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care, is feasible and acceptable to individuals in 
a psychiatric inpatient setting.
Methods:  Fifteen inpatients (11 men/4 women) 
in a secure care environment, diagnosed with 
schizophrenia or schizoaffective disorder and 
with body mass index (BMI) of at least 30 kg/
m2 were commenced on weekly subcutaneous 
semaglutide as per standard of care. BMI and 
glycated haemoglobin (HbA1c) were measured 
at baseline and monthly follow-up to 6 months, 
and quality of life (QOL) was surveyed at base-
line and 6  months. Analysis was based on 
intention-to-treat.
Results:  Mean age of patients was 37 years 
(range 23–63). Time since diagnosis varied from 
2 to 25 years. Mean initial BMI was 48.7 kg/m2 
for women and 37.2 kg/m2 for men. Duration of 
semaglutide treatment ranged from 2–6 months. 
EuroQol 5-Dimensional Questionnaire, 5-Level 
Version Visual Analogue Scale (EQ5D5L QOL 
VAS) showed a mean improvement of  +  7.5 
(from 60 to 67.5) points. Improvement in QOL 
was overall significantly greater in those who 
remained on semaglutide (+ 9.5) than those who 
discontinued. Six patients discontinued sema-
glutide before the study end, including two who 
were discharged and no longer able to receive 
the intervention, and four who withdrew due to 
medical concerns. Individual percentage weight 
change varied from + 1 to − 12% (median 5%), 
and weight reduction was seen in all except 
two patients. All but one patient demonstrated 
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a reduction in HbA1c levels. Mean HbA1c fell 
significantly from 41 (range 34–47) mmol/mol 
to 35.3 (31–45) mmol/mol. Importantly, all 
patients with baseline HbA1c in the non-dia-
betic hyperglycaemia range (42–47 mmol/mol) 
demonstrated a reduction of HbA1c to below 
42 mmol/mol by 3 months. Prior to initiation 
of semaglutide, mean blood pressure was 127 
(range 117–145) mmHg systolic and 82 (62–99) 
mmHg diastolic. At last assessment, average 
blood pressure was reduced to 121 (107–136) 
mmHg systolic and 79 (65–96) mmHg diastolic.
Conclusion:  In this feasibility study, weekly 
semaglutide treatment was associated with 
improvement in self-rated overall QOL and 
reductions in BMI, HbA1c and blood pressure at 
up to 6 months follow-up. Even in patients who 
discontinued treatment before 6 months, ini-
tial benefits of weight reduction and improved 
QOL were still demonstrated. Further evalua-
tion, including health economic assessment 
and longer-term follow up, may support the 
expanded use of GLP-1 agonists in improving 
the cardiometabolic profile and longitudinal 
health outcomes in individuals with SMI.

Keywords:  Obesity; Treatment; Schizophrenia; 
GLP-1; Feasibility

Key Summary Points 

Why we carried out the study

Weight gain has come to define the life 
experience of many individuals with schizo-
phrenia and other severe enduring mental 
illnesses (SMI).

In this clinical intervention study, we aimed 
to determine whether weekly treatment with 
the glucagon-like peptide-1 (GLP-1) agonist, 
semaglutide, as part of usual care, is feasible 
and acceptable to individuals in a psychiatric 
inpatient setting.

What was learnt from the study

In this open real-world evaluation of the 
feasibility of prescribing and administer-
ing semaglutide as part of standard care in a 
secure inpatient setting, we saw an improve-
ment in self-rated overall quality of life, a 
reduction in BMI and a clinically significant 
reduction in HbA1c (even in those who dis-
continued semaglutide).

Four out of 15 patients permanently discon-
tinued semaglutide because of adverse effects/
patient choice, with one other patient after a 
short break, restarting with close monitoring 
of liver enzymes. Two patients were not able 
to continue because of no funding to con-
tinue the semaglutide on discharge.

Further work, including health economic 
assessment and full evaluation of experi-
enced side effects, may inform the opportu-
nity of GLP-1 agonist therapy being offered 
more widely in this group of very vulnerable 
patients.

We hope that our findings will support the 
use of semaglutide and potentially similar 
agents to help people with severe enduring 
mental illness who are overweight to achieve 
a healthier health profile.

INTRODUCTION

Weight gain with all its adverse health conse-
quences has come to define the life experience 
of many people with schizophrenia and other 
severe enduring mental illnesses. Weight gain 
associated with treatment of serious mental ill-
ness (SMI) is a determinant of future diabetes, 
dysmetabolic profile and increased cardiometa-
bolic risk in people treated with antipsychotic 
agents [1, 2]. Early weight gain predicts greater 
magnitude of longer-term weight gain, with the 
attendant long-term consequences including 
premature cardiovascular events and death [3].

Considerable variability in weight gain and 
metabolic effects exists between individuals 
in both the intermediate and longer term [4]. 
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Young and antipsychotic-naïve individuals as 
well as women are at particularly high risk of 
weight gain in the short to intermediate term 
[5–7]. Genetic factors likely play a significant 
part in the degree to which weight gain occurs 
with antipsychotic treatment [8]. It is well 
established that antipsychotic-related weight 
gain is a common reason for non-initiation, 
discontinuation, and dissatisfaction with psy-
chotropic agents, which may result in adverse 
health outcomes and increased cost of illness 
[9, 10].

Glucagon-like peptide-1 (GLP-1) receptor 
agonists and other incretin-based therapies or 
intensive weight reduction programmes have 
been shown to lower body weight, improve car-
diovascular outcomes and lower blood glucose 
levels [11].

A host of randomized control trials have dem-
onstrated the weight-loss efficacy of GLP-1 recep-
tor agonists in both diabetes and non-diabetes 
cohorts, In the STEP 1 trial of adults without 
diabetes, after 68 weeks, 86.4% of the GLP-1 ago-
nist (Wevoyy) group lost at least 5% on baseline 
weight, compared with 31.5% for placebo. Sema-
glutide led to 69.1% (vs. 12.0%) losing ≥ 10% 
weight (69.1 vs. 12.0%) with ≥ 20% reduction of 
baseline weight achieved in 32.0% (vs. 1.7%) of 
participants [12]. The SURMOUNT-1 trial found 
that, in people/individuals who were overweight 
but without diabetes, 72 weeks of the combined 
GLP-1/GIP agonist, tirzepatide, at doses of 5, 10, 
or 15 mg led to 15.0%, 19.5%, and 20.9% weight 
loss, respectively, compared with 3.1% in people 
taking placebo [13]. For the co-primary endpoint 
of the proportion of people attaining at least a 
5% reduction in their baseline body weight, the 
corresponding values were 85%, 89%, and 91% 
versus 35%.

It therefore seems likely that GLP-1 receptor 
agonists and other incretin therapies could be of 
substantial value in addressing the challenge of 
obesity in people with SMI, given the well-estab-
lished evidence for their ability to reduce weight 
in individuals who are overweight [12, 13].

In this pragmatic intervention, we aimed to 
determine whether weekly semaglutide treat-
ment is feasible and acceptable to individuals 
in a psychiatric inpatient setting and can ena-
ble weight reduction in people with a history 

of psychosis who are facing major challenges in 
relation to their weight management. No-one 
in the study had a diagnosis of type 2 diabetes, 
hence the novelty of this study.

METHODS

A total of 15 people (11 men and 4 women) 
with a diagnosis of schizophrenia or schizoaf-
fective disorder according to ICD-10 [14] with a 
body mass index (BMI) of at least 30 kg/m2 were 
commenced on the GLP-1 agonist semaglutide 
(Wegovy), administered as a weekly subcutane-
ous injection as per the British National Formu-
lary in increasing dose increments and if toler-
ated up to a maximum dose of 2.4 mg / week (in 
monthly increments).

All participants were inpatients on a medium-
secure psychiatric unit in North-West England 
and were detained under the Mental Health 
Act (1987) [15] and had been treated with high 
doses of antipsychotic medication. No-one had 
a diagnosis of type 2 diabetes.

This was a clinical intervention as part of 
usual care, according to NICE guidance [16] 
for prescribing of semaglutide according to its 
licence for treatment of obesity, in collabora-
tion with the local specialist weight manage-
ment clinic. This was not a clinical trial, rather 
examination of the practicality of offering this 
medication to patients in an inpatient setting.

This was a service improvement project. The 
UK Health Research Authority decision tool did 
not consider this study to be research and there-
fore NHS Research Ethics Committee review was 
not required. All patients who received semaglu-
tide gave verbal consent to receiving this medi-
cation as part of their usual care. Their consent 
was recorded in the electronic patient hospital 
record.

BMI and glycated haemoglobin (HbA1c) were 
assessed at baseline and follow-up. All individu-
als receiving semaglutide underwent a dietetic 
assessment with advice given regarding healthy 
eating and avoidance of calorie excess.

In relation to a patient-reported outcome 
measure, we assessed quality of life using the 
EuroQol 5-Dimensional Questionnaire rating 
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scale [17], Licence agreement number 155361. 
This was completed at baseline and follow-up.

Statistics

Data collation and cross-sectional and longitu-
dinal analysis were carried out in EXCEL. Data 
are shown as mean and range.

RESULTS

The group who were treated with semaglutide 
comprised 11 men and 4 women. All had a diag-
nosis of schizophrenia or schizoaffective disor-
der The mean age of patients was 37 years (range 
23–63) (Table 1). Time since diagnosis varied 
from 2 to 25 years 12 were of white ethnicity 
and 3 were of Asian British or Black British eth-
nicity. The minimum duration of treatment with 
semaglutide was 2 months.

Mean BMI at baseline was 38.7 (range 
32.7–52.9) kg/m2.

The mean duration on the intervention was 
20 weeks (range 8–27 weeks). The patients stayed 
on semaglutide for an average of 23 weeks, while 
four individuals elected to come off the sema-
glutide. Reasons for discontinuation included 
unhappiness with the treatment and nausea 
(likely compounded by gallstones). In one 
patient (in addition to the four above), the sema-
glutide was stopped because of concerns about 
elevation of the liver enzyme alanine transami-
nase (ALT); they then restarted semaglutide with 
close blood monitoring of liver enzyme levels. 
Two other patients had to discontinue semaglu-
tide because this medication could no longer be 
continued on their discharge, as there was no 
funding for outpatient treatment with semaglu-
tide   once they left hospital.

The EuroQol 5-Dimensional Questionnaire, 
5-Level Version Visual Analogue Scale (EQ5D5L 
QOL VAS) [17] showed mean improvement of 
9.7 (range 0–30.1; Fig. 1). Improvement in QOL 
was overall greater in people who stayed on 
semaglutide versus those who discontinued, but 
in fact QOL was actually overall already better at 
baseline for those who discontinued semaglutide 
by their own choice (excluding those who had 
to stop because they left hospital.

Outcomes

The degree of weight change over the period of 
intervention with semaglutide varied from + 1 
to − 12% (Fig. 2), median 5%. Some degree of 
weight loss occurred in all but one patient, 
including the two patients who were discharged 
and no longer able to receive semaglutide and 
for the two patients who elected to come off 
semaglutide.

For all but one patient, HbA1c fell at 3 months 
(Fig. 3). Importantly, all those with a baseline 
HbA1c in the range 42–47 mmol/mol compat-
ible with non-diabetic hyperglycaemia saw a 
reduction of HbA1C below 42  mmol/mol at 
3 months into the intervention. Mean HbA1c 
fell from 41.3 (range 34–47) mmol/mol to 35.3 
(31–45) mmol/mol.

Prior to the imitation of semaglutide, mean 
systolic blood pressure was 127 (range 117–145) 
mmHg and diastolic blood pressure 82 (62–99) 
mmHg. At the last assessment, the average sys-
tolic blood pressure had fallen to 121 (107–136) 
mmHg and diastolic blood pressure to 79 
(65–96) mmHg.

Table 1   Summary patient characteristics (data are shown as means)

Age (years) Duration of ill-
ness (years)

Duration 
(weeks)

BMI start BMI latest HbA1c start HbA1c latest

Men 35.6 8.0 18 37.2 35.4 43 38
Women 40.5 18.4 19 48.7 47.1 41 34
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Fig. 1   Change in EuroQol 5-Dimensional Questionnaire, 5-Level Version (EQ5D5L) Visual Analogue Scale (VAS) score 
after initiation of semaglutide

Fig. 2   Change in body mass index (BMI) after initiation of semaglutide
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DISCUSSION

In this open real-world evaluation of the feasibil-
ity of prescribing and administering semaglutide 
in a secure inpatient setting, we saw a reduc-
tion in BMI, a clinically significant reduction in 
HbA1c and improvement in self-rated overall 
quality of life in people with major mental and 
physical health challenges at up to 6 months 
follow-up. Four of 15 patients discontinued the 
semaglutide as they did not wish to continue the 
treatment either because of nausea or perceived 
lack of efficacy. The fact that two patients were 
not able to continue semaglutide because of no 
funding to continue the semaglutide on dis-
charge is a concern. At present, the availability 
of incretin therapies for weight reduction in the 
absence of a diagnosis of type 2 diabetes in Eng-
land and in many other publicly funded health 
care systems is very limited, even for those peo-
ple at high cardiometabolic risk.

Reduction in weight was associated with an 
improvement in QOL VAS, which was signifi-
cant ((p < 0.009) (mean change + 9.7) for those 
who remained on semaglutide. For those who 

requested to discontinue semaglutide of their 
own choice, QOL VAS did not improve. How-
ever, those discontinuing semaglutide did have a 
higher baseline QOL VAS than those who stayed 
on semaglutide. All patients, even those who 
discontinued semaglutide, expressed a positive 
view on being on this medication in relation 
both to their expectations and to the experience 
of receiving semaglutide.

All those with an HBA1c in the non-diabetic 
hyperglycaemia range reduced their HbA1c 
below the range of non-diabetic hyperglycaemia 
(below 42–47 mmol/mol). One person who had 
to discontinue semaglutide because of  elevation 
or serum ALT restarted the semaglutide with 
close monitoring of liver enzymes.

Thus, offering and using semaglutide is fea-
sible in inpatients in a medium-secure unit set-
ting. Semaglutide is effective at lowering body 
weight and improving metabolic profile in rela-
tion to HbA1c, with an associated improvement 
in quality of life for those who remained on 
semaglutide, as seen here. This is important in 
the context of the acceptability of this approach 
to people with SMI.

Fig. 3   Change in glycated haemoglobin HbA1c (mmol/mol and %) after initiation of semaglutide;  HbA1c was checked 
every 2–3 months
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It is well established that antipsychotic-
related weight gain is a common reason for 
non-initiation, discontinuation  and dissatis-
faction with psychotropic agents [18]. The ben-
efit of lifestyle change and behavioural modi-
fication to mitigate antipsychotic weight gain 
in people with SMI has been established [19]. 
One can speculate that weight reduction and 
attendant improvement in quality of life may 
lead to better antipsychotic concordance and 
so better psychiatric outcomes.

In addition, obesity is associated with 
reduced health-related quality of life and psy-
chosocial function [20]. Evidence from mor-
tality studies also indicates that cardiovascular 
disease, for which obesity is a modifiable risk 
factor, is the most common cause of prema-
ture and excess mortality among patients with 
mood and psychotic disorders [21–23]. Thus, 
any intervention that is tolerated by people 
with SMI that enables weight reduction, par-
ticularly if this is 5% or more likely to have 
benefit in relation to longer-term health out-
comes including premature mortality [24]. 
Furthermore any reduction of HbA1c has the 
potential to improve the cardiovascular risk 
calculus for any individual [25].

The reduction seen in both systolic and dias-
tolic blood pressure was not anticipated, and 
provides further evidence for the value of GLP-1 
treatment in reducing the cardiovascular risk 
profile in people with SMI [26].

It is also relevant to point out that the group 
of people who received the semaglutide were at 
the severe end of the spectrum of SMI, as they 
were all at the time of the intervention formally 
detained under the Mental Health Act [27] in 
a medium-secure unit setting. Thus, leave to 
the community was limited and subject to the 
approval of the psychiatrist in charge of their 
care (deemed Section 17 leave in England and 
Wales), and at weekends the opportunities for 
leave off the ward were limited for logistical 
reasons on Saturdays, Sundays and national 
holidays.

There are other potential benefits of incre-
tin treatment in people with schizophrenia 
and schizoaffective disorder. In addition to the 
body of evidence in the area of weight reduc-
tion, GLP-1 agonists have also been reported to 

improve cognitive processing in humans. How-
ever, the results tend to show an improvement 
in some domains (for example, hippocampal 
connections, cerebral glucose metabolism, hip-
pocampal activation on functional magnetic 
resonance imaging) without demonstrating a 
strong correlation with cognitive scores [28].

In animal models, GLP-1 agonist administra-
tion has been shown to reduce addiction driven 
behaviours [29]. Most of the work on GLP-1 in 
the alcohol field has been carried out with the 
drug, exenatide, and, more recently, with liraglu-
tide and dulaglutide, but literature is scarce on 
the potential impact of semaglutide  on alcohol-
related outcomes. Nevertheless, a recent study 
reported that analogue semaglutide decreased 
alcohol intake across different drinking models 
in different species with related modulation of 
central GABA neurotransmission [30].

Limitations

This was a short-term feasibility intervention 
with relatively low numbers. We accept this as a 
limitation. Not all patients remained on sema-
glutide; however, all but one did lose weight.

We accept that it was far from ideal that, 
when patients left hospital, they were no longer 
able to access semaglutide. However, there was 
no funding available to continue the prescrip-
tion at the time of the study, because of delays 
in conformation of clinical pathways in the UK.

CONCLUSION

At up to 6-month follow-up following initiation 
of semaglutide, we have seen a reduction in BMI, 
a reduction in HbA1c and an  improvement in 
self-rated overall quality of life in people with 
schizophrenia and schizoaffective disorder with 
major mental and physical health challenges.

While there are costs attached to the pre-
scription of incretin therapy in people with 
SMI, further evaluation, including health eco-
nomic assessment, may support them being 
offered more widely with a view to improving 
cardiometabolic profile and longer-time health 
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outcomes in people with SMI, many of whom 
are at high or very high cardiometabolic risk.

We hope that our findings will support the 
use of semaglutide and potentially similar agents 
to help people with severe enduring mental ill-
ness who are overweight to achieve a healthier 
health profile.

ACKNOWLEDGEMENTS 

We thank the participants in the study.

Author Contributions.  Adrian Heald and 
Gavin Reynolds conceived the study. Adrian 
Heald arranged funding of the semaglutide 
intervention in consultation with Onagh Doyle 
and Chris Daly. Joseph Firth provided essential 
input in relation to the implementation of the 
intervention and its evaluation as did Damien 
Longson. Isabel Nash and Onagh Doyle ena-
bled the intervention to take place with ongo-
ing regular input and guidance from Chris Daly. 
Isabel Nash supervised follow-up of all patients 
involved. Data analysis was undertaken by Mike 
Stedman. Marc de Hert, Joseph Ingram, Richard 
Holt and Donal O’Shea provided context in rela-
tion to the relevance of the intervention and 
the implications of the findings while providing 
clinical context. Akheel Syed provided guidance 
concerning obesity management. All authors 
reviewed the manuscript during its develop-
ment, approved the final version and agree to be 
accountable for all aspects of the work. Adrian 
Heald is the guarantor of this work and, as such, 
had full access to all the data in the study and 
takes responsibility for the integrity of the data 
and the accuracy of the data analysis.

Funding.  No funding or sponsorship was 
received for this study or publication of this 
article. The Rapid Service Fee was funded by the 
authors.

Data Availability.  The datasets generated 
during and/or analyzed during the current study 
are available from the corresponding author on 
reasonable request.

Declarations 

Conflict of Interest.  Adrian H Heald, Gavin 
Reynolds, Isabel Nash, Onagh Boyle, Chris 
Daly, Damien Longson, Donal O’Shea, Joseph 
Ingram, Richard Holt, Joseph Firth, Mike Sted-
man, Akheel Syed, Marc de Hert have no conflict 
of interest.

Ethics.  This intervention formed part of 
usual care based on clinical need. Therefore 
ethical approval was not sought. The authors 
assert that all procedures contributing to this 
work comply with the ethical standards of the 
relevant national and institutional committees 
on human experimentation and with the Hel-
sinki Declaration of 1975, as revised in 2013. 
This was a service improvement project. The UK 
Health Research Authority decision tool did not 
consider this study to be research and therefore 
NHS Research Ethics Committee review was not 
required. All patients who received semaglutide 
gave verbal consent to receiving this medica-
tion as part of their usual care. Their consent 
was recorded in the electronic patient hospital 
record.

Open Access.  This article is licensed under a 
Creative Commons Attribution-NonCommercial 
4.0 International License, which permits any 
non-commercial use, sharing, adaptation, distri-
bution and reproduction in any medium or for-
mat, as long as you give appropriate credit to the 
original author(s) and the source, provide a link 
to the Creative Commons licence, and indicate 
if changes were made. The images or other third 
party material in this article are included in the 
article’s Creative Commons licence, unless indi-
cated otherwise in a credit line to the material. If 
material is not included in the article’s Creative 
Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the 
permitted use, you will need to obtain permis-
sion directly from the copyright holder. To view 
a copy of this licence, visit http://creativecom-
mons.org/licenses/by-nc/4.0/.

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/


Adv Ther	

REFERENCES

	1.	 Heald AH, Martin JL, Payton T, Khalid L, Anderson 
SG, Narayanan RP, De Hert M, Yung A, Livingston 
M. Changes in metabolic parameters in patients 
with severe mental illness over a 10-year period: a 
retrospective cohort study. Aust N Z J Psychiatry. 
2017;51:75–82.

	2.	 Zhang JP, Gallego JA, Robinson DG, Malhotra 
AK, Kane JM, Correll CU. Efficacy and safety of 
individual second-generation vs. first-generation 
antipsychotics in first-episode psychosis: a system-
atic review and meta-analysis. Int J Neuropsychop-
harmacol. 2013;16:1205–18.

	3.	 Allison DB, Mentore JL, Heo M, Chandler LP, Cap-
pelleri JC, Infante MC, Weiden PJ. Antipsychotic-
induced weight gain: a comprehensive research 
synthesis. Am J Psychiatry. 1999;156:1686–96.

	4.	 Cooper SJ, Reynolds GP; With expert co-authors 
(in alphabetical order): Barnes T, England E, 
Haddad PM, Heald A, Holt R, Lingford-Hughes A, 
Osborn D, McGowan O, Patel MX, Paton C, Reid P, 
Shiers D, Smith J. BAP guidelines on the manage-
ment of weight gain, metabolic disturbances and 
cardiovascular risk associated with psychosis and 
antipsychotic drug treatment. J Psychopharmacol. 
2016;30:717–48.

	5.	 Correll CU, Robinson DG, Schooler NR, Bru-
nette MF, Mueser KT, Rosenheck RA, et al. Car-
diometabolic risk in patients with first-episode 
schizophrenia spectrum disorders: baseline 
results from the RAISE-ETP study. JAMA Psychiat. 
2014;71:1350–63.

	6.	 Harrison RNS, Gaughran F, Murray RM, Lee SH, 
Cano JP, Dempster D, Curtis CJ, Dima D, Patel H, 
de Jong S, Breen G. Development of multivaria-
ble models to predict change in Body Mass Index 
within a clinical trial population of psychotic indi-
viduals. Sci Rep. 2017;7:14738.

	7.	 Heald A, Daly C, Warner-Levy JJ, Williams R, 
Meehan C, Livingston M, Pillinger T, Hussain L, 
Firth J. Weight change following diagnosis with 
psychosis: a retrospective cohort study in Greater 
Manchester. UK Ann Gen Psychiatry. 2024;23:1.

	8.	 Brandl EJ, Kennedy JL, Müller DJ. Pharmaco-
genetics of antipsychotics. Can J Psychiatry. 
2014;59:76–8.

	9.	 Perkins AJ, Khandker R, Overley A, Solid CA, Che-
kani F, Roberts A, Dexter P, Boustani MA, Hul-
vershorn L. Association of antipsychotic-related 
weight gain with treatment adherence and switch-
ing using electronic medical records data. Prim 
Care Compan CNS Disord. 2023;9:25.

	10.	 Chwastiak LA, Rosenheck RA, McEvoy JP, Stroup 
TS, Swartz MS, Davis SM, Lieberman JA. The 
impact of obesity on health care costs among per-
sons with schizophrenia. Gen Hosp Psychiatry. 
2009;31:1–7.

	11.	 Sandsdal RM, Juhl CR, Jensen SBK, Lundgren JR, 
Janus C, Blond MB, Rosenkilde M, Bogh AF, Glie-
mann L, Jensen JB, Antoniades C, Stallknecht BM, 
Holst JJ, Madsbad S, Torekov SS. Combination of 
exercise and GLP-1 receptor agonist treatment 
reduces severity of metabolic syndrome, abdomi-
nal obesity, and inflammation: a randomized con-
trolled trial. Cardiovasc Diabetol. 2023;22:41.

	12.	 Wilding JPH, Batterham RL, Calanna S, Davies M, 
Van Gaal LF, Lingvay I, McGowan BM, Rosenstock 
J, Tran MTD, Wadden TA, Wharton S, Yokote K, 
Zeuthen N, Kushner RF, STEP 1 Study Group. Once-
weekly semaglutide in adults with overweight or 
obesity. N Engl J Med. 2021;384:989–1002.

	13.	 Jastreboff AM, Aronne LJ, Ahmad NN, Wharton 
S, Connery L, Alves B, Kiyosue A, Zhang S, Liu B, 
Bunck MC, Stefanski A, SURMOUNT-1 Investiga-
tors. Tirzepatide once weekly for the treatment of 
obesity. N Engl J Med. 2022;387:205–16.

	14.	 https://​icd.​who.​int/​brows​e10/​2019/​en. Accessed 
24 Jan 2025.

	15.	 https://​www.​legis​lation.​gov.​uk/​ukpga/​1983/​20/​
conte​nts. Accessed 31 Dec 2024.

	16.	 https://​www.​nice.​org.​uk/​guida​nce/​ta875. Accessed 
24 Jan 2025.

	17.	 https://​euroq​ol.​org/​infor​mation-​and-​suppo​rt/​
euroq​ol-​instr​uments/​eq-​5d-​5l. Accessed 1 Feb 
2025.

	18.	 Perkins AJ, Khandker R, Overley A, et al. Associa-
tion of antipsychotic- related weight gain with 
treatment adherence and switching using elec-
tronic medical records data. Prim Care Compan 
CNS Disord. 2023;25:2203310.

	19.	 McIntyre RS, Kwan ATH, Rosenblat JD, Teopiz 
KM, Mansur RB. Psychotropic drug-related 
weight gain and its treatment. Am J Psychiatry. 
2024;1(18):26–38.

	20.	 Kolotkin RL, Corey-Lisle PK, Crosby RD, Swanson 
JM, Tuomari AV, L’italien GJ, Mitchell JE. Impact 
of obesity on health-related quality of life in 
schizophrenia and bipolar disorder. Obesity (Silver 
Spring). 2008;16:749–54.

	21.	 Firth J, Siddiqi N, Koyanagi A, et al. The Lancet 
Psychiatry Commission: a blueprint for protect-
ing physical health in people with mental illness. 
Lancet Psychiatry. 2019;6:675–712.

https://icd.who.int/browse10/2019/en
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://www.nice.org.uk/guidance/ta875
https://euroqol.org/information-and-support/euroqol-instruments/eq-5d-5l
https://euroqol.org/information-and-support/euroqol-instruments/eq-5d-5l


	 Adv Ther

	22.	 Mazereel V, Detraux J, Vancampfort D, et  al. 
Impact of psychotropic medication effects on obe-
sity and the metabolic syndrome in people with 
serious mental illness. Front Endocrinol (Laus-
anne). 2020;11: 573479.

	23.	 Correll CU, Solmi M, Veronese N, et al. Preva-
lence, incidence and mortality from cardiovas-
cular disease in patients with pooled and specific 
severe mental illness: a large-scale meta-analysis 
of 3,211,768 patients and 113,383,368 controls. 
World Psychiatry. 2017;16:163–80.

	24.	 Uusitupa M, Khan TA, Viguiliouk E, Kahleova H, 
Rivellese AA, Hermansen K, Pfeiffer A, Thanopou-
lou A, Salas-Salvadó J, Schwab U, Sievenpiper JL. 
Prevention of type 2 diabetes by lifestyle changes: 
a systematic review and meta-analysis. Nutrients. 
2019;11:2611.

	25.	 Sinning C, Makarova N, Völzke H, Schnabel RB, 
Ojeda F, Dörr M, Felix SB, Koenig W, Peters A, 
Rathmann W, Schöttker B, Brenner H, Veronesi 
G, Cesana G, Brambilla P, Palosaari T, Kuulasmaa 
K, Njølstad I, Mathiesen EB, Wilsgaard T, Blank-
enberg S, Söderberg S, Ferrario MM, Thorand B. 
Association of glycated hemoglobin A1c levels with 
cardiovascular outcomes in the general popula-
tion: results from the BiomarCaRE (Biomarker for 
Cardiovascular Risk Assessment in Europe) consor-
tium. Cardiovasc Diabetol. 2021;20:223.

	26.	 Miley KM, Hooker SA, Crain AL, O’Connor 
PJ, Haapala JL, Bond DJ, Rossom RC. 30-year 

cardiovascular disease risk for young adults with 
serious mental illness. Gen Hosp Psychiatry. 
2023;85:139–47. https://​doi.​org/​10.​1016/j.​genho​
sppsy​ch.​2023.

	27.	 https://​www.​legis​lation.​gov.​uk/​ukpga/​1983/​20/​
conte​nts. Accessed 1 Feb 2025.

	28.	 Monney M, Jornayvaz FR, Gariani K. GLP-1 
receptor agonists effect on cognitive function in 
patients with and without type 2 diabetes. Diabe-
tes Metab. 2023;49:10147.

	29.	 Jerlhag E. Alcohol-mediated behaviours and the 
gut-brain axis; with focus on glucagon-like pep-
tide-1. Brain Res. 2020;1727:14656230.

	30.	 Chuong V, Farokhnia M, Khom S, Pince CL, Elvig 
SK, Vlkolinsky R, Marchette RC, Koob GF, Roberto 
M, Vendruscolo LF, Leggio L. The glucagon-like 
peptide-1 (GLP-1) analogue semaglutide reduces 
alcohol drinking and modulates central GABA 
neurotransmission. JCI Insight. 2023;8: e170671.

Publisher’s Note  Springer Nature remains neutral with 
regard to jurisdictional claims in published maps and 
institutional affiliations.

https://doi.org/10.1016/j.genhosppsych.2023
https://doi.org/10.1016/j.genhosppsych.2023
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://www.legislation.gov.uk/ukpga/1983/20/contents

	Obesity and Schizophrenia: Results of a Feasibility Study with Semaglutide to Assist Weight Loss
	Abstract
	Introduction: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Statistics

	Results
	Outcomes

	Discussion
	Limitations

	Conclusion
	Acknowledgements 
	References


