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Clinical Outcomes of Patients with Obesity in a US Employer-funded Medical Weight 
Management Program: A Pilot Study

• Limitations of our study include: 
– Small sample sizes (particularly for the AOM Mix Use group).
– Only two employers were included in the analysis (and were 

both self-insured).
– Short study duration period.
– All patients had a BMI of ≥40 kg/m2.
– The bAOM Use cohort was prescribed liraglutide or 

semaglutide injection (indicated for obesity), any dose (i.e., 
was not necessarily therapeutic dose). 

– Comorbidities were determined based on presence of 
ICD-10 code for condition in claims data.

Limitations

Methods

Introduction and Aims
• An estimated 42% of adults in the United States (US) have obesity.1 Obesity and 

obesity-related comorbidities represent a large burden on society and on the US 
healthcare system.

• Interventions to treat obesity are generally aimed at making lifestyle modifications 
to diet and physical activity levels, but weight loss is difficult to maintain over time, 
particularly with these methods alone.2-3

• In addition to lifestyle modifications, multiple evidence and consensus-based 
guidelines for the treatment of obesity recommend the use of anti-obesity 
medication (AOM) in combination with diet and exercise in patients with obesity.4-8

• Understanding the benefit of treating patients with obesity with AOMs, in addition 
to a weight management program, will help to better provide care for this patient 
population.

• We aimed to present and descriptively compare obesity-related clinical outcomes 
among three cohorts of patients participating in a 12-month pilot medical weight 
management program (MWMP) offered by Piedmont Pharmaceuticals Care 
Network, LLC (PPCN), to two self-insured employers. By evaluating outcomes for 
patient cohorts defined by AOM use, we aim to provide insights regarding the 
benefits of a weight management program combined with AOMs.

• This was an observational, retrospective cohort analysis of health plan members.
• Inclusion criteria:

– Aged ≥18 years
– Body mass index (BMI) of ≥40 kg/m2

– Continuous enrollment in the participating benefit program
• Exclusion criteria:

– Patients with pre-existing type 2 diabetes
• Clinical data was collected at biometric screening events/quarterly visits from 

April 2021 to March 2022 and August 2021 to July 2022; data was combined 
for both employers. Comorbidities were obtained from medical claims data using 
ICD-10 diagnosis codes.

• Three patient cohorts were analyzed: 
– Branded AOM (bAOM) Use
• Participated in the MWMP pilot
• Were prescribed branded glucagon-like peptide 1 receptor agonists ([GLP-1 RA] 

liraglutide or semaglutide injection indicated for obesity, any dose) by a clinician
• Had ≥3 fills of the prescribed medication

– AOM Mix Use
• Participated in the MWMP pilot
• Use of all other AOMs (non bAOM) or received fewer than 3 fills of branded GLP-

1 RA (liraglutide or semaglutide injection indicated for obesity, any dose)
– Non AOM/MWMP Use
• Not enrolled or participating in the MWMP pilot
• Did not receive AOMs

• bAOM Use and AOM Mix Use cohorts voluntarily participated in the MWMP, 
consisting of virtual coaching, weekly check-ins, and quarterly clinical pharmacist 
visits. 

• Patient demographic characteristics and clinical outcomes were characterized at the 
start and end of the pilot MWMP.

Results
• Eighty-four patients were included in the analysis: 

31 bAOM Use, 8 AOM Mix Use, and 45 Non AOM/MWMP 
Use.

• Baseline demographic and clinical characteristics are 
presented in Table 1.

• Between the start and end of the program, mean 
weight loss and decrease in BMI were greatest for the 
bAOM Use cohort. Changes in key clinical 
characteristics are shown in Figure.

• Reductions were observed in the number of some 
obesity-related comorbidities present at the end of the 
MWMP for the bAOM Use group (Table 2).

Table 1. Baseline demographics and clinical characteristics of health plan members included in 
the analysis

Characteristic bAOM Use
(n=31)

AOM Mix Use
(n=8)

Non AOM/MWMP 
Use (n=45)

Age, mean (SD) 46.45 (9.95) 44.50 (10.52) 40.60 (11.34)
Sex (female), n (%) 23 (74%) 7 (88%) 27 (60%)
Race/ethnicity, n (%)*
Black/African American 7 (23%) 2 (25%) 0 (0%)
White , non-Hispanic 24 (77%) 6 (75%) 45 (100%)

BMI (kg/m2), mean (SD) 43.94 (4.05) 52.20 (8.92) 46.75 (6.10)
Body weight (pounds), 
mean (SD) 279.10 (46.19) 318.55 (58.55) 304.24 (48.40)
*Race/ethnicity were self-reported by the patient.

Figure. Changes in clinical measurements from start to end of 12 months of MWMP pilot participation

Table 2. Changes in obesity-related comorbidities from start to end of 12 months of 
MWMP pilot participation

Comorbidity bAOM Use
(n=31)

AOM Mix Use
(n=8)

Non AOM/MWMP 
Use (n=45)

ASCVD -2 0 3
Asthma 1 2 0

Dyslipidemia 2 0 0
GERD -4 1 -2

HFpEF 0 0 0
Hypertension 5 2 2

Knee Osteoarthritis 0 0 1
Musculoskeletal Pain -2 2 4

Obstructive Sleep Apnea -3 1 0
PCOS 0 1 0

Prediabetes 0 3 -3
Psoriasis 0 0 0

T2DM 1 0 5
Urinary Incontinence 0 0 1

Notes: The bAOM Use cohort was prescribed liraglutide or semaglutide injection (indicated for obesity), any dose (i.e., was not necessarily therapeutic 
dose). All patients had a BMI ≥40 kg/m2. Comorbidities were obtained from medical claims data.
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Summary and Conclusions

• Participants in a pilot MWMP who took bAOMs experienced 
substantial weight loss and change in BMI, similar to those 
observed in randomized controlled trials and other real-world 
evidence research.9-11 We also saw improvements in key clinical 
measures. 
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