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Are incretin mimetics becoming the first 
line of treatment for obesity class 1 and 2?
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Prevalence¶ of Self-Reported Obesity Among U.S. Adults 
by State and Territory, BRFSS, 2021

¶ Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be 
compared to prevalence estimates before 2011.

Prevalence¶ of Self-Reported Obesity Among U.S. Adults by State and Territory, BRFSS, 2021

*Sample size <50, the relative standard error (dividing the standard error by the prevalence) ≥30%, 
or no data in a specific year.



US Incidence

• 41.9% of adults in the U.S. have obesity

• In the United States, the annual increase in 
adult obesity is high at 2.1%, and the 
percentage of U.S. adults with obesity is 
predicted to reach 58% by 2035



WHO

• Worldwide obesity has nearly tripled 
since 1975.

• In 2016, more than 1.9 billion adults, 18 
years and older, were overweight. Of 
these over 650 million were obese.

• 39% of adults aged 18 years and over 
were overweight in 2016, and 13% were 
obese.

• Most of the world's population live in 
countries where overweight and obesity 
kills more people than underweight.

• 39 million children under the age of 5 
were overweight or obese in 2020



Balance

Improvements of 
obesity associated 
health conditions

With MBS Surgery

With AOMs



ASMBS/IFSO 
Guidelines 
for Metabolic 
and Bariatric 
Surgery 2022

Created to update old 
1991 guidelines

More research in the 
benefits and durability of 
MBS

Extensive and rigorous 
analysis of the literature

Updated to address higher 
risk groups



ASMBS/IFSO 2022 Guidelines

•Metabolic and Bariatric Surgery (MBS) is recommended for individuals 
with BMI >35 kg/m2, regardless of presence, absence, or severity of 
comorbidities and should be considered for individuals with metabolic 
disease and BMI 30-34.9 kg/m2 who do not achieve substantial or 
durable weight loss or comorbidity improvement using nonsurgical 
methods.
•BMI thresholds should be adjusted in the Asian population such that 
BMI >25 kg/m2 suggests clinical obesity, and individuals with BMI >27.5 
kg/m2 should be offered MBS and appropriately selected 
children/adolescents should be considered for MBS.



IFSO 
Guidelines

Aminian et al ASMBS low BMI PS



Joint Statement by International 
Diabetes Organizations
Aminian et al ASMBS low BMI PS



UK 
Guidelines
Aminian et al 
ASMBS low BMI PS



ASMBS Low BMI Position 
Statement
• 12 RCTs
• 11 Meta-analyses
• These analyses continue to demonstrate a marked and 

durable improvement in co-morbid conditions, especially 
type 2 diabetes, as well as significant weight loss 
compared with medical therapy in patients with class I 
obesity. 

Aminian et al ASMBS low BMI PS



ASMBS Low BMI Position Statement



STAMPEDE Study

Aminian et al ASMBS low BMI PS
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• LRYGB was cost-effective with higher QALYs [5 years: 
0.3896 QALY; 10 years: 0.8863 QALY] and costs [5 
years: $10,831; 10 years: ($848)] than non-operative 
management. Incremental cost-effectiveness ratios [5 
years: $27,799/QALY; 10 years: $957/QALY] were 
below the $50,000 willingness to pay threshold.







• Combinations of GLP-1 with other gut hormones such as peptide 
YY (PYY) and cholecystokinin (CCK) may be able to reinforce GLP-
1 driven reduction in appetite and food intake. Pharmacological 
intervention in obesity by use of GLP-1 analogs (exenatide, 
liraglutide, albiglutide, dulaglutide, lixisenatide, taspoglutide) and 
inhibitors of dipeptidyl peptidase-IV (DPP-IV) degradation that 
inactivate GLP-1 (sitagliptin, vildagliptin), leading to reduced 
appetite and weight with positive effects on metabolic control, are 
realistically achievable. This may be regarded as a low-risk 
therapeutic alternative to surgery for reducing obesity-related risk 
factors in the obese with lower BMIs.



• 10 000 adolescents aged 12 to 17 years 

• Among the 4 antiobesity drugs currently approved for pediatric 
use, phentermine-topiramate was the most cost-effective with 
an incremental cost-effectiveness ratio of $93 620/QALY 
relative to no treatment 

• Semaglutide offered more QALYs than phentermine-
topiramate, its higher cost resulted in an incremental cost-
effectiveness ratio ($1 079 480/QALY) 

• Commonly used willingness-to-pay threshold of $100 000 to 
$150 000/QALY



• Orlistat and liraglutide cost more and were less 
effective than phentermine-topiramate and 
semaglutide

• Sleeve gastrectomy and gastric bypass were more 
effective than phentermine-topiramate but were also 
more costly: Sleeve $469 060/QALY



• After 3 years, surgery led to a gain of 0.199 QALYs 
compared with no surgery at an incremental cost of $30 
747, yielding an unfavorable ICER of $154 684 per QALY

• When the clinical study results were extrapolated to 4 
years, the ICER decreased to $114 078 per QALY and 
became cost-effective by 5 years with an ICER of $91 032 
per QALY



Surgery was both effective and cost-effective for obese 
patients with MASH

In overweight patients, surgery increased QALYs for all 
patients regardless of fibrosis stage, but was cost-
effective only for patients with F3 fibrosis

Results highlight the promise of bariatric surgery for 
treating MASH and underscore the need for clinical 
trials in this area



MBS led to costs of €40,427 and 9.58 
QALYs (15.58 LYs) per patient over 20 years

No surgery had costs of €64,819 and 6.33 
QALYs (13.92 LYs)

Total cost-savings were €24,392, which 
offset the cost of the procedure including 
re-operations

Over 20 years MBS saved -6.7 patient-years 
per patient with T2D, -5.8 patient-years 
with CVD, -1.5 patient-years with 
hyperlipidemia, -1.8 patient-years with 
depression, and -3.8 patient-years with 
NASH



Hospital stay was significantly shorter (0.65 ± 0.33, versus 2.9 ± 0.4 days, p < 
0.0001)

The complication rate was 6.6% in both groups

The cost of the care episode was € 4272.9 ± 589.7 for the day-case group 
versus € 4993.7 ± 695.6 for inpatients, corresponding to a 14.4% cost 
reduction



• 36,071 patients underwent bariatric 
surgery

• 8.4% presented to the ED 
postoperatively. Approximately 50% of 
these visits resulted in readmission

• 388 ED visits without readmission and 
110 UCC encounters were identified

• Triaging a potentially avoidable ED visit 
to an UCC would generate a savings of 
$4238 per patient, reducing spending in 
this cohort by $1.6 million



• Dual GIP/GLP-1 receptor agonist therapy 
produces profound weight loss, glycemic 
control, and lipid lowering.







24% TBWL at 1 year



• A primary cardiovascular end-point event 
occurred in 569 of the 8803 patients 
(6.5%) in the semaglutide group and in 
701 of the 8801 patients (8.0%) in the 
placebo group



• The cumulative incidence of MACE at 10 
years was 8.5% in the bariatric surgery 
group and 15.7% in the nonsurgical 
group



Cost Savings of 
AOM
Not there yet



Cost of Fake 
Medications

• Compounded = Not 
always FDA approved
• Patents last at least 

10 years
• Deaths
• Hospitalizations
• $250





Medication Route %TBWL- average $Cost- self pay

Lomaira Oral, TID variable $50/month

Phentermine Oral Daily Variable <$50/month

Qsymia Oral Daily >10% $110-140/month

Contrave Oral BID- ish >10% $90/month

Saxenda/Liraglutide Daily Inj >10% $1100/month

Ozempic/Semaglutide

Wegovy

Weekly Inj or daily pill >>10%

15%

$800/month

$1400/month

Mounjaro/Tirzepatide Weekly Inj >22% $1000/month



Healthline, M Drillinger



• 195 915 individuals with obesity and or T2D

• Overall prevalence of GLP-1 agonist discontinuation was 26.2%, 30.8%, and 
36.5% at 3, 6, and 12 months

• Patients with obesity only had a higher prevalence of discontinuation at 12 
months vs those with T2D only and those with both (50.3% vs 35.8% and 
34.2%).

• Patients had significantly higher odds of discontinuation at 12 months if 
they were Black or Hispanic, male, and Medicare or Medicaid enrollees

• Furthermore, each 1–percentage point increase in OOP cost per a 30-day 
supply of GLP-1 agonist was associated with increased odds of 
discontinuation (odds ratio, 1.02; 95% CI, 1.02-1.03) (Ta

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2819256#zld240069t2


The Future is 
a Pill

• centrally acting agents (setmelanotide, neuropeptide Y antagonist 
[velneperit], zonisamide-bupropion [Empatic], cannabinoid type-1 
receptor blockers), 

• gut hormones and incretin targets (new glucagon-like-peptide-1 
[GLP-1] analogues [semaglutide and oral equivalents], 

• amylin mimetics [davalintide, dual amylin and calcitonin receptor 
agonists], 

• dual action GLP-1/glucagon receptor agonists [oxyntomodulin], 

• triple agonists [tri-agonist 1706], peptide YY, leptin analogues 
[combination pramlintide-metreleptin]), 

• other novel targets (methionine aminopeptidase 2 inhibitor 
[beloranib], lipase inhibitor [cetilistat], triple monoamine reuptake 
inhibitor [tesofensine], fibroblast growth factor 21

• anti-obesity vaccines (ghrelin, somatostatin, adenovirus36). 
• Curr Obes Rep. 2018 Jun;7(2):147-161. Future 

Pharmacotherapy for Obesity: New Anti-obesity 
Drugs on the Horizon. Srivastava G(1), Apovian 
C(2). 



Summary

• Obesity is a global crisis
• Cost of treatment depends on the choice of 

lifestyle + medications vs surgery
• Best treatment depends on the lens

• Disease burden of the patient
• Duration of treatment
• Increasing QALY
• Cost Effectiveness



Conclusions

Metabolic Surgery Is Durable 
with successful and 

sustained weight loss and 
remission/improvement of 

several co-morbid 
conditions

New medications for 
treatment of diabetes are 
promising and need to be 

studied in conjunction with 
bariatric surgery

Cost and availability of 
treatments will impact our 

ability  to treat as well as 
patients options to improve 

their health



The Math of Consults

Surgeries/Consults

• 58% in 2020
• 49% in  2021
• 48.6% in 2022

Bariatric surgery: 
Wellness

• 8:1 in 2020 
• 3.8:1 in 2021
• 2.4:1 in 2022



ROI

• BMI> 35 with or without co-
morbidities will take medications

• About 20- 30% will see you again 
for surgical consult

• This can take 6 months to two 
years to occur
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