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Management Considerations 
for Complications of 
Weight-Loss Medications     
in Urgent Care
 Abstract  
Given the rising prevalence of obesity and the expanding 
use of weight-loss treatments, urgent care clinicians must be 
prepared to recognize and manage potential adverse effects. 
The most common complaints include nausea, vomiting, 
diarrhea, and abdominal discomfort, though each medication 
class carries specific risks and complications. Management 
strategies vary depending on the medication used and the 
severity of symptoms. In some cases, discontinuation or dose 
adjustment may be necessary, while severe complications such 
as dehydration or pancreatitis may require emergency evaluation. 
This review provides an overview of the most prescribed weight-
loss medications, highlights their potential side effects and 
complications, and offers evidence-based recommendations for 
patient management and disposition.

EBMEDICINE.NETThis issue is eligible for 4 CME credits. See page 2.

CLINICAL CHALLENGES:

•	What are the currently available 
weight-loss medications and their 
mechanisms of action?

•	What are the most common 
side effects from weight-loss 
medications?

•	What are the best treatment 
options for the common side 
effects related to weight-loss 
medications?
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Points
•	 The most common prescription weight-loss 

medications include glucagon-like peptide-1 
(GLP-1) receptor agonists, dual GLP-1/glucose-
dependent insulinotropic polypeptide (GIP) 
receptor agonists, sympathomimetic amines 
such as phentermine, combination therapies of 
sympathomimetic amines, and lipase inhibitors.

•	 The most common side effects of weight-loss 
medications, particularly GLP-1 receptor agonists, 
are gastrointestinal symptoms, including nausea, 
vomiting, diarrhea, and constipation.7 (See Table 
2.) 

•	 Consider medication adverse effects in patients 
presenting with unexplained gastrointestinal 
symptoms, especially if they are using a weight-
loss medication.

•	 Clinicians should review the medication name, 
dose, route of administration, start date, and 
recent dose changes to determine if symptoms 
correlate with therapy. 

•	 Red-flag symptoms include persistent vomiting, 
severe abdominal pain, or inability to tolerate oral 
intake. These presentations warrant evaluation at 
a higher level. 

•	 Diagnostic testing may not be necessary for 
patients with mild symptoms who are able 
to tolerate oral intake and who improve with 
supportive care.7

•	 For patients with moderate or severe symptoms, 
laboratory testing, including a comprehensive 
metabolic panel and lipase to assess for electro-
lyte abnormalities, renal dysfunction, and pancre-
atitis, may be considered. A urinalysis may help 
assess hydration status and ketonuria, and a urine 
pregnancy test in patients who have a uterus can 
rule out early pregnancy symptoms.

•	 Rare but serious complications such as 
pancreatitis, gallbladder disease, hyperkalemia, 
and diabetic ketoacidosis can occur in patients 
taking weight-loss medications.9-12,14 

•	 Phentermine-containing medications can cause 
hypertension and tachycardia, and should be 

Pearls
•	 Dose escalation is a common trigger for side 

effects, as symptoms are most likely to occur 
during the first month of therapy or after a 
dose increase. Dose reduction to a previously 
tolerated level may improve symptoms.

•	 You may need to ask about weight-loss 
medications specifically, as patients may not 
volunteer information about taking a weight-
loss medication, particularly if it was obtained 
online, via a compounding pharmacy, or 
outside the healthcare system. 

•	 Short-term antiemetic therapy (eg, 
ondansetron) can be used for persistent 
nausea or vomiting.

•	 If a patient is able to tolerate liquids, an oral 
hydration solution may be administered in the 
clinic. Intravenous fluids may be necessary 
when a patient cannot tolerate oral intake.

•	 Injection-site reactions and dermatologic 
complications can occur with GLP-1 receptor 
agonists, ranging from mild pruritus to severe 
allergic reactions.

•	 Some patients may have been prescribed 
a weight-loss medication online without 
appropriate counseling on the expected side 
effects. Consider creating patient education 
handouts that your clinic can distribute that 
explains typical and atypical adverse effects of 
weight-loss medication use. 

Management Considerations for 
Complications of Weight-Loss 
Medications in Urgent Care
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Points & Pearls

considered when evaluating patients with palpita-
tions, headache, or elevated blood pressure. 

•	 Naltrexone-bupropion lowers the seizure 
threshold, making it potentially unsafe for patients 
with seizure disorders, eating disorders, or abrupt 
alcohol or benzodiazepine withdrawal.6

•	 Orlistat commonly causes gastrointestinal effects 
such as steatorrhea and fecal urgency, particularly 
when dietary fat intake is high.6

http://www.ebmedicine.net
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Clinical Pathway for Urgent Care Management of 
Complications in Patients Taking Weight-Loss Medications 

Click or scan for interactive pathway

Patient presents to urgent care 
with history of taking a 
weight-loss medication

Does the patient have mild symptoms, 
able to tolerate oral intake, and have 

no signs of volume depletion?

Depending on availability of laboratory testing, obtain comprehensive metabolic panel, lipase, 
urinalysis, and urine pregnancy test (if indicated). Are there significant abnormalities? 

If laboratory testing is unavailable, does the patient have signs of severe dehydration or 
electrolyte abnormalities (eg, muscle cramping, palpitations, ECG changes)?

•	 Provide supportive care (eg, 
antiemetic, analgesic, oral hydration) 
based on symptoms 

•	 Obtain urine pregnancy test on all 
females of childbearing potentiala; 
other laboratory testing and imaging 
not required

•	 Discharge with outpatient follow-
up and instructions to continue 
medication

•	 Provide education on possible side 
effects and symptom control aidsb 

(Class II)

For patients with moderate-severe 
symptoms, was their dosage 

recently increased?

•	 Instruct patient to decrease their 
dosage back to the prior dosage

•	 Recommend follow-up with primary 
care physician

•	 Provide supportive care and 
education on symptom control aidsb

(Class I)

Is the patient able to tolerate oral intake 
after receiving supportive care?

Immediately refer to the emergency 
department for further evaluation

(Class II)

Can consider discharge with a short 
course of an antiemetic for severe/

persistent nausea/vomiting responsive 
to oral medication

(Class II)

YES

YES

YES

NO

NO

NO

NO

aFemales who are pregnant should stop 
taking any weight-loss medications.

bSymptom control aids:
•	 Short-term antiemetic (eg, 

ondansetron) for nausea
•	 Nonopioid analgesic for headache
•	 H-2 blockers/proton pump inhibitors for 

gastroesophageal symptoms
•	 Oral hydration to prevent dehydration
•	 Fiber supplementation for diarrhea
•	 Stool softener for constipation
•	 High-protein diet and small, frequent 

meals for easier metabolism

YES

Provide supportive care 
(eg, antiemetic, analgesic, oral hydration) based on symptoms

(Class I)

These clinical pathways are intended to supplement, rather than substitute for, professional judgment and may be changed depending upon a patient’s individual 
needs. Failure to comply with this pathway does not represent a breach of the standard of care. 

Copyright © 2026 EB Medicine. www.ebmedicine.net. No part of this publication may be reproduced in any format without written consent of EB Medicine.

Class I
• Always acceptable, safe
• Definitely useful
• Proven in both efficacy and effectiveness

Level of Evidence:
• One or more large prospective studies 

are present (with rare exceptions)
• High-quality meta-analyses
• Study results consistently positive and 

compelling

Class II
• Safe, acceptable
• Probably useful

Level of Evidence:
• Generally higher levels of evidence
• Nonrandomized or retrospective studies: 

historic, cohort, or case control studies
• Less robust randomized controlled trials
• Results consistently positive

Class III
• May be acceptable
• Possibly useful
• Considered optional or alternative treat-

ments

Level of Evidence:
• Generally lower or intermediate levels of 

evidence
• Case series, animal studies, 	

consensus panels
• Occasionally positive results 

Indeterminate
• Continuing area of research
• No recommendations until further 

research

Level of Evidence:
• Evidence not available
• Higher studies in progress
• Results inconsistent, contradictory
• Results not compelling

Class of Evidence Definitions
Each action in the clinical pathways section of Evidence-Based Urgent Care receives a score based on the following definitions. 

http://www.ebmedicine.net
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severe issues, including dehydration, pancreatitis, 
or metabolic/electrolyte imbalances.2 Given the 
increasing popularity of these medications, UC 
clinicians must be equipped to recognize and 
manage potential complications. This issue of 
Evidence-Based Urgent Care reviews common UC 
presentations related to weight-loss medications, 
with recommendations on appropriate evaluation and 
management.

 Etiology and Pathophysiology 
Obesity rates have been rising at an alarming rate, 
posing a significant public health challenge. In 2022, 
there were an estimated 107 million adults living with 
obesity in the United States, representing a stagger-
ing 42.5% of the adult population. This is an increase 
from 34.7 million adults in 1990 (19.3% of the adult 
population). By 2035, the percentage of adults with 
obesity is projected to increase to 126 million, or 
46.9%.3 This growing prevalence is linked to an 
increased burden of obesity-related comorbidities, 
including type 2 diabetes mellitus, hypertension, and 

 Introduction 
Obesity, defined as a body mass index (BMI) of 
>30 kg/m², is a significant public health concern, 
affecting a large proportion of the population in the 
United States and worldwide. It is associated with an 
increased risk for developing chronic diseases such 
as type 2 diabetes mellitus, obesity-related cancers, 
chronic back issues, exacerbation of chronic lower 
extremity arthritis, hypertension, and hyperlipidemia. 
Multiple pharmacologic therapies have recently 
emerged as options for weight management.1 
Commonly used weight-loss medications include 
glucagon-like peptide-1 (GLP-1) receptor agonists, 
dual glucose-dependent insulinotropic polypeptide 
(GIP)/GLP-1 receptor agonists, lipase inhibitors, 
sympathomimetic-antiepileptic combinations, and 
opioid antagonist-antidepressant combinations. 
	 While these medications offer a nonsurgical 
approach to weight management, they are also 
associated with various potential adverse effects that 
may prompt urgent care (UC) visits. Complications 
and side effects of weight-loss medications range 
from mild gastrointestinal symptoms to more 

A 45-year-old man presents to urgent care with fatigue, muscle cramps, and light-headedness for the 
past 2 days... 

•	 The patient has a history of hypertension and obesity. 
•	 His vital signs include: temperature 98.2˚F; heart rate, 92 beats/minute; blood pressure, 108/66 mm Hg; 

respiratory rate, 16 breaths/minute; oxygen saturation, 99% on room air. 
•	 He denies chest pain, palpitations, shortness of breath, nausea and vomiting, or diarrhea. 
•	 He notes that he is on lisinopril and started semaglutide 3 months ago for weight loss.
•	 Based on his medication list, you consider what diagnoses are more likely… 

A 38-year-old man presents to urgent care for nausea and vomiting and epigastric discomfort… 

•	 He has a history of type 2 diabetes mellitus and is currently on semaglutide. 
•	 His vital signs are: temperature, 98.9˚F; heart rate, 105 beats/minute; blood pressure, 118/72 mm Hg; 

respiratory rate, 16 breaths/minute; oxygen saturation, 96% on room air. 
•	 On examination, he has tenderness to palpation of the epigastric area, without rebound tenderness or 

guarding.
•	 While attempting to get his symptoms under control with fluids and antiemetics, you consider what 

workup should be obtained…

A 29-year-old woman presents to urgent care with headache, flushing, and palpitations...

•	 She has a history of obesity and anxiety but no history of hypertension. She denies chest pain, 
shortness of breath, blurry vision, or neurologic deficits.

•	 She reports starting phentermine 2 weeks ago for weight loss.
•	 Vital signs reveal: temperature, 97.9˚F; heart rate, 112 beats/minute; blood pressure, 172/98 mm Hg; 

respiratory rate, 18 breaths/minute; oxygen saturation, 98% on room air.
•	 On examination, her heart and lungs are normal, and she has no focal neurologic deficits.
•	 While attempting to get her symptoms under control with fluids and analgesics, you consider what the 

cause of her newly elevated blood pressure is...
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of weight-loss medications are currently in use, each 
targeting different physiological pathways involved in 
appetite regulation, metabolism, and fat absorption. 
The most widely prescribed first-line agents and their 
medication classes are listed in Table 1. 
	 GLP-1 receptor agonists work by mimicking the 
incretin hormone, glucagon-like peptide-1, which 

cardiovascular disease.4 
	 In response to the obesity epidemic, pharma-
cologic interventions have become an increasingly 
utilized alternative to bariatric surgery.5 Among 11.2 
million adults with obesity, antiobesity medications 
were prescribed to 2.9% of patients in 2019 com-
pared with 1.1% in 2010.5 Several different classes 

Figure 1. Glucagon-Like Peptide-1 Receptor Agonist Mechanisms of Action  

Copyright © 2021 Xin Zhao, Minghe Wang, Zhitong Wen, et al. GLP-1 receptor agonists: beyond their pancreatic effects. Frontiers in Endocrinology 
(Lausanne). Volume 12, Article 721135. Reprinted with no changes by Creative Commons CC BY 4.0 International Deed. 

Table 1. Common Prescription Weight-Loss Medications and Their Physiological 
Pathways1,6

Medication Class Generic Names Physiological Pathway

GLP-1 receptor agonists •	 Semaglutide
•	 Liraglutide 

•	 Mimics GLP-1
•	 Suppresses glucagon release 
•	 Slows gastric emptying 
•	 Increases glucose-dependent insulin secretion

Dual GIP agonist/GLP-1 receptor 
agonist

•	 Tirzepatide •	 Suppresses glucagon release
•	 Slows gastric emptying
•	 Addition of GIP agonist is believed to increase insulin secretion and lead to 

even further reduced appetite and improve fat metabolism

Lipase inhibitors •	 Orlistat •	 Blocks enzymes (lipases) in the gut from breaking down dietary fats, 
preventing absorption and promoting satiety

Sympathomimetic amines •	 Phentermine •	 Mimics the effects of the sympathetic nervous system
•	 Boosts natural neurotransmitters such as adrenaline (stimulant)
•	 For short-term weight loss

Combination therapies •	 Phentermine-topiramate
•	 Naltrexone-bupropion

•	 Acts as an appetite suppressant
•	 Increases the release of norepinephrine in the brain

www.ebmedicine.net 

Abbreviations: GIP, glucose-dependent insulinotropic polypeptide; GLP-1, glucagon-like peptide-1.

http://www.ebmedicine.net
https://creativecommons.org/licenses/by/4.0/deed.en
http://www.ebmedicine.net


APRIL 2026 • www.ebmedicine.net	 7 © 2026 EB MEDICINE. ALL RIGHTS RESERVED.

nobutyric acid (GABA) activity.1 Naltrexone-bupropion 
exerts its effects via the hypothalamic melanocortin 
system and mesolimbic reward pathways, decreasing 
food intake while reducing cravings.2 

	 As the prevalence of obesity and the use of 
pharmacologic treatments continue to increase, UC 
clinicians will encounter more patients experiencing 
complications from these medications. A thorough 
understanding of their mechanisms and potential 
adverse effects is critical for effective patient 
management in the UC setting. Approved weight-loss 
medications are summarized in Table 2.

 Differential Diagnosis 
When evaluating patients in the UC setting who 
present with symptoms potentially related to weight-
loss medications, it is critical to consider both the 
most common and the most serious adverse effects 

enhances glucose-dependent insulin secretion 
while suppressing glucagon release, slowing gastric 
emptying, and increasing satiety through central 
appetite regulation.7 See Figure 1 on page 6 for the 
mechanism of action of GLP-1 receptor agonists. This 
class of medications has demonstrated significant 
efficacy in weight-loss, with trials showing reductions 
of up to 15% of baseline body weight.8 Tirzepatide 
is a novel dual GIP and GLP-1 receptor agonist. 
Tirzepatide enhances insulin secretion, suppresses 
glucagon release, and delays gastric emptying. 
	 Orlistat, a lipase inhibitor, prevents dietary fat 
absorption by inhibiting pancreatic lipases, leading 
to calorie deficit-induced weight-loss.6 Phentermine, 
a centrally acting stimulant, promotes weight-loss by 
increasing norepinephrine release, leading to appe-
tite suppression.6 Phentermine is often combined with 
topiramate, an antiepileptic medication that has been 
found to further enhance weight reduction through 
mechanisms that include modulation of gamma-ami-

Table 2. United States Food and Drug Administration-Approved Medications for   
Weight Loss 
Generic 

Name
Mechanism of 

Action
Approved for Year Approved 

for Obesity 
Treatment

Route and 
Frequency of 
Administration

Contraindications 
of Use

Most Common Side 
Effects

Orlistat Prevents dietary fat 
absorption 

Adults and 
children 
aged ≥12 
years

1999 for adults; 
2003 for children 
aged ≥12 years

Oral, 3 times 
daily with meals 
containing fat

Malabsorption 
syndromes or 
cholestasis

•	 Increased flatus
•	 Oily/loose stools

Phentermine-
topiramate

Leads to appetite 
suppression

Adults and 
children 
aged ≥12 
years

2012 for adults; 
2022 for children 
aged ≥12 years

Oral, once daily Glaucoma, 
hyperthyroidism, or 
taking MAOI

•	 Dry mouth
•	 Constipation
•	 Paresthesia
•	 Taste alterations
•	 Insomnia
•	 Elevation in heart 

rate

Naltrexone-
bupropion

Reduces food 
cravings

Adults 2014 Oral, twice daily 
(after dose 
escalation)

Uncontrolled 
hypertension, 
seizures, eating 
disorders, taking 
MAOI, or alcohol/
opioid use

•	 Nausea
•	 Constipation
•	 Headache
•	 Dizziness
•	 Dry mouth 

Liraglutide Slows gastric 
emptying to lead to 
decreased appetite 

Adults and 
children 
aged ≥12 
years

2014 for adults; 
2020 for children 
aged ≥12 years

Subcutaneous 
injection, once 
daily

Personal or family 
history of thyroid 
cancer (MTC or 
MEN2)

•	 Nausea
•	 Diarrhea
•	 Vomiting

Semaglutide Slows gastric 
emptying, which 
leads to decreased 
appetite

Adults and 
children 
aged ≥12 
years

2021 for adults; 
2022 for children 
aged ≥12 years

Subcutaneous 
injection, once 
weekly; oral, once 
daily

Personal or family 
history of thyroid 
cancer (MTC or 
MEN2)

•	 Nausea
•	 Vomiting
•	 Diarrhea
•	 Constipation
•	 Headache

Tirzepatide Slows gastric 
emptying, which 
leads to decreased 
appetite 

Adults 2023 Subcutaneous 
injection, once 
weekly

Personal or family 
history of thyroid 
cancer (MTC or 
MEN2)

•	 Nausea
•	 Vomiting
•	 Diarrhea 

www.ebmedicine.net 

Abbreviations: MAOI, monoamine oxidase inhibitor; MEN2, multiple endocrine neoplasia type 2; MTC, medullary thyroid cancer.
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rate and blood pressure.6 Topiramate also presents a 
well-documented risk for teratogenicity, necessitat-
ing effective contraception in women of childbearing 
potential.1 Naltrexone-bupropion, a combination 
therapy affecting central appetite regulation, com-
monly leads to nausea, vomiting, headache, and in-
somnia.2 More serious concerns include hypertension 
and seizures, as bupropion lowers the seizure thresh-
old, particularly for patients with a history of seizures 
or eating disorders.6 

	

 Urgent Care Evaluation 
History
When assessing patients presenting with potential 
side effects from a weight-loss medication, critical 
questions to ask include: 
•	 The prescribed medication and associated 

dosage;
•	 Date the medication was initiated;
•	 Date of the patient's last dose of the medication; 

and 
•	 Any changes to the dosage. 

	 The patient’s medication history should be 
reviewed and include over-the-counter medications 
and supplements. Some patients may be reluctant to 
disclose medications they have purchased outside of 
the mainstream health system, such as online brokers, 
compounding pharmacies, or even internationally. A 
full review of symptoms and their onset and duration 
is an additional, critical portion of the history, 
given various weight-loss medications have varying 
side-effect profiles. For all side effects related to 
weight-loss medications, particularly GLP-1 receptor 
agonists, symptoms are most prominent during the 
first month of therapy and/or with dosage increases 
but tend to dissipate over time.7 

	 Obtaining a thorough, accurate history is impor-
tant, as severe complications can arise if conditions 
associated with GLP-1 receptor agonist use develop 
(eg, pancreatitis, gallbladder/biliary disease, bowel 
obstructions) and are not diagnosed and treated 
appropriately.7 Be sure to ask the patient ques-
tions about their pain, including character, location, 
frequency, relation to food intake, and associated 
symptoms. Patients with a history of gastroesopha-
geal reflux disease (GERD) may experience transiently 
worsening symptoms, and patients without a history 
of GERD may develop symptoms associated with 
GLP-1 receptor agonist use.15 Questions regard-
ing heartburn, regurgitation, burning sensation in 
the throat, sour taste in the mouth, and timing of 
symptoms in relation to food intake and position, are 
important.
	 In the setting of persistent vomiting or diarrhea, 
assessing the amount of volume loss along with the 
amount of oral intake can factor into the level of 

associated with these treatments. 
	 The most frequently reported adverse effects of 
GLP-1 receptor agonists (eg, semaglutide, liraglu-
tide, and tirzepatide) are gastrointestinal in nature, 
including nausea, vomiting, diarrhea, and constipa-
tion.7 While these symptoms are generally mild and 
self-limited, more severe complications have been 
reported. Pancreatitis is a known but rare adverse 
effect associated with GLP-1 receptor agonists, with 
multiple case reports describing patients developing 
acute pancreatitis following initiation of the medica-
tion.9,10 Additionally, there is emerging evidence 
suggesting a potential link between hyperkalemia 
and GLP-1 receptor agonist use. A population-based 
cohort study found an incidence rate of 22.1 events 
per 1000 person-years, with an absolute cumulative 
3-year risk for hyperkalemia at 5.7% among users.11 
Appendicitis has also been reported in association 
with semaglutide use, with the United States Food 
and Drug Administration (FDA) Adverse Event Re-
porting System identifying 10 serious cases (0.56%) 
and 2 nonserious cases (0.05%) between 2018 and 
2022.12 Though causality has not been definitively es-
tablished, it has been hypothesized that GLP-1 recep-
tor agonist-induced gastrointestinal effects, includ-
ing delayed gastric emptying and increased risk for 
fecalith formation, may contribute to appendicitis.12 
While both tirzepatide and semaglutide are used 
for weight loss and have a similar side effect profile 
overall, tirzepatide also activates GIP receptors, which 
may contribute to additional metabolic effects.13 In 
addition to gastrointestinal side effects, GLP-1 recep-
tor agonists have been associated with increased risk 
for cholelithiasis and cholecystitis.14 
	 Semaglutide has the greatest side effect profile.7 
Semaglutide symptomology is most commonly 
nausea, diarrhea, vomiting, and constipation, when 
compared with liraglutide and dulaglutide. Liraglutide 
more commonly causes upper abdominal pain and 
carries a higher risk for pancreatitis.7 While GLP-1 
receptor agonists are associated with a variety of side 
effects (see Table 2, page 7), they do not typically 
cause severe abdominal pain.6 New-onset severe 
abdominal pain warrants further evaluation, as does 
an abrupt increase in vomiting.15

	 Other weight-loss medications, besides GLP-1 
receptor agonists, carry distinct risks. Orlistat, a lipase 
inhibitor that prevents fat absorption, is primarily as-
sociated with gastrointestinal side effects, including 
steatorrhea, fecal urgency, and increased flatulence 
due to undigested fat passing through the gastroin-
testinal tract.6 While less common, there have been 
reports of hepatic injury linked to orlistat use, prompt-
ing the FDA to issue warnings regarding rare cases of 
severe liver injury.1 Phentermine-topiramate, a sympa-
thomimetic and antiepileptic combination, is associ-
ated with neurological symptoms such as paresthesia, 
dizziness, and dysgeusia, as well as increased heart 
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	 If symptoms are severe, the patient may require 
imaging, more aggressive symptom management, 
and possible hospital admission.7 The need for 
diagnostic imaging with ultrasound to assess for 
gallbladder/biliary disease or computed tomography 
scans to assess for pancreatitis or bowel obstructions 
may warrant ED evaluation, unless imaging 
capabilities are readily available.

 Treatment  
Treatment options for the side effects of weight-
loss medications should focus on symptom control 
and dietary modifications. For patients who recently 
had their GLP-1 receptor agonist dosage increased 
and side effects are significant, they can decrease 
the dose to their prior dosage and follow up with 
their prescribing physician.15 For severe side effects, 
cessation of the medication is advised until proper 
follow-up is possible.15

Medications 
Medications may include antiemetics, analgesics, and 
H-2 blockers or proton pump inhibitors. Antiemetics 
should be used only in the short-term, if the patient 
presents with persistent or severe gastrointestinal 
side effects.15 The most common antiemetic used is 
ondansetron. Metoclopramide, while not absolutely 
contraindicated, should not be a first-line option, 
given its mechanism of action. It can accelerate 
gastric emptying, which can be counterproductive to 
the mechanism of weight-loss medications. Options 
for analgesia vary among clinicians, but opioids 
should be avoided, given the risk for dependence 
and worsening nausea and constipation. For patients 
with transient worsening of their GERD or with new 
onset of GERD, an H-2 blocker or proton pump 
inhibitor may be used short-term.15 

Dietary Modifications  
Dietary modifications can play a role in preventing 
worsening dehydration and help improve 
symptomology. Counseling patients on increasing 
fiber intake and adding stool softeners can assist 
with constipation.15 Fiber intake can be increased 
with fiber-rich foods or fiber supplementation. High-
protein diets, specifically low-fat proteins, are an 
additional dietary modification for patients taking 
GLP-1 receptor agonists because protein delays 
gastric emptying and low-fat proteins are broken 
down more easily, preventing symptoms associated 
with GLP-1 receptor agonists.16 High-protein diets 
also help prevent loss of lean muscle mass and can 
help maintain long-term weight loss for patients 
taking GLP-1 receptor agonists.17 

	 Oral hydration may play a key role in prevention 
of acute kidney injury and other electrolyte 
derangements, as these most commonly arise due 

dehydration suspected. Severe dehydration through 
volume loss or decreased oral intake can induce a 
prerenal acute kidney injury, especially for patients 
with hypertension or those prescribed nephrotoxic 
drugs. Ask about dizziness on standing, amount of 
urine output (including last void), dry mouth, and any 
previous renal history.
	 Injectable weight-loss medications, specifically 
the GLP-1 receptor agonists, have been associated 
with a spectrum of dermatologic complications 
ranging from mild injection-site symptoms (eg, 
pruritus, warmth at the injection site) to rare immune-
mediated reactions such as urticaria and edema after 
injection.7 T-cell mediated dermatologic reactions 
have occurred as well, resulting in formation of 
pustular, vesicular, or psoriasiform eruptions.7 
Clinicians should specifically ask about timing of 
symptom onset relative to injections, injection-site 
location and technique, and any prior history of drug 
reactions or autoimmune skin disease. 

Physical Examination 
The physical examination, while focused, should 
include vital signs (ie, temperature, heart rate, blood 
pressure, respiratory rate, oxygen saturation); volume 
status via assessment of mucous membranes; skin 
turgor; and capillary refill; and a thorough abdomi-
nal examination. The abdominal examination should 
include inspection, auscultation, and palpation to 
assess for tenderness, rebound, guarding, or rigid-
ity. Observe whether the patient is able to stand up 
straight and ambulate, or if they require assistance 
due to discomfort. Given the risk for dermatologic 
complications, any skin complaints should be carefully 
examined and documented.

 Diagnostic Studies  
In the UC setting, patients may not require diagnostic 
laboratory testing or imaging if symptom severity is 
mild, the patient feels improved with oral medication, 
is tolerating oral intake, and there are no signs of 
volume depletion or acute abdominal findings. For 
those with more severe symptoms or signs of volume 
depletion, testing is warranted. Testing should 
include a complete metabolic panel to evaluate liver 
and kidney function and electrolyte abnormalities. 
Lipase should be included if pancreatitis is suspected. 
A urinalysis may help assess hydration status and 
identify ketonuria, which may signal inadequate 
caloric intake or early metabolic disturbances. 
Additionally, a urine pregnancy test is important 
because early pregnancy symptoms such as nausea, 
vomiting, and fatigue can resemble or obscure 
medication-related effects. These results will help 
determine the patient’s stability and assess whether 
the severity of their condition warrants further 
evaluation in the emergency department (ED). 
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nists.21 The UC clinician should be mindful of diabetic 
patients on GLP-1 receptor agonist medications 
presenting with eye complaints potentially needing 
urgent ophthalmologic evaluation.

Patients Undergoing Anesthesia 
Safety concerns exist regarding the use of GLP-1 re-
ceptor agonists in the perioperative period due to the 
delayed gastric emptying and potential for residual 
gastric contents beyond traditional fasting intervals 
before surgery. Additionally, while GLP-1 receptor 
agonist medications alone seldom cause hypoglyce-
mia, the risk arises when they are used in the setting 
of extended fasting. Current multisociety guidelines 
from the American Society of Anesthesiologists, 
American Society for Metabolic and Bariatric Surgery, 
and the American Gastroenterological Association 
recommend holding GLP-1 receptor agonists in the 
perioperative period based on shared decision-mak-
ing that accounts for individual patient risk.22 This risk 
assessment should include whether the patient is in 
the escalation phase of GLP-1 receptor agonist use, 
how high their dose is, the presence of symptoms 
suggestive of delayed gastric emptying, and concur-
rent conditions leading to delayed gastric empty-
ing.22 For UC clinicians performing preoperative 
clearances, they should instruct the patient to discuss 
how long their GLP-1 receptor agonist should be held 
with the anesthesiologist and/or surgeons involved in 
the operative period, as this is a risk-benefit discus-
sion based on the patient’s individual risk factors. 
Potential approaches include holding the medication 
for 1 week prior to surgery or to follow a liquid diet 
24 hours prior to surgery to mitigate aspiration risks.22 

 Controversies and Cutting Edge  
The rapid rise in popularity and clinical use of GLP-1 
receptor agonists and other medications for weight 
loss have introduced a range of complex and evolv-
ing controversies that clinicians and patients must 
navigate. These challenges span from medication 
sourcing and safety concerns, issues of access, off-
label use, and long-term outcomes. 

Shortages 
The surge in demand for GLP-1 receptor agonist 
medications has led to widespread shortages of 
FDA-approved versions of the medications. While 
compounded versions have been allowed on the 
market, given the shortage of these drugs, patients 
should be aware that compounded versions do not 
undergo FDA review for safety or effectiveness prior 
to being marketed. There have been some reports 
related to adverse events secondary to dosing 
errors from incorrect patient self-administration and 
healthcare professionals miscalculating doses of these 
compounded products.23

to volume depletion.7 For patients showing signs 
of severe dehydration, acute kidney injury, or who 
are unable to tolerate oral intake, intravenous 
fluids should be administered. If your facility is not 
capable of intravenous fluid rehydration, the patient 
may require treatment in the ED. Other dietary 
modifications such as decreasing the volume of food 
intake and mindfulness of satiety can help improve 
nausea/vomiting and constipation associated with 
weight-loss medications.15,16,19 

 Special Populations  
Pediatric Patients  
Obesity is one of the most common pediatric chronic 
illnesses, affecting 14.4 million children and adoles-
cents.4 Childhood obesity is correlated with obesity in 
adulthood, cardiovascular disease, prediabetes, and 
poor psychological and emotional health. Orlistat, 
phentermine-topiramate, semaglutide, and liraglutide 
have been FDA approved as weight-loss medications 
for children aged ≥12 years.8 Pharmacologic treat-
ment should be in combination with lifestyle changes 
and counseling. It is important to note that if a child's 
nutrition is not closely supervised, reduced appetite 
can lead to inadequate caloric intake, growth decel-
eration, and delayed puberty.18

Older Patients 
Older patients aged ≥65 years require special consid-
eration when taking weight-loss medications, due to 
higher risk for dehydration, acute kidney injury, and 
worsening gastroparesis, especially when combined 
with polypharmacy and reduced physiologic reserve. 
In addition, older patients are more vulnerable to lean 
muscle loss, frailty, and falls.19 For these patients, 
UC clinicians should maintain a lower threshold for 
ordering laboratory testing, administering hydration, 
adjusting medication dosages, and referring patients 
to the ED.

Patients With Diabetes 
Patients with diabetes taking weight-loss medica-
tions need close monitoring because rapid glucose 
improvement can cause hypoglycemia, especially 
when combined with insulin or sulfonylureas. In UC, 
checking glucose, assessing hydration, reviewing 
a patient's full diabetes medication regimen, and 
watching for ketosis, including diabetic ketoacidosis 
(DKA), are essential. An additional area of concern 
to be aware of in diabetic patients are complications 
related to diabetic retinopathy. Citing low-quality 
evidence, prescribing information for GLP-1 receptor 
agonists suggests a higher incidence of worsening 
diabetic retinopathy and vitreous hemorrhages for 
patients who already have diabetic retinopathy.20 A 
case report recommends that diabetic retinopathy 
should not preclude the use of GLP-1 receptor ago-
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Long-Term Use 
Given that the use of GLP-1 receptor agonist 
medications for weight loss is recent, there are 
a relative lack of data regarding long-term use 
effects. Multiple studies report that stopping GLP‑1 
receptor agonists leads to weight regain, often 
proportional to how much was lost on the drug. In 
a 2025 meta‑analysis of 8 randomized controlled 
trials, the average weight regained after stopping 
was 2.2 kg for liraglutide and 9.7 kg for semaglutide/
tirzepatide.24 Another analysis of 44 studies estimated 
people regain about 76% of the weight they lost, 
plateauing below their original weight, suggesting 
some long-term benefit.25

Microdosing 
Microdosing of GLP-1 receptor agonists is a growing 
but off-label practice involving patients taking 
smaller-than-standard doses. Patients commonly 
microdose to minimize gastrointestinal side effects, 
reduce cost by stretching expensive medications, 
manage supply shortages, or maintain weight 

Off-Label Use 
The cultural spotlight on GLP-1 receptor agonists has 
driven widespread off-label use, and a black market 
has emerged where products may be misbranded, 
contain inaccurate dosages, or be adulterated with 
undeclared substances.19 These medications are 
also available over-the-counter from other countries, 
including compounded forms. Patients may not 
disclose their use of nonprescribed medications, 
complicating clinical care. Further, patients may not 
have been counseled on side effects, proper diet, 
or offered preventative nausea medications, making 
them more likely to present to UC without knowledge 
of GLP-1 receptor agonist complications. Data on 
the prevalence of GLP-1 receptor agonist misuse are 
currently lacking.

Cost 
The high cost of these medications raises concerns 
for equitable access. Insurance companies typically 
require preauthorization, and out-of-pocket costs 
remain high. 

 

1. 	 Recognize the risk for hyperkalemia in patients using GLP-1 receptor agonists concurrently with 
ACE inhibitors. Hyperkalemia has been observed in patients using GLP-1 receptor agonists.11 The risk 
for hyperkalemia is increased for patients with coexisting renal impairment or concurrent medications 
that raise potassium levels (such as ACE inhibitors). Draw labs and monitor potassium levels for patients 
presenting with weakness or cardiac symptoms.   

2. 	 Screen for undisclosed or nonprescribed weight-loss medication use, including compounded 
or black-market GLP-1 receptor agonist agents. Patients may not disclose the use of weight-loss 
medications, particularly non–FDA-approved GLP-1 receptor agonists. These products may have 
uncertain dosing or formulation that could lead to adverse events such as gastrointestinal symptoms, 
dehydration, electrolyte abnormalities, and delayed gastric emptying. UC clinicians should specifically 
ask about injectable or oral weight-loss medication use when evaluating patients with unexplained 
nausea, vomiting, abdominal pain, or metabolic derangements.

3. 	 Consider cardiovascular complications and risks in patients taking phentermine-topiramate. 
Phentermine-topiramate is associated with increased heart rate and blood pressure, which may pose 
a risk to patients with comorbidities such as hypertension, arrhythmias, or coronary artery disease.6 
UC clinicians should assess vital signs and cardiovascular history before recommending continued use 
in symptomatic patients. UC clinicians should also take into consideration the use of phentermine-
containing weight-loss medications as a potential exacerbating factor of cardiovascular symptoms.

4. 	 Recognize the risk for seizure with naltrexone-bupropion use in at-risk populations. Bupropion 
lowers the seizure threshold, making the naltrexone-bupropion combination potentially dangerous for 
patients with a history of seizures, eating disorders, or abrupt alcohol/benzodiazepine withdrawal.2  

5. 	 Assess for dehydration in patients taking weight-loss medications. Although nausea, vomiting, and 
diarrhea are common complaints in patients using weight-loss medications, patients presenting with 
tachycardia or dry mucous membranes may be dehydrated. A trial of oral fluid rehydration is indicated, 
and care may need to be escalated to the ED for patients with persistent tachycardia or vomiting. 

5 Things That Will Change Your Practice
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laboratory findings of euglycemic DKA can mimic 
dehydration, a high index of suspicion is crucial to 
avoid missing this life-threatening condition. 

 Disposition  
Evaluation in the ED is required for patients with 
evidence of severe dehydration, severe electrolyte 
disturbances, persistent nausea/vomiting, a 
concerning abdominal examination, or pancreatitis 
with uncontrolled symptoms. Hemodynamically stable 
patients with improved symptoms after supportive 
care and a reassuring abdominal examination can 
be discharged. Patients should follow up with their 
primary care provider and be provided with education 
about adverse effects of weight-loss medications and 
return precautions for worsening symptoms.

 Summary  
As the utilization of weight-loss medications 
continues to increase, UC clinicians will encounter a 
growing number of patients presenting with adverse 
effects related to these therapies. While GLP-1 

after reaching a goal. However, it is important to 
note that these microdoses are not FDA approved 
and lack clinical trial evidence supporting safety 
or effectiveness. Because weight loss from GLP-1 
receptor agonist medications is generally dose-
dependent, microdosing may lead to limited or 
inconsistent results. Safety concerns include the 
potential for medication to expire before it is fully 
used when patients extend the lifespan of a single 
pen or compounded vial.

Link to Euglycemic Ketoacidosis 
Based on numerous case reports, there is growing 
concern for a link between GLP-1 receptor agonists 
and the occurrence of euglycemic DKA.26-30 Data 
from the FDA Adverse Event Reporting System 
have also demonstrated a disproportionate number 
of DKA reports associated with GLP-1 receptor 
agonist use, with a proportional reporting ratio of 
1.49.31 The pathophysiology behind GLP-1 receptor 
agonists leading to euglycemic DKA is thought to be 
starvation and dehydration.32 Patients with concurrent 
use of sodium-glucose cotransporter-2 (SGLT2) 
inhibitors are likely at even higher risk.33 Given that 

For the 45-year-old man with fatigue, muscle cramps, and light-headedness who was taking lisinopril 
and semaglutide...

You considered that GLP-1 receptor agonists combined with angiotensin-converting enzyme (ACE) 
inhibitors reducing renal potassium excretion can lead to hyperkalemia. An electrocardiogram 
demonstrated peaked T-waves but no widening of the QRS. His serum potassium test resulted at 6.2 
mmol/L, so you referred the patient to the ED immediately via EMS for treatment of hyperkalemia. 

For the 38-year-old man with type 2 diabetes mellitus taking semaglutide experiencing nausea, 
vomiting, and epigastric discomfort...

You noted that nausea, vomiting, and abdominal pain are common side effects of GLP-1 receptor agonists 
but recognized that complications such as pancreatitis, electrolyte abnormalities, and gastroparesis are also 
on the differential. His laboratory test results, including a complete blood count, metabolic panel, and li-
pase, were negative for signs of metabolic acidosis or pancreatitis, and the patient felt better after receiving 
fluids and antiemetics. You discharged him with a prescription for ondansetron for nausea, given concern 
that speeding up gastric emptying would be counterproductive. You advised him to reduce or stop the 
medication, try smaller meals to help relieve symptoms, and to follow up with his primary care physician.

For the 29-year-old woman with a headache and hypertension after recent initiation of phentermine...

You noted that phentermine is a sympathomimetic appetite suppressant that can precipitate significant 
hypertension and tachycardia, especially during early treatment or for patients with a history of anxiety, 
which she reported. She had no chest pain, headache, visual changes, or shortness of breath, and her 
physical examination, including fundosocopy, was normal. An electrocardiogram showed sinus tachycardia 
but was otherwise normal, and laboratory testing revealed no end-organ damage. Her symptoms and 
blood pressure improved with supportive care of oral fluids and analgesics. Given the likely medication-
related etiology of her symptoms, you advised her to stop taking the phentermine, avoid other stimulants 
(eg, caffeine, decongestants), and follow up with her primary care physician as soon as possible. 
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1.	 “Nausea is common in the setting of GLP-1 
receptor agonist use, so I didn’t think much 
of it.” While nausea is a common side effect of 
GLP-1 receptor agonist medications, persistent or 
worsening symptoms can signal gastroparesis or 
other complications. Monitor for progression and 
recommend follow-up care if symptoms do not 
improve with supportive measures.

2. 	 “I assumed that abdominal pain and vomiting 
was expected with GLP-1 receptor agonist 
use.” Persistent vomiting and abdominal pain in 
the epigastric region for patients taking GLP-1 
receptor agonists should prompt evaluation for 
pancreatitis or other causes of abdominal pain 
such as cholecystitis. Careful physical examina-
tion can help guide evaluation. Always consider 
laboratory evaluation by checking serum lipase, 
as available, and consider referral to the ED for 
further assessment if clinical suspicion is high.

3. 	 “The patient reported abdominal pain and 
constipation, so I recommended a bowel 
regimen and sent them home.” GLP-1 receptor 
agonists can slow gastrointestinal motility, 
potentially leading to severe constipation or 
even bowel obstruction. Patients with significant 
abdominal pain, abnormal bowel sounds, or 
worsening symptoms may require ED evaluation 
for computed tomography imaging. 

4. 	 “The patient mentioned muscle weakness, 
but we didn’t obtain labs.” Hyperkalemia is a 
potential side effect of GLP-1 receptor agonists, 
particularly for patients with renal impairment or 
coexisting medication use (eg, ACE inhibitors). 
Electrolyte evaluation is essential for patients 
reporting nonspecific symptoms such as fatigue 
or weakness.

5. 	 “I assumed the abdominal pain was mild 
and related to GLP-1 receptor agonist use.” 
It is important to not attribute all types of 
abdominal discomfort solely to expected side 
effects of GLP-1 receptor agonist use. While 
patients using GLP-1 receptor agonists may 
develop appendicitis idiopathically, emerging 
evidence suggests a potential increased risk for 
appendicitis associated with these medications.12 
Patients with persistent, localized abdominal pain, 
particularly in the lower right quadrant, should be 
referred to the ED for advanced imaging to rule 
out appendicitis.

6. 	 “The patient had new neurological symptoms, 
but I didn’t think their weight-loss med 
could be causing them.” Bupropion lowers the 
seizure threshold, making naltrexone-bupropion 
a higher-risk medication for patients with a 
history of seizures, eating disorders, or alcohol/
benzodiazepine withdrawal.2 Always ensure that 
a full medication history is taken, and recognize 
the risk for seizures with medications that include 
bupropion, especially for patients with other 
concurrent risk factors for seizure. 

7. 	 “The patient taking phentermine-topiramate 
reported dizziness and palpitations, but I 
assumed it worked just like other weight-
loss medications and was probably not 
related to the patient’s symptoms.” Unlike 
GLP-1 receptor agonists, which primarily work 
through appetite suppression and delayed 
gastric emptying, phentermine is a stimulant 
that increases norepinephrine levels, which can 
elevate heart rate and blood pressure.6 Dizziness 
and palpitations in these patients should prompt 
an evaluation for hypertension, arrhythmias, and 
cardiovascular risk factors, as continued use could 
exacerbate underlying conditions.

Risk Management Pitfalls for Complications of 
Weight-Loss Medications in Urgent Care
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randomized controlled trials. Clinical practice 
guidelines were published by the American College 
of Cardiology/American Heart Association in 201434 
and clinical practice guidelines specific to pediatric 
patients were published in 2023 by the American 
Academy of Pediatrics.4

 Time- and Cost-Effective Strategies  
•	 Not all patients require intravenous fluid 

administration for mild dehydration. If the patient 
is able to tolerate liquids, then an oral rehydration 
fluid challenge may be administered in the 
clinic using commercial electrolyte solutions or 
popsicles.

•	 GLP-1 receptor agonist medications are 
commonly used for weight loss; however, many 
patients may not be familiar with the expected 
side effects. Some patients may have been 
prescribed these medications online without 
appropriate counseling on the expected effects 
of the medication. Consider creating handouts 
that your clinic may distribute to patients. 

•	 Education on typical symptoms and side effects 
experienced with weight-loss medication use 
can be a good start to discharge instructions; 
however, be prepared to re-educate patients on 
the appropriate use of weight-loss medications 
and the expected side effects. Ensure that you 
are not minimizing potential serious adverse side 
effects such as persistent or severe abdominal 
pain, nausea, and vomiting that may indicate 
underlying pancreatitis or lactic acidosis. 
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•	 A patient who presents with an adverse effect 
from a weight-loss medication will often 
have a chief complaint of nausea/vomiting, 
dehydration, constipation, or abdominal pain. 
A practical tip is to always code the condition 
being treated first; the adverse effect code 
(T50.995A – adverse effect of unspecified drug/
medications, initial encounter) can be added 
later. The seventh character specifies whether 
the visit is the initial encounter (A), subsequent 
(D), or sequela (S). Most urgent care visits will 
use “A.” When relevant, be sure to include BMI 
(Z68.xx) and obesity diagnosis (E66.9) to support 
medical necessity and context of treatment. 

•	 Differentiate between an adverse effect 
versus poisoning. This matters significantly 
for compliance and audits. For example, if 
the patient took the medication correctly and 
developed side effects, the coding approach 
will be an adverse effect. Conversely, if 
the patient doubled their dose, that would 
be considered poisoning. GLP-1 receptor 
agonist overdosing (especially compounded 
semaglutide errors) should often be coded as 
poisoning if the drug is taken incorrectly. 

•	 In your history and physical examination 
notes, clearly link the chief complaint to the 
medication. Document start date, dose, recent 
escalation, and timing of symptoms relative to 
injection or ingestion. Clear linkage will support 

adverse effect coding, medical decision-
making (MDM) complexity, and justification for 
any laboratory testing, intravenous fluids, or 
prescription antiemetics. 

•	 Weight-loss medication complications can 
mimic serious conditions. For example, if 
pancreatitis, bowel obstruction, or gallbladder 
disease are in the differential diagnosis, be sure 
to note what condition was considered, what 
conditions were ruled out, and why imaging 
or laboratory tests were or were not ordered. 
This strengthens risk-based coding. Clearly 
documented severity and risk of the patient’s 
symptoms also support moderate or high 
medical-decision making. Signs of dehydration, 
inability to tolerate oral intake, imaging or 
intravenous fluids administered, or emergency 
department transfer affects E/M level 
selection. Be sure your documentation reflects 
prescription drug management, medication 
adjustment, and/or systemic symptoms. 

•	 If appropriate, be sure to document injection 
site and dermatologic reactions such as 
location, size, warmth, systemic symptoms, and 
urticaria versus cellulitis versus allergic reaction. 

•	 Support your disposition and follow-up 
with details about medication adjustment, 
prescription instructions, emergency 
department transfer (if needed), and clear return 
precautions. 

Coding & Charting: What You Need to Know

		

		
Coding Challenge: Weight-Loss Medication Complications 

A 38-year-old male patient presents as a new patient to the urgent 
care clinic with nausea, vomiting, and epigastric pain for the past 
24 hours. He started semaglutide 6 weeks ago for weight loss. He 
reports progressive nausea over the past week, but today he has 
had multiple episodes of vomiting and upper abdominal pain. Pain 
is constant, located in the epigastric region, and rated 3 out of 
10. He denies fever, chest pain, dyspnea, hematemesis, melena, 
diarrhea, hematochezia, dysuria, hematuria, flank pain, or dizziness.

By Bradley Laymon, PA-C, CPC, CEMC
Certified Physician Assistant, Winston-Salem, NC
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		 PATIENT HISTORY
Past medical history: Type 2 diabetes mellitus, 
BMI 55 (morbid obesity)
Medications: Semaglutide 0.5 mg weekly 
subcutaneous injection; metformin 500 mg BID 
with food
Allergies: No known drug allergies

OBJECTIVE FINDINGS
BP: 122/76 mm Hg (right arm, sitting)
HR: 106 beats/min
RR: 16 breaths/min 
Temp: 98.8°F 
SpO2: 99% on room air
Weight: 330 pounds
BMI: 55.9
General: Appears in minimal distress due to 
pain. He speaks in complete sentences with no 
accessory muscle use; alert and cooperative.

PHYSICAL EXAMINATION
Head: Normocephalic
Eyes: Conjunctiva clear, PERRLA
Ears: No papilledema, TMs clear
Nose/throat: Oropharynx is clear
Neck: Supple, no lymphadenopathy
Cardiovascular: Slightly tachycardic rate and 
rhythm, no murmur
Respiratory: Clear to auscultation bilaterally

Abdomen: Soft, nondistended, mild epigastric 
tenderness, no guarding or rebound, bowel 
sounds present in all quadrants 
Rectal: No masses, no fissures, no gross blood
Skin: Warm and dry

LABORATORY STUDIES
CBC: To check for infection, anemia
CMP: To check for electrolyte abnormalities, liver 
function, and renal function
Lipase: To check pancreas function

IMPRESSION/PLAN
Assessment: Epigastric abdominal pain with 
nausea and vomiting; differential includes but is 
not limited to pancreatitis, semaglutide adverse 
effects, peptic ulcer disease, bowel obstruction, 
diverticulitis, irritable bowel syndrome, and 
appendicitis. Likely cause is an adverse effect to 
semaglutide. The others are unlikely based on 
history and examination findings.
Treatment plan: Prescription for ondansetron 
4 mg TID PRN nausea provided. Semaglutide 
temporarily held pending lab results. Strict return 
precautions discussed including worsening pain, 
persistent vomiting, or signs of dehydration. 
Patient should follow up in 48 to 72 hours or 
sooner if symptoms worsen.

Abbreviations: BID, twice a day; BP, blood pressure; BMI, body mass index; CBC, complete blood count; CMP, 
comprehensive metabolic panel; HR, heart rate; PERRLA, pupils are equal, round, and reactive to light and 
accommodation; PRN, as needed; RR, respiratory rate; SpO2, oxygen saturation of peripheral capillaries; temp, 
temperature; TID, 3 times a day; TMs, tympanic membranes.
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ANSWER: Two of the 3 elements of MDM must be met when selecting the level of service. 
Level 4 criteria were met in Problems Addressed, Complexity of Data, and the Risk of Patient 
Management. This visit supports 99204.

Consider this patient encounter using the Simplified Elements of Medical Decision Making table provided 
in Box 1, then select the appropriate E/M code for this visit.

Number and Complexity of Problems Addressed 
The patient presents with nausea, vomiting, and abdominal discomfort. Patient is tachycardic and in mild 
distress. This meets criteria for an acute illness with systemic symptoms, which is Moderate, Level 4.

Amount and/or Complexity of Data to be Reviewed and Analyzed
Three laboratory tests were ordered (CBC, CMP, lipase). This meets criteria for Moderate, Level 4.

Risk of Complications and/or Morbidity or Mortality of Patient Management
The patient was prescribed ondansetron. This meets the criteria for Moderate, Level 4.

Box 1. Simplified Elements of Medical Decision Making

MDM Level*            Problems Addressed Complexity of Data Risk of Patient 
Management

E/M Service Codes

Level 2: 
Straightforward

•	 Minor/self-limited •	 Minimal/none •	 Minimal risk of morbidity •	 99202 (new)
•	 99212 (established)

Level 3: Low •	 ≥1 minor/self-limited 
problem

•	 1 stable chronic illness             
•	 1 acute, uncomplicated 

illness    
•	 1 acute, uncomplicated 

injury

At least 1 of these:                                
•	 2 data sources (eg, ordering 

or reviewing tests)
•	 Independent historian

•	 Low risk of morbidity
•	 Example: Over-the-

counter medication 
management

•	 99203 (new)
•	 99213 (established)

Level 4: 
Moderate

•	 ≥1 chronic illnesses with 
exacerbation/progression/
treatment side effects  

•	 1 acute, complicated injury  
•	 ≥2 stable chronic illnesses            
•	 1 undiagnosed new 

problem   
•	 1 acute illness with 

systemic symptoms

At least 1 of these:                              
•	 3 data sources (eg, ordering 

or reviewing tests); can 
include independent 
historian

•	 Independent interpretation 
of test results  

•	 Discussion of management 
or test interpretation

•	 Moderate risk of 
morbidity

•	 Examples: Prescription 
drug management; 
significant social 
determinants of health; 
decision regarding 
escalation of care

•	 99204 (new)
•	 99214 (established)

Level 5: High •	 ≥1 chronic illnesses with 
severe exacerbation/
progression/treatment side 
effects  

•	 Illness or injury that 
threatens life or bodily 
function

At least 2 of these:                             
•	 3 data sources (eg, ordering 

or reviewing tests); can 
include independent 
historian

•	 Independent interpretation 
of test results  

•	 Discussion of management 
or test interpretation

•	 High risk/severe without 
emergent treatment

•	 99205 (new)
•	 99215 (established)

*Level is determined by meeting or exceeding 2 out of 3 elements of medical decision making.
Abbreviations: E/M, evaluation and management; MDM, medical decision making. 
Based on data from: American Medical Association. Evaluation and Management (E/M) Services Guidelines, 2023.
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 CME Questions
Current Evidence-Based Urgent Care 
subscribers receive CME credit absolutely 
free by completing the following test. Each 
issue includes 4 AMA PRA Category 1 

CreditsTM. To receive CME credits for this issue, scan 
the QR code below with an enabled mobile device 
or visit https://www.ebmedicine.net/UC0426

1. 	 What is the first step in the management of a 
patient with a potential weight-loss medication 
side effect? 
a.	 Ordering laboratory testing
b.	 Obtaining a detailed history and physical 

examination 
c.	 Referring the patient to the emergency 

department (ED)
d.	 Administering IV fluids 

2. 	 Which of the following symptoms is the most 
common side effect associated with the use of 
GLP-1 receptor agonists? 
a.	 Nausea 
b.	 Lactic acidosis 
c.	 Arrhythmia 
d.	 Wheezing

3. 	 Which of the following is a reasonable 
approach to management of a patient 
experiencing mild nausea while taking a GLP-1 
receptor agonist medication? 
a.	 Immediate referral to the ED 
b.	 Initiation of proton pump inhibitor medication 
c.	 Treatment with an antiemetic (avoiding 

metoclopramide) and dietary counseling 
d.	 Discontinuation of the GLP-1 medication 

without having patient talk to their primary 
care physician

4. 	 Which of the following is NOT a red-flag 
symptom that warrants ED referral?   
a.	 Severe epigastric abdominal pain 
b.	 Intractable vomiting 
c.	 Syncope 
d.	 1 day of constipation without vomiting 

5. 	 Which medication works by increasing 
norepinephrine release, leading to appetite 
suppression-modulation of GABA activity?  
a.	 Phentermine
b.	 Semaglutide
c.	 Orlistat
d.	 Sulfonylurea 

6. 	 Which of the following is not a commonly used 
class of weight-loss medication? 
a.	 GLP-1 receptor agonists 
b.	 Dual GIP/GLP-1 receptor agonist  
c.	 Alpha-receptor agonists 
d.	 Pancreatic lipase inhibitors

7. 	 What is an important consideration when 
evaluating patients using stimulant-type 
weight-loss medications? 
a.	 Evaluate for weight loss 
b.	 Consider cardiovascular side effects 
c.	 Initiate concurrent GLP-1 receptor agonist 

medication use 
d.	 Initiate intravenous fluids  

8. 	 Which weight-loss medication can cause 
neurological side effects such as lowering 
seizure threshold?
a.	 Semaglutide 
b.	 Phentermine 
c.	 Orlistat
d.	 Naltrexone-bupropion  

9. 	 Which electrolyte abnormality is a potential 
side effect of GLP-1 receptor agonist use, 
especially for patients with concurrent 
angiotensin-converting enzyme-inhibitor use? 
a.	 Hypocalcemia 
b.	 Hypomagnesemia 
c.	 Hyperkalemia
d.	 Hypernatremia 

10. 	Which of the following is a potential symptom 
of hyperkalemia?
a.	 Muscle weakness 
b.	 Dry mucous membranes 
c.	 Blurry vision
d.	 Hypertension
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