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Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Welcome to From Barriers to Breakthroughs: Improving GLP-1 Receptor Agonist Adherence and Access Through 

Collaboration. This activity may include discussions of products or devices that are not currently labeled for use 

by the U.S. Food and Drug Administration. I will have my colleague introduce himself. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Thank you so much, Joseph. My name is Ricardo Correa. I am an endocrinologist at the Cleveland Clinic in Ohio. I 

work as a Fellowship Director and Director for Patient Outreach and Belonging. Also, I have some work at the 

School of Medicine at the Case Western Reserve University. 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

And my name is Joshua Joseph, and I'm an associate professor of internal medicine with tenure here at the Ohio 

State University Wexner Medical Center. I am an endocrinologist like Dr. Correa, and I am founder and medical 

director of the OSUWMC Healthy Community Center, where we focus on nutrition and physical activity and 

other lifestyle behaviors that are so critical.  

So in our first snack here, we have learning objective number one: to integrate specific resources on adverse 

events, mitigation, and expectations as part of regular counseling for patients treated with GLP-1 receptor 

agonists to ultimately improve adherence. We also have a second learning objective: to integrate GLP-1 

[glucagon-like peptide-1] receptor agonists into a broader type 2 diabetes management plan by detecting and 

addressing barriers to access and optimal utilization. 

So let's go to our first case here. This is patient case K.R. She's a 64-year-old woman with type 2 diabetes and 

obesity, starting a GLP-1 receptor agonist six weeks ago. She is reporting nausea and is concerned about 

intermittent pain on the left side of her abdomen and she wishes to stop treatment. She has poor vision and 

limited access to in-person appointments due to her rural location. She has type 2 diabetes, hypertension, 

diabetic retinopathy, and dyslipidemia. She has an elevated BMI [body mass index] at 34, normal blood pressure 

at 118 over 84, an A1C of 6.4%, and a GFR [glomerular filtration rate] of 89. So Ricardo, when you see patient 

K.R., some thoughts there as you are hearing this story? 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Real interesting case. So first of all, definitely we have to see that this patient – besides having type 2 diabetes – 

the patient has obesity as a comorbidity. She is probably the reason why they wanted to start her on a GLP-1 

receptor agonist six weeks prior. What it comes to my mind immediately that she is presenting nausea and 

concern of intermittent abdominal pain that raise some concern in these patients when they are using GLP-1 

receptor agonists. Other things that comes to my mind when I see this case is her poor vision. So thinking about 

how much she's injecting and if she's injecting the correct doses and that she is living a rural area, so the 

appointments in person are limited. 
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Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Thank you very much for that. And emphasizes also telehealth as a potential opportunity for engagement with 

this patient as well. So, let's think about some of the common side effects that we see with GLP-1 receptor 

agonists including nausea, vomiting, diarrhea, constipation, loss of appetite, feeling full quickly, fatigue or low 

energy, decreased caloric intake, and nutritional deficiencies can also be some of the things that we see. And 

when we think about these side effects, it's important to ensure that we are giving strategies ultimately to 

mitigate the side effects. 

Some of those that have been shown to be effective are to slow down and eat slowly and mindfully without 

distraction. Focus on chewing as you're going along. Small portions of food are better than large, and eating 

smaller meals maybe more frequently. Simple foods are best: avoid foods that are fried, fatty, sugary, spicy, or 

very, very, very rich foods. So stop eating as soon as you start to feel full or before you feel all the way full. And 

the last S here is separate: so separate dinner from sleep by about two to three hours. And so we have slow, 

small, simple, stop, separate, the five Ss that we can focus on with all of our patients. 

And in addition to those, when we think about mitigating the GI [gastrointestinal] side effects, it is important to 

eat only when actually hungry. Avoid lying down after having a meal. Avoid drinking using a straw. Avoid heavy 

exercise immediately after eating, although fresh air and light exercise may actually help. And the avoidance of 

strong smells has also been shown to be beneficial. Other things: increasing fluid intake, especially clear drinks 

and small sips, can be helpful along with decreased consumption of carbonated drinks. I already mentioned that 

after dinner, getting some fresh air and doing some light exercise, some walking could be very good for you: 

helps motility and keeps things moving forward. Keeping a food diary to identify foods or meal timings that may 

increase GI symptoms. And to avoid nausea, try to eat foods such as crackers, apples, mint, or ginger 30 minutes 

before or 30 minutes after the last GLP-1 receptor agonist dose. 

On this slide, you'll see a lot of things that we've talked about previously, but I'm going to give you two new 

ones. First, avoid dairy products, laxative juices, meals, coffee, alcoholic drinks, soft drinks, very cold or very hot 

foods, products with sweeteners, things ending in the “ol”: sorbitol, mannitol, xylitol, maltitol as well as – these 

things may include different kind of candies and gums. The second one here is to temporarily reduce your intake 

of high fiber foods or foods that tend to produce gas. This can be another step that can be very helpful in 

mitigating these GI-related side effects. Lastly, although you want to reduce fiber in the short term, we do want 

to make sure in the long term that you're having an adequate amount of fiber in your diet. We want to make 

sure that individuals are physically active. And then lastly, I'm going to point it out again, drinking generous 

amounts of water. We know that that could be effective. I'm going to pass it to my colleague for the next slide, 

when we think about setting patients up for success. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

The most important one will be use shared decision-making before deciding to start prescribing GLP-1 receptor 

agonists. This is extremely important because you have to sit down with the patient, explain the benefit and risk 

of the medication, and then in conjunction with the patient, just make the decision. Sometimes we face that 

physicians are making or providers are making the decision, and really we need to have a conjunction in this 

setting of evidence-based medicine and shared decision-making where the patients also are part of that decision 

process. You need to ensure that the patient know how the medication works and what are the most common 

side effects. And we focus a lot on GI side effects because are the most common, but there are others that 
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include hypoglycemia or drug interactions. Review with the patient all the drugs to see if there's any needs to 

change any of the drugs. And decreasing the motility of the GI tract will increase some absorption or decrease 

some absorption of other medications that the patient may be taking. And in this case, I want to focus on a set 

of diet and exercise that are very important. We know that these type of medications can cause weight loss, and 

with that weight loss it's not only fatty mass, but also muscle mass. So we have to provide a patient in that 

setting certain exercise of resistant exercise to prevent the sarcopenic effect of the medication.  

So, setting prescribers up for success so you can set up for success. We know that this high rate of non-

adherence after one year just recently presented in the European Association meeting that they have last week. 

So we have to set up things. For example, ensure that you have a plan for titration if the patient stop the 

medication for certain amount of time. So that's something that you have to have a plan B in your mind, so how 

to restart the medication. Also, a backup plan – and this is very common with these drugs depending on the 

insurance that the patient have. So if the patient don't get the medication that you want or the GLP-1 receptor 

agonist that you want, well, can we use an alternative GLP-1 receptor agonist or can we use an alternative 

medication? So always this have to be in your mind because then you send a prescription, it's not approved by 

insurance, all the other process of prior authorizations and – to peer to peer review. But if at the end this 

doesn't get approved, then what is your backup plan? And definitely set up a initial way of you can monitor 

closely the patient because of this. They have some side effects or things – you can establish that. And tell the 

patient that there will be some things that are expected, but others are not expected that you should be in for 

immediately, so you can take further work on that. 

So I want to dedicate and discuss this slide with Dr. Joseph is about the uncommon adverse events, and here we 

list some of them. We know pancreatitis. There was also initially a report of increased pancreatic cancer that has 

been debunked with systematic reviews. So there is gallstone and biliary disease. There's kidney injuries 

secondary to dehydration in patients that at the beginning they don't recognize these side effects and continue 

vomiting and have this dehydration that can affect the kidney. And finally, the medullary thyroid cancer concern 

that it has been proven more in animals – in rats, not in humans, but because the proportion of C-cells that rats 

has compared to C-cells that human has has been an increased risk in them, we also take into account. I want to 

ask you, Dr. Joseph, any other uncommon adverse events that you have seen in this kind of patients? 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Yeah, great question, and I think the other area that has been an area of focus for me in terms of these 

uncommon adverse events is eye issues. So there are papers describing kind of potential for an increase in 

diabetic retinopathy and other eye conditions. So I always ensure that individuals are getting an eye exam so 

that we know where they are at baseline and then if there are changes, that we can clearly treat those changes 

and understand what our next steps are. So I'll just add eye changes to the list. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

And that's a great point. The last point I want to make in this slide is that we know that there is a real pleasure 

when we think about what we're going to eat at lunch or dinner, and not having that pleasure of eating can 

exacerbate some mood disturbance and patients can be a little bit more angry, but it doesn't mean that it's a 

mental health problem. It means that this disappearance of this pleasure is not there anymore and this can 

cause some mood, and patient need to understand this too. 
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Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

That's a great point, Dr. Correa, that – I think when you spoke earlier about shared decision-making, I think 

that's something that should definitely be a part of that conversation because that can be critically important for 

individuals. On these medications, individuals’ bodies often change. They are often different individuals with 20 
or 30 or 40 or 50 pounds of weight loss and that can come with various challenges. So adequately describing 

those challenges as part of that initial education is a great opportunity for all clinicians. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Yes. And then in the next slide here, we can see some action for severe or persistent GI symptoms. So in some 

cases of persistent nausea and vomiting, the most important is to avoid drinks during meals, have them 

between 30 and 60 minutes before or after meals. And if nausea, vomiting, diarrhea, stomach pain, and 

constipation persist, the most important is seek medical attention because really as physicians, as providers, we 

need to understand what is happening to the patient to probably stop the medication, decrease the dose of the 

medication, or take other actions. 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

So, we spoke about K.R. earlier and you remember the symptoms that she was having in terms of her 

intermittent pain on the left side of her abdomen as well as some nausea. And so I guess the big question now is 

how would you handle this case? Ricardo, you're seeing this patient, they're coming to you in the clinic. In this 

case it may be a telehealth visit because she lives in a rural area. What are some of the initial questions you 

might ask and some of the strategies you might use in Miss K.R.? 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Yes, so definitely first thing that I want to know is what is the dose that the patient is using of the GLP-1? So if 

we set up the beginning as a titration up, it seems as per the case that she's adherent, but I would like to 

understand more about how she's using it, when was the last injection, and also the duration of the side effects. 

For example, the nausea: if the nausea is the entire week or just happened one or two days after each injection. 

The most concerning thing for me in this case is that intermittent abdominal left side pain, because that can 

raise the concern that probably she can have been having some of the rare complication that we discussed, 

including pancreatitis. 

So even though we need to understand how frequent is that pain, if the pain was recent and all of that, but that 

is a concern for me because depending on dose knowledge on the duration of the nausea, the amount of 

medication or dosage of medication that she's using right now, and when the abdominal pain start and how 

frequent that we can be to take certain things into action. One is reinforce if we see that probably abdominal 

pain is irrelevant, it comes and goes and it just happened one time three weeks ago, we can reinforce what is 

the mitigations of actions that we mentioned. But if the abdominal pain is recent and is increasing and it's 

getting worse, the most important probably will be to stop medication at that time or in other cases probably 

decrease the dose to see if she can tolerate or get used to the medication in lower doses, and then we can 

increase it later on. 
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Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Let me just try to summarize that and say that it seemed like you were really concerned about that left-sided 

abdominal pain, and given the character of it, the nature of it, you mentioned frequency of it, I'm sure you're 

considering maybe getting some lab work for her, maybe an amylase or a lipase just to rule out that she's not 

having any pancreatitis at this time. But assuming that she's not having pancreatitis, for me it's really all about 

understanding, as you mentioned, what is the relationship of this nausea as well as pain to food and food 

intake? And is there something simple that we can modulate based on the prior discussions around the timing of 

food, the frequency of food, the character of the food, fatty foods, fried foods, et cetera? Or is this something 

that even with bland foods that she's taking small amounts, she's still really struggling to be on the medication 

with consistent nausea and abdominal pain. And so just as you mentioned, really trying to understand the 

complexities of the pain and the nausea that she's having, the character of it, et cetera. And then put forward an 

action plan in place. For me, if the amylase and lipase were normal and we got on the call and really it's more 

about the size of the meals and what's being eaten, I think this is something – somebody we could do some 

education with and then potentially continue the medication either at the current dose or potentially even 

lower the dose and give more time on that dose prior to up-titration. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Great. So let's discuss another case, Dr. Joseph. So this is a 68-year-old man with type 2 diabetes, hypertension, 

BMI of 34, and established ASCVD [atherosclerotic cardiovascular disease] with an A1C of 8.2 despite being on 

metformin and an SGLT2 [sodium-glucose cotransporter 2] inhibitor. In collaboration with the cardiologist and 

the patient, you decide to start a GLP-1 receptor agonist. However, six weeks later during a follow-up health visit 

he tells you that he has not filled his prescription. He reports that the medication has a high monthly copay 

under his insurance and is not available at his local pharmacy. He's concerned about adding another medication 

to his regimen and taking so many medications. After researching GLP-1 receptor agonists and seeing stories 

about celebrities microdosing online, he does not see how it will benefit someone “at his age.” So Dr. Joseph, 
after reviewing and hearing about this case, what are some ways to use shared decision-making to mitigate his 

concern about his age and about helping him all the benefits that GLP-1 receptor agonist will provide in this 

case? 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

That's a great question and when I think about shared decision-making, I think about first having a standard set 

of questions and these are prompts that can get the conversation going as well as these all-important patient 

education aids and I really like infographics for that. Second, I want to facilitate the sharing of information 

among all parties so everyone in the room be included in that conversation. Third, I want to become 

comfortable really navigating the differences of opinions that I have with patients and with caregivers. We all 

have to kind of work through that in that shared decision-making process. Fourth, building a consensus about 

the preferred plan of action, and then lastly verifying that agreement is reached before acting on that plan. So 

really trying to get that agreement in that visit so that then we can move forward.  

In the case that has been described here, I think this is critically important, particularly around the components 

of education. D.G. really would benefit from more education on GLP-1 receptor agonists in a very real-world way 

so that with that real education, he would understand some of the benefits and the risk. Particularly for him, 
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benefits around reducing the risk of major adverse cardiovascular events as well as other comorbidities due to 

his elevated BMI and elevated A1C particularly. But then also having an honest conversation about some of the 

risk, and then together kind of formulating that plan of action and agreeing upon the plan of action. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

So after looking at this case, Dr. Joseph, what are some ways that you can use in shared decision-making to 

mitigate some of the concerns that the patient have and explain to him a little bit more of the benefits of this 

type of medication? And how will you approach the access and availability issues? 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Great questions. I think clearly here we think about health literacy in education about these medications. It's an 

important time I think to have a visit, as we are doing, to really educate the patient about the medications. 

When we look at this gentleman here, he's got diabetes, hypertension, obesity, and most importantly 

established cardiovascular disease. And so the risk-benefit that we would discuss in that shared decision-making 

for him and for many individuals like himself may end up on the side of a benefit for the GLP-1 receptor agonist 

therapy because of the reduction of risk for major adverse cardiovascular events. But I firmly believe by using 

shared decision-making and providing that education, coming up with a plan together, and then ultimately this 

gentleman professing that plan and agreeing with that plan and then developing the plan for the after-visit of 

how he's going to get the medication, et cetera, I think that he would be a great candidate for the medication. In 

terms of access and availability issues, I would actually like to go to the next slide, Dr. Correa, because I think we 

have a lot of great information on that next slide about how individuals can work to access medication and 

overcome these very real barriers for many individuals. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

The most common one is that GLP-1 receptor agonists – they are covered by the insurance and we talk about 

this a little bit in the first case: the prior authorization time that the providers take to make the patient have 

access to this. There is some things that can help us mitigate or overcome these barriers like patient assistant 

programs, and we know that some of the companies that produce this have these patient assistant programs 

that can help our patients. There is discounts, coupons, and pharmacies. There is direct consumer pharmacies. 

There is also new legislations that are being pushed by the provider-physician group that will give more access 

to GLP-1 receptor agonists to patients on Medicare and Medicaid. So these are things that are happening right 

now, but definitely we have to have set up a plan prior to start anyone on this medication. So using other 

resources like mail-order pharmacies or specialty pharmacies sometimes can help us in this process. And 

definitely understanding what are the community resources that the patient have.  

One of the things in this case that is where this patient is looking for information. So he looks, if he say that he 

did his research and went and see, so celebrities microdosing. So we have to definitely in this type of patient 

direct them to real evidence-based sources that can provide what is the real evidence that comes from research 

and clinical experience more than what is the social media trend on this medication. And we have seen a lot of 

this. So Dr. Joseph, any strategies that you have to overcome some of the barrier to access in these type of 

patients? 



From Barriers to Breakthroughs: Improving 

GLP-1 Receptor Agonist Adherence and 

Access Through Collaboration  

Page 7 of 9 |  SN-273  |  Copyright © 2025 CME Outfitters 

 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Yeah, just ensuring that I'm using all the resources that we have within our various health systems, our various 

primary care offices. Oftentimes, I'm trying to get the person with a social worker or medication access manager 

or someone else to kind of help them through that process. I think the most important part of this is making 

sure though they have a resource in the office that they can reach out to if they encounter any difficulties in that 

process. 

April Reese, MPH: 

And I do think the paperwork sometimes is arduous for people, and especially with GLP-1s I worry a lot about 

when people hear the cost and they're like, "Okay, but you got to fill out this paperwork if you want to get it for 

cheaper." And I did have to fill out paperwork. And I mean, I have a master's degree, I understood the 

paperwork, but I think if you didn't you probably would not, and it seems like a lot. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

So let's go to our next case, A.L. A.L. is a 32-year-old White male with type 2 diabetes with a BMI of 36 and 

hypertension. His current A1C is 8.5 despite lifestyle changes and the use of metformin. He has a strong family 

history of cardiovascular disease with the father dying after the CABG [coronary artery bypass graft] at the age 

of 49. He worked full-time as a diesel mechanic in rural Iowa. He has a health insurance through his employer 

and expresses motivation to improve his health so he can be there for his family. Despite being an excellent 

candidate for a GLP-1 receptor agonist therapy due to his metabolic risk profile, his primary care physician does 

not discuss the option. Instead, the visit ends with encouragement to try harder with diet and exercise and plan 

to recheck A1C in six months. Dr. Joseph, what are some of the reasons why this patient was not offered GLP-1 

receptor agonist therapy? 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Yeah, great question. And so what we know from the data is that some populations are not offered GLP-1 

receptor agonists as frequently as other populations, and also in addition to not being offered it are not able to 

access it with as great as frequency. And in this situation here, you mentioned the gentleman was a diesel 

mechanic in rural Iowa, and so the rurality here may have been one of the factors that led to him not being 

offered the medication by the primary care provider. We also know that we have to do education throughout all 

populations of primary care providers, not just academic or not just private, but really everyone: rural, federally 

qualified health centers, everywhere, where once we do that education, providers may feel more comfortable in 

prescribing these important medications as well. 

The third reason is the staffing in that facility may not be up to a level that the provider felt like they could 

provide the education needed for administration of this important medication for this patient. So it really could 

be multifaceted. It's tough for me to put myself in the shoes of that primary care provider, but what we do see is 

in national data there are these differences in utilization of GLP-1 receptor agonist therapies, particularly in rural 

communities, some of the urban communities, some of the communities that may have lower socioeconomic 

status standing. And so this is a great opportunity for all of us to ensure that every patient – we are offering the 

therapies that are going to be most beneficial to them. 
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Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Thank you so much, Dr. Joseph, for mentioning this, because in our next slide we can see some of the 

socioeconomical factors. Health education is important in underserved and elderly population, but also we have 

some other disparity mechanism – for example, limited accessibility due to some insurance issues, financial 

constraint, physician bias. And you talk about this in this case. So it's probably not only the bias, but it is also the 

support the physician have in their clinic that can be a limited factor for prescribing this type of medication. And 

finally, how can we address some inequities? So for example, get more access to different type of insurance that 

allow this medication, achieve cost-effectiveness, improve health literacy and overcome physician-patient 

barriers. So education I think is key on this, but there are other things that as advocates we should do also in our 

communities and in general to improve some of the access issues that patients have with this medication. 

April Reese, MPH: 

I mean, sometimes it's hard to get a doctor to pay attention when you're a larger person because everything is, 

"Because you're obese. Because you're obese." It's hard to get to a point in your life where you feel like it's okay 

to talk. I need you to tell me what to do or maybe more benefits to me or suggest how we can do this and 

support me in how we can do this and not just say, "You need to lose weight." It was actually my nutritionist 

who put me on the good GLP-1. She prescribed it, but she's part of a team so the doctor was okay with it, she 

had to approve it, which was kind of cool. I wish that I had been on it years ago if they were available or if you 

combine them with a lifestyle change program. For me being in public health, I'm aware of lifestyle change 

programs and how they can benefit you like diabetes self-management education or the National DPP [Diabetes 

Prevention Program] and the benefits of that. It would be lovely if people would encourage you to do that. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

So, Dr. Joseph, can you provide me one counseling tip that you use to approach the conversation of GLP-1 

receptor agonists with your patients and to keep them engaged in this process during the entire time? 

Joshua J. Joseph, MD, MPH, FAHA, ASCI: 

Yeah, thank you for that question. And I believe it's really important to try to develop a safe space, and so much 

of the work that I do is around ensuring that we start from a place where people are really comfortable about 

talking. I kind of discuss that when we look out at one year, one in two individuals may be having challenges 

related to GLP-1 receptor agonists, so that it's not uncommon for individuals to have challenges. And then for 

them to describe their experience and trying to ensure that they can speak openly and honestly: that this is a 

space where they're not being critiqued, but just – I want to provide the support that they need to enable them 

to utilize the medications effectively. And so I really focus on that sharing of information and ensuring that we 

develop and provide a safe space for that discussion. Ultimately, at the end of that discussion, I'm trying to build 

a consensus around a strategy that we can use to ultimately improve medication adherence for those who have 

challenges related to that. 

Ricardo Correa, MD, EdD, FACE, FACP, FACMQ: 

Yes, totally agree with you. The other thing – and I think that is in your part you mentioned safe place – is 

education. And education, education, education is key for everything here and make patient understand and 



From Barriers to Breakthroughs: Improving 

GLP-1 Receptor Agonist Adherence and 

Access Through Collaboration  

Page 9 of 9 |  SN-273  |  Copyright © 2025 CME Outfitters 

 

make your team understand. So we can see in this next slide, I think that patients that start on this medication 

and patient that have chronic disease, most likely type 2 diabetes or obesity. So now using this medication, a 

team-based approach is the key. So it's not only led by, for example, the primary care or the endocrinologist, but 

it's also all the people that are involved in the team from exercise physiologists to nutritionists to pharmacy and 

everyone between that – it's really important. Have a team that support this kind of patients. We talk a little bit 

about diet and exercise. So having a person that can support the patient more frequently on meal plans and 

having a person more frequently on resistant training and decreasing the muscle loss that happens with this 

medication is extremely important. The same thing as if we get some of the rare complications to have a 

gastroenterologist on board, so can help us frequently or a ophthalmologist on board if some of the other 

complications develop.  

So finally, setting SMART goals here are extremely important. So one of the SMART goals is over the next three 

months, try to one: provide adverse events mitigation resources to 100% of your patients that have started a 

new GLP-1 receptor agonist. Another can be over the next three months: try to follow up with new patients that 

started GLP-1 receptor agonists in a period of two to four weeks. Sometimes I know it's difficult because our 

schedule is booked, but in this kind of patients, it's so important because then we can address more of the side 

effects and we can increase adherence, we can increase the titration and things like that. And the third one is 

over the next three months, try to identify the top three barriers to GLP-1 receptor agonist access among your 

community and your patient population and pilot a solution that is sustainable and reproducible. Some of this is 

something – sometimes is talking to community resources, getting social worker on board. Other times it's even 

advocating at the level of the healthcare system or healthcare insurance issues. Sometimes the employer 

assistance programs can help, and all those kinds of things can be some SMART goals that you can set when 

you're using these types of medications.  

So please visit the Metabolic Disease hub of CME Outfitters. There are free resources and education for health 

care professionals and patients. Here you can see all the programs that are in the series. Watch the whole series 

and claim your badge as a Patient-First Diabetes Management Champion.  

And before we end, I want to mention that to receive credit for this activity, you must complete a post-test 

evaluation online and participants will be able to download and print their certificate upon completion. Thank 

you so much, Dr. Joseph, for your valuable contributions, and thank you everybody for your participation. Thank 

you to CME Outfitters for the put in progress of this kind of serious events that helps a lot our patients that 

suffer from diabetes, that suffer from obesity, and using GLP-1 receptor agonists. And with this, thank you so 

much. 

 

 


