation and meditation exactly what exercise means for you, not what it should mean for you.

2.  Sort out what we see, hear and feel when we think of “exercise.”

3. Practice positive self-talk about exercise and eliminate the negative qualifiers don’t, won’t and can’t.

4. Visit a gym, drive around (or even imagine) a potential walking or biking route, dust off that exercise equipment sitting in the closet and imagine succeeding, enjoying and being proud of the exercise routine you will build!

The final step in moving through the “thinking about thinking about” phase to the “thinking about” phase and into the “start exercising” phase to hold onto the images, feelings and positive self-talk you have created in this process.  As the famous self-help advocate Wayne Dyer says "You will see it when you believe it."
Sorting facts:  Safety, discipline and implementing exercise

One thing that we learn on this journey is that we have to face facts.  One of these facts is that we are simply not able to engage in the rigorous aerobic exercise or weight training that we see on television infomercials or when we spy others at the gym.  Actually, most of us haven’t exactly made a habit out of frequenting the gym!  We might dream of rippling muscles and six-pack abs, but for 90% of us it’s not going to happen.   If it’s any consolation, it’s not going to happen for 90% of the rest of the population, either.  Effective exercise for those of us recovering from morbid obesity must consider our unique physical limitations and the emotional scars we might carry from repeated failures.  Many of us suffer locomotive handicaps, muscle quality deterioration and very poor cardiorespiratory fitness.  Translation:  we are so out of shape we might not even know where to begin. 

We have seen that many of our emotional scars settle into a pattern of being ashamed of ourselves and a lack of self-confidence that makes beginning an exercise program intimidating.  Again, if it’s any consolation, beginning an exercise program is intimidating for just about everyone.  Here’s where we have an advantage.  Acknowledging that we need surgery to restore our health and begin a healthy lifestyle, we have loads of support and expertise at our fingertips.  From physician specialists to exercise physiologists, our bariatric team is dedicated to helping us succeed.  The support system we identify and cultivate will cheer us on towards our healthy lifestyle goals and our support groups will offer practical advice that leads us towards our goals.  
All we have to do, as the commercial says, is “Just Do It!”  Right?  Of course not.  After thinking about thinking about exercise, then thinking about exercise, we’re still not ready to launch into it until we have thoroughly considered our special needs, safety requirements and the discipline required to succeed.   Only then are we ready to implement an exercise plan within the framework of an overall healthy lifestyle plan.

Safety, the first consideration.  Who doesn’t want to increase their energy level, reduce stress, get a better nights sleep and be able to avoid getting sick?  These are the benefits of a regular exercise program that everyone can reap.  While their recommendations for developing a safe exercise program are meant for the general population, we can start here and then explore our special needs.  Here are the appropriate steps in beginning an exercise program according to the National Safety Council:

· Begin your program by evaluating your current fitness level. 
· If you are under the age of 35, in good health and are relatively active, it may be fairly safe to embark on an exercise program on your own. If you are over 35 or a smoker you may want to consult a physician before starting a program. 
· Gradually ease into your regimen, particularly if you have not exercised on a regular basis for some time. Set reasonable goals and monitor your progress—being careful not to do too much too soon. Listen to your body; it will tell you if you are over-extending yourself. 
· A well-rounded workout should include exercises that address five fitness areas: muscle strength, muscle endurance, flexibility, weight control and cardiovascular endurance. 
· Weight lifting and other resistance exercises help to build muscle strength. Stretching exercises increase flexibility. And aerobic exercises such as dancing, jogging or swimming, will develop muscle and cardiovascular endurance as well as aid weight loss. 
· Always begin your workout with a warm up and end with a cool down. 


Two questionnaires are available online to help us assess our readiness for exercise, identify medical contraindications and increased or to identify those of us who should only participate in medically supervised exercise programs.  Although they don’t address the specific needs of bariatric patients, they identify a broad range of health issues that may be aggravated by exercise.  The American College of Sports Medicine’s Health/Fitness Facility Preparticipation Screening Questionnaire is available online by searching “AHA/ACSM Screening Questionnaire.”  This detailed questionnaire consists of 32 statements requiring "yes" or "no" responses.  The Physical Activity Readiness Questionnaire (PAR-Q), created by the Canadian Society for Exercise Physiology, is a quick and reliable survey consisting of 7 "yes" or "no" questions. It is available by searching “PAR-Q”.   Both questionnaires provide a baseline for considering next steps.

This leg of our journey will definitely require more than the recommendations for weight loss exercise or just anyone wanting to start an exercise program.  Add the following to the recommendations from the National Safety Council and we have the precautions we need to take bath pre- and post- surgery:

· Consult with your surgeon before starting any exercise program.  Get medical clearance!
· Make sure you have proper fitting gear and functional equipment regardless of the type of exercise you choose.  This is particularly important for those of us who are experiencing rapid weight loss.  Equipment adjustments or new equipment may be necessary frequently to adjust for “shrinkage”!
· If medical clearance was over a year ago, realize that the changes our body goes through post-surgery warrant seeking the green light from our surgeon yet again.

· A coach at the local gym is insufficient.  Pre-surgery and post surgery exercise differ, the needs of abdominal surgery patients differ, and every individual is different.  Don’t rely on “experts” less qualified than your surgeon, exercise physiologist, physical therapist or others with the specific knowledge of your physical needs and limitations.  

· Use support groups to find out what worked and what didn’t for others on the same journey.

This information isn’t intended to discourage exercising.  On the contrary, receiving the proper clearance before you begin, understanding your limitations and making sure everything is in proper working order (even our tennis shoes) will increase our chances of success and reduce our chances of injury. Safety is key.

The yoke that frees.  If it were possible to harness all of the energy that we expend on negative self-talk when we think of self-discipline, will power and obesity we could solve the world’s energy crises!  For many of us “will power” has become a dirty word.  We hear from well-meaning friends and family that losing weight is a matter of will power.  With enough will power, we can just say no to that dessert.  And when it comes to exercise, we are told, will power is the key ingredient.  


Self discipline is defined in some dictionaries as the assertion of will power, along with resolve, determination, drive, resolution, grit, single-mindedness, and force.  We mistakenly have come to believe that regular exercise requires a tremendous amount of all of this and we, by virtue of a long history of morbid obesity, possess very little of it.


Research shows that many factors decrease self-discipline.  These include stress, poor sleep, poor planning, negative affirmations, and even depleted blood glucose levels.  What’s not on the list?  Obesity!  Fat people have no more or less than anyone else but the perception in our culture is that we just haven’t put our nose to the grind stone and exercised our will.  Well, there’s a kernel of truth in everything, and there’s as many morbidly obese people that lack self-discipline as there are any other kinds of people that lack self-discipline.  


If we are clinging to the myth that our obesity trumps our self-discipline, it’s time to lose the excuse.  For many of us, if it wasn’t for wrestling with our poor self-image, we’d get no exercise at all.  We know that’s about to change but how in the world will we develop the discipline we need to keep it up?  Planning, preparedness, practice and perseverance will carry the day, but first a lesson from the orient may be just the ticket.  


The eastern practice of yoga is called “the yoke that frees.”  Our diaphragmatic breathing exercise and the meditation that goes with it provides a good example.  When we follow these instructions we are restricting our awareness to the task at hand – attending to our breath, noticing our bodies and letting go of our thoughts.  How can something so restricting be so freeing at the same time?  How does the yoke of limited focus and action bring about expanded possibilities and new ways of solving old problems? 

Let’s take a look at the word “yoke” - the ones that oxen wear in the fields.  A proper yoke enables an ox to pull 4 to 5 times its weight with no problem.   This was no doubt an amazing discovery in the pre-industrial world and the metaphor of the yoke provides a framework for understanding the big picture we so often lose sight of when we are in the middle of the difficult road that gets us to our goal.  The key isn’t that the yoke is easy.  The key to the yoke is that it is well fitting.  When the yoke fits the ox there is no chaffing or irritation and the burden is eased.  Yokes distribute the burden evenly to the ox’s muscles and share the load with other oxen.  Get it?  There’s much more to this journey and the exercise path than self-discipline.

A yoke isn’t forged from self-discipline.  It is forged with many tools, the help of skilled and supportive others, and trial and error.  Whatever burdens we must bear in our recovery from morbid obesity, when we don a yoke that is tailor made for our journey the load is easier to bear.  It is spread between our internal resources and our support network.  When our exercise plan is well fitting – that is, when it meets our physical, social and emotional needs - we can do more work in less time without undue irritation.  Further, research tells us that when we are clear about our motives and commitments for being active, feel personally capable and envision positive outcomes we will be successful in reaching our exercise goals.  This makes sense for all kinds of goals in life.  

Building and implementing an exercise plan.  Just about everything we have discussed so far regarding exercise falls under the heading “preparing.”  An actual exercise plan is crucial for our success.  Exercise isn’t a singular activity, but it is a key to our overall lifestyle change.  Increased physical activity is necessary to attain long-term health and prevent weight regain.  Pre-surgery exercise sets the stage for this necessary lifestyle change, reduces surgical risks, and speeds healing and recovery. That’s why more and more insurance companies and hospitals require it.  


Post-surgery exercise speeds weight loss, enhances metabolism by replacing fat cells with muscle cells, and provides an activity that takes the place of our former favorite activity – eating!  If we were unaccustomed or unable to exercise previously due to morbid obesity, we will certainly be strangers in this strange land of exercise.  If we create an exercise plan based on our likes and dislikes and work at it a little day by day, we increase our chances of sticking with it over the long haul.  


Two of the biggest stumbling blocks to exercise are making a huge transition abruptly and attempting too many goals at once.  There’s no need to make the transition that difficult.  Often times we leave the hospital so excited and motivated that we believe we can do anything!  While we don’t want to dampen our newfound enthusiasm we do want to harness it so that it works effectively for us.  Remember that this is no jaunt to the convenience store.  This journey is life-long.


For starters, focus on one set of goals at a time and pick one exercise goal for the set.  This can include a goal concerning eating, hydration, nutrition supplements, building support, returning to work or following directions for healing from the surgery.  Within this framework our beginning exercise goals are simply part of this bigger picture.  A great start might go something like this pre-surgery:

· Purchase containers and utensils necessary for eating post-surgery

· Learn how to read nutrition labels

· Talk with three people who will visit me in the hospital after surgery

· Ask my bariatric team how to start a walking program and start walking

A post-surgery set might look something like this:

· Record my fluid, food and protein information in my food journal after every meal

· Call my “bariatric buddy” every day for the first two weeks post-surgery

· Walk the number of steps or the distance my bariatric team recommended when I was discharged

· Manage time-off work for disability pay or preparation for returning

Once we have a set established we need to make sure we are making changes we can live with.  Our unbridled enthusiasm leads many of us to go from a lifestyle of no exercise to more than an hour in the gym or at home each time we exercise.  This can lead to disappointment and failure.  Worse yet, it can lead to injuries that require a long time to heal!  It’s hard enough to go from a diet of fast food, sweets and pop to a strict bariatric diet virtually overnight.  We simply cannot make so many changes of magnitude too abruptly.


Take one small goal and work on that until it becomes a habit.  If it’s walking, don’t push too fast to go further every day or week.  Pacing is everything.  When we have a pace established we can live with for one set of goals, it’s time to work on others. We develop these habits over time and this is the prime directive here: we build our new habits slowly and deliberately over time.  There’s no hurry, our exercise plan will be around for the rest of our life if we go about it with care.  This entire process will seem daunting to many of us just starting on our journey, but with continued weight loss, steady exercise and support, we experience metabolic, emotional and psychological shifts that move “chore” to an enjoyable past-time.  Truly a freeing experience, accomplished via the “yoke that frees.”

Goal setting.  Generally speaking exercises fall into three categories – flexibility exercises, resistance training, and aerobic exercises.  For beginners, flexibility exercises mean “stretching” exercises.  They improve flexibility around our joints and are important warm-up and cool-down activities, especially before moving into more vigorous aerobic exercise or resistance training.  The goal is improved range of motion.     

We usually think of resistance training as “weight lifting.”  Not only do these activities burn calories, they grow muscles too.  When we have more muscle cells we can store more energy.  There are mixed reviews regarding resistance training in the bariatric literature.  Some reports indicate morbidly obese people already have enough lean muscle mass underneath those layers of fat while others indicate burning calories and developing muscles are just the ticket.  The bottom line, as always, is that our individual health needs will dictate what is right for each of us.  No type of exercise requires more caution than resistance training in order to prevent injury.  

Aerobic exercise is the best way to overcome a sedentary lifestyle.  It should be the cornerstone of a post-surgery exercise program.  Remember the fancy term “cardiorespiratory” mentioned in the beginning of this section?  The term “aerobic” means “with oxygen” and refers to those activities that most benefit our cardiorespiratory health.  These activities burn the most calories and can be accomplished with low-impact activities like walking or swimming.  It is easy to gear aerobic activities to our particular needs and they are generally well tolerated.


The simplest way to track your exercise is to use the food journal in Chapter 10 and simply jot down what you do each day.  More detailed exercise logs track sets, reps, time, intensity, repetitions, heart rate, distance, weight and more…  This is a awesome way to track your progress that level of detail bogs many of us down at first.  A compromise between simply noticing our investment in exercise in our food journal or keeping a detailed log of everything can work for many of us.  


A good starting point is exercising for at least 30 minutes 5 times per week.  Remember that our program needs to be fulfilling, achievable and difficult.  A sense of accomplishment is paramount.  Mastery is motivating, along with seeing the muscle tone and weight loss in the mirror and on the scales!  In each row under the column headings list a goal for the session.  Don’t be specific.  Jot down the type of goal, not the specifics of how to achieve it.  For example, “ride bicycle” might be a row heading and each cell could contain our specific goal and your actual achievement.  Our beginning exercise tracker might look something like this:

	    
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	Stretches
	Goal: 
_25 legs
Achieved:
__15____    
	Goal: 

_25 legs
Achieved:

__18___
	Goal: _______

Achieved:

________    
	Goal: 

_25 legs
Achieved:

__18___
	Goal: 

_25 legs
Achieved:

__21_
	Goal: 

_25 legs
Achieved:

__25____
	Goal: _______

Achieved:

________    


	Walk
	Goal:
_3 miles
Achieved:

_.5 miles   
	Goal:

_3 miles
Achieved:

_1 mile    
	Goal: _______

Achieved:

________    
	Goal:

_3 miles
Achieved:

_1.5 miles   
	Goal:

_3 miles
Achieved:

_1.5 miles   
	Goal:

_3 miles
Achieved:

_1.5 miles   
	Goal: _______

Achieved:

________    



	Jumping Jacks


	Goal: _30____

Achieved:

_10 ___    
	Goal: _30____

Achieved:

_15 ___    
	Goal: _______

Achieved:

________    
	Goal: _30____

Achieved:

_15 ___       
	Goal: _30____

Achieved:

_20 ___    
	Goal: _30____

Achieved:

_22 ___    
	Goal: _______

Achieved:

________    



	Ride Bicycle
	Goal: _______

Achieved:

________    
	Goal: _5_Miles
Achieved:

_2 Miles  
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _5_Miles
Achieved:

_3 Miles  
	Goal: _5_Miles
Achieved:

_4 Miles  


	Weights
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    
	Goal: _______

Achieved:

________    





This example is obviously a simple way to keep track of our routine and achievements and is a step up from simply recording observations in our food journal.  As we get into the groove of exercise – that is, as we integrate exercise into our new healthy lifestyle – more detailed tracking might be beneficial and enjoyable.  Like most of the self-help topics we have discussed, the internet yields quite a bounty.  A search for “exercise journal” yields about 50 million results!  Surely there’s one there that will work for us!  If sorting through all of that isn’t too enticing, try the exercise journals at fitday.com or answerfitness.com.  They are a good start, customizable, free, and the log can be maintained online.

Set yourself up to succeed!  Many of us are used to setting unobtainable goals.  Losing 100 pounds or getting into a size 4 dress, for example.  While these can now be obtainable thanks to modern medicine, the tools for achieving exercise goals may not prove as astonishing.  Most of us will reach our exercise goals the old fashioned way, we’ll chip away at them slowly until one day we realize we have moved the boulder up the mountain.  Here are some more useful tips for getting started:
· Stay hydrated!  Heard that enough yet?  Obese people sweat more, and post-surgery we have a limited intake capacity (sip, sip, sip)
· Find a fitness center that is close and comfortable.  Take a tour, talk to people, feel it out

· Get a workout partner – maybe even your bariatric buddy

·  Seek the advice of your bariatric professional, preferably an exercise physiologist, for both the facility and your exercise plan
· Make goals your own, not somebody else’s recommendations

· Choose consistent times and places – make it a habit
· Use variety to overcome boredom.  Plan different activities and be creative
· Always allow plenty of time for recovery and cool-down

· Reward yourself with, of course, non-food rewards

· Enjoy yourself and your growing capabilities


Walking.  If there was only one choice for exercising in the world it would surely be walking.  Even though fitness center owners and equipment manufacturers spend millions of dollars to convince us otherwise, we really can meet our exercise demands with this simplest of all activities.  From day one, your surgiversary, we are be told to walk, walk, walk.   Initially we walk several times a day for only a few minutes or laps around the bariatric unit or living room.  After we get the okay from our surgeon we can graduate to further distances, uneven surfaces and stairs.  Let these early experiences become habit.  Taking the stairs is no longer a tall order but a breeze.  Parking the car in the far corner of the parking lot or walking to lunch is now doable; even enjoyable.  


Exercise is an oasis on the road to achieving the body you deserve after bariatric surgery.  From boosting our metabolism to tightening loose skin, the benefits are all that we have ever been told they would be.  Thanks to our surgery we can now take advantage of it with pride and enthusiasm.  Our surgery certainly promotes weight loss, but a healthy lifestyle is not part of the package per se.  For our surgeons it is a given.  For the Bariatric Centers of Excellence it is a passion.  And for us it becomes a life-long quest.  Maintaining all the benefits we gain from dramatic weight loss is dependent, as we have said over and over, upon lifestyle changes like exercise.  
Chapter 12: Grief 

January 11, 2008


Just a couple of WOW! Moments I want to note.  First, I am walking 2-3 miles a day and 6 weeks ago I was walking with a cane!  Next, sex is 1000 percent better.  I can move.  I am less ashamed.  Life just keeps getting better.  I gave a trash bag full of clothes to Goodwill but kept the size 52 jeans as a reminder.  I am having lunch right now.  Two ounces of tofu and one ounce of pears.  I have to admit that I miss eating like I used to – huge portions, gulping it down, eating like a pig.  That seems like a weird thing to grieve.  Oh well, small price to pay for living!

January 14, 2008


I have been feeling down these last few days so I picked-up the phone and called a friend.  She cheered me up.  I’ve got to stay off the scales.  I have plateaued at 336 pounds and it bums me out.  I didn’t exercise yesterday or this morning and made excuses.  I am feeling isolated, too.  Feeling sorry for myself?  I feel good about the surgery.  It was absolutely the right thing to do and I haven’t had a moment's doubt about it.  I am 40 days out and in a solid eating routine.  Now, if I can just get that exercise routine going!
January 18, 2008


I am 44 days out and have lost 60 pounds!  I joined the gym.  I can’t believe I joined a gym!  I have used the treadmill and played with a few free weights.  I haven’t lifted weights since high school.  I have been grieving this week.  I am grieving the loss of pleasure in eating.  That used to be so much of my life and it is gone.  Eating is a chore now.  I don’t want to take the time and when I remember enjoying really good food I am sad.  I recognize that I am not thinking in a healthy way of those times I enjoyed food.  I am thinking of the self-soothing of eating most of a half-gallon of ice cream or a 20 ounce steak.  I know it is great to be where I am at but I miss the compulsion.  OA is helpful and I go every week.  I guess this is the First Step.  I am admitting that I had that much of a problem.  I am also thinking of a slogan from the St. Vincent support group, “Now I eat to live, not live to eat.”

I have been feeling a bit of “What have I done?” when I realize the finality of it all, like when I give away another bag of clothes.  The changes to a healthy lifestyle aren’t big fun, at least not like I fantasized it would be.  I think at the moment I am up against the food addiction and not the obesity but it’s all about the same from a one-day-at-a-time perspective.
Sorting feelings: Coping with grief

What is grief?  There’s “uncomplicated” grief, anticipatory grief, delayed grief, chronic grief, and inhibited grief.  There’s even disenfranchised grief.  All of this points to the tendency in our society to pathologize normal human emotion when it is uncomfortable or disruptive.  So grief is seen as illness if it lasts too long, is too intense, isn’t identified with a specific event, or simply doesn’t fit the expected pattern.  It is a universal experience among people and studies also show that other animals grieve.  Grief is an experience we share in common with people and other living creatures.


Or is it?  This shared experience is true for “productive grief.”  This is grief that is not so overwhelming that we lose perspective, self-esteem and our connection with others.  Grief is a real problem when we lose this emotional connection, leading down a path to feeling worthless or useless.  Our loss of this sense of pleasure and purpose are usually remedied when we spend time being consoled by friends, family or activities that sooth us.  “Complicated grief” refers to the loss of this connection and falling into depression, suicidal feelings and irrational thinking about our loss.  The line between productive and complicated grief can be a thin one.

We all grieve and grieving occurs for many reasons.  Obviously, losing someone we love, a special case of grieving called bereavement, ranks at the top of the list but there are many other reasons we grieve.  Divorce, the loss of our health, our job or financial security are also at the top of the list.  There are some less-than-obvious reasons we grieve, too, like watching our children grow up, moving from a beloved home or finally getting rid of that old car we have held onto for so many years.   The journey of recovery we are undertaking has its share of grief along the way.  Seeing these as potholes in the road instead of dead-end streets is the goal of chapter.


The special grief we share.  In the early stages of recovery post-surgery it is almost fashionable to say we grieve the loss of foods we can no longer eat.  For some of us this is a palpable experience.  We yearn for our old foods.  We mourn the loss as if it is the loss of an old friend.  And why not?  As we have seen, food is a constant companion and almost always comforting.  It is there when nothing else seems to be on our side.  Some of us even describe the loss of our favorite foods like the death of a loved one.  Some of us may trivialize this, but this loss is a serious one worthy of our attention.

Mourning for lost foods is a common experience following bariatric surgery.  Some of us may dream of eating the forbidden foods just like we would dream of meeting a departed loved one.  We may taste them even though we aren’t eating them!  This can be seen as an odd form of denial or some other sort of physiological adjustment.  Whatever these experiences may be they translate into missing our old stand-bys in times of need.  It doesn’t make sense to mourn the loss of something that has brought so much ill health and shame, but we do it anyway.  It makes even less sense to mourn and celebrate losses simultaneously but we do it anyway.  Sometimes we can’t reconcile these conflicts and we can use help sorting out our feelings.

Think about the path we have selected – weight loss surgery.  Loss is right there in the description.  Do we actually mourn the loss of how much space we took up when our BMI moves from morbid obesity closer to normal?  For some of us the answer is definitely, “Yes!”  Fat provides a layer of insulation from the world that works not only for climate control (ask any of us post-surgery if we now feel cold more that we used to) but for social control, too.  Layers of fat insulate us from previous loss and protect us from our own internal experiences of shame, guilt and sorrow.  Who wouldn’t morn the loss of something insulating and protecting, especially if there is no automatic replacement?


Grieving comes in all shapes and sizes.  It occurs in its own time.  We can cry, get angry, sleep, drink, eat, smoke, spend or find other ways to avoid it.  All of these behaviors can bring immediate relief from the emotional pain and they all result in withdrawing from others, even when we are in social situations.  Withdraw can occur even in a crowd, and while there’s certainly healthy withdraw, allowing ourselves full emotional expression with another is often the key to working through grief and moving on.


There are many less obvious losses along our journey.  Months of rapid weight loss can bring the realization that we could have started this journey years earlier and enjoyed more years of health and zest for life.  This realizing the loss of potential and a quality of life that was available to us at a much younger age can hurt.  Another non-obvious loss is a similar concern for loved ones.  As we find ourselves slimming down we may grieve for loved ones who remain morbidly obese.  When this occurs it is important to remember that bariatric surgery is a decision each one of us needs to reach individually and persuasion is easily construed as shaming.  When it comes to accepting our own losses or grieving another’s, don’t push the river, it flows by itself!


Aspects of Grief.  On one level we all share a range of indicators that we are grieving, but we manifest these indicators in a wide range of personal experiences that are physical, cognitive, emotional and behavioral.  In general, grief causes us to be cloudy in our thinking, forgetful and temporarily disorganized.  We need help to stay focused.  Another common experience is being unable to shake the memory of what we have lost whether it is our ability to manage social anxieties by eating our way through them, or the persistent image of a lost loved one.  This takes a toll on our productivity and motivation.  Another common indicator of grief is found in the impatience and frustration we feel that accompanies chronic fatigue and LAD syndrome (see Chapter 9).  

Just like the journey each of us takes in our recovery, moving through grief is an individual process.  To get a handle on the impact grieving is having on us personally, it is helpful to look over the following checklist of the physical, emotional and behavioral indicators of grief.  

Indicators of Grief
	Physical
	Cognitive/Emotional
	Behavioral

	
	
	

	· Tightness in throat and jaws
	· Numbness and apathy
	· Procrastination

	· Heavy, pressured chest
	· Surreal feelings
	· Withdraw from others

	· Exhaustion and fatigue
	· Intense sadness and crying
	· Telling & retelling loss stories 

	· Changes in appetite
	· Anger and irritation
	· Questioning beliefs

	· Frequent sighs
	· Forgetfulness or confusion
	· Preoccupation with loss

	· Insomnia
	· Regret and guilt
	· Dreaming of  loss

	
	· Moodiness
	



We can best use the checklist to take our pulse concerning grief and review how we are doing.  This feedback can inform us of the need to slow down, be more aware, focus on support from others, our food and exercise plans, or personal supports like journaling and meditating.  Different reactions can come and go and intensity varies considerably. Just when we feel that things are finally a bit easier, something can unexpectedly trigger a whole new flood of feelings.

The value of the list isn’t in ticking off the boxes to “diagnose” what’s wrong.  For most of us, nothing’s pathologically wrong, but it’s difficult for us to function at 100% when we are shrouded in grief.  For that reason, common sense tells us that this is not the time to make major decisions or changes.   Knowing where we stand will tell us what we can do to take better care of ourselves during this delicate time in our journey.


Loss and body image.  Many studies have shown that obese people who have lost a significant amount of weight still perceive themselves as much larger than their true size.  Not only do they misperceive themselves as larger, they also judge their misperception harshly, setting up the sort of negative self-talk that often drives overeating in the first place!  When a person suffering from anorexia nervosa is down to 85 pounds but still sees an obese person in the mirror we note the obvious: she is not in touch with reality.  When a morbidly obese person looks in the mirror and says, “You’re not that fat,” we tend to support this distorted view of reality by consoling, pointing out how their clothes slim them down, or commenting on their body structure (“You’re just big boned”).  As a result, we are in a state of denial before the mourning even begins!


Little body image research has been done that focuses on bariatric surgery outcomes or the loss associated with these perceptions.  Rapid weight loss and the denial we have carried over years of morbid obesity predispose us to body image distortion.  Grieving the loss of the body we have known for years is a rich stop on the road to recovery.  When we take a detour around the body image issue, either to avoid the loss or because we stay stuck in old patterns of thinking and feeling, we risk running into a dead end.  

We have to keep up with the reality of our changing bodies and give the rapid loss of who we once were the attention it is due.  Here are some tips for doing just that:
· Look in the mirror every day and strive to see very clearly the true reflection.  Simply notice.  Practice the cloud meditation technique to let thoughts go that cloud seeing the image in the mirror.
· Use the self-talk techniques in Chapter 6 to identify negative self talk about body image, record them, and identify replacements.  Review this list out loud while looking into the mirror.

· Write a letter, addressed to ourselves, that thanks our bodies for carrying us through the years and identifies the rewards ahead – pampering ourselves with healthy choices like massage, nature walks, or other activities we couldn’t do before.  This letter should remind us not to “lose the forest for the trees” by missing the primary reason for surgery in the first place, our good health and extended life.  We might also consider apologizing to our bodies in this letter for treating them poorly.


Of the research that has been reported about weight loss surgery and body image, the focus has been on body satisfaction.  We will discuss plastic surgery later, but what’s important here is to realize that our journey doesn’t lead to a Jane Fonda or Arnold Schwarzenegger physique and that expectation will also lead us to grieving the loss of the fantasy that was unobtainable from the very beginning.  Honoring feelings is important but so is realistic appraisal of what’s possible.  Regardless of the journey we are on we can’t simply make up where we are going or how we will get there.  Remember that the value of a map is its accurate reflection of reality!


Heaven is other people.  There is an old adage that “grief shared is halved, joy shared is doubled.”  Longfellow knew the adage well when he added, “There is no grief like the grief that does not speak.”  Grief magnifies joy because joy is so much sweeter afterwards.  But joy can magnify grief if we are housed in our own museum of pain and loss, peering out the windows at the sweetness around us, while denying ourselves the opportunity to partake in it out of loyalty to our own grief feelings.  How does that work?  How do we construct such a museum?  


By hanging on to the past.  This is easy to see when our loss is a loved one.  We want to hang on to them for as long as we can.  Loyalty is a sign of respect, but over time we stop hearing their voice in our heads.  We no longer feel the longing for their touch and we even begin to forget what they actually looked like.  As we work through this grief we dedicate our lives to a cause on their behalf or resolve to be a better person for knowing them.  These are obvious losses.  These are obvious resolutions.

With losses like food or weight we must dig deeper into our feelings to realize the loss of emotional protection fatness once afforded us or the loss of the joy overindulgence once brought us.  These are non-obvious losses.  Ironically, the aversion to losing these feelings leads us to hang on and start construction of the shrine to our grief.  Unlike most museums, this one is not open to the public.  In fact, sometimes there aren’t any doors to let people in or to let us out.  

When grief is complicated we disengage from the real world and take up residence in this museum to protect ourselves.  This retreat is created to honor our loss, preserve our memories and protect us from change.  In essence, we create our own tribute to the loss, our own museum of suffering and pain.  Nobody knows how important this shrine becomes to us unless we share it with others.  When the shrine itself is more important than the contact we can have with loved ones the result is prolonged grief and growing isolation.  We know where this process leads us.  Right back to the refrigerator and pantry!  


To avoid this relapse, we need to realize that the goal isn’t demolition of the shrine, it is opening wide the doors and letting others see our grief.  Doing this allows us to respect our feelings, acknowledge them, and move on.  The museum becomes an artifact in our history with doors wide open.  This allows us to come and go, recognizing the loss and the grief in a way that supports our ongoing recovery from morbid obesity rather than hindering it.

That brings its own set of problems, of course, because sharing it with others exposes our raw feelings of grief about our loss and all the shame that the museum protects us from knowing and feeling.  Sometimes all we can do is trust that our grief shared will be halved, even though the process of becoming fully aware of it by sharing with others will seems to make it loom larger than before.

 Today we live in a world of cold mediums, like the internet, where close interpersonal contact is an ever-increasing luxury.  While online contact with others is better than nothing, there is no substitute for close, face-to-face contact with another person.  When we experience that sort of closeness our troubles recede into the background and we begin to experience moments of interpersonal warmth instead of the cold winds of grief and loss.  On our journey of recovery from morbid obesity there is no substitute for a co-pilot.  Sometimes we may even need to trade in our car for a van load of fellow travelers!

Sartre’s most famous play, No Exit, ends in the famous line, “Hell is other people.”  Sometimes this is true.  Think about what happens around the world when a loved one dies.  The family and community joins together, morns the loss at a funeral or ceremony, then eats!  We go from the grave site to a gathering where loving family and friends present a spread of carb and fat rich foods to help us through our pain.  Here in this universal ritual is the direct link between grief and eating.  Grief can be a primary trigger for relapse!
Staying on our journey with fellow travelers – those who know the road well – will help us avoid these delays as we realize that losing food and fat is really liberation from being imprisoned in our own bodies.  We can then celebrate our loss instead of mourning it.
Sorting facts:  understanding grief.  

Among famous contributors to psychology perhaps no name is better known after Sigmund Freud than Elizabeth Kubler-Ross.  Her classic text, On Death and Dying, provided a road map for countless people all over the world to cope with these losses.  She introduced to the world the now famous five stages of death: denial, anger, bargaining, depression, and acceptance.  Like most concepts in psychology, popular writers have taken the original work and simplified it.  In that process the “stages” of loss emerged as something we all go through in a linear fashion.  While the stages themselves make a lot of sense, we shouldn’t believe we complete the process, start-to-finish, without three steps forward and two steps back, or even four steps back for that matter.  The stages are ….

Denial.  We have already learned a lot about denial on our journey and we know it is a hallmark of the obese.  We deny that we are as fat as we are.  We deny that we eat as much as we do.  We deny that eating and food are as important to us as they are.  This part of the journey should be perfectly clear by now: coming to grips with our denial is job one for successful surgery, recovery from morbid obesity and acceptance of a healthy lifestyle!  Denial isn’t just a river in Egypt, it is a river of physical illness and emotional isolation that must be recognized and crossed before proceeding any further down the road to recovery.  As we have seen, it impacts our beliefs, relationships and even our perceptions of quantities we eat and what we look like.

Anger.  When our cloak of denial lifts, we suddenly realize we are not in control of our lives as much as we thought.  Our eating is out of control, our weight is out of control, and maybe even our obsession with obesity is out of control.  Many of us, obese or not, react to this loss of control with anger.  The process of seeking bariatric surgery gives us lots of opportunity to blame others for our anger instead of realizing it is part of the loss and change process.  For starters, there’s all those who are to blame for us getting fat in the first place.  Then there’s the nebulous concept of “stress.”  We are angry because there’s so much stress in our lives.  Other people make us angry.
  If that’s not enough, start the insurance approval process!  Navigating this sea of madness can really give us a focal point for our anger.  Like a magnifying glass, insurance and hospital procedures can detour us onto a longer road away from acceptance of our actual situation and moving on to next steps.

It is most helpful to realize that anger is normal and uncomfortable for many of us.  Anger can be an enormous source of strength when we “own” it and stop blaming others.  In combination with denial, it remains debilitating.  It is crucial in this stage of loss and change to push ahead by claiming our anger as our responsibility and of our own making.  Then anger becomes a rich source of motivation and energy.  Like accepting or changing most emotions, this is easier said than done and requires support.

Bargaining.  This form of bargaining isn’t about bargaining with the hospital or surgeons for a price break!  It refers to attempting to shortcut the process of working through our losses or accepting changes.  The classical bargain is with God herself.  If God will just get us through this – maybe even losing weight through a miracle cure – we will never cheat again, drop all of our bad habits, go to church more often, be better to our loved ones and never sin again.  That “sin” may include never over eating again or getting back on our exercise track.  Some of us bargain for an easier way out, like trying another fad diet instead of considering surgical options, telling ourselves we will be more prepared next year or lapsing back into the denial that “it’s not that bad.”

Bargaining is full of “if only” statements.  If only we could have one more doughnut.  If only we could suspend our meal plan for one evening to go to that party.”  What is so often intended to be a deal with God turns out to be a Faustian bargain – a deal with the devil.  We sell our integrity for a chance at relaxing our vigilance and resolve.  Payment is often measured in guilt and self-hate.  Before or after surgery, bargaining can be a slippery slope.


Depression.  It makes sense that when we grieve a loss we feel depressed somewhere in our recovery.  But how do we watch advertisements on television each night touting the latest miracle cure for our bad feelings without thinking there is an easy way out?  Treatment for depression certainly has its place, but the depression accompanying loss and change is a temporary stage and one that is a natural means of modulating an emotional experience that we do not believe we can handle.  This depression is not the Major Depression of mental illness or the depression arising from LAD syndrome.  It is the depression that settles upon us when we realize the changes we are going through are permanent, that there’s no turning back and the way we used to live is a thing of the past.  


Where bargaining is an attempt to return to the past, depression parks us fully in the present, realizing the magnitude and full meaning of change and loss.  Like all depression, it feels like it will last forever.  Using the tools we are discussing in this book will move us through this stage and onto acceptance.  Solid nutrition, exercise, awareness and above all, support and contact with others, will help us safely navigate through this normal grief reaction towards the acceptance that allows us to avoid lengthy detours on our journey.


Acceptance.  Do we ever really accept a significant loss in our lives?  And what exactly does it mean to ‘embrace” change?  Sometimes it is as simple as surrendering to the inevitable.  Acceptance can be a matter of “getting on the bus so we don’t get hit by it” or it can be a feeling of “letting go.”  Acceptance is commonly misunderstood to mean closure.  Closure is a misappropriated term from psychology that leads us to believe it is possible to finalize our experiences in a neat and tidy fashion.  More to the point is that acceptance often comes after grueling conflict, conflicting thoughts and feelings and the exhaustion of the struggle to win or loose.  Acceptance isn’t always satisfying, but it is typically a period of calmness, rest and understanding the battle is over and something new has emerged.  Self esteem psychologist Dr. Nathaniel Brandon says it best, “The first step toward change is awareness. The second step is acceptance.”


As we take a look at these stages of loss and how they apply to morbid obesity keep in mind that they are information signs that help us pinpoint where we are at along our journey.  They are not mile markers that tell us how far we have to go to get to our destination!  We may read about one of the stages below and think, “This is me right now.”  While that can be a sign that says “You are here,” it doesn’t tell us where we are headed because we can be in denial one day, depression the next, acceptance later that month and back to denial again as our feelings intensify, objects remind us of our old coping strategies or weight loss throws us into long buried memories of shame from our past.


Gaining a perspective.  We can think of our destination prior to our decision to have surgery and change our lifestyle as a trip to the candy store or the ice cream shop.  Somewhere along the way we decide to go to the gym or to a health spa instead.  Has everything changed?  No!  We are still traveling down similar roads.  The countryside is still the same.  Fellow travelers still share the road and there are still signs and directions that help us get to our destination.  We still drive the same car, live on the same street and love the same family.  


Make no mistake, the changes are large and our adjustment will take a long time, but there are still landmarks along the way that sooth us and salve our losses.  Sometimes we look at all the change and all that is expected of us to be successful and it feels like the entire picture has changed.  Pausing and anchoring ourselves to those supports in our lives that are stable and unchanging will steady us along the way and give us the strength we need to face another day of new habits, a new body and a new destination.  This is the essence of “one day at a time.”    

We are all different and grief is different for everyone.  Men and women grieve differently.  Families and cultures grieve differently.  We all have different ways of coping with grief.  What we can all count on a couple of things:

· The speed of working through grief and loss will vary depending on the quality and extent of the support system we have cultivated.

· Sometimes we have to postpone grieving because other things in life demand our attention.  When we avoid grief it piles up.  Once we are committed to working through the pile it will take time and the amount of time it will take is different for every one of us.

· Grief can take a long time to work through.  It is better to accept that it may be a traveling companion for a while than to foolishly think we can control how long it takes.

Accepting the losses and changes that accompany recovery from morbid obesity makes for a hilly journey.  We can feel like we are on a roller coaster rather than a journey.  The best we can do sometimes is to be gentle and understanding with ourselves while we seek the comfort of the available support in our lives.  To use an old saying from Alcoholics Anonymous, this journey to a new life may ultimately require us to change “playmates, playgrounds and playthings.”  We can’t gulp down these changes.  Like eating the elephant, we must take it one bite at a time.

Chapter 13: Travel 
January 23, 2008


I had my first trip to New York since the surgery.  The meals were a little scary but I stayed well within bounds – like a little sweet potato and crab meat, some spicy tuna, or a little soup).  I was in my old haunts where I used to really binge and engage in a lot of compulsive behavior.  Walking around the city, eating all over the place, walking and eating, eating in LaGuardia.  I can feel the loss.  No control issues, but some quiet grief and confusion.  On the other hand, the support and the compliments were grand!  I even did the treadmill and the weights at the hotel.  It is harder traveling but quite doable with a little resolve.  I was glad to stop terrorizing myself with the scales for a few days.  It was a good trip.
February 1, 2008


I am 58 days out and weigh 323.  Actually 323.5 but I have decided to ignore the tenths (progress comes in very small doses!).  I hit the gym 5 of 7 days this week.  I feel more hunger with the exercise but the 3 ounce meals and protein shakes are holding me just fine.  I’m struggling with my impatience for dropping pounds.  When I shared that in support group, one of my peers said, “So, when was the last time you lost 75 pounds in 2 months?”  Enough said!

February 7, 2008


Today is my two month “surgeversary.”  I haven’t been on the scales for a few days and when I checked today I weigh 319.  (I deliberately didn’t put an exclamation point after that sentence).  I am steadily packing away clothes that are too big and digging out clothes that fit now.  That feels really good but my kids tell me I look like I am traveling back in time with all the old clothes.  I never got rid of clothes while I was putting on the weight (the last 25 years!).  They want me to buy new clothes but I am not going to do it – I lose a full size every couple of weeks!


Tonight I have a session with a personal trainer.  My grandson told Mommy this week, “It doesn’t matter if Pappy is skinny!”  Makes me feel warm!

February 14, 2008


I am sitting on a plane coming back form New York.  The seat is very small and I struggled to get the belt on, but I DID IT!  The man sitting next to me didn’t seem to mind and I left the arm rest between us down.  I fit in the seat that and it didn’t even hurt!  My thought was, “Wow, I couldn’t have done this at all two months ago!”  Air travel is much improved for me even though the airlines still do all they can to make it miserable.  Even skinny people agree with that.


Traveling and eating is harder than I expected.  I can control myself but it is the unsure feeling that bothers me.  How much does that weigh?  Are steamed clams going to make me sick?  I forgot my Prilosec!  Other than being a bit unnerved, all is well.  I forgot to pack my shorts so I couldn’t work out at the hotel.  So I walked and walked in the city.  I remembered how much I loved that, years ago before my knee, ankle, hip and back problems.  That’s all gone now.  I walked everywhere!  When I hit the pillow I was tired, for sure, but not sore and exhausted.  I am slowly learning to feel the fullness of my pouch.  It always says “Stop eating!” before I would usually stop.  I learned in support group that I need to listen to my pouch, go slow and eat with awareness.   I need to get home to my Valentine!

Sorting feelings:  Adjusting to an unfriendly world.

Would you prefer a booth or a table?  Do you need a seat belt extender?  Can I order a child’s portion?  When we enter the travel zone we find new horizons of shame and embarrassment.  We find ourselves in a classic Catch-22, damned if we do, damned if we don’t.  If we agree to enter into the world of the traveler we often see nothing but bad choices and temptations that lead us off our path.  We run a gauntlet of forced self-exposure that can lead to more shame and guilt.  On the other hand, choosing to exile ourselves from this world is isolating and deprives us of much of the pleasures the world has to offer.  Solutions, while possible, can be hard to come by.

Corporate America offers few real solutions to our dilemma.  In fact, they are most often saboteurs of our journey or at the very least conspire with us to lapse back into denial and weight gain.  Healthy menus often aren’t that healthy upon closer inspection and it is difficult to interpret what’s in the foods we find on the road.  Other solutions publicly expose us.  Seat belt extenders are a prime example.  Profit-driven corporations develop “customers of size” policies that add to our humiliation, shining a bright light on our difficulties and our shame.

Government legislation is also woefully misguided when it comes to morbid obesity.  In a 2008 attempt to accommodate morbidly obese people, Brazilian officials installed special enlarged seats in underground railways.  These over-sized seats were less-than-strategically placed at the ends of every row, colored blue to be noticeable against a sea of cream-colored seats for “regular” passengers, with a sign above every seat reading “Priority chair for obese people.”  The seats, of course, are not used and officials believe they are ignored by obese passengers because they are ashamed to use them.  In the words of the articulate youth of today, “Duh!”

A final example of regulation that at the very least adds insult to injury is a 2008 order from the Canadian Transportation Agency.  Several major airlines serving Canada were ordered to charge only single seats for people with severe disabilities requiring additional space, “including those determined to be functionally disabled by obesity for purposes of air travel.”  How many of us made the determination that becoming morbidly obese would ultimately save us money on plane tickets?

The good, the bad and the ugly.  Accept the fact that travel will never again be the same.  The good is all the weight we have lost so far on our journey and the ease we are finding when we plan and embark on travel.  The bad is the amount of work it takes to stay on our path when we travel.  This includes planning meals, exercise and maintaining our supplement schedule during business and social travel.  The ugly?  The ugly comes with our new vantage point and recognizing how fat people are treated.  We se how we, out of necessity and emotional survival, swallowed this treatment - either thinking we deserved it or that it is just the way of the world.

There’s no better place to start than the good.   For those of us at or close to our goal it is a relief to leave the breathing machine at home.  Camping without electricity is now an option, as are excursions on bikes or motorcycles.  Moving the furniture around in the hotel room to find a workable and accessible electrical outlet is no longer necessary.  


There’s no better surprise than climbing behind the wheel of a vehicle we have longed for, but long since forgot because we couldn’t squeeze behind the wheel, and discovering we now fit.  An SUV is now a choice, not a necessity.  We will need another excuse not to purchase that little sports or compact car we’ve had our eye on!  

The middle seat on the plane won’t be a deal breaker, seats at theaters or stadiums won’t seem like torture devices and standing in the back of the auditorium making up excuses for not taking a seat will no longer be necessary.  Many bariatric centers of excellence boast extra large chairs for patients and architectural designs that accommodate the morbidly obese.  Again, not necessary!  In fact, sitting in one of those chairs after we reach our goal can bring new awareness, joyful and painful, of times gone by and opportunities that lay ahead.  

The good is so good that it’s worth lingering here a little longer.  Depending upon the extent of our obesity, a hotel room for the handicapped was once a welcome sight.  We needed larger showers, hallways or stalls.  No more!  We won’t walk past the exercise room without peeking in to see how we will make use of our time instead of looking away and walking briskly past.  The thought of planning a trip to the beach or spending time by the pool will no longer be terrifying.  Throughout this journey there are exciting travel discoveries to be made!

The “bad” isn’t as bad as it is difficult.  Like managing a chronic condition such as hypertension or diabetes, we can’t forget that we are in recovery from morbid obesity.  The new regimens and behaviors we are learning require a constant vigil, especially in our travels.  The food journal travels with us, the pill minder travels with us and the exercise gear travels with us.  We may need to secure prescriptions from our physician if traveling out of the country to justify the supplements we bring along.  Odds are many of us are already used to this and are only replacing medication for multiple obesity-related afflictions with health-inducing supplements.


Accommodations that allow us to maintain our exercise routine and eat healthy now hold a priority spot in our travel profile.  Checking these amenities before booking a reservation is a wise choice since what we might read on the internet doesn’t always translate into user friendly equipment!  The Olympic size pool at the hotel in International Falls, Minnesota won’t do us much good if we fail to realize it is outside and it’s January.

Many of us are perpetually aware of the waitress who asks why our meal was unsatisfactory because we only ate half of it.  If we were raised to believe that a meal ends when our plate is clean, this can be more than an annoyance and can seem down right cajoling, even if we know in our adult minds there’s no harm intended.  Splitting meals and asking for doggie bags is now a way of life that allows us to enjoy a meal out and save money at the same time.

Maybe all of the bad isn’t as bad as it is simply “different.”   but we have seen that change, positive or negative, is often a stressful adjustment.

Overcoming the ugly.  Even in the isolation that characterizes the prison where we find ourselves height of our obesity, there is some consolation that others share our condition.  Seeing ourselves in the mirror of others who remain morbidly obese can be overwhelming at times.  Many of us will adopt the proverb, “there but for the grace of God go I” as we witness first hand the struggles of another.  Herein lays the seeds of “the ugly.”

What was once a sisterhood of understanding for those of us who couldn’t fit in a booth or navigate the stairs becomes ugly if our compassion turns to pity or loathing.  This happens in our own attempt to avoid the piles of past embarrassments and shameful feelings we knew all too well when the public spotlight was shed on our morbid obesity.  Instead of identifying with the person struggling with a BMI over 40 and recalling our journey so far we can respond like the ex-smoker who now can’t understand why everyone simply can’t “just say no!”  Refusing to look in the mirror of the other leads us down a path to pity and loathing.

There is a difference between compassion and pity.  When we feel pity or compassion we are distressed by the suffering of others.  We see the morbidly obese person and recall our struggles, knowing that the journey to recovery is arduous and hard to begin.  Compassion requires concern for the person enduring their suffering.  Pity focuses merely on the suffered condition.  When this happens we create a gap between the suffering person and ourselves that can be easily filled with feelings of superiority and contempt.  Ironically, this is the very attitude we often sensed in others when we were the object of pity as we struggled through the world with all of our fatness.


 Our compassion is marked by attentive concern for the morbidly obese person.  We are not the ex-smoker whose shaming glance reminds us of our failures.  We become the friendly face of acceptance that supports our fellow travelers-to-be to inch towards their own journey to health.  Compassion is based on awareness of our shared humanity and bridges the separation of others from our own feelings.  

Compassion leads to lending a helping hand.  It completes the proverb – “there but for the grace of God go I, so I can help!”  Solutions to our travel dilemmas and avoiding shameful encounters may be hard to come by but they can be found in others sharing their solutions with us in compassionate, understanding ways.  Once again we find that the value of support for our journey can’t be overstated.
Sorting facts:  Answers to questions on the road.


How much am I eating?  In America there are over 100,000 restaurants at the heart of a trillion-dollar industry that feeds us.  This is not a health-based industry, it is driven by the same market forces as any other Wall Street business.  Restaurants and food suppliers make money by selling food, not nutrition.  The more they sell, the more they make, the more they return to shareholders.  Everybody’s happy.

As a result, Americans think receiving more is better in just about every consumer good on the market and food is no exception.  In fact, the “bigger is better” campaigns of fast food restaurants have worked so well that in addition to huge profits, our perceptions of what constitutes a “serving size” have grown proportionally.  There is no mention in these promotions that “Super Size” refers to waistlines as well as portion sizes!  

While there is a movement towards improved nutrition as the market slowly shifts towards healthy eating and portion sizes, we are a long way off.  Besides high powered marketing that disrespects our health, economics isn’t on our side either.  Depending on where we live, how well we cook and how we calculate the value of our time, dining out can be a cheaper option than preparing meals at home.  This only provides more motivation to get in the fast food line and exchange value and convenience for nutrition and fitness.  

When we are traveling the fast food line is more appealing than ever.  Lacking even the possibility of preparing our own meals we surrender our nutrition and portion size decisions as we scurry to the gate to catch the plane or speed down the road, burger in one hand and cell phone in the other, all in an attempt to maximize our precious time.  We forfeit awareness of what we are eating, how much we are eating, and how much weight we are gaining for shaving a little off of our travel time or saving a dollar or two.  

What we save in time and money we add in pounds, inches and ill-health.  
The U.S. Food and Drug Administration (FDA) has openly reported that eating out is a major cause of obesity.  They miss the boat with that statement and we know this when we focus on personal responsibility.  We are the only one’s responsible for what we put in our mouth and as we have learned this is prerequisite for success on our journey.  For a good while post-surgery everything we put in our mouth will come from our own kitchen or from a trusted bariatric-friendly source.  As time goes by we tolerate a greater variety of foods from less trusted sources – like those interested more in our wallets than our waistlines.  Moving away from the food scales and the meal planning offered to us from our bariatric team, we are left to our own best judgment at home and especially on the road. 

How much am I actually eating?  This is a good question.  It is obvious that “Super Sized” won’t be for us, but even the serving size on food labels is ambiguous and not very helpful.  Once we are in the habit of carefully reading food labels we recognize we typically eat more than the recommended serving size on the food label.  In fact, manipulating serving size is one way foods are made to look more nutritious and less ominous.  Even the U.S. Department of Agriculture (USDA) falls victim to this mentality.  According to them the recommended serving size for pancakes is one small pancake!  Before we start our journey we are almost always eating larger servings than are actually referenced on the food label.  Think about the last time you had pancakes! 

Try this experiment:  pour your favorite cereal into your favorite bowl and estimate one cup.  In another bowl estimate ½ cup of milk.  Now use a measuring cup for accuracy and compare your estimates with reality.  How do these amounts measure up?  Many of us will measure our food forever once we start our journey.  At the very least we should periodically repeat this exercise to reinforce how much bigger our eyes tend to be than our pouches.  This is an old habit that can be virtually impossible to break.  It’s a good idea to measure our favorite foods into correct portion sizes so we have a ballpark estimate when we are on the spot in restaurants or at friend’s homes.

The USDA does not set portion size or nutrition based upon what’s healthy.  Their criteria are based on typical portions Americans consume, the convenience of measurements (like cups or ounces), and sizes used in previous guides.  Actual nutrition content is only one consideration.  As part of the map on our journey it should be the only consideration.


While we are at home there’s no substitute for measuring our portions but this isn’t always possible when traveling.  It’s always a good idea to pack the food scales but we can’t expect to go through the ritual of measuring everything on our plates at a restaurant.  A simple way to estimate portion size in situations where we can’t measure them is to learn roughly how common sizes relate to amounts.  The information below is a start and with a little creativity we can come up with our own guides that relate to common objects in our individual worlds.
Common Objects and Serving Sizes for One Portion

	Tip of thumb
	Serving size (1 tsp) of butter or mayonnaise

	Rounded handful
	1/2 cup vegetables, fruit, cooked rice or pasta

	Clinched fist
	Serving of fresh vegetables, fruit or berries

	Cupped palm
	Serving of nuts (about 1 ounce)

	Three dice
	1 to 1 ½ ounces of cheese

	Golf ball or egg
	Serving of dried fruit

	Deck of cards
	3oz serving of meat or poultry

	Computer mouse
	Medium baked potato

	Ping pong ball
	two tablespoons of peanut butter, nuts or seeds

	Small milk carton
	8 oz glass of milk

	A baseball
	8 ounces of yogurt, one cup of beans or dry cereal, an apple or pear

	Check book 
	Serving of fish (approximately 3 oounces)

	Hockey puck
	Serving size of a bagel

	Shot glass
	salad dressing (2 Tbsp.) = a



Of course, this is only a travel survival guide and not meant to take the place of accurate measurement, always our first choice.  While many people know that a portion of meat or poultry fits in the palm of our hands or is about the size of a deck of cards, our palms are all different sizes.  Where a woman's palm holds about three ounces, a man’s palm probably holds slightly more, say four ounces.  If we happen to be professional basketball players or concert pianists, there’s a good chance our palms are larger.  The solution is simple, put your staple foods in your palm and create your own customized travel survival guide!

While you’re checking various foods be prepared for a surprise.  A bagel the size of a hockey puck or a baked potato should be about the size of a computer mouse?  That’s sure not what we see in advertisements.  Whether our society gets there or not, portion sizes will never reach the small amounts required during the early months and years post-surgery and it’s not likely advertising will conform to the portion sizes recommended by the FDA anytime soon.  In the mean time we have to take responsibility for making travel work for us.  Just like at home, when we are on the road there are times when our best judgment will necessarily overrule our senses.  With pouch’s the size of small ball it’s likely our eyes will forever be bigger than our stomachs.

Making travel work for you.  Learning portion size moves us closer to making meals on the road compliment our journey, but we need more than that to stay the course.  We can also put together an emergency stash for those times when we can’t get back to home base.  It’s imperative we stick to our schedules for meals and snacks.  Some of us will adjust to five or six small meals a day while others will eat small snacks in between three larger meals.  What works best for each of us is a decision reached with our dieticians and bariatric team.  However, we can count on times we will be stranded and in need of nutrition.  

Regular nutrition allows us to avoid getting too hungry and overeat.  It also keeps our metabolism going strong.   If we’re at home, it's fairly easy, but that’s not always the case everywhere else.  During those times it is helpful to have our emergency stash nearby to hold us over.  Here are some ideas for convenient, transportable healthy snacks that will keep in a glove box, travel bag or desk drawer for a long time:
· Canned tuna or chicken

· Beef jerky

· Unsalted Almonds
· Granola bars

· Pretzels or rice cakes
· Mini-boxes of raisins
· Sugar free fruit snacks
· Protein bars and hi protein trail mix
· Sugar free jello snack packs

· Sugar free gum 

More perishable foods will do the trick for those “planned emergencies” we encounter when traveling, are working overtime or otherwise find ourselves committed past our regular meal times.  A word to the wise here – if we perpetually find ourselves committed to something other than nutrition around mealtimes it’s time to reorganize our priorities!  Foods that can be packed on a daily basis in a lunch bag or personal cooler include:

· Carrot and celery sticks, cherry tomatoes, broccoli or cauliflower flowerets

· Apples, bananas, oranges or Kiwi fruit

· Grapes, fresh or frozen

· Lean deli meats

· String cheese or cheese cubes

It takes a little extra planning to keep these items within reach and it’s easy to budget the time in the mornings when we are full of enthusiasm.  Like all the behaviors that we have discussed so far that keep us on the right path, we need to capitalize on those enthusiastic times to ingrain behavior change so that packing for these planned emergencies or restocking our emergency stash becomes second nature.  


If we are away from home base for an extended time we should get familiar with local groceries instead of settling for the deli or convenience mart.  The healthy selections will be better and temptation will be an arms length away, or at least we will have obvious healthy choices.  When we must stop for food and no other options are available, make the healthiest possible choice.  We can pick places where you can see the ingredients and know what’s going into our bodies, like delis or salad bars.  When it comes to fast food places, truck stops or airport travel shops, “Just say no!”  A final word – always have water or a calorie-free drink on hand.  Sip-sip-sip!


Pack your support for the road.  Back to our enduring theme of support.  Travelers are notoriously lonely.  Affairs happen on the road.  Alcohol and drug relapses happen on the road.  Binging on junk food happens on the road.  In every case a missing ingredient is a support network.  It takes work to stay connected with our support system on the road but it is worth the effort.  Here are some tips for doing just that:

· Keep the support circle diagram close by

· Identify the items that are a support in the absence of supportive others

· Find the nearest bariatric center of excellence and look for a support group

· Attend an OA meeting

· Call your closest supporters and let them know you are struggling

· Journal your feelings until cravings pass

· Practice breathing and meditation

· Get away from the temptation!

Chapter 14: Milestones or only numbers

February 21, 2008


I climbed on the scale and weighed 312.  I got on-and-off them 5 times.  Couldn’t believe it.  I finally stopped myself and walked away from them.  It’s just a number, right?  I can see my progress in how my clothes fit, how I feel, and in what people say, but I get so impatient!  Crazy.  I am doing the right things, although I have let my meals creep over three ounces.  That’s against the “yellow sheets.”  The problem isn’t the eating, it’s the attitude.  It smacks of “bucking the system.”  The St. Vincent system for bariatric weight loss is too good to buck.  I mentioned it in support group and got a lot of helpful feedback.


I have been in a mellow mood.  Enjoying myself more, enjoying exercise, intellectual pursuits, and my wife.  I hurt my knee and shoulders exercising too vigorously and need to back off a bit.  So now I am going to the gym every 2-3 days, not using the treadmill or bike.  Time is flying by.


I am in size 42 jeans.  10 sizes down.  My three month check-up is next week.  10 sizes in three months.  I’m feeling good.

March 10, 2008


After another endless stall, I am down 95 pounds at 304 and on track to break the 300 pound mark this week.  A real milestone.  I am having what I’ve taken to calling a “shrinking spell” right now and, damn, does it feel good!  I re-injured my knee at the gym.  I just can’t seem to find any middle-ground with the workouts.  Always pushing too hard.  I need a trainer but am too cheap to hire one.  


I had a sport coat altered (one that hung in the closet for years that was too small) and even had to buy new shoes – my old ones were too big!  Who knew I would even lose weight in my feet.  I am up to four ounces at meals and I noticed I can’t guess at it.  I always overestimate.  Headed back to New York this week and I actually like the travel for the first time in many, many years.

March 21, 2008


Last week the scales read below 300 pounds for the first time!  They went back up, but I am just back form the gym today and they read 298.  Maybe I’ve really done it! Congratulations to me!  Nobody knows what that 300 pound mark has meant to me except for my buddies on obesityhelp.com and the support group at St. Vincent’s.  We had dinner with Ann’s folks Wednesday night and her Dad couldn’t stop starring at me.  I felt uncomfortable but was flattered!

Sorting feelings:  To weigh or not to weigh, that’s not the question!


Translating numbers into feelings.  There’s a great little cartoon that shows a Mother on the scales with her daughter by her side on the telephone.  The caption is the youngster exclaiming, “Mommy’s standing on the crying machine again!”  Most likely we have all had our turn on the crying machine, but in the early phases of our journey post-surgery the scales become a friendly purveyor of good feelings.  

Prior to our decision to have bariatric surgery the scales were our enemy, parroting what we generally knew already – that we kept climbing slowly to new heights of obesity.  Yo-yo dieting, an all-too familiar concept for many, is the predictable result of food deprivation and you don’t need to be a research scientist to figure it out.  After prolonged times of living off our own body fat (a.k.a. dieting) we begin to stray from the food plan.  The weight gain that follows is an evolutionary adaptation, analogous to surviving the famine, or the winter, or capture, and finding ourselves back in the middle of food abundance.  

Our metabolic reaction, a genetic acquisition from generations of overcoming these hardships, is to restore the fat we have lost and then store a little more as insurance.  In effect, our body is saying, “thank goodness we lived through another famine, let’s make up time and store a little more than usual for the next one.”  And over the years there usually is a next one as the next fad diet hits the media and we are seduced into giving it another go.


 This process leads many of us to finally avoid the scales all together, avoid seeking needed medical check-ups and ignore our fitness and health.  This changes during the early days following weight loss surgery and we develop a compulsion to watch the numbers fall before our eyes, selling our soul to the scales with the compulsion of someone suffering anorexia.  During this leg of our journey it’s exciting to climb on the scales!  Ten, twenty, fifty and one hundred pound benchmarks come and go.  This gives us a sense of momentum and accomplishment.  We look at the scales and are convinced we made a smart decision and weight loss will be an easy accomplishment.  In fact, during these times weight loss is an easy accomplishment.  Who wouldn’t feel good about that?  The crying machine becomes our pride and joy machine!

Our perch atop the world is precarious at best because weight loss isn’t a linear experience.  We reach plateaus that can last weeks, even months.  Weight loss becomes difficult and we tell ourselves that this plateau may be the stopping point, all we will lose, and way short of our goal.  Confidence erodes and we ask ourselves whether the surgery was worth it?  Any doubt about our decision surfaces.  During these times we are at risk of falling, once again, into paralysis and shame.  We might even hide the scales as they become the very symbol of our Dr. Jekyll and Mr. Hyde, shuttling from pride and joy machine to crying machine.

We finally cross the most recent plateau and our journey resumes, as does our love affair with the bathroom scales.  Self-esteem and confidence are restored and we are back on the high road.  Then it happens again.  Plateaus may be a metabolic mechanism for adjusting to rapid weight loss but it wrecks havoc on our thoughts and feelings.  And so it goes, the love-hate cycle of depending on the bathroom scales!  We have successfully, and often painfully, bridged the gap between mathematics and psychology, translating numbers into feelings.

Avoiding the bathroom scales or clinging to them should raise a red flag and focus our awareness on a bigger picture.  Once we have established a ritual of weighing ourselves at regular intervals, avoiding the scales might mean we are slipping into old habits and setting ourselves up for weight gain.  Perhaps we are lapsing into old coping strategies and a reassessment is needed to see why we are veering from our longed-for lifestyle change.  

Conversely, clinging to the bathroom scales is a red flag of a different sort.  When you think about it, starring at a number on the floor is a strange way to feel good about ourselves!  Standing on the scales, we are literally performing a balancing act between mind and body, ignoring other cues that we are staying the course and depending on a single, often unreliable, benchmark.  Once again we need to lose our mind and come to our senses.  There are many other ways to measure up.  Once we have a handle on our internal motivation for avoiding or clinging to the scales, we can evaluate whether or not we are using the tool correctly.  

Other ways to measure up.  Relying on the scales to tell us if we are reaching our bariatric goals is a bit like relying on the clock to tell us when we are hungry.  Our journey means much more than losing weight.  Magic numbers aren’t near as comforting as being able to breath normally, walk or run, throw away countless medications and medical appliances, and visit amusement parks.  When it comes to self-confidence, motivation, and self-worth, we need to trade in our bathroom scales for the much grander scale of measuring our quality of life.  There’s no comparison between gazing at a number on the floor and rolling on the floor with children, grandchildren or our pets.  Hiking, swimming, jogging or just plain being in a more content, healthy body are far greater rewards!  

In addition to or in spite of scales that can remember and track numbers, talk back to us and even display graphics, there’s other numbers that provide us immediate feedback that will show progress.  Blood pressure and pulse rate are numbers we can track regularly to see improvement in our cardiovascular health.  Our BMI will tell us that our muscles are growing and toning.  Blood sugar levels tell us we are producing insulin normally and regular lab tests will provide ongoing feedback as cholesterol, triglycerides and liver function improve substantially.  These numbers are solid indicators of improving health and worthy of our emotional attachment.

Two other simple measurements that provide valuable feedback without the dread of plateaus or minor fluctuations in body weight are pills and sizes.  We can make simple graphs that show the weekly or monthly number of medications we require and see these “melt away” as we progress after surgery.  For many of us this will be a steep downhill line in the first year post-surgery as we decrease reliance on diabetes and blood pressure medications, pain killers, even antidepressants.

Expect the same thing in clothes sizes.  As we start losing weight, a graph of sizes over time will add to our sense of accomplishment and provide stable feedback that will allow our brains to keep up with the adjustments we must make in our own self-image.  Besides feeling like the incredible shrinking woman or man as waist, hips, thighs, arms, shoulders, neck – even feet, hands, fingers and toes shrink, we can pay attention to things like the new array of styles, colors and quality of clothes available to us as we say goodbye to the “big and tall” stores and join the mainstream fashion experience!


Graphs of lab results, medication intake or clothes sizes will show smooth progress over time, unlike the choppy, up-and-down plotting of daily weight fluctuation.  If we follow the stock market we know this well.  The daily fluctuation on Wall Street has led many an investor to nervously sell high and buy low – the opposite of sound investing.  Investing in our lifestyle change is no different.  When we keep our eye on the prize we are looking at overall trends, not daily successes or failures.  

Learn to trust other’s perceptions.  It becomes crystal clear to us as we shed pounds and   years of self-deception that we can’t trust a lot of our own perceptions of how much is enough or even our own eyes when we look into the mirror.  Some of us will crash and burn as we realize we aren’t as smart, as confident or as thin as we have deceived ourselves into believing.  As we recover from this often shocking growth and awareness, we can use the numbers, graphs and sizes to see what is.  We can use these tools to calibrate our self-perceptions, but as we have repeatedly seen we need a long term adjustment in our attitudes about reliance on others.  


Hopefully, we are more aware of the impact of and need for others in our lives.  Striking out on this journey alone isn’t uncommon.  After all, our past is riddled with others poking fun at us, making examples out of us, or cajoling us to try to lose weight and be healthy.  For many, the last true trust we felt was in the bosom of our family or cradled in Mother’s arms!  Without rebuilding our capacity to trust others we are left with no clear map of our journey and the advice of the Cheshire cat in Lewis Carroll’s famous tale rings true, “You’re sure to get somewhere if you walk long enough.”  The point is, again, that there’s no need to navigate the path to our new lifestyle without help.  

By now we have made some strides in trusting others, and for some of us it has been no easier than Prometheus perpetually pushing the boulder up the hill, so a great place to start is reviewing the gains we have made.  Odds are somebody besides ourselves played a role in our decision to seek a surgical solution whether it was an off-the-cuff remark of an acquaintance or a hart-to-hart talk with a significant someone.  It was a beginning.


We have also learned to trust our surgeon on a deep level.  Not many others will ever have their hands inside our bodies.  That level of trust is no small feat!  Once we are a part of the medical team who temporarily holds our fate in their hands we expand our trust to include nurses, dieticians, counselors and bariatric buddies.  Our support circles grow throughout the process of surgery, then we find ourselves back home, where others are not as familiar with our new experience (and aren’t likely to be as enamored with it as our bariatric team).  Although men are notoriously stereotyped as unlikely to ask for directions on the road, trusting others on this journey will tax us all when it comes to asking for directions.  Yogi Berra offers the best motivation for overcoming these trust issues:  “You gotta be careful if you don't know where you're going, otherwise you might not get there.”

We are much more likely to accept those who have similar backgrounds and common life experiences (like being fat) or sharing the bariatric surgery experience together.  We trust them because we think that others who share similar experiences will react predictable ways.  This is true for weight loss, addiction, bereavement, faith – the list is a long one – and it is this consistent being there for us that is the essence of trust.  

Here are some simple activities we can practice to relearn how to trust others; that is, how to take those steps necessary to ask for directions, have faith in a co-pilot, and follow the suggestions of our navigators.

· Make a list.  Write down 10 people you can trust or do trust.  Rank them from more trust to less trust.  Then practice the suggestions that follow, progressively challenging your capacity to trust.

· Look for the good. Having been hurt in the past people, tend to look for the bad in other people. Mistrust is hard to overcome, but actively searching for the good in others will sharpen our focus and we will find it in those close to us.

· Start small.  Loan someone a book, a kitchen utensil or tool.  Maybe loan someone a little money.  Accept directions.  Ask the waiter for a recommendation.  When it comes to trust building, practice makes perfect.  Think of trust as a muscle that needs to be exercised to grow.  
· Take one step at a time.  Go beyond your comfort zone one person at a time. Start with someone who seems easy to trust and build from there.
· Empathy is the key to building trust.  At least once each day try to “walk in another’s moccasins” by imagining you are the person you are interacting with and ask yourself what they are feeling and thinking, what their life is like, how they deal with their problems and what it is like to live in their world.  Empathy is the building block of trust.

· Practice trust-building in cyberspace.  It’s often easier to flex our trust-muscles online.  If you are a social networker, share 5 facts about yourself that push your boundaries of trust with someone to whom you are already linked.


Take a trust walk.  The Granddaddy of all trust-building activities is the trust walk.  This activity is not for the faint at heart and we are well advised to work our way up to this level of trust building, but the rewards can be moving someone from the periphery of the concentric circles of support in Chapter 7 into a position of valuable confidant and source of feedback that can rival any scale or measurement.


To start a trust walk exercise we need to ask another person to spend an hour to help us on our journey.  Ask them take you on a walk through your house, your neighborhood, a park or the mall while you are blindfolded.  They will be required to voice clear, precise instructions and to guide us as-if we are blind, not clutching tightly to us but holding us gently by the arm or elbow as we move by trusting their voice and feel.  


After about 30 minutes of the exercise it is time to contemplate the experience or share it with our trusted other.  Before processing the experience offer the other the same opportunity to participate as the blinded follower, and then move into a deeper discussion.  Consider how comfortable it was to trust them and how different our feelings are when we are blinded compared to when we can see.  How successful were we at letting go of control?  What could have improved our level of trust even more?  What sorts of instructions do we respond to best?  What does the experience tell us about changes we need to make in order to trust others?

We will seek many different ways to measure our progress on our journey to a healthy lifestyle.  Like it or not, weight loss will control us more than we want and other measurements of our body shape and size will be yardsticks that sometimes leave us feeling we are at their mercy.  These tools will never offer us the level of comfortable confidence that we are on the right path that a few minutes of support from a trusted other will afford.

Sorting facts:  Measuring success.


Remember from the last section that relying on the scales to tell us if we are reaching our bariatric goals is a bit like relying on the clock to tell us when we are hungry.  Be that as it may, there’s compelling evidence that those of us who weigh ourselves daily tend to be more successful.  Studies show that many of us benefit from the accountability of climbing on the scales daily.  The scales offer the opportunity for early recognition of slow patterns of weight gain that aren’t apparent with other monitoring methods like the fit of our clothes or feedback from others.  Used wisely this feedback allows us to make lifestyle changes before bad habits develop and weight gain becomes difficult to control.

Scales only calculate load, not self-worth.  We must keep in mind that the scales don’t measure self-worth and are subject to fluctuation based on physics, not emotions.  Factors such as time of day, additional weight (clothing), water retention, hormones, or when we last ate push the meter up or down.  Given these limitations, the tool is no different than a hammer or screw driver – there’s a place in the toolbox for everything and we need to use our tools wisely.  Renegotiating our relationship with this tool is necessary for those of us who have developed a phobia or even hatred towards the scales.  This wise use includes considering the following:

· Decide how often to weigh-in.  Our surgeon and bariatric team may have input if we are uncertain what’s best for us.  It isn’t necessary to become a slave to the numbers to be mindful of minor fluctuations.  After all, data is only data, not attitudes, beliefs or habits.
· Throw away the old benchmarks. The data from the scales should inform us about new benchmarks that are indirectly related to the numbers.  These include modifying our food plans or exercise habits.  On this journey, benchmarks focus us on the quality of our active lifestyle and the need to improve conscious choices.

· Don’t climb on the scales to confirm what’s already known.  If we are in the middle of a plateau, the numbers only serve to dampen our spirits and weaken our resolve to persevere.  

· Never use the scales as punishment!  If we are off the path, we are simply off the path.  The scale is not a compass and they don’t take the place of a navigator.  Seldom do we need to be reminded when we have lost our way.  In these moments, the scales will only frustrate and defocus our attempts at a course correction.


Learning to trust our own self-perception by sharpening awareness is the best tool for long term monitoring of healthy living.  Once these internal scales are recalibrated through bariatric surgery we can let go of the grip the scales have on us and move on.  This internal scale is much more powerful than the numbers on the floor.

Other tools in our toolbox: Ten alternatives to the bathroom scales.  When it comes to alternatives to climbing on the scales it can seem like a swimming through a sea of snake oil.  There’s scientific or pseudo-scientific measurements, methods that are free or methods that are very expensive, and (like everything) advice that is sound or bogus.  Expensive measurements include hydrostatic weighing and bioelectrical impedance.  There are also waist-to-hip ratios, neck circumference and body-volume indexing.  Those of us searching hard for novel ways to measure ourselves – or seek new means of self-torture – may consider twitter-equipped bathroom scales!  


Of the many ways to gather feedback about our progress, here are ten won’t cost an arm and a leg, nor will they focus on competition with others.
1. Cardiovascular health.  Chart or graph regular measurements of resting heart rate and blood pressure.  This can be a simple notation in a food journal or daily journal or an elaborate spread sheet.  

2. Blood sugar.  Many of us have been tracking blood sugar levels for years while combating diabetes or pre-diabetic conditions and already have the necessary meters.  Modify the food journal to include date, time and blood sugar level alongside intake.

3. Track your travel.  Keep a record of the minutes spent walking or jogging each day and watch them increase while weight decreases.  Consider counting steps on a pedometer.  Convert strides into feet and plot the distance on a map until you reach a favorite destination.

4. Who needs scales when we can chart our monthly, even weekly, trek from the big and tall store to the designer fashion store? 
5. Journal progress at the gym as sit-ups increase and overall body strength grows.

6. Keep track of positive affirmations and comments received from others.  These are some of the most motivating encounters we have on oiur journey.  Keep them for reminders when the road gets rocky!

7. Friendly Comments: The best part of changing your lifestyle to healthy eating and daily activity are the comments you begin receiving from others. Being told, You look great! goes a long way in reminding us that our efforts are well worth it.

8. Draw an emoticon in the top corner of your food journal every evening.  Review each month to gauge overall improvements in mood as the weight comes off.  The bathroom scales certainly can’t measure feeling great!

9. Make a weekly list of new experiences.  These might include discovering possibilities like tying shoes, crossing legs, fitting in booths or feeling new bones in our bodies.

10. Take a monthly picture in the same position and place.  The weight loss will be obvious!


Obsession with scales and numbers can cause us to lose the excitement of our journey.  In times like those it is valuable to remember, “It’s not the destination, it’s the journey.”  If we are following the road map – the health and nutrition plan we have set before us – there are many different feedback mechanisms that will reward us more than starring at falling numbers.  The scales will periodically stall as our bodies plateau in an effort to keep up, but all of the measurements above will paint a more accurate picture of the ground we are traversing on our way to our healthy lifestyle goals.

Chapter 15: Reaping the Rewards and Letting Down My Guard
March 26, 2008


Hey!  I can put the seatback tray table down on the plane now!  I am trying not to buy clothes and feeling the pinch in my wardrobe.  ALL of my clothes are too big, even the one’s I bought a month ago.  I have to try on everything before I pack for business trips.  I love the way I look in good-fitting clothes. These are clothes from regular clothes stores and not the big and tall, tent and awning stores.  I can’t believe I am saying I love the way I look in anything!  The gym is killing me.

April 21, 2008

I’ve been too busy to write in this journal.  That’s remarkable!  There are lots of great things happening in my life.  I continue to feel excellent about myself, my health improves daily, I’ve lost 115 pounds, I turned the CPAP machine from 18 down to 10, and the list just grows and grows.  I look forward to getting up and I like doing yard work.  I fit in the Corvette and riding the motorcycle is much easier.  The dog loves me because I walk him all the time.

I had to back away from the gym after hurting both shoulders – rotator cups, and I’ll be away for a while.  I need a trainer!  I am staying with OA and the hospital support group.  They have another support group at St. Vincent’s, the “Reflections” group for people more than 3 months post-op.  I’ve checked it out, too.  Went clothes shopping yesterday. Size 40 pants and had to buy another new belt.

I notice that I have a really messed-up body image.  I think I am still morbidly obese.  I pick out clothes that are huge.  I’ve worn baggy clothes for so long that the clothes that fit well seem really tight on me.  I also noticed that when I tell men about my weight loss and some of the issues I face they tend to respond something like, “I can see that would be a problem.” When I say something similar to women, they are just green with envy!  I just want my clothes to fit.

June 9, 2008


I weigh 252 pounds.  That’s down 146 pounds in six months!  It’s been over a month since I’ve written in the journal.  My life is so active I can’t seem to find the time.  As I progressively get my life back I find myself on the go!  In fact, I’m leaving on my Harley tomorrow for Raleigh-Durham, North Carolina.  I have been completely off the CPAP machine for a week.  That’s a minor miracle.  No. a major miracle!.  I have used it for over 20 years.  Couldn’t sleep a wink without it.  In fact, I started on it because I was afraid I would have a heart attack in my sleep.  Now, I don’t even snore.  Talk about a quality of life improvement!  I went camping with the dog, helped clean-up the aftermath of the tornado in Rush County, hosted a banquet for the Rugby team and catered my daughter’s graduation myself.  I am on the go and full of energy!


I have finally ran out of every last stitch of clothes I had in my previous life (my new birthday is December 7, 2007).  It is strange to have no identity wrapped up in what I wear anymore since my past – all my clothes from the past – are all gone.  I am creating a new me and this is just one way I am doing it.  
June 18, 2007


152 pounds gone!  “Gone but not forgotten,” as they say in support group.  I rode the Harley from Winston-Salem, North Carolina to Indianapolis, all on the old U.S. Highway 421!  I certainly noticed that I have a lot less padding on my butt, but I would never have had the stamina to make the trip at 400 pounds!  I received my six months token in OA.  I’m surprisingly proud of that.  Regular airplane seats are fine!  I find more and more that I am using this journal to include all sorts of things going on in my life.  It is still my intent to focus on my journey that started with weight loss surgery but the lifestyle and care I take with myself is simply becoming a part of me now.
July 14, 2008


I have only lost a few pounds this month.  “Only.”  257 days post-op.  If I only lose five pounds this month, will that be okay?  I am really moving into a phase where I need to start thinking maintenance.  The very thought scares me.  I’ve been struggling with past addictive behavior, like it’s coming back to haunt me.  I have been drinking alcohol, at times too much and I have been smoking cigars with the neighbors.  I think these are red flags!
August 7, 2008


I am eight months out today.  Lost seven pounds in the last 24 days.  The slowed-down weight loss is still bothering me, but I am looking good in XL tee-shirts and size 38 pants.  Dropping below a size 40 waist was a real accomplishment for me!  Funny how I can’t predict what the “milestones” will be.


I just returned from England where I presented at a conference.  I was on the go everyday from early in the morning until past midnight, with energy to spare.  I got so many comments about looking good that I couldn’t take it all in!  I am a little unnerved by the numbers of friends and colleagues who don’t recognize me. I’ve taken to saying, up front, you probably don’t know who I am…I’m Charlie!”  I think I might also be saying that to myself.  Sometimes I am not sure if I know who I am anymore.   


I found it difficult to be around so many drinkers and smokers.  At several events I toasted with an empty glass. I also smoked.  The cross-addiction between food, alcohol and cigarettes is obvious to me and I need to stop flirting with it.

August 19, 2008


I am pretty stable at 219 pounds.  Dr. Huse predicted I would end-up around 220.  I went canoeing and camping with my daughter last weekend.  No CPAP and a long, harrowing trip on the flooded Blue River.  We had a really nice time together.  No smoking or drinking.  I even made camp fire food that was within my guidelines.  Following the “yellow sheets” isn’t hard.  Well, committing to them IS hard, making the food within the parameters isn’t.  I am eating more than I should after intense exercise but my support group buddies at St. V’s gave me lots of advice and support for moving on without obsessing too much!  I have stopped frequenting obesityhelp.com and Overeaters Anonymous, but the St. Vincent system is here to stay for me.  It works!  I come away with a renewed commitment each month and I always get answers to my questions.  

The tomatoes, corn, berries and salads of summer are a bit difficult to manage.  I am eating healthy and enjoying it; perhaps a bit too much!  Thank God for my pouch!  I have an appointment with Dr. Huse in two weeks and we’ll see what the dieticians say then.
September 12, 2008


I am writing this on a plane again, returning home from New York after a 9/11 memorial.  The guy in front of me has his seat back all the way.  I have the tray table down and there’s still inches between the tray table and my belly.  That is so remarkable.  I weigh 212 and one of the guys who works for me didn’t recognize me when I walked in the office in New York!


I bought a new suit for the presentation and tried it on at home before I left.  I could actually feel my self-esteem raising!  I am becoming proud of my body.  I don’t ever, in my entire life, recall feeling that way!  Everybody comments!  I am cleaning out my closet at a furious pace.  Even the size 36 jeans I bought a month ago don’t fit.  I can hop out of bed and walk the dog or mow the grass without a second thought.  In New York I walked from 44th and Broadway all the way to NYU.  I walked for hours and aside from some sore feet, I loved it!
October 29, 2008


I am at 205 pounds.  10 months out.  I started John Guare’s Cognitive Behavior Therapy group.  He’s quite good.  I don’t like CBT but it helps and it is helping me understand, control and stop the addictions.  I am thinking of moving on to a new job after 20 years!  


I have had several really unnerving experiences of my self.  There is a long corridor of smoked glass at my work that I walk by to get to my office.  Several times now I catch my mirror-image in the smoked glass and don’t recognize who it is walking next to me.  Now, that seems like no big deal but it is a big deal.  It begs the question “Who am I?”  I bought $700 worth of new clothes yesterday!  Life is good, life is busy, life is normal and I continue to shock people who haven’t seen me for a while.

Sorting Facts:  Understanding the Consequences of Food Addiction

While some people gain excessive amounts of weight because of a health condition, drugs or simply a lack of exercise, others are trapped in the throes of food addiction fueled by underlying emotional triggers. When emotional turmoil and poor coping habits are still a part of daily living, being unable to turn to food after surgery means many pursue other harmful and self-destructive behaviors with what's known as 'addiction transfer'.  

The consequences of food addiction are often difficult to hide; excessive weight gain, constant weight fluctuations and a preoccupation with food are just a few characteristics of food addiction in full force, and most people become trapped in a futile cycle of weight gain, dieting and exercising. Eating healthier foods and engaging in a regular exercise may help with weight loss, but the compulsive tendencies of the individual tend to stick. Experts suggest that food addiction is rarely about food and eating, but is a coping mechanism for managing painful feelings.   

According to the Illinois Institute for Addiction Recovery, “Food addiction involves the repetitive consumption of food against the individuals better judgment resulting in loss of control and preoccupation or the restriction of food and preoccupation with body weight and image.”  

Many obese patients seeking gastric bypass surgery and other weight loss procedures are really tackling more than those extra pounds. Without an effective coping mechanism and support system in place before the procedure, many end up turning to other addictions in order to cope with stress, boredom, frustration or simply managing their emotions.  

Addiction Transfer and the Gastric Bypass Patient.  Aetna InteliHealth, a resource for health news and research discusses the dangers of compulsive behaviors in the article, “Overeating Replaced with Other Compulsive Behaviors.”  According to Kathryn Friedman Sloan, a mental health counselor in Palm Beach Gardens, FL, "The problem is that many people who have surgery haven't been in therapy to address the issues behind their eating disorder. Most of them are emotional eaters, and when you take that away, they're left with 'what do I do with my emotions?"  Addiction transfer can be the answer for many, the mental and behavioral process of trading one addiction for another. For gastric bypass patients previously suffering from an eating disorder, the compulsive tendencies can turn into shopping addiction, compulsive gambling, compulsive spending or even smoking.  
Managing difficult feelings with healthier coping mechanisms, a support group, or professional counseling can help many people steer clear of compulsive habits and avoid addiction transfer after surgery. Many bariatric doctors refer patients to a psychotherapist before surgery to address any underlying mental health issues, and ensure that surgery is pursued for the right reasons. A healthy support network and resources for helping addiction-prone individuals manage life more effectively can lay the foundation for a healthier lifestyle.  

Head Hunger.  Any time you eat for reasons other than satisfying your body’s nutritional needs, you’re eating emotionally. We have good news for the emotional eaters out there who are considering bariatric surgery.  Identify and address emotional eating as soon as it arises. Most won’t have a problem with emotional eating after bariatric surgery, but some will.  The best way is to keep and follow (you guessed it!) offline or online food journals. If you find yourself cheating, make a note of exactly how you felt and what you ate. What happened before you started eating? Did you have a fight? Did you remember something that made you depressed?  Some patients also like to choose a place or a room in their home that they’re “not allowed” to have food, such as the bedroom or porch. Use this room as a safe haven and retreat there when having a rough food day.
Awareness of the present moment often helps an individual gain insight into achieving specific health goals. This happens in part because he or she becomes more attuned to the direct experience of eating and his or her own feelings of health and wellbeing. Introducing the concept of mindfulness systematically to individuals pre- and postoperatively may benefit many patients.

These concepts are uncomplicated and accessible, and yet their impact on an individual’s life can be profound. As is commonplace now, patients are also asked to have between 3 and 12 months of a non-surgical, structured weight loss program prior to bariatric surgery. Weaving these principles into existing programs for people battling overeating or eating disorders prior to surgery can facilitate a more joyful eating experience, one of our primary life pursuits.

As new research emerges, mindful eating can be seen as a viable option in helping to satisfy these requirements. Patients will inevitably benefit from this training after surgery, especially as they begin to feel hunger again and a wider range of food choices is available to them.  But noticing the craving and thinking rationally about it are just the start. We need some
new tools to manage those times when the craving and desire for food may be too great to just say “no.” 
Distractivities.  These are activities that help us focus less on hunger and food.  It may be painting, playing music, taking a walk, gardening, watching TV, or reading a book. For others it may be talking to a friend, writing an e-mail, or receiving a massage from a loved one. It may be helpful to write down your list so you don’t have to struggle with the craving while wracking our brain for a distraction. It’s also important to keep your distractivities out and at the ready for

immediate use. You don’t want to have to hunt for your walking shoes while the ice cream says sweet nothings into your subconscious.

It’s important to realize that cravings and desires don’t just pop out of nowhere. We associate food with celebrations and hardships alike. For celebrations, it’s easier to avoid eating by using rational thinking and preparing ahead of time. But when times are tough, there are three basic destructive reactions that you may recognize in yourself.  The first is to “stuff it down.” That is, to deny, ignore, and suppress our emotional reaction. The second is to take out grievances on other people - starting fights, ignoring others who are important to you, or blaming them. The third method is to medicate your feelings. This can be done with any number of things from eating and drinking to drugs, sex, shopping, etc. Most people will blend all three of these into a grand dysfunctional concoction. The only way out of this cycle is to do the one thing that is really needed – deal with the issue head on!  Define the problem, examine how it affects your life negatively, and create a list of strategies to manage this problem. Then decide which solutions best fit your resources at that moment.
Epilogue
November 11, 2008


I DID IT!  199 POUNDS!  For the first time I can remember in my adult life the scales are below 200 pounds!  Size 34 jeans and size “L” shirt.  I have tears in my eyes!  I was bigger than this in the 6th grade!

December 7, 2008


Happy birthday to me!  Today is my one-year surgiversary.  I feel truly reborn!  Thanks go to my family, my online support, my professional support groups, OA and the team at St. Vincent’s: John Guare, Linda Rodriguez, the dietary staff and the different support groups the hospital offers.   And of course, Fran and the team at Dr. Huse’s office who helped me navigate through all the paperwork.  And to Dr. Huse who doesn’t know that each time I introduce myself at the support group I say, “My surgeon is the greatest Dr. in the world, Dr. Huse.”  Of course, last but not least, Ann has been by my side through thick and thin…fortunately these days it is more on the thin side! 
My post-surgery life is good!  I am struggling to keep that pesky 10 to 15 pounds off that I pick up around the holidays.  I find I can always go back to what I have learned at St. Vincent’s (the “yellow sheets”, the principles of healthy eating, or consulting with the dieticians) and wrestle with those pounds like many American’s do.  I continue to recover from morbid obesity and how that has shaped so much of my life and outlook on the world.  I am still in support group and have no desire not to be!
When anyone makes a life-altering decision like bariatric surgery there are so many questions and so many hoops to jump through that it can be confusing, scary and can seem like an impossible task.  What I have learned as much as anything along this journey is that you are not in it alone!  There’s plenty of helping hands if you can just find a way to reach out to them.  I hope reading my words here has provided you with a little of that support.  Good luck in your journey!
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� For more information about the VAK technique, see the Neuro-Linguistic Programming Workbook for Dummies published by John Wiley & Sons.


� To calculate your BMI:  Step 1. Multiply your weight in pounds by 0.45. Step 2. Multiply your height in inches by 0.0254, then square the answer.  Step 3. Divide the answer from step 1 by the answer from step 2.  A BMI of 30 or greater is indicates obesity.  
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