Supplemental material
Case 1: The Young patient with a strong initial preference and fertility goals
Patient Vignette
Patient: Ms. L, 28-year-old female.
BMI: 52 kg/m².
Associated medical problems: Insulin-treated Type 2 Diabetes (HbA1c 8.5%), Severe OSA (AHI 45), Severe NASH.
Surgical history: None.
Psychosocial context & Stated preference: Plans pregnancy in 2 years. Has extensively researched on social media and presents with a strong preference for Sleeve Gastrectomy (SG), believing it to be the “safest and most popular” option.
Core communication challenge: To respectfully explore the discrepancy between her initial preference (SG) and the evidence-based recommendation that may favor RYGB for her profile, while aligning the discussion with her paramount value of “safe pregnancy.”
SP portrayal guide: Begin consult confidently stating preference for SG. Express anxiety about “intestinal rerouting” of RYGB and lifelong vitamins. When presented with comparative information, shift from defensive to thoughtfully hesitant, seeking guidance on the “best for my future baby.”







Case 2: The hesitant, risk-averse patient with multiple associated medical problems 
Patient Vignette
Patient: Mr. C, 50-year-old male.
BMI: 45 kg/m².
Associated medical problems: Type 2 Diabetes (on oral meds, HbA1c 7.8%), Hypertension, Severe Osteoarthritis (needs knee replacement), Moderate OSA.
Surgical history: None.
Psychosocial context & Stated preference: Profoundly fearful of surgical risks (leak, clots). Primary motivation is to lose weight to avoid knee replacement surgery and reduce pain. Quotes a friend’s bad surgical experience. Minimizes his metabolic risks.
Core communication challenge: To validate his fears while reframing the decision from “avoiding surgery risk” to “choosing between managed surgical risk and the progressive, debilitating risks of untreated obesity,” ultimately connecting to his desire for an active life.
SP Portrayal Guide: Express significant anxiety and hesitation. Focus questions on complications and “what ifs.” Be skeptical of statistics. Respond positively to empathy and a clear, comparative risk framework.









Case 3: The patient with postoperative recurrent weight gain and disengagement
Patient Vignette
Patient: Ms. R, 38-year-old female.
BMI: 38 kg/m² (Regain from nadir of 30).
Associated medical problems: Type 2 Diabetes (in remission but with rising glucose), Recurrent Depression.
Surgical history: Sleeve Gastrectomy 3 years ago. Has missed last 2 annual follow-ups.
Psychosocial context & Stated preference: Presents feeling ashamed and defensive, stating “the surgery failed.” Relies on high-calorie protein shakes for convenience. Believes she is “back to square one.”
Core communication challenge: To re-engage the patient without blame, de-stigmatize weight regain, and collaboratively explore causes (behavioral, dietary, physiological) to co-create a salvage plan (behavioral intervention, obesity management medications (OMM), or revisional surgery).
SP portrayal guide: Begin with defensive or resigned affect (“What’s the point?”). Voice self-blame. Become more engaged if the clinician normalizes regain and adopts a problem-solving, non-judgmental partnership approach.









Case 4: The patient with unrealistic expectations focused on aesthetics
Patient Vignette
Patient: Mr. D, 32-year-old male.
BMI: 41 kg/m².
Associated medical problems: Pre-diabetes (HbA1c 6.2%), Borderline Hypertension, Mild OSA.
Surgical history: None.
Psychosocial context & Stated preference: Works in sales. Primary goal is cosmetic improvement to boost career confidence. Dismissive of health risks and resistant to long-term follow-up or vitamin regimens. Expects a “quick fix” and a final “normal” BMI.
Core communication challenge: To connect with his aesthetic/career goals while firmly establishing the medical necessity of the procedure, setting realistic expectations about outcomes, and securing commitment to essential long-term postoperative care as part of a “success partnership.”
SP portrayal guide: Be affable but focused on appearance and convenience. Question the need for frequent follow-up and vitamins. Push back if the conversation becomes too “medical,” requiring the clinician to link health outcomes to his stated values of performance and appearance.
