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Abstract:  
 

Support for patients living with Class III obesity requires a comprehensive, 

multidisciplinary approach that integrates the expertise of nurses, nutritionists, social 

workers, and psychologists. Nurses play a vital role in providing ongoing health 

assessments, monitoring comorbid conditions, and ensuring that patients receive 

appropriate medical care. They are often the first point of contact, offering education on 

lifestyle changes and the importance of adherence to treatment plans. Nutritionists 

contribute by creating personalized meal plans that address the unique dietary needs of 

these patients, focusing on sustainable eating habits that promote weight management. 

This collaborative effort fosters a supportive environment that empowers patients to 

take charge of their health. Social workers and psychologists are essential in addressing 

the behavioral and emotional aspects of living with Class III obesity. Social workers 

can help navigate the social determinants of health that may impede progress, such as 

financial barriers and limited access to resources, while also facilitating connections to 

community support systems. Psychologists play a crucial role in addressing the 

psychological factors associated with obesity, including body image issues, emotional 

eating, and possible mental health disorders. Together, these professionals not only aid 

in developing effective treatment plans but also ensure that patients feel supported in 

their journey toward healthier lifestyles. This holistic strategy emphasizes the 

importance of collaboration across disciplines to enhance patient outcomes and foster 

long-term success. 

 

1. Introduction 
 

Class III obesity, historically and still commonly 

referred to as "severe" or "morbid" obesity, defined 

by a Body Mass Index (BMI) of 40 kg/m² or 

greater, represents one of the most complex and 

challenging chronic health conditions of the 

modern era. It is not a simple failure of willpower 

or a lifestyle choice, but a multifactorial disease 

involving a complex interplay of genetic, 

physiological, psychological, environmental, and 

social determinants. The global prevalence of this 

condition has reached epidemic proportions, with 

the World Health Organization (WHO) identifying 

obesity as a major public health crisis, affecting 

over 650 million adults worldwide, a figure that has 

nearly tripled since 1975 [1]. Within this broader 

category, Class III obesity is the fastest-growing 

segment, presenting unique clinical challenges and 

contributing to a staggering burden of comorbid 

illness, including type 2 diabetes, cardiovascular 

disease, certain cancers, and debilitating 

musculoskeletal disorders [2]. The management of 

this population demands a paradigm shift away 

from fragmented, short-term, and often stigmatizing 

interventions towards a compassionate, sustained, 

and interdisciplinary model of care. 

The profound health implications of Class III 

obesity extend far beyond the numbers on a scale. It 

is a systemic disease that affects nearly every organ 

system. Patients face a significantly elevated risk of 

mortality, with studies indicating that individuals 

with a BMI over 40 have a reduced life expectancy 

of up to 8-10 years compared to those with a 

healthy BMI [3]. The physiological mechanisms are 

complex, involving chronic inflammation, 

hormonal dysregulation, and significant 

biomechanical stress. This physiological burden is 

compounded by a high prevalence of mental health 

comorbidities. Research consistently demonstrates 

a strong bidirectional relationship between severe 

obesity and conditions such as major depressive 

disorder, anxiety, and notably, binge-eating 

disorder, which is present in up to 25-30% of 

patients seeking obesity treatment [4]. The 

psychological distress is often both a cause and a 

consequence of the condition, creating a vicious 

cycle that is difficult to break. 

Perhaps one of the most significant, yet often 

unaddressed, aspects of living with Class III obesity 

is the pervasive impact of weight bias and stigma. 

Patients frequently encounter discrimination and 

negative stereotypes not only in society at large but 

also within the very healthcare systems designed to 

help them. Studies have shown that healthcare 

providers, including physicians and nurses, may 

hold explicit and implicit biases against individuals 

with obesity, leading to poorer quality of care, 

delayed diagnoses, and patient avoidance of the 

healthcare system altogether [5]. This 

stigmatization inflicts deep psychological wounds, 

exacerbating shame, social isolation, and low self-

esteem, thereby creating a formidable barrier to 

seeking and engaging with effective treatment. 

Therefore, any effective support model must be 

fundamentally rooted in empathy, respect, and a 

trauma-informed approach. 

The nurse serves as the central coordinator and 

frontline advocate within this team. Their role 

extends from conducting comprehensive health 

assessments and monitoring vital signs and 

comorbid conditions to providing ongoing 
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education, counseling, and chronic disease 

management. Nurses are instrumental in building a 

trusting therapeutic relationship with the patient, 

often acting as the first point of contact and a 

consistent source of support. They are skilled in 

motivational interviewing, a patient-centered 

technique crucial for exploring ambivalence about 

change and strengthening a patient's own 

motivation and commitment to treatment goals [6]. 

Furthermore, for patients undergoing bariatric 

surgery, which is often a recommended intervention 

for Class III obesity, nurses manage pre- and post-

operative care, wound healing, and the monitoring 

of potential complications, ensuring a safe and 

supported journey. 

The registered dietitian or clinical nutritionist 

provides the scientific foundation for nutritional 

intervention. Moving far beyond simplistic calorie 

restriction, they conduct detailed dietary 

assessments and develop individualized, evidence-

based medical nutrition therapy plans. These plans 

must account for nutritional deficiencies common 

in severe obesity, manage co-existing conditions 

like diabetes or hypertension, and be culturally 

appropriate and practical for the patient's lifestyle. 

They educate patients on portion control, mindful 

eating, and the nutritional requirements specific to 

different stages of treatment, especially critical in 

the post-bariatric surgery phase where 

malabsorption is a significant concern [7]. Their 

expertise is vital for ensuring that weight 

management is pursued in a healthy, sustainable 

manner that supports overall well-being. 

Addressing the psychological roots and 

consequences of obesity is the primary domain of 

the psychologist or mental health professional. 

They conduct psychological evaluations to identify 

underlying disorders such as depression, anxiety, 

trauma, or eating disorders that contribute to or are 

exacerbated by the obesity. Through modalities like 

Cognitive-Behavioral Therapy (CBT), they help 

patients develop crucial skills in emotional 

regulation, challenge self-defeating thought 

patterns, and establish healthier coping mechanisms 

to replace disordered eating behaviors [8]. They 

provide essential support for body image issues and 

the psychological adjustment required after 

significant weight loss, which can be a profound 

and challenging experience. 

Finally, the social worker addresses the critical 

environmental and socioeconomic determinants of 

health. They assess the patient's social support 

system, financial resources, access to healthy food 

(food insecurity), and safe opportunities for 

physical activity. They are instrumental in 

connecting patients with community resources, 

government assistance programs, and support 

groups. Social workers also tackle practical barriers 

to care, such as transportation issues or childcare 

needs during medical appointments, which are 

often significant obstacles for patients [9]. By 

addressing these foundational social determinants, 

they help create an environment that is conducive 

to the patient's success. 

The efficacy of this collaborative model is strongly 

supported by evidence. The American Association 

of Clinical Endocrinologists and other major 

medical societies explicitly recommend a 

multidisciplinary approach as the standard of care 

for managing severe obesity [10]. Research has 

demonstrated that interdisciplinary care leads to 

significantly greater and more sustained weight loss 

compared to usual care [11]. Moreover, this model 

has been shown to improve psychological well-

being, enhance quality of life, and reduce the 

severity of comorbid conditions [12]. 

 

2. Epidemiology, Pathophysiology, and 

Associated Comorbidities of Class III Obesity: 

Class III obesity, characterized by a Body Mass 

Index (BMI) of 40 kg/m² or greater, represents the 

most severe manifestation of the global obesity 

epidemic. Its classification as a chronic, 

progressive, and relapsing disease by major medical 

associations, including the American Medical 

Association, underscores its complexity and the 

biological mechanisms that extend far beyond 

simple energy imbalance.  The global epidemiology 

of Class III obesity paints a picture of a rapidly 

escalating public health crisis. While obesity rates 

have plateaued in some high-income countries, the 

prevalence of Class III obesity continues to rise 

across all demographics and is increasing at an 

alarming rate in low- and middle-income nations. 

In the United States, data from the National Health 

and Nutrition Examination Survey (NHANES) 

indicates that the prevalence of Class III obesity has 

surged, now affecting approximately 9.2% of the 

adult population, a figure that has doubled since the 

turn of the century [13]. This trend is particularly 

pronounced among certain racial and ethnic 

minority groups and individuals of lower 

socioeconomic status, highlighting significant 

health disparities. The economic burden is 

staggering, with annual obesity-related medical 

costs in the U.S. alone estimated to exceed $260 

billion, a substantial portion of which is attributable 

to managing the complex comorbidities associated 

with severe obesity [14]. This is not merely a 

Western issue; the World Health Organization 

reports that obesity rates are skyrocketing in 

countries undergoing rapid nutritional transitions, 

where traditional diets are being replaced by 
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energy-dense, processed foods, creating a perfect 

storm for the development of severe obesity [15]. 

The pathophysiology of Class III obesity is a 

testament to its status as a true neuroendocrine and 

metabolic disease. The outdated model of "calories 

in, calories out" fails to capture the complex 

biological defenses that the body mounts to 

maintain a higher weight set point. Central to this is 

the role of adipose tissue, which in obesity is not a 

passive storage depot but a highly active endocrine 

organ. It secretes a plethora of hormones and 

inflammatory cytokines, such as leptin, 

adiponectin, and tumor necrosis factor-alpha (TNF-

α). In many individuals with severe obesity, a state 

of leptin resistance develops; despite high 

circulating levels of this satiety hormone, the brain 

does not receive the signal to stop eating or increase 

energy expenditure [16]. This creates a powerful 

biological drive to consume more calories. 

Furthermore, the gut-brain axis plays a critical role. 

Hormones like ghrelin (which stimulates appetite) 

and peptide YY (which promotes satiety) are often 

dysregulated, further disrupting the delicate balance 

of hunger and fullness signals. Genetic factors also 

contribute significantly, with heritability estimates 

for obesity ranging from 40% to 70%, involving 

hundreds of genes that influence appetite, 

metabolism, and fat storage [17]. 

The physiological consequences of this 

pathophysiology are systemic and devastating. The 

mechanical stress of excess weight alone 

contributes to a host of musculoskeletal disorders, 

including severe osteoarthritis, chronic low back 

pain, and disability. However, the metabolic and 

inflammatory milieu is responsible for the most 

life-threatening comorbidities. Perhaps the most 

well-established link is with type 2 diabetes. The 

chronic energy surplus leads to lipid accumulation 

in non-adipose tissues, such as the liver and skeletal 

muscle, inducing insulin resistance. The pancreas 

compensates by producing more insulin, but 

eventually beta-cell function declines, leading to 

hyperglycemia and a diagnosis of diabetes. It is 

estimated that over 80% of patients with Class III 

obesity have either diabetes or prediabetes, creating 

a massive burden of disease [18]. 

Cardiovascular disease is another major 

consequence. The pro-inflammatory state, 

combined with hypertension, dyslipidemia (high 

triglycerides and low HDL cholesterol), and the 

increased cardiac workload required to perfuse a 

larger body mass, dramatically elevates the risk of 

myocardial infarction, stroke, and heart failure. 

Sleep apnea is exceptionally common, affecting an 

estimated 40-70% of patients with Class III obesity 

[19]. The accumulation of fat in the neck and 

pharyngeal tissues obstructs the airway during 

sleep, leading to intermittent hypoxia, severe sleep 

fragmentation, and excessive daytime sleepiness. 

This condition not only diminishes quality of life 

but also exacerbates hypertension and places 

further strain on the cardiovascular system. 

Beyond these, Class III obesity is a significant risk 

factor for at least 13 types of cancer, including 

breast, colon, endometrial, and kidney cancer. The 

proposed mechanisms include the chronic 

inflammatory environment, hyperinsulinemia, and 

altered levels of sex hormones produced by adipose 

tissue [20]. Hepatobiliary disease, notably non-

alcoholic fatty liver disease (NAFLD), which can 

progress to cirrhosis and liver failure, is also 

rampant in this population. Gastroesophageal reflux 

disease (GERD), urinary incontinence, and 

profound impacts on fertility and reproductive 

health further illustrate the all-encompassing nature 

of this disease. 

 

3. Mental Health Comorbidities, Weight Stigma, 

and Body Image Disturbances 

The prevalence of mental health disorders among 

individuals with Class III obesity is substantially 

higher than in the general population. 

Epidemiological studies consistently demonstrate a 

strong association, particularly with mood and 

anxiety disorders. Major depressive disorder is 

exceptionally common, with some research 

indicating that individuals with severe obesity are 

up to three to five times more likely to experience a 

major depressive episode compared to those with a 

healthy BMI [21]. The chronic stress of managing a 

stigmatized condition, coupled with the 

physiological effects of inflammation on the brain, 

creates a fertile ground for depression. Similarly, 

anxiety disorders, including social anxiety and 

generalized anxiety disorder, are highly prevalent. 

For many, this anxiety is directly linked to the fear 

of judgment and negative evaluation in social 

situations, leading to increasing social withdrawal 

and isolation. 

A critical and often underdiagnosed psychological 

comorbidity is disordered eating, particularly Binge 

Eating Disorder (BED). BED is characterized by 

recurrent episodes of consuming large quantities of 

food in a discrete period, accompanied by a sense 

of loss of control and marked distress, without the 

compensatory purging behaviors seen in bulimia 

nervosa. It is estimated that BED affects between 

15% to 30% of individuals seeking treatment for 

Class III obesity, making it the most common 

eating disorder in this population [22]. Binge eating 

often serves as a maladaptive coping mechanism 

for managing negative emotions such as stress, 

sadness, or anger. This creates a destructive cycle: 
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emotional distress triggers a binge episode, which 

leads to intense feelings of guilt and shame, which 

in turn fuels further emotional distress and 

subsequent bingeing, all while promoting weight 

gain. Failure to identify and treat underlying BED 

can completely undermine nutritional and 

behavioral weight loss interventions. 

Beyond specific diagnosable conditions, the 

pervasive experience of weight stigma, both 

external and internalized, inflicts profound 

psychological harm. Weight stigma refers to the 

social devaluation and discrimination based on a 

person's weight. Patients with Class III obesity 

frequently face stigmatizing experiences in multiple 

domains of life, including employment, education, 

and, most damagingly, in healthcare settings. 

Studies have shown that healthcare providers, 

including physicians and nurses, often hold 

negative implicit biases against patients with 

obesity, spending less time with them, offering less 

health education, and attributing unrelated medical 

complaints to their weight [23]. This "weight-

centric" approach can lead to misdiagnosis and 

delayed care. The experience of being blamed and 

shamed by the very professionals from whom one 

seeks help creates a deep sense of mistrust and can 

cause patients to avoid medical care altogether, 

leading to worse health outcomes. 

The internalization of this societal stigma—a 

process known as internalized weight bias—is 

perhaps the most insidious psychological wound. 

This occurs when individuals apply the negative 

stereotypes about obesity to themselves, believing 

they are lazy, lacking willpower, or personally to 

blame for their condition. Research has linked high 

levels of internalized weight bias to increased 

depression, anxiety, and stress, as well as decreased 

self-esteem and self-efficacy [24]. This internalized 

shame becomes a significant barrier to behavior 

change; why would one feel motivated to care for a 

body they have been taught to despise? It erodes the 

self-confidence needed to engage in physical 

activity in public or to persist through the 

challenges of a weight management program. 

Closely linked to internalized stigma is the issue of 

body image disturbance. For individuals with Class 

III obesity, body image is not simply a matter of 

dissatisfaction; it can be a source of intense 

preoccupation, distress, and functional impairment. 

Many experience "body checking" (compulsively 

scrutinizing their body in mirrors) or, conversely, 

"body avoidance" (actively avoiding situations that 

trigger awareness of their body size, such as 

mirrors, photographs, or social events) [25]. This 

negative body image is not resolved quickly, even 

with successful weight loss. After bariatric surgery, 

for example, patients are often left with significant 

excess skin, which can serve as a constant physical 

reminder of their former weight and create new 

body image challenges. The psychological 

adjustment to a rapidly changing body is a complex 

process that requires dedicated therapeutic support. 

The impact of this psychological burden on quality 

of life cannot be overstated. Individuals with Class 

III obesity often report severely diminished health-

related quality of life (HRQoL), scoring lower on 

standardized measures than those with many other 

chronic diseases, including cancer and heart disease 

[26]. The cumulative effect of physical limitations, 

social isolation, psychological distress, and 

internalized shame creates a heavy toll on overall 

well-being and life satisfaction. This underscores 

why a primary goal of the interdisciplinary team 

must be to improve the patient's quality of life, with 

weight loss being one component of that larger 

objective, rather than the sole focus. 

 

4. The Nurse's Role in Disease Management 

The nurse's involvement begins with a 

comprehensive and holistic health assessment that 

forms the baseline for the entire treatment plan. 

This assessment moves beyond calculating BMI 

and documenting comorbid conditions. It involves a 

detailed exploration of the patient's lifestyle, daily 

routines, social support network, health literacy, 

and, most importantly, their personal readiness for 

change. The nurse systematically screens for 

obesity-related complications that may otherwise 

go unnoticed, such as signs of sleep apnea (e.g., 

excessive daytime sleepiness, witnessed apneas), 

symptoms of venous stasis or lymphedema in the 

lower extremities, and skin integrity issues like 

intertrigo and cellulitis in skin folds [31]. This 

meticulous data collection provides a complete 

clinical picture, enabling the team to prioritize 

interventions and anticipate potential challenges. 

A core competency of the nurse in this setting is the 

application of Motivational Interviewing (MI). 

Recognizing that Class III obesity is a chronic 

condition where long-term adherence is paramount, 

the nurse utilizes MI to explore and resolve the 

patient's ambivalence about behavior change. 

Instead of confronting or directing, the nurse 

employs empathetic listening, open-ended 

questions, and reflective statements to help the 

patient articulate their own reasons for change and 

build their own motivation. For example, rather 

than telling a patient they need to exercise, a nurse 

using MI might ask, "What are some of the things 

you used to enjoy doing that your weight now 

makes difficult?" or "What would be the benefits 

for you and your family if you were able to 

improve your health?" This patient-centered 



Fawaz Muhayya Khalifah Alrashdi, Mishal Saad J Aljuaid, Talaq Mehmmas M Alotaibi, Nafa Muhaya S Alshammari et al. / IJCESEN 10-4(2024)2752-2760 

 

2757 

 

approach is evidence-based and has been shown to 

significantly improve engagement and outcomes in 

weight management programs [32]. 

For the substantial number of patients with Class III 

obesity for whom bariatric surgery is a 

recommended option, the nurse's role becomes even 

more critical across the entire perioperative 

continuum. In the pre-operative phase, the nurse 

acts as an educator and coordinator, ensuring the 

patient completes all necessary medical and 

psychological clearances, understands the risks and 

benefits of the different surgical procedures, and is 

prepared for the significant lifestyle changes 

required post-operatively. They manage complex 

medication regimens, particularly for conditions 

like diabetes and hypertension, in anticipation of 

surgery. In the immediate post-operative period, the 

nurse is responsible for vigilant monitoring for 

complications such as anastomotic leaks, 

hemorrhage, or deep vein thrombosis, while 

managing pain and nausea [33]. They provide 

crucial education on the progressive dietary stages, 

from clear liquids to pureed and soft foods, 

emphasizing the importance of protein intake and 

hydration. 

The long-term, post-operative role of the nurse is 

arguably the most vital for sustaining success. 

Bariatric surgery is a tool, not a cure, and patients 

require lifelong follow-up and support. The nurse 

conducts regular monitoring of weight trends, 

nutritional biomarkers (e.g., iron, vitamin B12, 

vitamin D, calcium), and the status of comorbid 

conditions. They assess for and provide counseling 

on common post-surgical challenges, including 

dumping syndrome, hair loss, and adherence to 

micronutrient supplementation, which is essential 

for preventing deficiencies [34]. The nurse is often 

the first to identify signs of weight regain or the 

recurrence of unhealthy eating patterns and can 

initiate early intervention, often in collaboration 

with the psychologist and dietitian. 

Furthermore, the nurse serves as a powerful patient 

advocate, a role that is particularly crucial for a 

population that frequently encounters weight bias 

within the healthcare system. The nurse ensures 

that the patient's voice is heard and their concerns 

are taken seriously by other providers. They can 

intervene when a patient's medical complaints are 

inappropriately dismissed as being solely related to 

their weight, advocating for a thorough diagnostic 

workup. This advocacy extends to helping patients 

navigate insurance requirements and access 

necessary resources, from durable medical 

equipment to specialized wound care supplies [35]. 

By championing the patient's cause, the nurse helps 

to rebuild the trust in the healthcare system that 

may have been eroded by previous stigmatizing 

experiences. 

Finally, the nurse is the central hub for chronic 

disease management. Patients with Class III obesity 

often have multiple co-occurring conditions, such 

as diabetes, hypertension, and cardiovascular 

disease. The nurse provides ongoing education and 

self-management support for these conditions, 

helping the patient understand the interrelationships 

between their weight and their overall health. They 

empower patients with the skills to monitor their 

blood pressure and blood glucose, recognize 

warning signs of worsening conditions, and adhere 

to complex medication regimens [36]. This 

continuous, supportive relationship allows for the 

timely adjustment of care plans and helps prevent 

acute exacerbations that could lead to 

hospitalizations. 

 

5. Essential Role of Dietitians in Medical 

Nutrition Therapy 

The dietitian's process begins with an in-depth 

nutritional assessment that forms the cornerstone of 

all subsequent interventions. This assessment is 

multidimensional, incorporating quantitative and 

qualitative data. It includes a detailed analysis of 

the patient's current dietary intake, often using tools 

like 24-hour recalls or food diaries, to identify 

patterns, triggers for overeating, and nutritional 

gaps. The dietitian also conducts a body 

composition analysis where possible and reviews 

biochemical parameters from blood tests to identify 

specific micronutrient deficiencies that are highly 

prevalent in this population, such as vitamin D, 

iron, vitamin B12, and folate [41]. Crucially, this 

assessment also explores the patient's relationship 

with food, including the presence of disordered 

eating behaviors like binge eating, the use of food 

for emotional coping, and the patient's dietary 

history and past experiences with weight loss 

attempts. This holistic understanding allows the 

dietitian to differentiate between a simple lack of 

knowledge and profound behavioral or 

psychological barriers that must be addressed 

concurrently with the psychologist. 

Based on this comprehensive assessment, the 

dietitian develops an individualized MNT plan. 

This is not a one-size-fits-all diet sheet. The plan 

must be culturally competent, respecting the 

patient's food preferences, traditions, and economic 

realities. It must also be medically appropriate, 

designed to manage co-existing conditions. For a 

patient with Type 2 diabetes and hypertension, the 

dietitian will create a plan that controls 

carbohydrate intake to stabilize blood glucose while 

simultaneously limiting sodium to help manage 
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blood pressure [42]. The focus shifts from sheer 

calorie restriction to the quality and composition of 

the diet. Evidence does not overwhelmingly support 

one specific macronutrient distribution for all; 

instead, the dietitian individualizes the plan, 

whether it employs a moderate carbohydrate 

restriction, a Mediterranean-style approach rich in 

fruits, vegetables, and healthy fats, or another 

evidence-based pattern, with the primary goal of 

creating a sustainable energy deficit while 

promoting satiety and overall health. 

A critical component of the dietitian's role is patient 

education, delivered with clarity and empathy. 

They demystify nutrition science, teaching patients 

how to read food labels accurately, understand 

portion sizes, and make healthier choices within 

their environment. They provide practical strategies 

for meal planning, grocery shopping, and cooking, 

which are essential skills for long-term success. 

Furthermore, they educate patients on the concept 

of energy density—choosing foods with low energy 

density (high in water and fiber, like fruits and 

vegetables) that promote fullness on fewer 

calories—as a powerful tool for managing hunger 

while reducing overall energy intake [43]. This 

educational process is not a single lecture but an 

ongoing dialogue, adjusting and reinforcing 

concepts as the patient progresses and encounters 

new challenges. 

For patients undergoing bariatric surgery, the 

dietitian's role becomes even more specialized and 

critical. The nutritional management is phased and 

highly specific. In the pre-operative phase, the 

dietitian may implement a liver-reducing diet to 

decrease hepatic fat and volume, thereby 

minimizing surgical risk [44]. Post-operatively, 

they guide the patient through the distinct dietary 

stages: starting with clear liquids, progressing to 

full liquids and pureed foods, then soft foods, and 

finally to a modified solid diet. At each stage, the 

dietitian emphasizes the paramount importance of 

protein intake to promote healing, preserve lean 

muscle mass during rapid weight loss, and support 

satiety. They provide meticulous guidance on 

eating behaviors that are vital for preventing 

complications, such as eating slowly, chewing 

thoroughly, separating fluids from solids by 30 

minutes, and stopping immediately at the first sign 

of fullness to avoid vomiting or stretching the new 

gastric pouch [45]. 

Perhaps the most vital long-term role of the 

bariatric dietitian is the prevention and management 

of nutritional deficiencies. The malabsorptive 

nature of procedures like the Roux-en-Y Gastric 

Bypass and the Sleeve Gastrectomy (due to reduced 

acid production and intrinsic factor) places patients 

at very high risk for life-threatening deficiencies. 

The dietitian ensures the patient understands the 

non-negotiable nature of lifelong micronutrient 

supplementation, including a high-potency 

multivitamin, calcium citrate, vitamin D, and 

vitamin B12, often in sublingual or injectable forms 

[46]. They monitor annual blood work vigilantly 

and adjust supplement regimens accordingly to 

prevent conditions like anemia, osteoporosis, and 

neuropathy. This long-term monitoring is a 

cornerstone of preventing the "second operation"—

the catastrophic health consequences of non-

adherence to nutritional protocols. 

Finally, the dietitian works in close synergy with 

the psychologist, especially when addressing 

disordered eating. If a patient is struggling with 

binge eating, the dietitian can help implement 

structured meal planning to reduce the 

physiological triggers of extreme hunger, while the 

psychologist addresses the underlying emotional 

triggers. They help the patient normalize their 

relationship with food, moving away from a cycle 

of restriction and binge-eating towards a pattern of 

consistent, mindful, and balanced intake [47]. 

 

6. Conclusion 

This comprehensive examination of the 

interdisciplinary approach to managing Class III 

obesity reveals a clear and compelling conclusion: 

effective care for this complex chronic disease 

necessitates a collaborative, multi-faceted model 

that addresses its biological, psychological, 

nutritional, and social dimensions. The evidence 

presented throughout this research unequivocally 

demonstrates that no single healthcare profession 

can adequately support the profound needs of this 

patient population. Instead, the synergistic 

collaboration between nurses, nutritionists, 

psychologists, and social workers creates a robust 

support system that is fundamentally greater than 

the sum of its parts. 

The analysis has detailed how each professional 

brings indispensable expertise to the care team. The 

nurse serves as the crucial care coordinator and 

patient advocate, providing continuous clinical 

management and building the therapeutic 

relationship that forms the foundation of trust. The 

nutritionist delivers the essential scientific 

foundation through Medical Nutrition Therapy, 

translating complex biochemical needs into 

sustainable, personalized eating strategies. The 

psychologist addresses the deep-seated mental 

health comorbidities and weight-related stigma that 

often perpetuate the disease cycle, while the social 

worker tackles the environmental and 

socioeconomic barriers that can otherwise 

undermine clinical efforts. 
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