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New OMMs will kill MBS

 1. medication will be sufficiently effective for every patient

 2. patients will take it for life

 3. healthcare systems will pay for it for life 

None of these assumptions is 

supported by current evidence
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New OMMs will not kill MBS. 

 

They will redefine its indications  

  improve its outcomes   

 and make multimodal obesity treatment possible
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1. Surgery still produces the most powerful and durable weight loss

Modern medications achieve impressive trial results:

• Semaglutide: approximately 15% TWL

• Tirzepatide: approximately 20–23% TWL

• Newer combinations may approach 25%-30% TWL

But metabolic surgery typically achieves:

• Sleeve gastrectomy: approximately 25–30% TWL

• RYGB: approximately 30–35%

• OAGB/SADI-S: often 30–40%

MBS: outcome data > 10–20 years. 

OMMs have impressive 

72-week efficacy. 

MBS has demonstrated 

lifetime effectiveness
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2. OMMs efficacy depends on continued exposure

• Lifelong adherence

• Lifelong access

• Stable reimbursement

• Drug availability

• Tolerability

• Willingness to inject or take medication indefinitely

A weekly injection or daily tablet is 

less invasive than an operation… 

But only if the patient can obtain, 

tolerate and continue it every week 

for decades.
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electronic health record (EHR) data from a 

collective of 30 US health care systems

WHY stop patients OMM treatment?

• Availibility

• Costs

• Side Effects

• Injections

• Compliance

Rodriguez PJ. et al. JAMA Open 2025

70% of patients stop 

treatment within 2 years

Gerhard Prager
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J Clin Med 2025 May 28;14(11):3791

13 articles were included in the analysis

The analysis showed a rapid regain of weight after cessation of 

therapy, regardless of the duration of the treatment with GLP-1 

RA or GIP/GLP-1 RA.

Gerhard Prager

OMMs and MBS

STEP 1 Extension Trial (Semaglutide)
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3. Trial efficacy is not real-world effectiveness

OMM trials include selected, intensively supported participants. 

Real-world treatment is affected by:

• Poor persistence and discontinuation

• Dose reduction because of gastrointestinal adverse effects

• Cost and reimbursement restrictions

• Supply shortages

• Therapeutic interruptions

• Failure to reach the maximum dose

• Lower effectiveness in severe or complex obesity

An operation is delivered once. Its biological effect 

does not depend on weekly prescription refills.
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4. Surgery has the strongest long-term evidence in severe obesity

The Swedish Obese Subjects study showed reduced mortality after MBS and an adjusted 

median life expectancy approximately three years longer than in matched 

controls. Carlsson et al., NEJM 2020

No current incretin-based obesity medication has comparable 20–30-year evidence for:

• Weight maintenance

• Overall survival

• Cancer incidence

• Microvascular complications

• End-stage organ disease

• Lifetime safety

SELECT demonstrated cardiovascular benefit with semaglutide, but that is not yet equivalent to decades of 

evidence in patients with severe obesity.

https://www.nejm.org/doi/full/10.1056/NEJMoa2002449?utm_source=chatgpt.com
https://www.nejm.org/doi/full/10.1056/NEJMoa2002449?utm_source=chatgpt.com
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5. Surgery is metabolic treatment, not simply mechanical weight 

reduction

MBS produces rapid, weight-independent effects through:

• Incretin and bile-acid signaling

• Altered nutrient sensing

• Changes in insulin sensitivity

• Neuroendocrine appetite regulation

• Changes in energy expenditure and food preference

Essentially, surgery produces a sustained multi-hormonal 

intervention rather than stimulating one or two pharmacological 

pathways
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6. Surgery remains particularly powerful for type 2 diabetes

In the ARMMS-T2D randomized-trial consortium, surgery produced:

• Better long-term HbA1c control

• Greater diabetes remission

• Less insulin use

• Fewer diabetes medications

• Greater weight loss at 7–12 years

At 12 years, diabetes remission remained 12.7% after surgery versus 0% with 

medical/lifestyle therapy

While these trials began before current tirzepatide-era treatment, they establish a 

level of durability not yet demonstrated by medications

JAMA. 2024;331(8):654-664
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7. Direct observational comparisons increasingly favor surgery

Surgery associated with a 62% lower mortality risk than GLP-1 RA treatment,  although 

residual confounding prevents a causal conclusion.

Dicker et al., JAMA Network Open 2024

Swedish registry study: Better metabolic and cardiovascular outcomes after surgery 

than after GLP-1 treatment, while appropriately identifying greater risks of fractures, 

alcohol/substance misuse and self-harm after surgery.

Stenberg et al., BJS 2024

AND:

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2819703?utm_source=chatgpt.com
https://academic.oup.com/bjs/article/111/9/znae221/7749159?utm_source=chatgpt.com
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Nature Medicine, 16 September 2025

Macro- and microvascular outcomes in 

1,657 patients (65.7% female) with type 

2 diabetes and obesity who underwent 

metabolic surgery 

with 2,275 similar patients (53.5% 

female) who received treatment with 

GLP-1 RAs

Death

 32% 

with MBS

Nephropathy

 47% 

with MBS

MACE

 35% 

with MBS

Retinopathy

 54% 

with MBS
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8. Surgery is highly cost-effective over the long term

Medication costs accumulate every month and every year. 

Surgery has a higher initial cost but a limited procedural cost followed by surveillance 

and supplementation.

A US cohort of 30,458 patients found that surgery was associated with greater weight 

loss and approximately $11,689 lower ongoing costs over two years than GLP-1 

receptor agonist treatment. Barrett et al., JAMA Surgery 2025

The precise economics vary greatly by country and future drug pricing, but the 

fundamental question remains:

Can healthcare systems provide expensive lifelong pharmacotherapy to 

hundreds of millions of people?

https://jamanetwork.com/journals/jamasurgery/fullarticle/2839126?utm_source=chatgpt.com
https://jamanetwork.com/journals/jamasurgery/fullarticle/2839126?utm_source=chatgpt.com
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JAMA Surgery November 2025 Volume160, Number11

Comparison of weight loss and costs: MBS and OMMs USA

Insurance data; Propensity Score matching

14101 MBS und 16357 OMM

Outcome: weight loss

Costs within 2 years

Weight Loss: MBC 28.3%

  OMMs 10.3%

Costs (2a) MBC $51794

  OMMs  $63483

JAMA Surgery November 2025 Volume160, Number11

Gerhard Prager
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9. Contemporary MBS is remarkably safe

A meta-analysis including more than 3.6 million patients reported perioperative 

mortality of approximately 0.08% - less than 1 in 1,000. BJS meta-analysis

That is comparable to several commonly accepted elective operations.

The contrast is therefore not:

“Dangerous surgery versus a harmless injection.”

It is:

“A small, concentrated procedural risk versus decades of medication exposure, cost, 

adherence and uncertain lifetime effects.”

https://academic.oup.com/bjs/article-abstract/108/8/892/6326873?utm_source=chatgpt.com
https://academic.oup.com/bjs/article-abstract/108/8/892/6326873?utm_source=chatgpt.com
https://academic.oup.com/bjs/article-abstract/108/8/892/6326873?utm_source=chatgpt.com
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10. There are patients for whom pharmacotherapy alone is unlikely 

to be enough

Surgery remains particularly relevant for:

• BMI ≥40–50 kg/m²

• Severe or insulin-treated type 2 diabetes

• Multiple obesity complications

• Need for large and rapid weight reduction

• Patients failing or not tolerating pharmacotherapy

• Patients unable to obtain lifelong medication

• Advanced MASLD/MASH or severe obstructive sleep apnea

• Patients requiring a durable ≥25–30% weight reduction

A 15–20% reduction can be transformative, but for a patient with BMI 55, it may

still leave severe obesity and substantial residual risk.

Indication for MBS will 

shift towards a more

severe disease

(severety is NOT 

higher BMI!)
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11. Surgery and medications are complementary - not competitors

The future IS HERE:

OMMs can improve surgery by being used:

• Before surgery to reduce operative risk

• As bridge therapy in very high BMI

• After surgery for SOCR

• For postoperative RWG

• To improve metabolic control without revision

• Potentially to reduce the need for revisional surgery

Therefore, the arrival of effective medication may expand the 

number of treated patients and ultimately increase - not eliminate

- appropriate surgical referrals.
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OMMs will not kill MBS 
just as antihypertensive drugs did not eliminate 

vascular intervention and biologics did not eliminate 

surgery for inflammatory bowel disease 

They will improve 

   patient selection

   provide alternatives

   complement surgery. 

The future is not drugs or surgery. 

It is the right treatment, in the right sequence, for the right patient
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Diabetes Research and Clinical Practice 230 (2025) 113001

44% of individuals achieved HbA1c targets, 

41% achieved BP targets

47% achieved LDL-C targets. 

Only 12% of individuals met all three targets

Meta-regression analysis revealed no significant improvement in HbA1c target attainment 

from 1997 to 2023 in Europe and North America

If combination therapy is standard 

in diabetes, hypertension and 

oncology, why should obesity be 

treated with an artificial choice 

between medication and surgery?
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Adherence in type 2 diabetes:

Approximately 1 in 2 patients with T2D does not take medication as prescribed.

J Diabetes Investig 2024 Nov;15(11):1614-1625
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Efficacy is what happens in a trial. 

Effectiveness is 

efficacy × adherence × persistence.
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… ok – I need an eye doctor

The President Elect of IFSE 
(International Federation for the Surgery 

of the Eye)
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OMMs will not kill MBS 
just as antihypertensive drugs did not eliminate 

vascular intervention and biologics did not eliminate 

surgery for inflammatory bowel disease 

They will improve 

   patient selection

   provide alternatives

   complement surgery. 

The future is not drugs or surgery. 
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Published Online: March 4, 2026. doi:10.1001/jamasurg.2026.0049

MBS-eligible cohort included 31 684 807 patients

Among MBS-eligible patients, prescription 

prevalence rates (Semaglutide, Tirzepatide) 

increased rapidly from 0.22% in quarter 4 of 2018 
to 24.17% in quarter 3 of 2025

46.4% decrease in overall MBS use in eligible 

patients over 3 years

Decrease more pronounced for SG than RYGB

MBS declined least in patients with a BMI of 55 or 
greater (decreased by 35.0% vs by 40.7%-49.8% 

for lower BMI categories)



1996 lap. Gastric Banding

Evolution of MBS at the Medical University of Vienna

2023 Robotic MBS

2024 ESG/TORE

2002 lap. Sleeve Gastrectomy

2003 lap. Y-Roux Gastric Bypass

2010 lap. OAGB

2009 lap. BPD

2016 SADI-S



Daniel Moritz Felsenreich
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Case mix

SG

OAGB

SADI-S

Revision

RYGB

LAGB    0% 

SG  13% 

RYGB  20% 

OAGB  21% 

SADI-S 26% 

Revision 20% 

Reflux and hiatal hernias in One Anastomosis Gastric Bypass
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Introduction

No top level evidence regarding 

efficacy of preoperative OMM 

treatment for reducing perioperative 

risks

Still scarce evidence for use of 

OMMs as adjunct therapy to MBS

Role in  - suboptimal responders

  - recurrent weight gain

unclear so far…

Gerhard Prager

OMMs and MBS
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Objectives:

Bringing together leading 

physicians, surgeons, 

researchers and thought 

leaders in the realm of 

obesity medicine and MBS

Explore latest 

developments in OMMs 

and their synergies with 

MBS

Active participation: 

ASMBS, WOF, EASO, IDF

41 experts: Endocrinology, diabetology, internal 

medicine, gastroenterology, allied health, surgery, and 

patients 

Gerhard Prager

OMMs and MBS



1.   Use of OMMs before MBS

 a. How much weight loss do we need for health? Carel Le Roux

 b. Use and Choice of OMMs prior to MBS Josep Vidal

 c. Are there Subgroups with special Benefits from OMM Treatment prior to MBS? Nasreen Al Faris

2.   Use of OMMs after MBS

 a. Evidence &Timing for Omms in case of recurrent weight gain or inadequate initial 

     response Lee Kaplan

 b. Treatment with OMM due to recurrent weight gain/persistent metabolic disease Dror Dicker
 c. Evidence & Rationale for continuous or intermittent use of OMM after MBS Dave Cummings 
 d. Endoscopic Procedures and OMM Silvana Perretta 

 e. Comparison of the Efficacy of OMM with and without MBS Kwang Wei Tham

3. The Future
a. A perspective on Cost-Effectiveness of OMM and MBS Ricardo Cohen
b. What is in the pipeline? Matthias Blüher

c. What will be the Role of Revisional Surgery with Modern Pharmacotherapy? Phil Schauer
d. How to deal with the Challenges of MBS and lifelong OMM use Arya Sharma
e. Potential Need for further Studies Francesco Rubino 

Gerhard Prager

OMMs and MBS
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1. Use of OMMs before MBS

Perioperative risk reduction

Increase proportion of those achieving weight loss goals 

and obesity complication improvement/remission after MBS

2. Use of OMMs after MBS
 

Optimizing outcome

Use for recurrent weight gain or SubOptimal initial 

Clinical Response (SOCR)
 

Gerhard Prager

OMMs and MBS
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Sun Y,Liu B,Smith JK, et al. JAMA NetwOpen.2020;3(5):e204803

Reduction in 30 day mortality:

   0%–5.0%: 24%

5.0%–9.9%: 31%

      >10.0%: 42%

Mocanu V. et al. SOARD-(2021) 1–8

When compared to  individuals who did not lose weight 

prior to surgery,  >10% TBWL preoperatively :

-30% decreased odds of leaks 

-40% decrease in odds of mortality

Gerhard Prager

OMMs and MBS
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1.   Statements on Use of OMMs before MBS:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

There is insufficient high-level 

evidence to recommend the 

routine use of OMMs for weight 

loss before MBS

A+ 100 2 37

Jama Surgery, online March 5 2025

NEOADJUVANT semaglutide: NO benefit in 

weight loss and remission of obesity complications

NO difference in complication rate (cave: median 

BMI 42.6kg/m2)

NO association between patient responses to

semaglutide and surgery

Gerhard Prager

OMMs and MBS



49

1.   Statements on Use of OMMs before MBS:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

The decision to use OMMs 

before MBS should be 

personalized to determine the 

most appropriate strategy for 

each patient’s circumstances

A+ 100 2 38

Special Circumstances can be: 

BMI > 60 kg/m2, 

Cirrhosis/Huge Livers

heart failure/progressed CVD

end-stage kidney disease 

Gerhard Prager

OMMs and MBS



50

1.   Statements on Use of OMMs before MBS:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

Healthy nutrition, including 

adequate protein consumption, 

as well as resistance exercise, is 

recommended for those treated 

with OMMs prior to MBS

A 97 2 36

New OMMs lead to greater

weight loss: 

 

Deficiencies

Lean Body Mass loss

„Ozempic – Face“

„Ozempic – Butt“

Gerhard Prager

OMMs and MBS



1. Use of OMMs before MBS

 Perioperative risk reduction

 Increase proportion of those achieving weight loss 

goals and comorbidity resolution after surgery

2. Use of OMMs after MBS
 

 Optimizing outcome

 Use for recurrent weight gain
 

Gerhard Prager

OMMs and MBS
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Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

Treatments with OMMs after MBS 

should generally be withheld until 

the achievement of weight plateau 

unless there is a compelling clinical 

need for earlier initiation

A+ 100 3 33

Differentiation of the effect of MBS and OMMs

2.   Statements on Use of OMMs after MBS:

Gerhard Prager

OMMs and MBS
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2.   Statements on Use of OMMs after MBS:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

Treatments with OMMs after MBS 

should generally be withheld until 

the achievement of weight plateau 

unless there is a compelling clinical 

need for earlier initiation

A+ 100 3 33

Rationale: Adopting a multimodal approach

to care, including combining OMMs with MBS

Suboptimal Initial Clinical Response

Recurrent weight gain

Spaghetti Plot: SM-

BOSS Trial 10a

Kraljevic M. JAMA Surg. 2025

Gerhard Prager

OMMs and MBS
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2.   Statements on Use of OMMs after MBS:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

For patients requiring OMMs to 

maintain a healthy weight after 

MBS, the ongoing use of the 
medications is likely needed

A 94 2 36

STEP 1 Extension Trial (Semaglutide)

Stoping OMMs --> recurrent weight gain

Gerhard Prager

OMMs and MBS



55

J Clin Med 2025 May 28;14(11):3791

13 articles were included in the analysis

The analysis showed a rapid regain of weight after cessation of 

therapy, regardless of the duration of the treatment with GLP-1 

RA or GIP/GLP-1 RA.

Gerhard Prager

OMMs and MBS
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2.   Statements on Use of OMMs after MBS:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

The benefit of endoscopic therapies 

for obesity can be enhanced by 

combination with OMMs

C 74 2 35

Badurdeen D et al.  Gastrointest Endosc. 2021 Jun; 93(6): 1316-1324

Gerhard Prager

OMMs and MBS



17/09/2026 57

Study Design / setting N Medication strategy Timing
Main weight-loss 

outcome
Comment

Badurdeen et 

al., GIE 2021

Retrospective 

matched cohort
52

ESG + liraglutide vs ESG 

alone

Liraglutide 

started 5 

months after 

ESG

%TBWL at 12 mo: 24.7% vs 

20.5%, p<0.001

First key ESG + GLP-1 study; 

improved body-fat reduction too. 

(ScienceDirect)

Hoff et al., EC 

Gastroenterol

ogy 2022

Prospective 

randomized double-

blind placebo-

controlled study

58 completed
ESG + semaglutide vs ESG 

+ placebo

Semaglutide 

started within 1 

month after 

ESG

%TBWL at 12 mo: 25.2% vs 

18.6%, p<0.001

Important but published in a less 

prominent journal; also reported 

lower body fat and HbA1c. 

(ECronicon)

Jirapinyo et 

al., Endosc Int 

Open 2024

Retrospective 

review of 

prospectively 

collected data

208

Endoscopic gastric 

remodeling + GLP-1RA or 

other AOM

AOM 

before/after 

EGR, within or 

after 6 months

12-mo %TWL: EGR alone 

17.3%; EGR+GLP-1RA 

23.7%, p=0.04

Includes ESG-like endoscopic 

gastric remodeling; not pure 

ESG-only terminology. 

(Frontiers)

Gala et al., 

Obesity 

Pillars 2024

Multicenter US 

retrospective 

analysis

1,506
ESG alone vs ESG + GLP-

1RA vs ESG + other AOMs

AOM started 

within 2 years 

after ESG

24-mo %TWL: ESG alone 

15.4%; ESG+GLP-1RA 

16.7%; ESG+other AOM 

14.2%

Largest real-world dataset; effect 

less striking, likely due to 

heterogeneity/timing/adherence. 

(Frontiers)

Chung et al., 

Clinical 

Endoscopy 

2025

Retrospective study 18
ESG + semaglutide vs ESG 

alone

Semaglutide 

started 2 

weeks after 

ESG

6-mo %TWL: 20.27% vs 

15.32%, p=0.02

Small but directly supports early 

semaglutide add-on. (Frontiers)

Lahooti et al., 

DDW 2025 

abstract

Conference abstract

not fully 

accessible in 

indexed text

ESG + GLP-1RA sequencing

GLP-1RA 

before vs after 

ESG

Reported that sequence did 

not significantly affect 

outcomes

Abstract-level only; useful as 

emerging evidence, not 

definitive. (eposters.ddw.org)

https://www.sciencedirect.com/science/article/abs/pii/S001651072034880X?utm_source=chatgpt.com
https://ecronicon.net/assets/ecgds/pdf/ECGDS-09-00931.pdf?utm_source=chatgpt.com
https://www.frontiersin.org/journals/endocrinology/articles/10.3389/fendo.2026.1680182/full
https://www.frontiersin.org/journals/endocrinology/articles/10.3389/fendo.2026.1680182/full
https://www.frontiersin.org/journals/endocrinology/articles/10.3389/fendo.2026.1680182/full
https://eposters.ddw.org/ddw/2025/ddw-2025/4153922/ali.lahooti.weight.loss.outcomes.in.patient.undergoing.endoscopic.sleeve.html?f=menu%3D6%2Abrowseby%3D8%2Asortby%3D2%2Ace_id%3D2855%2Aot_id%3D31403%2Amarker%3D5698&utm_source=chatgpt.com
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3.   Recurrent Weight Gain:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

For patients with recurrent 

weight gain, treatment with 

available OMMs should be 

considered prior to revisional 

surgery.

A 92 1 38

No long term Data on efficiacy of revisional MBS

Revisional MBS = higher morbidity

Excellent safety profile for OMMs

(With Liraglutide and Semaglutide 50-75% of regained weight lost)

Surgical Endoscopy (2023) 37:4613–4622

Gerhard Prager
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Obesity Surgery (2025) 35:808–822

19 studies including 1290 patients

After at least 3 months of treatment, the pooled %TWL was

 9.24% for  liraglutide

 11.38% for semaglutide

 15.50% for tirzepatide

GLP-1 RAs are associated with meaningful

weight loss in patients with SOCR and RWG 

after MBS

Gerhard Prager
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Nature Medicine | Volume 32 | July 2026 | 2662–2672

Feature Result / Value

Study Type Double-blinded, randomized (1:1), placebo-controlled trial

Population Adults ≥1 year post RYGB or SG with <20% TWL

Sample Size 70 randomized (35 semaglutide, 35 placebo); 63 in intention-to-treat 

analysis

Intervention Semaglutide 2.4 mg weekly + lifestyle intervention (500-kcal daily 

deficit)

Primary Endpoint Percentage weight loss at 68 weeks

Key Result -18.0% weight loss with semaglutide vs. +0.4% with placebo

Trial Design and Key Results

„…68 weeks of 

semaglutide 2.4 mg 

weekly may rival weight 

loss results from 

revisional MBS“
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3.   Future Perspectives:

Grade Consen

sus (%)

Nr.of

rounds

Nr.of

total 

votes

People living with obesity need 

access to all evidence-based 

treatments, including MBS and 

OMMs, as part of standard 

healthcare services

A 95 1 38

Policy makers:  

   Access to treatment

   Costs

   Availability

   Willingness to pay

Gerhard Prager

OMMs and MBS
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1941 Penicillin was one of the most 

expensive drugs ever 

5 years later price dropped dramatically

Sir Alexander Fleming

Gerhard Prager
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Hwang et al. JAMA Health 2025

…“not Cost-effective at 

the current net prices“

Gerhard Prager
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Begin of a new era in obesity

treamtent

In 10 years from now OMMs will be

effective, cheap and everywhere

available

CagriSema (Amylin+Semaglutide)

Bimagrumab (Myostatin inhibitor)

Retatrutide (triple agonist: GLP-1, GIP & Glucagon)

Survodutide (GLP-1 & Glucagon)

….

Gerhard Prager

OMMs and MBS
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Re-Thinking Obesity
• Obesity definition (Lancet Commission, 

EASO → BMI)

• Obesity as a chronic relapsing disease 

requires different ONGOING interventions 

(OMMs, Endoscopic, Surgical, etc.)

• Surgical interventions have 

demonstrated long-term durable success

• Comparison with other chronic diseases 

(diabetes, cancer) – 1
st

line/2
nd

/3
rd

line… 

Treatment exacerbation

It is NOT “MBS against OMMs” –
it is about developing 

MULTIMODAL TREAMTENT ALGORITHMS

Gerhard Prager
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Reinventing the bariatric wheel: what we 

know, thought we knew and hope to learn

A r b e i t s g r u p p e

ADIPOSITAS   CHIRURGIE
Univ.Klinik.für Chirurgie – AKH Wien

Brolin R.E.: SOARD 4 (2008) 563-566

„Although we have made 

considerable progress in improving 

the safety and efficacy of bariatric 

operations, we still have a lot to learn“.

Keep in mind: Enthusiasm about VBG 

and LAGB

Evaluation of a procedure: at least 

sound 5a Fup data!



Metabolic and Bariatric Surgery

Pouch Size and Length of BP-Limb

69
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Obesity is a Chronic, Complex Disease
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Obesity Surgery (2025) 35:3939–3946

11 studies (2 prospective and 9 retrospective)

Liraglutide < Semaglutide

 impact of GLP-1 RAs on MBS outcomes

 diabetes-related outcomes

 factors related to technical operability

Gerhard Prager

OMMs before/after MBS
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Obesity Surgery (2025) 35:3939–3946

Preoperative GLP-1 RAs use 

enhanced preoperative weight loss 

and surgical access (extreme obesity)

• Preoperative GLP-1 RAs were linked to increased postoperative 

nausea but did not significantly affect major complications and 

postoperative weight loss.

Gerhard Prager
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Jama Surgery, online March 5 2025

NEOADJUVANT semaglutide: 

NO benefit in weight loss and 

remission of obesity 

complications

NO difference in complication 

rate (cave: median BMI 

42.6kg/m2)

NO association between patient responses to

semaglutide and surgery
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Obesity Surgery (2025) 35:556–560

3 US-centers; 2018-2023; 2169 patients

Pre-op GLP-1 RA use (within 1 year before 

MBS) tripled over time

no increase in 30-day complications

no difference in 1-year %TWL vs. no pre-op 

GLP-1

Gerhard Prager

OMMs before/after MBS
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Published Online: March 4, 2026. doi:10.1001/jamasurg.2026.0049

Developing evidence-based, patient-centered, 

multimodal pathways that integrate pharmacological 

and surgical approaches is essential because MBS 

remains the most effective and durable treatment 

for severe obesity, and reduced use may delay 

definitive care for advanced metabolic disease
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JAMA Surgery November 2025 Volume160, Number11

GLP-1 versus Metabolic/Bariatric Surgery (MBS)

Network-Metaanalysis of RCT´s 

30 RCT´s and 20.015 patients; variable Follow-up

MBS and GLP1 good weight loss and positive metabolic 

Effects 

MBS is superior to GLP1-RA treatment
Sabatella L. et al . Obesity (Silver Spring). 2025
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Jama Surgery, online March 5 2025

NEOADJUVANT semaglutide: 

NO benefit in weight loss and 

remission of obesity 

complications

NO difference in complication 

rate (cave: median BMI 

42.6kg/m2)

NO association between patient responses to

semaglutide and surgery
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Published Online: March 4, 2026. doi:10.1001/jamasurg.2026.0049

MBS-eligible cohort included 31 684 807 patients

Among MBS-eligible patients, prescription 

prevalence rates (Semaglutide, Tirzepatide) 

increased rapidly from 0.22% in quarter 4 of 2018 
to 24.17% in quarter 3 of 2025

46.4% decrease in overall MBS use in eligible 

patients over 3 years

Decrease more pronounced for SG than RYGB

MBS declined least in patients with a BMI of 55 or 
greater (decreased by 35.0% vs by 40.7%-49.8% 

for lower BMI categories)

Gerhard Prager

OMMs and MBS
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