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Chronic Disease Management
Principles

Establish a comprehensive care plan tailored to individuals.
Promote patient education to enhance self-management sKkills.
Encourage regular monitoring of symptoms and health metrics.

Foster strong communication between patients and healthcare
providers.

Integrate lifestyle modifications, including diet and exercise.

Utilize a multidisciplinary approach involving various
healthcare professionals.



TEAM MEMBER: CLINICAL PHARMACIST

Utilizing Clinical Pharmacists to Provide NeoAdjuvant Anti-Obesity Medications to Patients Undergoing Bariatric Surgery: A New Paradigm

Veronica Arceri, PharmD; Jenna Lee, PharmD; Tina Do, PharmD; Marie Renauer, PharmD, MBA; John M. Morton MD FACS2

h bool of Medigne New Haven (]

Background

Preoperative weight loss for bariatric surgery patients has been demonstrated to enhance
outcomes. Anti-obesity medications (AOM) provide an opportunity to down-stage disease.
Barriers to use of AOMs include the approval process and available qualified healthcare
providers to support. Here we describe a new paradigm of weight loss services
collaborating with clinical pharmacists.

Methods

Within our health system, clinical pharmacists integrated into specialty disease state
clinics, including the Digestive Health Service Line, were recognized as integral in
enhancing patient outcomes. A need in our bariatric surgery program emerged for pre-
operative weight loss. Given access issues, national shortages of GLP-1 medications,
and burdensome insurance approval process, clinical pharmacists emerged as ideal
health care providers and a pilot program was initiated.

Resul

8 patients have been enrolled to date in the Clinical Pharmacist Weight Management Pilot. There
was significant variation in duration of therapy, highest dose achieved, and type of AOM used.
There were 6 medications employed including semaglutide (Ozempic®) (61%); liraglutide (
Victoza®) (9%); semaglutide (Wegovy®), (4%); liraglutide (Saxenda®) (9%); dulaglutide (Trulicity®)
(9%); and tirzepatide (Mounjaro®) (9%). Median duration of therapy was 17 weeks (4-80 weeks).
Initial BMI median was 57 (range: 37-74) and latest BMI prior to surgery was 53 (range: 37-71). No
patients discontinued medication use due to adverse effects and 25% of patients successfully
underwent bariatric surgery without any complications.

Conclusions: This pilot program successfully shows that clinical pharmacists can provide enhanced

outcomes through combined therapies of AOMs and bariatric surgery. As previously demonstrated
in anticoagulation and diabetes management, clinical pharmacists can both navigate the insurance
drug approval process and provide therapy to a well-defined target with low adverse events.

Order Pathway

1. Provider to see patient for initial visit, then enter “REF285” Ambulatory
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2. Referral order options to be filled out
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4. Associate order with appropriate diagnosis for patient,
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Yale Center of Weight
Management

* Co-Directors: Ania Jastreoff, Waj Mehal,
John Morton

* Obesity Medicine Specialists, Metabolic and
Bariatric Surgery, Access to Specialists from
Culinary Medicine to Cardiologists

e Certified Bariatric Nurses, RDs,
Psychologist/Social Work, Exercise
Physiologist, Clinical Pharmacists

One-stop shopping under one roof



Yale Center for Weight Management
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(Combining Medications With Bariatric Surgery to Treat Obesity
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W hether it's for meal plans, professional
guidance or access to medications like GLP-
1s, weight loss clinics can offer personalized
assistance for those hoping to make sustainable
lifestyle changes. In fact, clinics have consistently
proven to produce better long-term ocoutcomes for
slimming down than doing it alone, and the U.S.
medical weight loss industry is expected to grow by
4.3 percent each year over the next decade.

With so much important progress in the field,
Newsweek and Statista are partnering for the first
time to name America's Best Weight Loss Clinics &
Centers 2025, recognizing 200 facilities across the
country that have helped people achieve healthy,




Obesity Pathway

REFERRAL 203-200-3232

Overview

Lifestyle

Medications

Medication Follow Up

Bariatric Surgery

Any obesity-related comorbidities?

Patients withOUT comorbidities

Click links to jump to corresponding tabs or place orders

Guidance (depending on

BMI range pt preference)*

271029.9 Address with lifestyle

Address with lifestyle
and/or meds by primary
care

Other options

30t039.9

« Refer to local obesity
expert”

Address with lifestyle &
meds by primary care AND

*Pathway treatment options can be implemented over
multiple visits
1 b for link to ABOM website

Patients WITH comorbidities

Click links to jump to corresponding tabs or place orders

BMI range Guidance (depending on pt
preference)*

Address with lifestyle AND
meds by primary care

Other options:

271034.9

(North H:
OR
* Refer to local obesity
expert

Address with lifestyle &
meds by primary care AND

« Refer to local obesity
expert?
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Stages of Cardiovascular-Kidney-Metabolic Syndrome

Nonmetabolic
etiologies of

/ hypertension

Stage 0: Stage 1: Stage 2:
No Risk Factors Excess/Dysfunctional Metabolic Risk
Factors and CKD

Adipose Tissue

g
Y

A focus on
primordial prevention
and preserving
cardiovascular health

& (@l
Overweight/obesity 4
Abdominal obesity Type2 Moderate- to
Impaired glucose diabetes high-risk CKD
tolerance
Nonmetabolic 3
etiologies of CKD

Ndumele, C.E. et al., Cardiovascular-Kidney-Metabolic Health: A Presidential Advisory From the American Heart Association. 2023.
Circulation.



AHA/ACC/ADA/ASN CKM Guideline 2026

MBS endorsed for CKM Stage 1-3 with obesity
(LOE A) and is cost-effective with High Level of Certainty

CLINICAL PRACTICE GUIDELINE

2026 AHA/ACC/ADA/ASN Guideline
for the Prevention, Detection,
Evaluation, and Management of
Cardiovascular-Kidney-Metabolic

Syndrome

A Report of the American College of Cardiology/American Heart Association

Joint Committee on Clinical Practice Guidelines

Developed in Collaboration With and Endorsed by the American Diabetes Association,

the Obesity Association, a division of the American Diabetes Association,

and the American Society of Nephrology
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Predictors of weight regain:
BMI >50/DM /Deviation from projected weight loss at 3 months_Time to Start
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Postoperative Weight Regain

Patients who undergo MBS have excellent weight loss at one-year post surgery (25.1-31.2

TBWL %); however, 10% of patients who underwent gastric bypass surgery and 30% of
atients who underwent sleeve gastrectomy had inadequate weight loss, defined as less

sg?n 20% total body weight loss (PCORnet Cohort Study. Ann Intern Med 2018; 169: 741 —

The NIH-funded Longitudinal Assessment of Bariatric Surgery (LABS), a prospective
cohort study of 1406 adults who underwent MBS and were followed up for 6.6 years,
reported that patients with >20% of weight gain after MBS had a 42% clinically important
decline in quality of life and 35.3% had significant worsening of diabetes (King WC,
Hinerman AS, Belle SH, Wahed AS, Courcoulas AP. Comparison of the Performance of
Common Measures of Weight Regain After Bariatric Surgery for Association With Clinical
Outcomes. JAMA. 2018 Oct 16;320(15):1560-1569. PMID: 30326125)

PCORnet Bariatric Study reported modest weight regain for gastric bypass (mean weight
regained, 7.2 kg) and sleeve gastrectomy (mean weight regained, 8.2 kg), P < 0.001)

Formal assessment of eating behaviors, new medications, and anatomy should be
performed

Revisional Surgery and Obesity Modifying Medications best options for relapse of a
chronic disease



Vietaboli | Bariatric S
Postoperative Weight Regain

- Comprehensive evaluation — |dentify behavioral, psychological,
pharmacological, and anatomical contributors

- Intensive behavioral/nutritional therapy
— Pharmacotherapy — Add GLP-1 RA

— Endoscopic revision — Transoral Outlet Reduction (£ AOM) for
GJA dilation after RYGB

— Surgical revision/conversion — For anatomical failure or
refractory cases

- BARI -STEP TRIAL

Estimated change in mean (s.d.) percentage weight Ioss from baseline
to week 68 was -18.0 (9.2) with semaglutide 2.4 mg (n = 34) versus
+0.4 (7.0) with placebo (n =29). The mean adgusted treatment
difference in percentage body weight change for semaglutide 2.4 mg
ve(;séj&p)ﬂacebo was -19.18 (95% confidence interval -23.4 to -14.8; P
<



Combining medications with bariatric surgery to treat obesity
Morton, JAMA 2026
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Preop (NeoAdjuvant)

Utilization of Low-Dose Phentermine for Weight Loss Original articl

Prior to Metabolic and Bariatric Surgery: A Prospective, Use of phentermine-topiramate extended release in combination
Randomized, and Placebo-Controlled Trial . o . 3
Lok Gl | Hoemero Rvas® | Joki Mioron? with sleeve gastrectomy in patients with BMI 50 kg/m” or more

TABLEZ | Parficipant characteristics after follow up.

Follow up 1 Followup 2

Lomaira Control Lomaira Control
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§TWL 17416 11418 . 47441 L1+36
AWeight (kgs) 33200 -1341 -bl46 -11+45
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Fig. 1. Change in weight {kg) after laparoson pic sleewe gastrectomy { LS50 )
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Logistic Regression Analysis by Time

Comparison of 12 month %TWL by <10% Preop %TWL Histogram of MWL Preop %TWL
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Role of obesity-management medications before and
after metabolic bariatric surgery: a systematic review

Wharton etal.®  Lirsplutide 3 mg RYGE,AGE, 5G S3RYGE Upto12 months RYGE 6.6% TWL
Table 2 Summary of the current literature on postoperative OMMs for suboptimal initial clinical response and/or recurrent weight Retrospective ;_fa fss'? ii gg 3 g;’i ';';3.@]_{“;?‘
gain, induding traditional and modem agents Jarnal et al > Liraglutide 3 mg 5G,1-10years 57 3 months B.10% TWL
Medicati . . . Retrospactive
Au fstudy type cation Lr‘;d;r Dpe_raun;w Patients Follow-up Outcomes Horber and Lirzglutide 3 mg RYGE»>Eyears 95 24 months Liraglutide group lost 4.8+ 2.5 kg/
and ome since Steffen*® m* and pouch trimming plus
intervention P:cspec?yat silastic ing, 5.5+ 29 kg/m’®
1; - bl p— 1de y by 2 O rarelr afer 13: o 1 o =2 e T
Zoss et al. Orlistat 240 mg daily AGE, atleast 12- 19 orlistat+ diet 8 months, with9 &+ 3 kg orlistat group [—.a;g_et al Liraglutide up to 3 mg uc!n»e.:‘;g; of SG 383_.111-¢lglul?de 12 menths A;;;?%ﬁr] fut{.}dea o0
Prospective 24 months counselling months 3+ 2 kg counselling group ket al iraslutid N into BYG |0 pacene h B placebo (P< 0.001)
astop 15 Diet extension in Mok et ol Liraglutide up to 3 mgx 5CG or RYGB Lira 35 & months Liraglutide group
pastop comesllin e aictar RCT placebo with £20% Flacebo 35 8.8% TWL
£ group = body weight Flacebo group 0.5% TWL
Hanipshetal®  Fhentermine RYCE,5G,AGE 126 KYGR 12 months %% of patients > 10% TWL ]r;fn;;‘ e
Retraspective Phentermine/topiramate Median of 38 525G RYGE 17.2% MES =
i_'!tEndEd_.-P ease months postop 21 AGE ‘;{E’E i%hS% Miras et ol ¥ Lirsglutide 1.8 mgx placebc  SCRYGE>1year 195G & months Mean difference in weight change|
Nca-]j\:;::nn: low-rel . p_‘ E 001 RCT since MBS S1RYGE from baseline to week 26 for
bupmpi?n_sfcs:;?::;% - Err’iggjkuﬂéa L;r:cl:f?place':c- of-
Stanfordetal®  Among 15 agents, topiramate, RYGE, SG 753 RYGE Mot available  Topiramate was the only _\h{wsgs(ar;ec.c-n-:ia]ry endpaint
Retrospective E-hentapnlne. ;"ELFC.'“T”"!-:] At le;ft 12 . 615G mfdlﬁu':'nghat '551;1'?&5;5@‘1 Lautenbach et al. %' Semaglutide from weekly 5C and RYGE 7950 & months 10.3+5.5% for bath operations
upropion, and zonisamide  months postep a 2% more chance of > 10% TWL ot R 3 -
wa,;a 'rf')e ot prescribed pastop RYG pts achieved more TWL Retrospective CI.?_.S mg. ﬂ_‘l_ maximum dose 6472476 15 RYGB
then 55 reached was not disclosed months
an 5G .
Schwartzetal ¥ Fhentermine or phentermine- RYGE, AGB S1RYGB 3 months Phentermine (5.35 kg, 12.8% EWL) Table 2 (continued)
Retrospective topiramate extended-release  Timesince MBS 14 AGE and phentermine-topiramate — - -
not availzble extended-release (351 kg, Authors/study type Medication Index operation Patients Fallow-up Outcomes
12.9% EWL P< 0.001 and time since the
Istfan et ol ** Topiramate, phentermine RYGE, 6 months 350 Upto1lyears Topiramate and phentermine intervention
retrospective to & years decrease cumulative WR by —
gbout 10% relative to nadir Bonnetetal™t  Semaglutideupto 24mg SG and RYGE 285G & moths Median of 9.1% TWL for both
weight and reduce the odds of Retrospective Time since BRYGE operations
. rapid WR after RYGE surgery not
Pajeckietal.” Liraglutide 1.8 mg RYGE, AGE, 9 RYGE 28 weeks A mean of 7.3% TWL among all dizclozed
Retrospective Egj D5, 56, 2- ; ;;:'E patients Jensen et al ¥ Semaglutide 24 mg RYGE and 5G 29 Sema & manths 9.8% TWL Sema
1 years 1 3;:‘ os Retrospective x 43-90months 21l 7.1% Lira
: . - - -~ it . Liraglutide 3mg since MBS (P=0.000)
fi #“ £l 3 (& =, VEG, RY G 2E wesl 3 - s . v 1
R}E::r_:ls' ctive Lirsglutide 3 mg R‘;,BES;I_:: - 7 ;‘{SHE 28 weeks Median of 9.7% TWL Murvelashvili Semaglutide 1 mg SC and RYGE 115 Semaglutide 12 months 12.9%TWL Sema
pee since MBS not 3 VEG etal*® ) X . Time since 92 Liraglutide 8E%TWL Lira
availal e Retrospective Liraglutide 3 mg surgery not (P<0.001)
available 3 AGE u | |
Vinciguerr et al*® Liraglutide 3mg RYGE, 5G, AGE, 115 patients 28 wesks Mean TWL 9.3+ 3.6% . . disclosed . .
Retraspective 0QAGB Jamaletal Sanag]und_E 24mg 115 5G 70 Semaglutide  &ma 10.3%TWL Semaglutide
Sulimanetal®®  Lirsplutide 3mg SC, RYGE, others 120 5G, 47 RYGE, 4 months Mean 6.1% TWL Retrospective Tirzepatide up to 15 mg 1-15 years 45 Tirzepatide 15.5% TWL
Prospectively 21 other Tirzepatide
callected chart (P<0.05)
data ) . Gazda etal ® GLP-1RA x non-GLF1-RAx 805G 12 months LERTWL ri:'est}'le interventions
Muratori etal”  Lirsglutide 3mg R‘t:GB. G, AGE 17 .'EYGB 28 weeks Mean of 12.7% TWL Lifestyle interventions 731 RYGE 5.6% non-GLE-1RA
Retrospectrve 70.7 months + 2 AEE- T4 R £.9% GLP-IRANS§

BjS, 2024, Vol. 111, No. 1



Postoperative Weight Regain

* Comprehensive evaluation — ldentify behavioral,

psychological, pharmacological, and anatomical
contributors

* Intensive behavioral/nutritional therapy
* Pharmacotherapy — Add GLP-1 RA

* Endoscopic revision — Transoral Outlet
Reduction (£ AOM) for GJA dilation after RYGB

* Surgical revision/conversion — For anatomical
failure or refractory cases

* BARI-STEP TRIAL

Estimated change in mean és.d.) percentage weight
loss from baseline to week 68 was -18.0 (9.2) wi
semaglutide 2.4 mg (n = 34) versus +0.4 (7.0) with
placebo (n = 29). The mean adjusted treatment
difference in percentage body weight change for
semaglutide 2.4 mg versus placebo was -19.18 (95%
confidence interval -23.4 to -14.8; P < 0.001).
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Fig. 2| Effect of semaglutide 2.4 mgonce-weekly versus placebo over

time. Adjusted mean change in body weight (%) over time estimated usinga
repeated-measures, mixed-effects model adjusting for baseline weight, type

of surgery, sex, diabetes status and interaction between treatment and visit

(r =70 all participants using all available data). The error bars indicate the s.e.m.
Two-sided t-statistic with 95% Cls. Week 6:n = 70; d.f. =134; P= 0.008. Week 14:
n=66;d.f.=141, F< 0.00L Week 32: n = 64; d.f. = 144 P = 0,001 Week 52: n = 61;
d.f. =151, P = 0.001. Week 68: n = 63; d.f. =147, P = 0.001, not adjusted for multiple
Ccomparisons.

Semaglutide versus placebo in individuals with poor
weight loss after bariatric surgery: a double-blinded,
randomized, placebo-controlled trial. Nat Med. 2026
May 22.



JMAStrger | Orghanvestgato Semaglutide versus placeboinindividuals

Safety and Efficacy of Liraglutide, 3.0 mg, Once Daily vs Placebo lf with poor weight loss after bariatric
in Patients With Poor Weight Loss Following Metabolic Surgery surgery:a double-blinded, randomized,
The BARI-OPTIMISE Randomized Clinical Trial placebo-controlled trial

Figure 2. Effect of Liraglutide, 3.0 mg, Once Daily vs Placebo Over Time
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Fig. 2| Effect of semaglutide 2.4 mgonce-weekly versus placebo over

, HHUUHHHHUUU . 0 time. Adjusted mean change in body weight (%) over time estimated using a
NHHHHHHHHHHH g repeated-measures, mixed-effects model adjusting for baseline weight, type
R NW E 1 of surgery, sex, diabetes status and interaction between treatment and visit
§ ;” {n =70 all participants using all available data). The error bars indicate the s.e.m.
b a Two-sided r-statistic with 95% Cls. Week 6:n=70; d.f.=134; P= 0.008. Week 14:
n=66;d.f.=141, P<0.00L Week 32:n= 64;d.f. =144, P=< 0.001. Week 52: n = 61;

d.f.=151, P= 0.001. Week 68: n = 63; d.f. =147, P = 0.001, not adjusted for multiple
Comparisons.
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GLP-1 Before GLP-1 was Cool

Metabolic and Bariatric Surgery
Auto-Transfusion GLP-1

GLP-15G Changes in gastrointestinal motility and gut hormone secretion GLP-1RYGB
R p<0.05
w0 pe00s -3 |after Roux-en-Y gastric bypass and sleeve gastrectomy for © x3
2 0. e . . -
. <7 lindividuals with severe obesity " 1
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GLP-1 Before GLP-1 was Cool
Metabolic and Bariatric Surgery

TABLE 1 Cormelations between GLP-1RA-induced weight change

Preoperative weight loss with g|ucagon-|ike peptide-]_ and TWC calculated from start of MWM to 12 months after bariatric

SUrgenry

receptor agonist treatment predicts greater weight loss e
achieved by the combination of medical weight management o A A e wecight
. . . . . . chiamn im kg, and TWC in k;
and bariatric surgery in patients with type 2 diabetes: Cormiatioms betaen GLP1 R induced weight
change in 25, and percentage TWVWC

A longitudinal analysis LAGE (n = 26)

Correlations between GLP-1 RA-induced weight
change in kg, and TWC in kg

Dinbetes Obes Metah 2018;20:745-748. Correlations between GLP-1 RA-induced weight
change in %, and percentage TWHC
RYGB/LSG (n = 19)
Correlations between GLP-1 RA-induced weight
change in kg, and TWC in kg
Correlations between GLP-1 RA-induced weight
change in?%, and percentage TWC

GLP-1 and GIP may play a role in
long-term weight trajectories
after gastric bypass o

Fasting GIP 0.4

Fasting GLP-1 R=0.444; p=0.034

iAUC GLP-1 R value

0
IAUC GIP R=0.511; p=0.015

-0.4

Fasting glucagon R=0.467; p=0.028 2 .07

iAUC glucagon R=-0.457; p=0.032




JAMA Internal Medicine | Original Investigation
Semaglutide vs Tirzepatide for Weight Loss in Adults
With Overweight or Obesity

Patricia J. Rodriguez, PhD; Brianna M. Goodwin Cartwright, MS; Samuel Gratzl, PhD; Rajdeep Brar, MD;
Charlotte Baker, DrPH:; Ty J. Gluckman, MD; Nicholas L. Stucky, MD

igure 2. Event Probabilities for 5% or Greater, 10% or Greater, and 15% or Greater Weight Reduction
Among Propensity-Score Matched Patients on Treatment

Label Indications
Wegovy

[A] 25% Weight loss '8 210% Weight loss €| 215% Weight loss Obesity
100+ 100~ - Diabetes
= Tirzepatide
80+ 20- 80+ Semaglutide MACE
| MASH
£ 60 £ £
2 . d 4 Mounjaro
b ; Obesity
204 1] ] .
Diabetes

OSA

1 1 1 1 - 1 1 1 1 1 1 1
50 180 270 385 50 180 270 365 0 g 180 270 365

Days Days Days

he y-axis represents the event probability (1-survival probability [eg, probability of being event-free]).

JAMA Intemal Medicine September 2024 Volume 184, Number 9




Changes in Body Weight with Retatrutide as Compared with Placebo.

Table 3. Adverse Events and Safety.”
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Oral semaglutide 50 mg taken once per day in adults with
overweight or obesity (OASIS 1): a randomised, double-

blind, placebo-controlled, phase 3 trial
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JAMA Network”

From: Continued Treatment With Tirzepatide for Maintenance of Weight Reduction in Adults With Obesity: The
SURMOUNT-4 Randomized Clinical Trial

JAMA. 2024;331(1):38-48. doi:10.1001/jama.2023.24945
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Real World Adherence: GLP-1s

What happens to the heart when
people stop GLP-1 drugs?

333,000+

The asymmetry

3 years to build an 18% reduction in cardiovascular risk
-1.5 years off the drug to erase it.
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Bariatric Surgery & GLP-1 Will Thrive
Together
Challenges & Opportunities

*Coverage *Readiness to Change
eCost Breached

Side-Effects *GLP-1 Before It Was Cool
*Life-Long Need *Bariatric Multiple

* Contraindications Mechanisms

«Non-Responder Rate *Expanded Indications

*Weight Regain *Combination Therapy
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