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Use of Obesity Management Medications (OMM) Prior to MBS 

➢ MBS: the obesity intervention which results in one of the greatest weight loss to-date

➢ Patients presenting for MBS: more severe obesity and/or very high BMIs i.e. patients at-risk 
for mortality and peri-op complications

➢ What are we treating? 
➢ Weight vs Obesity as a Disease

➢ How and What to Use?
➢ Overview of currently approved OMM
➢ Evidence for use prior to MBS
➢ Exclusive vs Adjunctive
➢ Special patient populations who will benefit from OMM



Considerations for OMM Use Prior to MBS 

1) Pre-op Weight Loss: 
❖ Reduction in peri-op mortality and complications? 
❖ Greater long-term weight loss?
❖ Is this for everyone?

Weight (BMI)-Centric 

Treatment Approach

Cefalu, W.T., et al., Diabetes Care 2015; AACE/ACE Obesity CPG. Endocr Pact. 2016



What is the Consensus? 

While there has been initial enthusiasm for weight loss prior to surgery, there are no 
data to support the practice of insurance-mandated preoperative weight loss; this 
practice is understood to be discriminatory, arbitrary, and scientifically unfounded, 
contributing to patient attrition, unnecessary delay of lifesaving treatment, and 
progression of life-threatening co-morbid conditions . A multidisciplinary team can 
help assess and manage the patient’s modifiable risk factors with a goal of reducing 
risk of perioperative complications and improving outcomes; the decision for surgical 
readiness should be primarily determined by the surgeon. “ 
Eisenberg D, et al. SOARD 2022;18: 1345 

ASMBS-IFSO 2022: 

Indications for 

Surgery

IFSO 2024: 

Consensus on 

Definitions and 

CPG
Salminen P, et al. Obes Surg 2024;34:30
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Obesity Management Medications (OMM)

Approved for Short-term Use

Approved for Long-term Use

Phentermine

Orlistat
Phentermine + 

Topiramate 
(Qsymia)

Naltrexone + 
Bupropion 
(Contrave)

Liraglutide 
(Saxenda)

Semaglutide 
2.4mg (Wegovy)

Tirzepatide 
(Zepbound)

1999 2014 20232021

Ozempic 2017

20142012

1959

WITHDRAWN
Sibutramine: 1997 → 2010
Rimonabant: 2006 → 2009
Lorcaserin: 2012 → 2020

SHORT-TERM / OFF-LABEL
lisdexamfetamine Bupropion
Zonisamide  Topiramate
Metformin  Phentermine>3 mths Year stated is year of FDA approval.
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STEP 1 & 4

SCALE Obesity, OB&PreDM, 

Maintenance
COR-I & COR-II

CONQUER

SEQUEL

XENDOS

Yr 1 & Yr 4 
SURMOUNT-1

In kg (not %)

Chakhtoura M, et al. eClinicalMedicine 2023;58: 101882 

• Orlistat: 5.8-10.6%

• Phentermine: 4-6kg 

• Phentermine-Topiramate: 

8.6-10.5%

• Naltrexone/Bupropion: 

6.1-6.4%

• Liraglutide: 6.1 – 8%

Weight Loss Efficacy of Obesity Management 

Medications (approved before 2017)
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Treatment policy estimand: Evaluates the treatment effect regardless of trial product discontinuation and use of rescue medication

*
*

*

*

*

Semaglutide 2.4 mg
Placebo

STEP 1 STEP 3 STEP 4 STEP 2

Weight 

management

Weight 

management 

with IBT

Sustained weight management

Weight 

management 

in T2D

105.3 kg 105.8 kg 107.2 kg 96.1 kg 99.8 kgBaseline BW

After 68 weeks 20 -68 weeksAfter 68 weeksAfter 68 weeks After 68 weeks

STEP 1 – 7 Semaglutide 2.4 mg once-weekly for obesity 

treatment: Total Weight Loss 10.6 – 18.2%

Wilding et al. N Engl J Med 2021;384; Davies et al. Lancet 2021;397:971; Wadden et al. JAMA 2021;325:1403-13; Rubino et al. JAMA. 2021;325:1414.

 

*Statistically significant vs placebo. BW, body weight; IBT, intensive behavioural therapy.

-16.9*

-2.4

-17.6*
-18.2*

- 8.8*
- 10.6*

- 3.1*

*Trial product estimand

- 5.0*

Novo Nordisk©
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Figure 2 

Wilmington R, et al. Obesity Surgery (2024) 34:286 

Remission of pre-diabetes at 6 & 12 month: 

92.3% and 72.2% respectively.

% Weight loss at 6 & 12 months

9%

7.1%

4.8%
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Figure 2 

Rubio-Herrera MA, et al. Biomedicines 2023;11:2785  

Weight Loss at 26 and 52 weeks 

by BMI categories
Categorical Weight Loss at 52 

weeks by BMI categories

Retrospective; N = 102, estimated time in wait list > 12 months; Mean Age 53 and Mean BMI ~43; Females ~70% 

Use of Semaglutide 1mg (DM) & Liraglutide 3mg (non-DM) for 1 year 

While on Wait List for MBS

Overall WL: Lira 16% vs Sema 17%

15.4%

16% 

17.5%

~68% opted not for surgery due to improved QOL
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Jastreboff A.M. et al. NEJM Online 4June2022; DOI: 10.1056/NEJMoa2206038 

SURMOUNT-1

USA,Argentina,Brazil,China,India,

Japan, Mexico, Russia and Taiwan
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Figure 2 

● N = 25; BMI > 50kg/m2; planned to undergo LSG 

● Phentermine-Topiramate (PHN-Top, 7.5/46–15/92 mg/d) started at 3 

months pre-op and continued for 2 years post-LSG

● Outcomes: Weight loss, BMI changes, and odds for achieving BMI 40 with 

PHN-Top vs Controls (BMI>50 and underwent LSG, without PHN-Top)

Ard JD, et al. Surg Obes Relat Dis 2019;15:1039 
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Figure 2 

Ard JD, et al. Surg Obes Relat Dis 2019;15:1039 

15.7%7.7%

Use of Phentermine-Topiramate Pre-LSG in PwO with 

Mean BMI 61: ~16% weight loss pre-op achieved 
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Figure 2 

Ard JD, et al. Surg Obes Relat Dis 2019;15:1039 

● %TWL at 12 months: 39.3% 

(phen/top+LSG) vs –31.4% (control) 

(p=0.018) 

● %TWL at 24 months: phen/top+LSG 

11.2% greater initial weight loss 

(p=0.007). 

● The odds ratio for achieving BMI <40 

at 2 years was 4.1 (Phen/Top vs 

Controls)

Use of Phentermine-Topiramate Pre-LSG in PwO BMI>50 

resulted in greater weight loss post-op and higher odds 

for achieving BMI<40 at 2 years



OMM Use Prior to MBS 
• For Routine Pre-Operative Weight Loss to Reduce Post-op complications & Mortality

• Not routinely recommended

• Pre-op weight loss does not correlate with post-op weight loss at 1 year

• May benefit those with an anticipated long waiting time for MBS / Those unsure of MBS

• Otherwise, case-by-case basis

• As Adjunctive Therapy for those with very high BMI: Started Pre-Operatively and  Continued Post-operatively

• For pre-op weight loss and greater (sustained) post-op weight loss akin to staged intervention

• Patients with more severe obesity (i.e. obesity-related complications/comorbidities)

• Choice of OMM

• Considerations as per any non-surgical patient with obesity



Considerations for OMM Use Prior to MBS 

1) Pre-op Weight Loss: 
❖ Reduction in peri-op mortality and complications? 
❖ Greater long-term weight loss and outcomes?

2) Pre-op metabolic control especially T2D



R12. (2013)
• Pre-procedure weight loss can reduce liver volume and may help improve the technical aspects 

of surgery in patients with an enlarged liver or fatty liver disease and therefore may be 
recommended before a bariatric procedure (Grade B; BEL 1; downgraded due to inconsistent 
evidence). 

• Pre-procedure weight loss or medical nutritional therapy may be recommended to patients in 
selected cases to improve co-morbidities, such as pre-procedure glycemic targets (Grade D). 

R14. (2019*). 
• Pre-procedure glycemic control must be optimized using a diabetes comprehensive care plan, 

including healthy low-calorie dietary patterns, medical nutrition therapy, physical activity, and, as 
needed, pharmacotherapy (Grade A; BEL 1). Mechanick JI, et al. Surg Obes Relat Dis 2020;16:175



Pre-operative Glycemic Control as a Predictor of 

Diabetes Remission

• N=245 patients with diabetes pre-RYGB, 6-month intensive medical management to with 

goal of A1C<7%. 

• Patients who achieved a 1% decrease in A1C were 68% more likely to achieve 

diabetes remission at 1 year after surgery. (English et al. Obes Surg 2015)

• de Oliveira et al. (Obes Surg 2015): patients with A1C <7% were more likely to achieve 

postoperative diabetes remission than those with higher A1C (OR 2.43, 10%). 

• N=39 with diabetes on insulin pre-RYGB: pre-op LCD for 14 days → reduced insulin doses 

by half → greater weight loss 1 year post-RYGB, and much higher rates of diabetes 

remission (72.7% vs 5.9%) (Biro JM et al. J Surg Res 2013) 

Carter J, et al. Surg Obes Relat Dis 2021; 17(12):1956
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● Approved by the FDA as Mounjaro® 

(tirzepatide) in May 2022 for T2D and 

Zepbound in Nov 2023 for obesity

● Tirzepatide: 5 mg, 10 mg, or 15 mg 

vs semaglutide 1 mg QW

Frías JP, Davies MJ, Rosenstock J, et al. N Engl J Med. 2021;385(6):503

SURMOUNT 2: 15.7% 

SURPASS 2



21 Lancet June 26, 2023 doi.org/10.1016/ S0140-6736(23)01127-3 

• N=1606 

• ~20% Asians

• 43% taking at 

least 1 OHA (1-3 

OHAs, no insulin)

• Up to 16/52 

titration

• 68-week duration

Trial Product Estimand



Considerations for OMM Use Prior to MBS 

1) Pre-op Weight Loss: 
❖ Reduction in peri-op mortality and complications? 
❖ Greater long-term weight loss and outcomes?

2) Pre-op metabolic control especially T2D

3) Pre-op control of obesity-related complications



Complication (Chronic Disease)-Centric Model of Care: 

Firstly, assess obesity-related health impact
Assess (adults) 

BMI kg/m2 

Underweight ≤ 18.5 

Normal weight 18.6–24.9 

Overweight 25.0–29.0 

Obesity class I 30.0–34.90 

Obesity class II 35.0–39.9 

Obesity class III ≤ 40 

Stage 4: 
End stage 

Stage 3: 
End-organ damage 

Stage 2: 
Established comorbidity 

Stage 1: 
Preclinical risk factors 

Stage 0: 
No apparent risk factors 

Edmonton Obesity Staging System (EOSS) 

 
Sharma AM, Kushner RF. Int J Obes. 2009;33(3):289

Regardless of BMI



25 Malhotra A, et al. NEJM Online June 21, 2024. DOI: 10.1056/NEJMoa2404881 

SURMOUNT-OSA

Not on CPAP



26



28 Kosiborod M.N., et al. N Engl J Med 2023; 389:1069-1084

Semaglutide 2.4mg/week in HFpEF (STEP HFpEF): greater 

reduction in HF symptoms, improvement in physical function

Mean increase by ~8

Global trials of other agents: KCCQ 

score changes range 0.5 to 2.3 pts

Improvement in 6-

minute walk test = 

improved QOL and 

function and 

mortality

N=529 patients; HFpEF with BMI>30kg/m2; Median BMI 37.2kg/m2 (66% with BMI>35); 97% white; Median LVEF 57%; NYHA II (66%); 58% with AFib
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Lincoff A.M, et al. N Engl J Med 2023; 389:2221

(SELECT)

✓ N = 17,605, Age>45 yrs, BMI>27kg/m2

✓ With pre-existing CVD (MI, stroke, PAD) but without DM.

Treatment with semaglutide 2.4mg was 

associated with a statistically significant 20% 

reduction in major adverse cardiovascular 

events (MACE), defined as cardiovascular 

death, nonfatal myocardial infarction or 

nonfatal stroke compared with placebo, 

driven mostly by non-fatal MI (HR 0.72). 

Wt loss 9.4% (sema) vs 0.9% (placebo) at 

108 months



32 Perkovic V, et al. N Engl J Med published online 24May24; DOI: 10.1056/NEJMoa2403347

• In 3553 pts with T2D + CKD, 

semaglutide 1mg was associated 

with a statistically significant 

reduction in renal outcomes 

(24%), in cardiovascular death 

(29%), major CV events (18%) 

and death from any cause (20%)

• Median follow-up: 3.4 years

• Direct renal effects of GLP1RA 

FLOW Trial (Evaluate 

Renal Function with 

Semaglutide Once 

Weekly) 



OMM Use Prior to MBS 
• For DM control

• Strongly recommended with use of meds if needed

• For Pre-operative Control of Obesity-Related Complications/Comorbidities (ORC):

• Patients unable to afford or tolerate CPAP, with severe ORCs which will increase peri-op risk

• Those with an anticipated long waiting time for MBS: to improve and/or reduce progression of ORC

• With aim to reduce short- and long-term complications



Considerations for OMM Use Prior to MBS 

1) Pre-op Weight Loss: 
❖ Reduction in peri-op mortality and complications? 
❖ Greater long-term weight loss and outcomes?

2) Pre-op metabolic control especially T2D

3) Pre-op control of obesity-related complications

4) Patient selection: Access and other considerations
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Horn D.B., et al. Postgraduate Medicine 2022; 134 (4):359.

The 5Cs of Choosing an OMM
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● Abnormal satiation (“hungry brain”): phentermine-topiramate 
extended release at a dose of 7.5/46 mg daily or lorcaserin at 
20 mg daily 

● Abnormal hedonic eating (“emotional hunger”): 
naltrexone/bupropion sustained release at a dose of 16/180 
mg twice daily

● Abnormal satiety (“hungry gut”): liraglutide 3 mg 
subcutaneous daily

● Low predicted energy expenditure (“slow burn”): phentermine 
15 mg daily plus increased resistance training. • 85% phenotype found

• 27% > 2 phenotypes found

Acousta A, et al. Obesity 2021;69:662

● N = 312 presenting to Mayo Clinic for obesity management
● Measurements done: used to classify 4 obesity phenotypes



*Phentermine is approved only for short-term use (≤12 weeks) †Approved for use in adolescents ≥12 years old.                    
ER, extended-release
† Approved for use in adolescents ≥12 years old.

Choice and duration of obesity medication should be made with respect to the individual’s clinical characteristics and the country-specific approved 
labeling of the available products.

Orlistat Liraglutide 3.0 mg Phentermine*
Naltrexone ER/ 

bupropion ER

Semaglutide 

2.4mg

Bangladesh ✓ ✓

Brunei Darussalam ✓ ✓

India ✓

Indonesia ✓ ✓

Malaysia ✓ ✓ ✓ ✓ Registered

Philippines ✓ ✓
†

✓ Registered

Singapore ✓
†

✓
†

✓ ✓ Registered

Sri Lanka ✓ ✓

Thailand ✓ ✓
†

✓ ✓ Registered

Vietnam ✓ ✓

Pharmacotherapeutic options for managing obesity in South/Southeast Asia (Aug 2024 Update)

Tham KW et al. Obesity Reviews. 2023;e13520

Available pharmacotherapy options in South-SouthEast Asia



YES but in Selected Patient Populations
- Those with very high BMI akin to “staged intervention”
- Those with anticipated long wait time to MBS
- Those with severe obesity / ORC: to control ORC, reduce morbidity

Choice of OMM needs to take into consideration patient characteristics/phenotype, 
contraindications, preference, cost, access and those with proven direct benefits

OBESITY MANAGEMENT MEDICATION: 
IS THERE A ROLE PREOP?  



Thank you for 
your kind 
attention!



Weight (BMI)-Centric Treatment Approach

Cefalu, W.T., et al., Diabetes Care 2015; AACE/ACE Obesity CPG. Endocr Pact. 2016



Complication-Centric Approach Risk Stratifies and Prioritizes 

Those Most Impacted for Treatment

Cefalu, W.T., et al., Diabetes Care 2015; AACE/ACE Obesity CPG. Endocr Pact. 2016
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● N = 312 presenting to Mayo Clinic for obesity management
● Measurements done: Body composition, REE, questionnaires on eating 

behaviour (hedonic), satiety, satiation, affect, PA → used to classify 4 obesity 
phenotypes

• Hungry brain = abnormal satiation 

• Emotional hunger = hedonic eating 

• Hungry gut = abnormal satiety

• Slow burn = decreased metabolic rate

Acousta A, et al. Obesity 2021;69:662
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