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Abstract

IMPORTANCE Newer antiobesity medications lead to greater weight loss and lower
cardiometabolic risks. However, the high costs of these medications have raised policy questions
about their value and coverage decisions.

OBJECTIVE To compare the cost-effectiveness of 4 antiobesity medications with lifestyle
modification vs lifestyle modification alone in the US.

DESIGN, SETTING, AND PARTICIPANTS A lifetime cost-effectiveness analysis was conducted in
2024 using the validated Diabetes, Obesity, Cardiovascular Disease Microsimulation model for US
adults. Data were included from the 2017-2020 National Health and Nutrition Examination Survey of
4823 individuals (representing 126 million eligible US adults) aged 20 to 79 years who would meet
clinical trial inclusion criteria for antiobesity medications. Individual-level simulations projected long-
term cardiometabolic outcomes, quality-adjusted life-years (QALYs), and health care expenditures.
Probabilistic sensitivity analyses, subgroup analyses (across body mass index [BMI] categories
[�30 or �27 and at least 1 weight-related comorbidity], presence of comorbidities), and multiple
scenario analyses (varying treatment discontinuation rates, value-based pricing benchmarks) were
conducted. Future costs and QALYs were discounted at 3% annually.

INTERVENTIONS Lifestyle modification with naltrexone-bupropion, phentermine-topiramate,
semaglutide, or tirzepatide vs lifestyle modification alone.

MAIN OUTCOMES AND MEASURES Obesity, diabetes, and cardiovascular disease cases averted,
life-years and QALYs gained, costs incurred (2023 US dollars), and incremental cost-
effectiveness ratios.

RESULTS Among the 126 million eligible US adults, the mean age was 48 (SE, 0.5) years; 51% were
female; and the initial mean BMI was 34.7 (SE, 0.2); and 85% had at least 1 weight-related
comorbidity. Over a lifetime, tirzepatide would avert 45 609 obesity cases (95% uncertainty interval
[UI], 45 092-46 126) per 100 000 individuals and semaglutide would avert 32 087 cases (95% UI,
31 292-32 882) per 100 000 individuals. Tirzepatide would reduce 20 854 incident cases of diabetes
(95% UI, 19 432-22 276) per 100 000 individuals and semaglutide would reduce 19 211 cases (95%
UI, 17 878-20 544) per 100 000 individuals. Tirzepatide would reduce 10 655 cardiovascular disease
cases (95% UI, 10 124-11 186) per 100 000 individuals and semaglutide would reduce 8263 cases
(95% UI, 7738-8788) per 100 000 individuals. Despite the largest incremental QALY gains of 0.35
for tirzepatide and 0.25 for semaglutide among all antiobesity medications, the incremental cost-
effectiveness ratios were $197 023/QALY and 467 676/QALY, respectively. To reach the
$100 000/QALY threshold, their prices would require additional discounts by 30.5% for tirzepatide
and 81.9% for semaglutide from their current net prices. Naltrexone-bupropion was cost saving due
to its lower cost and had an 89.1% probability of being cost-effective at $100 000/QALY, whereas
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Abstract (continued)

phentermine-topiramate had a 23.5% probability of being cost-effective at $100 000/QALY.
Tirzepatide and semaglutide both had a 0% probability across all QALY threshold ranges examined
($100 000-$200 000/QALY).

CONCLUSIONS AND RELEVANCE This economic evaluation found that although tirzepatide and
semaglutide offered substantial long-term health benefits, they were not cost-effective at current
net prices. Efforts to reduce the net prices of new antiobesity medications are essential to ensure
equitable access to highly effective antiobesity medications.

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586

Introduction

Obesity is a complex and heterogeneous chronic disease, affecting more than two-fifths of US
adults.1-5 The introduction of glucagon-like peptide-1 receptor agonists (GLP-1 RAs) for obesity
treatment offers opportunities to mitigate the substantial health and economic burdens of obesity.
Clinical trials of semaglutide and tirzepatide have shown substantial mean reductions in body weight
(14.9% and 20.9%, respectively, compared with placebo) and cardiovascular benefits for secondary
prevention.6-11 However, the public demand for these medications has led to supply shortages, and
their high costs have led insurance companies to limit access.12,13

Cost-effectiveness analysis offers a standardized approach for comparing the value of new
antiobesity medications. Recent cost-effectiveness analyses of the new antiobesity medications
have generated conflicting findings regarding their economic value. One cost-effectiveness analysis
found that semaglutide was cost-effective compared with no treatment, no lifestyle modification, or
treatment with liraglutide, naltrexone-bupropion, or phentermine-topiramate.14 However, other
cost-effectiveness analyses concluded semaglutide and tirzepatide were not cost-effective
compared with lifestyle modification, primarily due to their high costs.15,16

The conflicting results of these prior studies are due to differences in model inputs and
assumptions that require reexamination. To date, previous studies have used mean weight reduction
to estimate weight-related comorbidities, failing to capture the broader cardiovascular effects of
antiobesity medications and their downstream long-term potential benefits.14-16 Prior studies have
also relied on imprecise or outdated antiobesity medication net price estimates, contributing to
variability in incremental cost-effectiveness ratio (ICER) results.14-16 Prior cost-effectiveness analyses
were also based on the characteristics of clinical trial populations, which may not reflect the real-
world US population.14-16 Given all these limitations, an updated cost-effectiveness analysis to
understand the health and economic implications of antiobesity medications for the US population
is needed.

Methods

We evaluated the lifetime health effects and cost-effectiveness of 4 antiobesity medications
(tirzepatide, semaglutide, naltrexone-bupropion, or phentermine-topiramate) combined with
lifestyle modification vs lifestyle modification alone. The University of Chicago institutional review
board determined this study was not human subjects research and did not require review. The study
adhered to the Consolidated Health Economic Evaluation Reporting Standards (CHEERS) reporting
guideline and the Criteria for Health Economic Quality Evaluation instrument.17,18
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Diabetes, Obesity, Cardiovascular Disease Microsimulation Model
We used the Diabetes, Obesity, Cardiovascular Disease Microsimulation (DOC-M) model, which is a
validated probabilistic and dynamic microsimulation model that forecasts the long-term
development of obesity and associated conditions, health-related quality of life, and health care
costs (eMethods in Supplement 1).19 The model estimates annual transition probabilities among 5
health states and 4 cardiovascular disease–specific events for individuals (Figure 1) based on
demographic characteristics, baseline health conditions, cardiometabolic risk factors, complication
rates of health states, and population-level risk trends of these specific health states. Missing data
were addressed through multiple imputations using predictive mean matching for all relevant
variables (eTable 1 in Supplement 1).

We modified the DOC-M model to incorporate antiobesity medication–specific effects on
weight and 6 cardiometabolic risk factors (eg, blood pressure, glucose, lipids), antiobesity
medication–specific adverse events affecting quality of life, and discontinuation rates based on
clinical trial evidence (eTables 2-3 in Supplement 1).9,11,20-25

Population
We used data from the 2017-2020 National Health and Nutrition Examination Survey of 4823
individuals (representing 126 million eligible US adults) aged 20 to 79 years who would meet the
following clinical trial inclusion criteria for these drugs: (1) had a body mass index (BMI; calculated as
weight in kilograms divided by height in meters squared) of 30 or greater or (2) had a BMI between
27 and 29.9 and at least 1 weight-related comorbidity (ie, diabetes, hypertension, dyslipidemia, or
cardiovascular disease).

Treatments and Comparators
In each simulation, eligible individuals received 1 of the 4 antiobesity medications along with lifestyle
modification or lifestyle modification alone.9,11,20-25 In the first year, we assumed that individuals
experienced adverse events that led to discontinuation of the treatment at the same rates as

Figure 1. Diabetes, Obesity, Cardiovascular Disease Microsimulation Model

Lifestyle modification (LM) only

Naltrexone-bupropion + LM

Phentermine-topiramate + LM

Semaglutide + LM

Tirzepatide + LM

Individual with
overweight or obesitya

Mortality of CHD, stroke, diabetes, or other causes

No CVD history

No CVD +
no diabetes

Diabetes 
risk

Diabetes 
risk

No CVD +
diabetes

Initial
ASCVD
risk
(stroke)

Initial
ASCVD
risk
(CHD)

First stroke

First CHD

Revascularizationb

With CVD history

CVD +
no diabetes

CVD +
diabetes

Recurrent
ASCVD
risk
(stroke)

Recurrent
ASCVD
risk
(stroke)

Revascularizationb

Recurrent
stroke

Recurrent
CHD

Death

Mortality of CHD, stroke, diabetes, or other causes

The figure has been modified from the original framework developed by Kim et al19 to
suit the specific context of the current study. Individuals either receive LM or an
antiobesity medication and LM. The decision node (solid black square) indicates the
treatment decision. The Markov model incorporates 5 health states (blue rectangles)
where individuals may reside over time and link to potential cardiovascular disease (CVD)
events (brown circles) occurring annually. The solid lines and arrows depict transitions
between health states and events; the dotted lines and arrows indicate mortality linked
to specific causes or events. The simulation continuously updates each individual’s
health metrics, dictating their journey through various health states and the probability

of events. ASCVD indicates atherosclerotic cardiovascular disease; CHD, coronary
heart disease.
a Overweight was defined as a body mass index (BMI; calculated as weight in kilograms

divided by height in meters squared) between 27 and 29.9 and at least 1 weight-related
comorbidity. Obesity was defined as a BMI of 30 or greater. The BMI changes were
separately tracked for each individual.

b Includes coronary artery bypass graft surgery and percutaneous coronary intervention.
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reported in the trials. Individuals who stopped use of an antiobesity medication were assumed to
continue with lifestyle modification; individuals who did not have adverse events were assumed to
continue treatment indefinitely.

Lifestyle modification consisted of a hypocaloric diet with a 500 kcal/d deficit and an exercise
program involving at least 150 minutes of physical activity per week, as outlined in the trial
protocols.9,24 The antiobesity medications were (1) naltrexone-bupropion extended-release (daily
oral), (2) phentermine-topiramate (daily oral), (3) semaglutide (weekly injection), or (4) tirzepatide
(weekly injection).9,11,20-26

Changes in Weight and Cardiovascular Risk Factors
We assumed that individuals receiving antiobesity medications experienced the mean changes in
weight loss and 6 cardiometabolic risk factors corresponding to clinical evidence during the first 2
years.9,11,20-24,26 Beyond this period, no further changes in weight loss and cardiometabolic risk
factors were expected. For individuals with diabetes, trial-specific evidence was applied.21-25 For
individuals who received lifestyle modification only, they experienced changes in weight and
cardiometabolic risk factors as observed in the lifestyle modification (placebo) group of the
SURMOUNT tirzepatide trials.9,24 If individuals discontinued treatment due to adverse events, the
changes in weight and cardiometabolic risk factors reverted to their levels in the second year and
followed risk factor–specific temporal trends. The temporal trends were estimated from historical
National Health and Nutrition Examination Survey data from 1999 to 2016 across population
subgroups by age, sex, and racial and ethnic groups.19

Adverse Events and Treatment Discontinuation
First-year adverse events (eg, nausea, diarrhea, vomiting, headache) were incorporated based on the
trial data.9,11,20,23 Beyond the first year, no additional adverse events or treatment discontinuations
were modeled.

Treatment Costs
We used SSR Health data to estimate net prices for semaglutide and tirzepatide, reflecting rebates
and discounts across Medicaid, the 340B drug pricing program, Medicare Part D, and commercial
insurers.27,28 We used publicly available federal supply schedule prices for naltrexone-bupropion and
phentermine-topiramate, which serve as federal benchmarks for federal purchasers.29,30 The net
price of tirzepatide (Zepbound) was unavailable, so we estimated the relative price index of
semaglutide for its diabetes (Ozempic) and obesity indications (Wegovy) and applied this index to
tirzepatide (ie, Mounjaro to Zepbound).27 Based on the Look AHEAD study, our model assumed that
individuals who discontinued antiobesity medications incurred only lifestyle modification costs.31,32

Nontreatment Health Care Costs
Our model estimated annual health care costs for each individual based on age, sex, race and
ethnicity, BMI, diabetes, hypertension, and cardiovascular disease using data from the 2016-2020
Medical Expenditure Panel Survey.19 The data from this survey include inpatient hospital stays,
emergency department visits, outpatient services, prescription medications, dental care, and home
health services.33 Cardiovascular disease–related, procedure-specific expenses were derived from
mean payments in the Medicare Inpatient Prospective Payment System. All costs were adjusted to
2023 US dollars using the health care component of the Personal Consumption Expenditures
price index.34,35

Productivity Loss
We incorporated the economic effects of lost productivity due to morbidity and premature death
associated with obesity, diabetes, and cardiovascular disease, which were derived by dividing the
total national productivity loss for each condition by the projected number of US cases.36-39
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Quality-of-Life Adjustments
We applied individual health-related quality-of-life estimates using the US health-related quality-of-
life prediction model.19,40 This model incorporates primary variables such as age, sex, race and
ethnicity, and health conditions (eg, diabetes, hypertension, and cardiovascular disease). Event-
specific, short-term reductions in health-related quality of life were applied for individuals who
experienced acute coronary heart disease, stroke, or treatment-related adverse events.

Cost-Effectiveness Analysis
We estimated the lifetime incremental health outcomes by measuring the difference in incident
cases and life-years gained between individuals for lifestyle modification alone vs those using
antiobesity medications with lifestyle modification. The outcomes were scaled up to 100 000
eligible individuals. We conducted the cost-effectiveness analysis in 2024 from both a US health care
perspective, which included direct treatment costs and health care expenditures, and a modified
societal perspective, which incorporated the productivity losses associated with disease.41,42 The
main outcomes were discounted life-years, quality-adjusted life-years (QALYs), total costs (in 2023
US dollars), and ICERs at a 3% discount rate.41 We selected a threshold of less than $100 000/QALY
to determine value-based price benchmarks based on prior studies.43-45

Subgroup, Threshold, Scenario, and Sensitivity Analyses
We conducted a subgroup analysis by BMI categories, age groups, the presence of weight-related
comorbidities, and diabetes status. A threshold analysis was conducted to examine the net prices at
which antiobesity medications could become cost-effective. The scenario analyses included a no
intervention group for comparison and 10-year treatment adherence. We also assessed the effects
of changes in the annual discount and treatment discontinuation rates to reflect potentially different
rates in real-world populations. To account for parameter uncertainty simultaneously, we performed
probabilistic sensitivity analyses based on 1000 Monte Carlo simulations derived from probabilistic
distributions for each parameter, including beta distributions for health states and specific
procedures, deterministic for the pricing of antiobesity medications, normal distribution for the
antiobesity medication treatment effects, uniform distribution for adverse effects, and gamma
distribution for health care costs (eMethods and eTable 2 in Supplement 1).

Results

Baseline Characteristics
Among the 126 million eligible US adults from the National Health and Nutrition Examination Survey,
the mean age was 48 years (SE, 0.5 years); 51% were female; and the initial mean BMI was 34.7 (SE,
0.2) (Table 1); and 85% had at least 1 weight-related comorbidity.

Lifetime Health Outcomes
Compared with lifestyle modification alone, each of the 4 antiobesity medications with lifestyle
modification would reduce rates of obesity, diabetes, and cardiovascular disease and their related
deaths over the lifetime (60 years) of patients (Table 2 and eFigure 1 in Supplement 1). Compared
with lifestyle modification alone, tirzepatide and lifestyle modification would reduce the highest
number of obesity cases (45 609 [95% uncertainty interval {UI}, 45 092-46 126] per 100 000
eligible individuals), the number of diabetes cases (20 854 [95% UI, 19 432-22 276] per 100 000
eligible individuals), and the number of cardiovascular disease cases (10 655 [95% UI, 10 124-11 186]
per 100 000 eligible individuals). In contrast, naltrexone-bupropion and lifestyle modification
(compared with lifestyle modification alone) would have the smallest decrease in the number of
obesity cases (6514 [95% UI, 5741-7287] per 100 000 eligible individuals), the number of diabetes
cases (11 472 [95% UI, 10 594-12 350] per 100 000 eligible individuals), and the number of
cardiovascular disease cases (2468 [95% UI, 2401-2534] per 100 000 eligible individuals).
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Compared with lifestyle modification alone, tirzepatide and lifestyle modification would also have
the largest effects on reducing secondary outcomes (including first and second incident cases of
cardiovascular disease and diabetes-related and cardiovascular disease–related deaths) followed by
semaglutide, phentermine-topiramate, and naltrexone-bupropion, all with lifestyle modification.

The 4 antiobesity medications, all with lifestyle modification, increased life expectancy and
QALY gained to varying degrees compared with lifestyle modification alone (Table 2). Compared with
lifestyle modification alone, tirzepatide and lifestyle modification generated 48 649 (95% UI,
45 744-51 554) life-years gained per 100 000 eligible population and semaglutide and lifestyle
modification generated 35 634 (95% UI, 34 006-37 262) life-years gained per 100 000 eligible
population. Compared with lifestyle modification alone, phentermine-topiramate and lifestyle

Table 1. Baseline Characteristics of the Cohort

Total (N = 4823)a Overweight (n = 1131)b

Obesityc

Class I (n = 1847) Class II (n = 976) Class III (n = 869)
Age, mean (SE), y 48 (0.5) 52.5 (0.8) 48.5 (0.5) 47.5 (0.7) 45.6 (0.6)

Sex, %

Female 51.0 46.0 46.0 54.4 64.5

Male 49.0 54.0 54.0 45.6 35.5

Race and ethnicity, %d

Hispanic 17.9 18.6 19.0 19.3 13.2

Non-Hispanic Black 12.8 9.8 12.0 14.5 17.1

Non-Hispanic White 60.8 59.9 61.0 59.8 63.0

Othere 8.5 11.7 0.8 6.4 6.7

Weight, mean (SE), kg 98.3 (0.6) 80.8 (0.5) 92.5 (0.5) 104.6 (0.6) 128.7 (1.0)

Body mass index, mean (SE)f 34.7 (0.2) 28.4 (0.05) 32.2 (0.05) 37.1 (0.07) 45.9 (0.3)

Blood pressure, mean (SE), mm Hg

Systolic 123.3 (0.4) 126.5 (0.9) 122.5 (0.5) 123.9 (0.7) 120.0 (0.9)

Diastolic 76.6 (0.2) 76.3 (0.5) 76.0 (0.3) 77.8 (0.3) 77.4 (0.5)

Fasting blood glucose, mean (SE), mg/dL 114.2 (0.6) 111.9 (0.9) 112.4 (1.03) 117.1 (1.5) 117.8 (1.5)

Hemoglobin A1c, mean (SE), % 5.8 (0.02) 5.8 (0.03) 5.8 (0.05) 5.9 (0.04) 6.0 (0.05)

Lipid level, mean (SE), mg/dL

High-density lipoprotein cholesterol 49.0 (0.5) 50.8 (0.9) 49.8 (0.6) 47.3 (0.6) 46.7 (0.6)

Low-density lipoprotein cholesterol 116.4 (1.1) 116.9 (1.7) 118.3 (1.4) 115.4 (2.1) 112.2 (1.8)

Total cholesterol 189.0 (1.5) 191.8 (1.8) 191.9 (1.7) 186.5 (2.1) 181.5 (2.1)

Triglycerides 119.2 (2.6) 121.8 (4.1) 119.8 (3.0) 119.6 (4.6) 113.6 (4.2)

Smoking, % 15.7 17.7 14.2 14.9 17.6

Diabetes, %g 17.1 15.1 14.4 20.5 22.3

Hypertension, %h 63.1 69.3 58.3 65.0 63.4

Hyperlipidemia, %i 70.5 75.0 65.4 72.7 73.6

Cardiovascular disease, %j 11.7 12.0 11.1 12.4 11.7

Weight-related comorbidity, % 85.0 100.0 75.3 85.6 86.4

SI conversion factors: To convert glucose to mmol/L, multiply by 0.0555; high-density
and low-density lipoprotein cholesterol and total cholesterol to mmol/L, multiply by
0.0259; triglycerides to mmol/L, multiply by 0.0113.
a The study cohort was selected from the 2017 to prepandemic 2020 National Health

and Nutrition Examination Survey (NHANES), comprising a sample of 4823 adults.
The analysis was weighted using NHANES sampling strategies to ensure it accurately
reflected the demographic composition of the noninstitutionalized adult population in
the US.

b Defined as a body mass index between 27 and 29.9 with at least 1 weight-related
comorbidity (ie, diabetes, hypertension, dyslipidemia, or cardiovascular disease).

c Class I was defined as a body mass index between 30 and 34.9; class II, a body mass
index between 35 and 39.9; class III, a body mass index of 40 or higher.

d Collected through predefined categories.
e Included non-Hispanic Asian individuals and those who selected multiple races.

f Calculated as weight in kilograms divided by height in meters squared.
g Self-reported diagnosis, had use of diabetes medication, had a fasting blood glucose

level greater than 125 mg/dL (6.94 mmol/L), or had a hemoglobin A1c value of 6.5%
or greater.

h Self-reported diagnosis; had use of treatment for hypertension; or had a mean systolic
blood pressure of 130 mm Hg or greater or a mean diastolic blood pressure of 80 mm
Hg or greater.

i Self-reported diagnosis; had use of treatment for hyperlipidemia; or had a low-density
protein cholesterol level greater than 160 mg/dL (8.88 mmol/L), a triglyceride level
greater than 150 mg/dL (1.69 mmol/L), or a high-density lipoprotein cholesterol level
less than 40 mg/dL (2.22 mmol/L) (<50 mg/dL [<2.78 mmol/L] for females).

j Self-reported coronary heart disease, congestive heart failure, myocardial infarction,
angina, or stroke; or had use of treatment for angina.
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modification generated 20 153 (95% UI, 18 287-22 018) life-years gained per 100 000 eligible
population and naltrexone-bupropion and lifestyle modification generated 11 406 (95% UI, 10 179-
12 632) life-years gained per 100 000 eligible population.

Lifetime Costs and Cost-Effectiveness
Compared with lifestyle modification alone, tirzepatide and lifestyle modification and semaglutide
and lifestyle modification provided long-term health care cost savings and the lowest levels of
productivity loss due to improved health outcomes, but the high costs of tirzepatide and semaglutide
offset these savings. Compared with lifestyle modification alone, tirzepatide and lifestyle
modification had the lowest mean per-person background health care expenditures at $154 028,
followed by semaglutide and lifestyle modification at $160 974 (Table 2). However, due to their high
treatment costs, the ICER was $197 023/QALY gained for tirzepatide and lifestyle modification and
was $467 676/QALY gained for semaglutide and lifestyle modification. Compared with lifestyle
modification alone, naltrexone-bupropion and lifestyle modification was cost saving because of its
lower treatment costs. In addition to being more effective than naltrexone-bupropion and lifestyle
modification, phentermine-topiramate and lifestyle modification had an ICER of $85 229/
QALY gained.

Subgroup Analyses
The BMI subgroup analysis (overweight and obesity categories) revealed no consistent pattern in
health and economic outcomes across categories (eg, the number of cases averted does not
systematically increase or decrease across the categories from lowest to highest) (eTables 4-5 in
Supplement 1). Among all antiobesity medications, the combination of naltrexone-bupropion with
lifestyle modification was consistently cost saving across all overweight and obesity categories
compared with lifestyle modification only. For obesity class I, phentermine-topiramate and lifestyle
modification had an ICER of $33 005/QALY gained, indicating cost-effectiveness (eTable 5 in
Supplement 1).

The subgroup analysis based on the presence of comorbidities revealed individuals with
comorbidities had greater incremental gains in QALY, indicating that these interventions may offer
more benefits for those with existing weight-related conditions (eTable 6 in Supplement 1).
Naltrexone-bupropion and lifestyle modification was cost saving in the group with comorbidities and
in the group without comorbidities, whereas phentermine-topiramate and lifestyle modification had
the lowest ICER of $110 600/QALY gained in the group with comorbidities.

The subgroup analysis based on diabetes status showed that the lower cost-effectiveness for
individuals with diabetes (vs those without diabetes) can be attributed to the relatively lower
percentage of weight loss and less improvement in 6 cardiometabolic risk factors from treatment
with antiobesity medications (eTable 7 in Supplement 1). Additional analyses based on age groups
appear in eTable 8 in Supplement 1.

Threshold Analysis
The threshold analysis suggested that tirzepatide and lifestyle modification would need a 30.5%
additional reduction from its estimated current net price27-30 of $6236 to an annual price of $4334
to become cost-effective. Semaglutide and lifestyle modification would become cost-effective with
an 81.9% discount from its estimated current net price of $8412 to an annual price of $1522 (Table 3
and eFigure 2 in Supplement 1). The list prices46-49 also are listed in Table 3.

Scenario Analyses
In the scenario analysis comparing antiobesity medications and lifestyle modification vs no
intervention, even though all 4 antiobesity medications improved health outcomes when combined
with lifestyle modification, none were found to be cost-effective over a lifetime (eTable 9 in
Supplement 1).
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As the discontinuation rate increased from 5% to 50%, the treatment costs for the antiobesity
medications were reduced, but the incremental gains in QALYs declined, leading to less favorable
ICERs across all antiobesity medications (eTable 10 in Supplement 1). Additional analyses based on
10-year treatment adherence appear in eTable 11 in Supplement 1.

Sensitivity Analyses
The probability of naltrexone-bupropion and lifestyle modification being cost-effective was 89.1% at
$100 000/QALY, increasing to 91.2% at $200 000/QALY. Phentermine-topiramate and lifestyle
modification had a 23.5% probability of cost-effectiveness at $100 000/QALY, increasing to 83.4%
at $200 000/QALY. Semaglutide and lifestyle modification and tirzepatide and lifestyle modification
had a 0% probability of cost-effectiveness across all thresholds (Figure 2 and eTable 12 in
Supplement 1).

Across all antiobesity medications, a higher discount rate at 5% led to less favorable cost-
effectiveness ratios because of greater reductions in discounted QALYs gained than those in
discounted costs (eTable 13 in Supplement 1). Naltrexone-bupropion and lifestyle modification was
health improving and cost saving compared with lifestyle modification only at any discount rate.

Discussion

The current study provides evidence on the long-term health effects and cost-effectiveness of 4
antiobesity medications, accounting for the interplay between obesity, diabetes, and cardiovascular
disease while incorporating updated data on the cardiovascular benefits of antiobesity medications
and net prices in a representative US population. Tirzepatide and semaglutide, both with lifestyle
modification, generate the greatest improvements in quality-adjusted life expectancy. However,
both antiobesity medications and lifestyle modification were not cost-effective at the $100 000/
QALY benchmark due to their high lifetime treatment costs. The threshold analysis indicates that a

Table 3. Threshold Analysis of Antiobesity Medication Costs

Naltrexone-bupropion Phentermine-topiramate Semaglutide Tirzepatide
List price

Annual price, $46-49 3598 2786 16 188 12 718

Discount, %a

$100 000/QALY 72.4 30.8 90.6 65.9

$150 000/QALY 67.0 14.6 86.1 58.2

$200 000/QALY 61.6 NA 81.8 50.5

Annual cost, $b

$100 000/QALY 993 1928 1522 4334

$150 000/QALY 1197 2379 2246 5313

$200 000/QALY 1381 NA 2953 6295

Net price

Annual price, $27,30 421 1786 8412 6236

Discount, %a

$100 000/QALY NA NA 81.9 30.5

$150 000/QALY NA NA 73.3 14.8

$200 000/QALY NA NA 64.9 NA

Annual cost, $b

$100 000/QALY NA NA 1522 4334

$150 000/QALY NA NA 2246 5313

$200 000/QALY NA NA 2953 NA

Abbreviations: NA, not applicable; QALY, quality-adjusted life-year.
a This is the percentage discount required on the list price or net price to achieve the

predefined QALY target.

b This is the price after discounts and rebates were applied and was used to assess the
cost-effectiveness of each antiobesity medication.
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substantial price reduction (30.5% for tirzepatide and 81.9% for semaglutide) would be needed to
meet a cost-effectiveness threshold of $100 000/QALY.

Prior cost-effectiveness analyses of the new antiobesity medications have generally concluded
that agents (such as tirzepatide and semaglutide) combined with lifestyle modification were not
cost-effective, but there are significant differences in the ICER estimates due to variation in the
model inputs and assumptions.14-16 For semaglutide and lifestyle modification, Kim et al14 reported
an ICER of $123 000/QALY compared with lifestyle modification alone, whereas the Institute for
Clinical and Economic Review16 reported an ICER of $237 000/QALY compared with lifestyle
modification alone. Kim et al14 reported a lower ICER because the study only considered 2 years of
treatment and not lifelong treatment with semaglutide. The study by Gómez Lumbreras et al15

reported an ICER of $24 million/QALY for semaglutide and lifestyle modification vs phentermine-
topiramate and lifestyle modification. The estimate from the current study for the same comparison
was much lower at $100 000/QALY than the estimate from Gómez Lumbreras et al,15 likely due to
the incorporation of broader long-term benefits with semaglutide. For tirzepatide and lifestyle
modification, Gómez Lumbreras et al15 found that the drug had the greatest increase in QALYs among
antiobesity medications with an ICER of $356 000/QALY compared with phentermine-topiramate
and lifestyle modification. The current study also found that tirzepatide and lifestyle modification
generated a greater improvement in QALYs, and the ICER estimate ($197 023/QALY) was lower.

A critical difference across studies is the assumed price of antiobesity medications. We used the
net price, a byproduct of negotiations between the drug manufacturers, pharmacy benefit plans,
and insurers that affect how drug prices are discounted. Net prices are based on these discounts that
are inconsistent across payers, and net prices are highest for those who are uninsured or insured
without coverage.27,50 Most state Medicaid programs and Medicare do not cover antiobesity
medications, and private insurance plans restrict access by requiring prior authorization.51,52

Consequently, the lack of additional discounts and inadequate coverage through state, federal, and
private insurance programs leave many patients unable to afford these medications, resulting in

Figure 2. Probabilistic Sensitivity Analysis for the Cost-Effectiveness of the Antiobesity Medications vs Lifestyle Modification Over a Lifetime
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higher premiums and cost sharing.53 These high net prices will likely exacerbate obesity disparities,
disproportionately affecting racial and ethnic groups with unequal health care access.54-56

Policy solutions are crucial to improve antiobesity medication affordability and access. Since the
US Food and Drug Administration approved the first GLP-1 RA nearly 2 decades ago, only 1 generic
GLP-1 RA has been approved,57 primarily due to extensive patent and regulatory strategies that
significantly delay generic entry.58 Although the Hatch-Waxman Act was implemented to increase
generic drug availability, increase competition, and reduce costs, this act is less effective for drug
delivery devices necessary for many of the GLP-1 RAs.58,59 Increased market competition is
anticipated, but further policy reforms to the patent system and regulatory frameworks could
facilitate faster entry of generic alternatives, driving down costs.60

In addition, policy efforts to lower prices through negotiations between payers and
pharmaceutical manufacturers have taken on new life with the Inflation Reduction Act (IRA). Under
the IRA, the Centers for Medicare & Medicaid Services has initiated price negotiations for selected
drugs with an effective date of January 2026. Although the newer antiobesity medications were not
part of the initial 10 drugs for the inaugural drug price negotiation program, semaglutide is likely to
be selected for Medicare price negotiation as early as 2027 under the IRA, given its significant clinical
and fiscal effects.61-63 Although the exact discount from Medicare price negotiation is uncertain, this
will likely affect future prices of antiobesity medications. Moreover, a recent Centers for Medicare &
Medicaid Services proposal to include antiobesity medications under Medicare Part D and Medicaid
could expand access to millions of individuals.64 However, the Congressional Budget Office
estimates that such coverage would increase federal spending by $35 billion between 2026 and
2034, raising fiscal concerns.65

Lastly, exploring alternative weight maintenance approaches (such as lifestyle modification
programs, food is medicine interventions, and lower-dose maintenance GLP-1 RAs) after the initial
use of GLP-1 RAs to achieve maximum weight loss could offer cost-effective alternatives while
helping patients sustain meaningful clinical benefits.66 Although these alternatives potentially yield
fewer health gains than antiobesity medications alone, they may result in substantial long-term
savings in health care expenditures. Therefore, consideration of such programs, alongside ongoing
drug pricing reforms, is essential in improving the affordability and accessibility of obesity treatment.
Additionally, although compounded GLP-1 RAs are available at lower prices, their safety and efficacy
remain unverified. Future research should rigorously evaluate the safety, efficacy, and cost-
effectiveness of these alternatives compared with treatments approved by the US Food and Drug
Administration.

Limitations
Our study has limitations. First, uncertainty remains regarding long-term real-world clinical
effectiveness, adverse event rates, adherence, and net prices of antiobesity medications. Our model
may overestimate the benefits by projecting short-term clinical trial effects over a lifetime and
assuming concurrent lifestyle modification. Importantly, the trial data on antiobesity medication
effectiveness combined both medication and lifestyle modification, making it difficult to isolate the
effects of the medications alone.

Second, differences in pricing structures introduce variability in cost estimates. The SSR Health
net prices for GLP-1 RAs may underrepresent costs by excluding some supplemental rebates,
whereas federal supply schedule prices for non–GLP-1 RAs may overestimate costs by excluding
other broader discounts (eg, additional discounts for US Department of Veterans Affairs national
contracts). Future studies using real-world data on weight trends, cardiometabolic risk, adherence
patterns, and updated pricing will provide more accurate estimates of antiobesity medication cost-
effectiveness and health benefits.

Third, the current DOC-M model does not explicitly incorporate diabetes-related microvascular
complications (such as retinopathy, neuropathy, and nephropathy), but captures these effects
indirectly through diabetes-related disutility and costs. Although this could underestimate the

JAMA Health Forum | Original Investigation Lifetime Health Effects and Cost-Effectiveness of Tirzepatide and Semaglutide in US Adults

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586 (Reprinted) March 14, 2025 11/16

Downloaded from jamanetwork.com by guest on 03/17/2025



benefits, this approach was consistently applied across comparisons, minimizing effects on ICERs.
The DOC-M model also excluded other weight-related comorbidities, such as osteoarthritis and
obstructive sleep apnea. Accounting for the long-term health benefits from reducing these
comorbidities with antiobesity medications might improve their cost-effectiveness.

Conclusions

This economic evaluation found that although tirzepatide and semaglutide offered substantial long-
term health benefits, they were not cost-effective at current net prices. Efforts to reduce the net
prices of new antiobesity medications are essential to ensure equitable access to highly effective
antiobesity medications.

ARTICLE INFORMATION
Accepted for Publication: December 23, 2024.

Published: March 14, 2025. doi:10.1001/jamahealthforum.2024.5586

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2025 Hwang JH
et al. JAMA Health Forum.

Corresponding Author: Jennifer H. Hwang, DO, Department of Medicine, University of Chicago, 5841 S Maryland
Ave, Chicago, IL 60637 (jennifer.hwang2@bsd.uchicago.edu).

Author Affiliations: Section of General Internal Medicine, Department of Medicine, University of Chicago,
Chicago, Illinois (Hwang, Laiteerapong, Huang); Department of Psychiatry and Behavioral Neuroscience,
University of Chicago, Chicago, Illinois (Laiteerapong); Department of Medicine, University of Chicago, Chicago,
Illinois (Huang, Kim); Department of Public Health Sciences, University of Chicago, Chicago, Illinois (Kim).

Author Contributions: Dr Hwang had full access to all of the data in the study and takes responsibility for the
integrity of the data and the accuracy of the data analysis.

Concept and design: All authors.

Acquisition, analysis, or interpretation of data: Hwang, Kim.

Drafting of the manuscript: Hwang.

Critical review of the manuscript for important intellectual content: All authors.

Statistical analysis: Hwang.

Administrative, technical, or material support: Hwang, Laiteerapong, Kim.

Supervision: Laiteerapong, Huang, Kim.

Conflict of Interest Disclosures: Dr Kim reported receiving grants from Arnold Ventures. No other disclosures
were reported.

Funding/Support: Dr Hwang was supported by research training grant T32 HP42019 from the Health Resources
and Services Administration. Dr Laiteerapong was supported by grants P30 DK092949 and P50 MD017349 from
the National Institutes of Health. Dr Huang was supported by grants P30 DK092949, K24 AG069080, and P50
MD017349 from the National Institutes of Health. Dr Kim was supported by grants R01 MD019094 and R01
HL115189 from the National Institutes of Health (for developing and applying the Diabetes, Obesity, Cardiovascular
Disease Microsimulation [DOC-M] model). Resources for this study were also provided in part by the University of
Chicago Research Computing Center and the Center for Research Informatics.

Role of the Funder/Sponsor: The funders/sponsors had no role in the design and conduct of the study; collection,
management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and
decision to submit the manuscript for publication.

Data Sharing Statement: See Supplement 2.

REFERENCES
1. US Centers for Disease Control and Prevention. Adult obesity facts. Accessed February 6, 2025. https://www.cdc.
gov/obesity/adult-obesity-facts/?CDC_AAref_Val=https://www.cdc.gov/obesity/data/adult.html

2. Ward ZJ, Bleich SN, Cradock AL, et al. Projected US state-level prevalence of adult obesity and severe obesity.
N Engl J Med. 2019;381(25):2440-2450. doi:10.1056/NEJMsa1909301

JAMA Health Forum | Original Investigation Lifetime Health Effects and Cost-Effectiveness of Tirzepatide and Semaglutide in US Adults

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586 (Reprinted) March 14, 2025 12/16

Downloaded from jamanetwork.com by guest on 03/17/2025

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2024.5586&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
mailto:jennifer.hwang2@bsd.uchicago.edu
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2024.5586&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
https://www.cdc.gov/obesity/adult-obesity-facts/?CDC_AAref_Val=https://www.cdc.gov/obesity/data/adult.html
https://www.cdc.gov/obesity/adult-obesity-facts/?CDC_AAref_Val=https://www.cdc.gov/obesity/data/adult.html
https://dx.doi.org/10.1056/NEJMsa1909301


3. Fryar CD, Carroll MD, Afful J. Prevalence of overweight, obesity, and severe obesity among adults aged 20 and
over: United States, 1960-1962 through 2017-2018. Accessed February 8, 2024. https://www.cdc.gov/nchs/data/
hestat/obesity-adult-17-18/obesity-adult.htm

4. Stierman BA, Afful J, Carroll MD, et al. National Health and Nutrition Examination Survey 2017-March 2020
prepandemic data files—development of files and prevalence estimates for selected health outcomes. Published
June 14, 2021. Accessed February 6, 2025. https://stacks.cdc.gov/view/cdc/106273

5. Cawley J, Biener A, Meyerhoefer C, et al. Direct medical costs of obesity in the United States and the most
populous states. J Manag Care Spec Pharm. 2021;27(3):354-366. doi:10.18553/jmcp.2021.20410

6. Lincoff AM, Brown-Frandsen K, Colhoun HM, et al; SELECT Trial Investigators. Semaglutide and cardiovascular
outcomes in obesity without diabetes. N Engl J Med. 2023;389(24):2221-2232. doi:10.1056/NEJMoa2307563

7. Marso SP, Bain SC, Consoli A, et al; SUSTAIN-6 Investigators. Semaglutide and cardiovascular outcomes in
patients with type 2 diabetes. N Engl J Med. 2016;375(19):1834-1844. doi:10.1056/NEJMoa1607141

8. Syed YY. Tirzepatide: first approval. Drugs. 2022;82(11):1213-1220. doi:10.1007/s40265-022-01746-8

9. Jastreboff AM, Aronne LJ, Ahmad NN, et al; SURMOUNT-1 Investigators. Tirzepatide once weekly for the
treatment of obesity. N Engl J Med. 2022;387(3):205-216. doi:10.1056/NEJMoa2206038

10. US Food and Drug Administration. Highlights of prescribing information: Zepbound (tirzepatide). Accessed
February 8, 2024. https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/217806s000lbl.pdf

11. Wilding JPH, Batterham RL, Calanna S, et al; STEP 1 Study Group. Once-weekly semaglutide in adults with
overweight or obesity. N Engl J Med. 2021;384(11):989-1002. doi:10.1056/NEJMoa2032183

12. Klein HE. An ongoing crisis: semaglutide shortage raises dual concerns for obesity and diabetes treatment.
Published December 21, 2023. Accessed April 4, 2024. https://www.ajmc.com/view/an-ongoing-crisis-semaglutide-
shortage-raises-dual-concerns-for-obesity-and-diabetes-treatment

13. Abelson R, Robbins R. Six reasons why it’s so hard to get your weight-loss drugs. Published February 2, 2024.
Accessed February 6, 2025. https://www.nytimes.com/2024/02/02/health/ozempic-wegovy-weight-loss-
pharmacies.html?action=click&pgtype=Article&state=default&module=styln-weight-loss-drugs&variant=
show&region=MAIN_CONTENT_1&block=storyline_top_links_recirc

14. Kim N, Wang J, Burudpakdee C, et al. Cost-effectiveness analysis of semaglutide 2.4 mg for the treatment of
adult patients with overweight and obesity in the United States. J Manag Care Spec Pharm. 2022;28(7):740-752.
doi:10.18553/jmcp.2022.28.7.740

15. Gómez Lumbreras A, Tan MS, Villa-Zapata L, Ilham S, Earl JC, Malone DC. Cost-effectiveness analysis of five
anti-obesity medications from a US payer’s perspective. Nutr Metab Cardiovasc Dis. 2023;33(6):1268-1276.
doi:10.1016/j.numecd.2023.03.012

16. Institute for Clinical and Economic Review (ICER). Obesity management: an assessment of subcutaneous
semaglutide, phentermine/topiramate, and naltrexone/bupropion. Accessed January 10, 2023. https://icer.org/
assessment/obesity-management-2022/

17. Husereau D, Drummond M, Augustovski F, et al; CHEERS 2022 ISPOR Good Research Practices Task Force.
Consolidated Health Economic Evaluation Reporting Standards 2022 (CHEERS 2022) statement: updated
reporting guidance for health economic evaluations. BMC Med. 2022;20(1):23. doi:10.1186/s12916-021-02204-0

18. Kim DD, Do LA, Synnott PG, et al. Developing criteria for health economic quality evaluation tool. Value
Health. 2023;26(8):1225-1234. doi:10.1016/j.jval.2023.04.004

19. Kim DD, Wang L, Lauren BN, et al. Development and validation of the US Diabetes, Obesity, Cardiovascular
Disease Microsimulation (DOC-M) model: health disparity and economic impact model. Med Decis Making. 2023;
43(7-8):930-948. doi:10.1177/0272989X231196916

20. Greenway FL, Fujioka K, Plodkowski RA, et al; COR-I Study Group. Effect of naltrexone plus bupropion on
weight loss in overweight and obese adults (COR-I): a multicentre, randomised, double-blind, placebo-controlled,
phase 3 trial. Lancet. 2010;376(9741):595-605. doi:10.1016/S0140-6736(10)60888-4

21. Garvey WT, Ryan DH, Bohannon NJV, et al. Weight-loss therapy in type 2 diabetes: effects of phentermine and
topiramate extended release. Diabetes Care. 2014;37(12):3309-3316. doi:10.2337/dc14-0930

22. Hollander P, Gupta AK, Plodkowski R, et al; COR-Diabetes Study Group. Effects of naltrexone sustained-
release/bupropion sustained-release combination therapy on body weight and glycemic parameters in overweight
and obese patients with type 2 diabetes. Diabetes Care. 2013;36(12):4022-4029. doi:10.2337/dc13-0234

23. Gadde KM, Allison DB, Ryan DH, et al. Effects of low-dose, controlled-release, phentermine plus topiramate
combination on weight and associated comorbidities in overweight and obese adults (CONQUER): a randomised,
placebo-controlled, phase 3 trial. Lancet. 2011;377(9774):1341-1352. doi:10.1016/S0140-6736(11)60205-5

JAMA Health Forum | Original Investigation Lifetime Health Effects and Cost-Effectiveness of Tirzepatide and Semaglutide in US Adults

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586 (Reprinted) March 14, 2025 13/16

Downloaded from jamanetwork.com by guest on 03/17/2025

https://www.cdc.gov/nchs/data/hestat/obesity-adult-17-18/obesity-adult.htm
https://www.cdc.gov/nchs/data/hestat/obesity-adult-17-18/obesity-adult.htm
https://stacks.cdc.gov/view/cdc/106273
https://dx.doi.org/10.18553/jmcp.2021.20410
https://dx.doi.org/10.1056/NEJMoa2307563
https://dx.doi.org/10.1056/NEJMoa1607141
https://dx.doi.org/10.1007/s40265-022-01746-8
https://dx.doi.org/10.1056/NEJMoa2206038
https://www.accessdata.fda.gov/drugsatfda_docs/label/2023/217806s000lbl.pdf
https://dx.doi.org/10.1056/NEJMoa2032183
https://www.ajmc.com/view/an-ongoing-crisis-semaglutide-shortage-raises-dual-concerns-for-obesity-and-diabetes-treatment
https://www.ajmc.com/view/an-ongoing-crisis-semaglutide-shortage-raises-dual-concerns-for-obesity-and-diabetes-treatment
https://www.nytimes.com/2024/02/02/health/ozempic-wegovy-weight-loss-pharmacies.html?action=click&pgtype=Article&state=default&module=styln-weight-loss-drugs&variant=show&region=MAIN_CONTENT_1&block=storyline_top_links_recirc
https://www.nytimes.com/2024/02/02/health/ozempic-wegovy-weight-loss-pharmacies.html?action=click&pgtype=Article&state=default&module=styln-weight-loss-drugs&variant=show&region=MAIN_CONTENT_1&block=storyline_top_links_recirc
https://www.nytimes.com/2024/02/02/health/ozempic-wegovy-weight-loss-pharmacies.html?action=click&pgtype=Article&state=default&module=styln-weight-loss-drugs&variant=show&region=MAIN_CONTENT_1&block=storyline_top_links_recirc
https://dx.doi.org/10.18553/jmcp.2022.28.7.740
https://dx.doi.org/10.1016/j.numecd.2023.03.012
https://icer.org/assessment/obesity-management-2022/
https://icer.org/assessment/obesity-management-2022/
https://dx.doi.org/10.1186/s12916-021-02204-0
https://dx.doi.org/10.1016/j.jval.2023.04.004
https://dx.doi.org/10.1177/0272989X231196916
https://dx.doi.org/10.1016/S0140-6736(10)60888-4
https://dx.doi.org/10.2337/dc14-0930
https://dx.doi.org/10.2337/dc13-0234
https://dx.doi.org/10.1016/S0140-6736(11)60205-5


24. Garvey WT, Frias JP, Jastreboff AM, et al; SURMOUNT-2 Investigators. Tirzepatide once weekly for the
treatment of obesity in people with type 2 diabetes (SURMOUNT-2): a double-blind, randomised, multicentre,
placebo-controlled, phase 3 trial. Lancet. 2023;402(10402):613-626. doi:10.1016/S0140-6736(23)01200-X

25. Davies M, Færch L, Jeppesen OK, et al; STEP 2 Study Group. Semaglutide 2.4 mg once a week in adults with
overweight or obesity, and type 2 diabetes (STEP 2): a randomised, double-blind, double-dummy, placebo-
controlled, phase 3 trial. Lancet. 2021;397(10278):971-984. doi:10.1016/S0140-6736(21)00213-0

26. Apovian CM, Aronne L, Rubino D, et al; COR-II Study Group. A randomized, phase 3 trial of naltrexone
SR/bupropion SR on weight and obesity-related risk factors (COR-II). Obesity (Silver Spring). 2013;21(5):935-943.
doi:10.1002/oby.20309

27. Ippolito BN, Levy JF. Estimating the cost of new treatments for diabetes and obesity. Published September
2023. Accessed February 6, 2025. https://www.aei.org/wp-content/uploads/2023/09/Estimating-the-Cost-of-
New-Treatments-for-Diabetes-and-Obesity.pdf

28. Ippolito BN, Levy J. Best practices using SSR Health net drug pricing. Published March 10, 2022. Accessed
December 6, 2024. https://www.aei.org/articles/best-practices-using-ssr-health-net-drug-pricing-data/

29. Congressional Budget Office. A comparison of brand-name drug prices among selected federal programs.
Accessed December 5, 2024. https://www.cbo.gov/publication/57007

30. US Department of Veterans Affairs. VA federal supply schedule service. Accessed December 10, 2023.
https://www.fss.va.gov/

31. Zhang P, Atkinson KM, Bray GA, et al; Look AHEAD Research Group. Within-trial cost-effectiveness of a
structured lifestyle intervention in adults with overweight/obesity and type 2 diabetes: results from the Action for
Health in Diabetes (Look AHEAD) Study. Diabetes Care. 2021;44(1):67-74. doi:10.2337/dc20-0358

32. Wadden TA, West DS, Delahanty L, et al; Look AHEAD Research Group. The Look AHEAD study: a description
of the lifestyle intervention and the evidence supporting it. Obesity (Silver Spring). 2006;14(5):737-752.
doi:10.1038/oby.2006.84

33. Agency for Healthcare Research and Quality. Medical Expenditure Panel Survey. Accessed September 12,
2022. https://www.meps.ahrq.gov/mepsweb/about_meps/survey_back.jsp#household

34. US Bureau of Labor Statistics. CPI Inflation Calculator. Accessed February 7, 2024. https://www.bls.gov/data/
inflation_calculator.htm

35. Agency for Healthcare Research and Quality. Medical Expenditure Panel Survey: using appropriate price
indices for analyses of health care expenditures or income across multiple years. Accessed February 15, 2024.
https://meps.ahrq.gov/about_meps/Price_Index.shtml

36. Nelson S, Whitsel L, Khavjou O, Phelps D, Leib A. Projections of Cardiovascular Disease Prevalence and Costs.
RTI International; 2016.

37. Cawley J, Biener A, Meyerhoefer C, et al. Job absenteeism costs of obesity in the United States: national and
state-level estimates. J Occup Environ Med. 2021;63(7):565-573. doi:10.1097/JOM.0000000000002198

38. Park J, Bigman E, Zhang P. Productivity loss and medical costs associated with type 2 diabetes among
employees aged 18-64 years with large employer-sponsored insurance. Diabetes Care. 2022;45(11):2553-2560.
doi:10.2337/dc22-0445

39. Wang L, Lauren BN, Hager K, et al. Health and economic impacts of implementing produce prescription
programs for diabetes in the United States: a microsimulation study. J Am Heart Assoc. 2023;12(15):e029215.
doi:10.1161/JAHA.122.029215

40. Lubetkin EI, Jia H, Franks P, Gold MR. Relationship among sociodemographic factors, clinical conditions, and
health-related quality of life: examining the EQ-5D in the US general population. Qual Life Res. 2005;14(10):
2187-2196. doi:10.1007/s11136-005-8028-5

41. Sanders GD, Neumann PJ, Basu A, et al. Recommendations for conduct, methodological practices, and
reporting of cost-effectiveness analyses: second panel on cost-effectiveness in health and medicine. JAMA. 2016;
316(10):1093-1103. doi:10.1001/jama.2016.12195

42. Kim DD, Silver MC, Kunst N, Cohen JT, Ollendorf DA, Neumann PJ. Perspective and costing in cost-
effectiveness analysis, 1974-2018. Pharmacoeconomics. 2020;38(10):1135-1145.
doi:10.1007/s40273-020-00942-2

43. Neumann PJ, Kim DD. Cost-effectiveness thresholds used by study authors, 1990-2021. JAMA. 2023;329(15):
1312-1314. doi:10.1001/jama.2023.1792

44. Vanness DJ, Lomas J, Ahn H. A health opportunity cost threshold for cost-effectiveness analysis in the United
States. Ann Intern Med. 2021;174(1):25-32. doi:10.7326/M20-1392

JAMA Health Forum | Original Investigation Lifetime Health Effects and Cost-Effectiveness of Tirzepatide and Semaglutide in US Adults

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586 (Reprinted) March 14, 2025 14/16

Downloaded from jamanetwork.com by guest on 03/17/2025

https://dx.doi.org/10.1016/S0140-6736(23)01200-X
https://dx.doi.org/10.1016/S0140-6736(21)00213-0
https://dx.doi.org/10.1002/oby.20309
https://www.aei.org/wp-content/uploads/2023/09/Estimating-the-Cost-of-New-Treatments-for-Diabetes-and-Obesity.pdf
https://www.aei.org/wp-content/uploads/2023/09/Estimating-the-Cost-of-New-Treatments-for-Diabetes-and-Obesity.pdf
https://www.aei.org/articles/best-practices-using-ssr-health-net-drug-pricing-data/
https://www.cbo.gov/publication/57007
https://www.fss.va.gov/
https://dx.doi.org/10.2337/dc20-0358
https://dx.doi.org/10.1038/oby.2006.84
https://www.meps.ahrq.gov/mepsweb/about_meps/survey_back.jsp#household
https://www.bls.gov/data/inflation_calculator.htm
https://www.bls.gov/data/inflation_calculator.htm
https://meps.ahrq.gov/about_meps/Price_Index.shtml
https://dx.doi.org/10.1097/JOM.0000000000002198
https://dx.doi.org/10.2337/dc22-0445
https://dx.doi.org/10.1161/JAHA.122.029215
https://dx.doi.org/10.1007/s11136-005-8028-5
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2016.12195&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
https://dx.doi.org/10.1007/s40273-020-00942-2
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2023.1792&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
https://dx.doi.org/10.7326/M20-1392


45. Phelps CE. A new method to determine the optimal willingness to pay in cost-effectiveness analysis. Value
Health. 2019;22(7):785-791. doi:10.1016/j.jval.2019.03.003

46. Wolters Kluwer. General drug information: semaglutide. Accessed November 20, 2023. https://www.uptodate.
com/contents/table-of-contents/drug-information/general-drug-information

47. Wolters Kluwer. General drug information: tirzepatide. Accessed November 20, 2023. https://www.uptodate.
com/contents/table-of-contents/drug-information/general-drug-information

48. Wolters Kluwer. General drug information: phentermine and topiramate. Accessed November 20, 2023.
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information

49. Wolters Kluwer. General drug information: naltrexone and bupropion. Accessed November 20, 2023. https://
www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information

50. Hernandez I, Sullivan SD. Net prices of new antiobesity medications. Obesity. 2024;32(3)472-475.
doi:10.1002/oby.23973

51. Gomez G, Stanford FC. US health policy and prescription drug coverage of FDA-approved medications for the
treatment of obesity. Int J Obes (Lond). 2018;42(3):495-500. doi:10.1038/ijo.2017.287

52. Gasoyan H, Sarwer DB. Addressing insurance-related barriers to novel antiobesity medications: lessons to be
learned from bariatric surgery. Obesity (Silver Spring). 2022;30(12):2338-2339. doi:10.1002/oby.23556

53. Kim DD, Griauzde DH, Richardson CR, Fendrick AM. Clinically driven payment and benefit design to improve
health equity: the case of obesity prevention and treatment. Published September 9, 2021. Accessed May 6, 2024.
https://www.healthaffairs.org/content/forefront/clinically-driven-payment-and-benefit-design-
improve-health-equity-case-obesity

54. Office of Minority Health, US Department of Health and Human Services. Obesity and Black/African
Americans. Accessed February 1, 2024. https://minorityhealth.hhs.gov/obesity-and-african-americans#:~:text=In%
202018%2C%20non%2DHispanic%20blacks,than%20non%2DHispanic%20white%20women.

55. Washington TB, Johnson VR, Kendrick K, et al. Disparities in access and quality of obesity care. Gastroenterol
Clin North Am. 2023;52(2):429-441. doi:10.1016/j.gtc.2023.02.003

56. Hales CM, Carroll MD, Fryar CD, Ogden CL. Prevalence of obesity and severe obesity among adults: United
States, 2017-2018. NCHS Data Brief. 2020;(360):1-8.

57. US Food and Drug Administration. FDA approves first generic of once-daily GLP-1 injection to lower blood
sugar in patients with type 2 diabetes. Published December 23, 2024. Accessed February 19, 2025. https://www.
fda.gov/news-events/press-announcements/fda-approves-first-generic-once-daily-glp-1-injection-
lower-blood-sugar-patients-type-2-diabetes

58. Alhiary R, Kesselheim AS, Gabriele S, Beall RF, Tu SS, Feldman WB. Patents and regulatory exclusivities on
GLP-1 receptor agonists. JAMA. 2023;330(7):650-657. doi:10.1001/jama.2023.13872

59. Gupta R, Kesselheim AS, Downing N, Greene J, Ross JS. Generic drug approvals since the 1984 Hatch-Waxman
Act. JAMA Intern Med. 2016;176(9):1391-1393. doi:10.1001/jamainternmed.2016.3411

60. Emerson J. Inside the GLP-1 ‘price war.’ Published September 23, 2024. Accessed October 7, 2024. https://www.
beckershospitalreview.com/pharmacy/inside-the-glp-1-price-war.html?origin=BHRE&utm_source=BHRE&utm_
medium=email&utm_content=newsletter&oly_enc_id=6665D1987123C0K

61. Hernandez I, Wright DR, Guo J, Shrank WH. Medicare part D coverage of anti-obesity medications: a call for
forward-looking policy reform. J Gen Intern Med. 2024;39(2):306-308. doi:10.1007/s11606-023-08416-9

62. Dickson S, Hernandez I. Drugs likely subject to Medicare negotiation, 2026-2028. J Manag Care Spec Pharm.
2023;29(3):229-235. doi:10.18553/jmcp.2023.29.3.229

63. Johnson M, Kishore S, Nayak RK, Dusetzina SB. The Inflation Reduction Act: how will Medicare negotiating
drug prices impact patients with heart disease? Curr Cardiol Rep. 2023;25(6):577-581.
doi:10.1007/s11886-023-01878-7

64. US Centers for Medicare & Medicaid Services. Biden-Harris Administration announces Medicare Advantage
and Medicare Part D prescription drug proposals that aim to improve care and access for enrollees. Accessed
December 9, 2024. https://www.cms.gov/newsroom/press-releases/biden-harris-administration-announces-
medicare-advantage-and-medicare-part-d-prescription-drug

65. Congressional Budget Office. How would authorizing Medicare to cover anti-obesity medications affect the
federal budget? Accessed December 9, 2024. https://www.cbo.gov/publication/60816

66. Kim DD, Hwang JH, Fendrick AM. Balancing innovation and affordability in anti-obesity medications: the role
of an alternative weight-maintenance program. Health Aff Sch. 2024;2(6):qxae055. doi:10.1093/haschl/qxae055

JAMA Health Forum | Original Investigation Lifetime Health Effects and Cost-Effectiveness of Tirzepatide and Semaglutide in US Adults

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586 (Reprinted) March 14, 2025 15/16

Downloaded from jamanetwork.com by guest on 03/17/2025

https://dx.doi.org/10.1016/j.jval.2019.03.003
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://www.uptodate.com/contents/table-of-contents/drug-information/general-drug-information
https://dx.doi.org/10.1002/oby.23973
https://dx.doi.org/10.1038/ijo.2017.287
https://dx.doi.org/10.1002/oby.23556
https://www.healthaffairs.org/content/forefront/clinically-driven-payment-and-benefit-design-improve-health-equity-case-obesity
https://www.healthaffairs.org/content/forefront/clinically-driven-payment-and-benefit-design-improve-health-equity-case-obesity
https://minorityhealth.hhs.gov/obesity-and-african-americans#:~:text=In%202018%2C%20non%2DHispanic%20blacks%2cthan%20non%2DHispanic%20white%20women
https://minorityhealth.hhs.gov/obesity-and-african-americans#:~:text=In%202018%2C%20non%2DHispanic%20blacks%2cthan%20non%2DHispanic%20white%20women
https://dx.doi.org/10.1016/j.gtc.2023.02.003
https://www.ncbi.nlm.nih.gov/pubmed/32487284
https://www.fda.gov/news-events/press-announcements/fda-approves-first-generic-once-daily-glp-1-injection-lower-blood-sugar-patients-type-2-diabetes
https://www.fda.gov/news-events/press-announcements/fda-approves-first-generic-once-daily-glp-1-injection-lower-blood-sugar-patients-type-2-diabetes
https://www.fda.gov/news-events/press-announcements/fda-approves-first-generic-once-daily-glp-1-injection-lower-blood-sugar-patients-type-2-diabetes
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2023.13872&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamainternmed.2016.3411&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2024.5586
https://www.beckershospitalreview.com/pharmacy/inside-the-glp-1-price-war.html?origin=BHRE&utm_source=BHRE&utm_medium=email&utm_content=newsletter&oly_enc_id=6665D1987123C0K
https://www.beckershospitalreview.com/pharmacy/inside-the-glp-1-price-war.html?origin=BHRE&utm_source=BHRE&utm_medium=email&utm_content=newsletter&oly_enc_id=6665D1987123C0K
https://www.beckershospitalreview.com/pharmacy/inside-the-glp-1-price-war.html?origin=BHRE&utm_source=BHRE&utm_medium=email&utm_content=newsletter&oly_enc_id=6665D1987123C0K
https://dx.doi.org/10.1007/s11606-023-08416-9
https://dx.doi.org/10.18553/jmcp.2023.29.3.229
https://dx.doi.org/10.1007/s11886-023-01878-7
https://www.cms.gov/newsroom/press-releases/biden-harris-administration-announces-medicare-advantage-and-medicare-part-d-prescription-drug
https://www.cms.gov/newsroom/press-releases/biden-harris-administration-announces-medicare-advantage-and-medicare-part-d-prescription-drug
https://www.cbo.gov/publication/60816
https://dx.doi.org/10.1093/haschl/qxae055


SUPPLEMENT 1.
eMethods
eTable 1. Percentages of Missing Values for Individual-Level Characteristics in the Model Population
eTable 2. Key Model Inputs
eTable 3. Treatment Efficacy of Lifestyle Modifications and Anti-Obesity Medications
eTable 4. Estimated Lifetime Health Outcomes of Anti-Obesity Medications for NHANES Participants, by BMI
Categories
eTable 5. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications for NHANES
Participants Over a Lifetime, by BMI Categories
eTable 6. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications Based on
Comorbidities
eTable 7. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications Based on Diabetes
Status
eTable 8. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications Based on Age Groups
eTable 9. Cost-Effectiveness Results of No intervention Vs. Anti-Obesity Medications
eTable 10. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications Varying Treatment
Discontinuation Rate
eTable 11. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications with 10-year of
Treatment Adherence
eTable 12. Percentage of Simulations Achieving Cost-Effectiveness at Various Willingness-to-Pay Thresholds
eTable 13. Cost-Effectiveness Results of Lifestyle Modifications and Anti-Obesity Medications Varying Annual
Discount Rate
eFigure 1. Estimated Lifetime Health Outcomes of Anti-Obesity Medications for NHANES Participants
eFigure 2. Threshold Analysis for Annual Net Cost of Tirzepatide and Semaglutide
eReferences

SUPPLEMENT 2.
Data sharing statement

JAMA Health Forum | Original Investigation Lifetime Health Effects and Cost-Effectiveness of Tirzepatide and Semaglutide in US Adults

JAMA Health Forum. 2025;6(3):e245586. doi:10.1001/jamahealthforum.2024.5586 (Reprinted) March 14, 2025 16/16

Downloaded from jamanetwork.com by guest on 03/17/2025


