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Obesity is a major correlate of cardiovascular disease. Weight loss improves cardiovascular risk factors and
has the potential to improve outcomes. Two drugs, phentermine plus topiramate and lorcaserin, have recently
been approved by the US Food and Drug Administration for the indication of obesity; a third, bupropion
plus naltrexone, is under consideration for approval. In clinical trials, these drugs cause weight loss and
improve glucose tolerance, lipid profile, and, with the exception of bupropion plus naltrexone, blood pressure.
However, their effect on cardiovascular outcomes is unknown. In defining appropriate roles for these drugs in
preventive cardiology, it is important to remember the checkered history of drugs for obesity. New weight-loss
drugs share the serotonergic and sympathomimetic mechanisms that proved harmful in the cases of Fen-Phen
and sibutramine, respectively, albeit with significant differences. Given these risks, randomized cardiovascular
outcomes trials are needed to establish the safety, and potential benefit, of these drugs. This review will
discuss the history of pharmacotherapy for obesity, existing efficacy and safety data for the novel weight-loss
drugs, and issues in the design of postapproval clinical trials.

Introduction
Advances in prevention—smoking-cessation campaigns,
statin therapy, and tight blood pressure (BP) control, among
others—have contributed to decreases in the burden of
coronary artery disease over the past several decades.
However, the increasing prevalence of obesity and obesity-
associated diseases like type 2 diabetes mellitus (T2DM)
have tempered these gains.1 Despite recent data suggesting
a plateau, rates of obesity remain substantially higher
than a few decades ago.2 Intensive lifestyle interventions
have produced clinically relevant weight loss,3 but modest
interventions that are feasible in the primary-care setting are
less successful.4 Many efforts to develop an effective and
safe weight-loss pill have failed. In fact, the history of obesity
pharmacotherapy has been notable for cardiovascular side
effects, not benefits. In 2012, the US Food and Drug
Administration (FDA) approved 2 medications for weight
loss, the selective 5-HT2C agonist lorcaserin and the
combination pill phentermine plus topiramate; a third,
bupropion plus naltrexone, is under consideration for
approval at the time of this writing.5 The mechanisms of
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these drugs are in some cases similar to obesity pills of
the past. The clinical and regulatory communities must now
weigh the benefits and potential risks of these medications
and also design further studies. This article will frame
these questions in the context of the history of obesity
medications and discuss the importance of clinical-trial
research in this area.

The Checkered History of Obesity Pharmacotherapy
There is a long history of unsafe drugs for obesity.
Experimentation with desiccated thyroid began in the
1890s; patients experienced symptoms of hyperthyroidism.6

The pyretic dinitrophenol was first associated with
weight loss in a 1933 case series of 9 patients. By
the next year, >100 000 Americans had taken the
drug; thousands of them would suffer blindness or
fatal hyperthermia before regulators halted its sale in
1938.7 ‘‘Rainbow pills’’—a nonstandard combination of
amphetamine, thyroid hormone, and diuretics for weight
loss and β-blockers and benzodiazepines to manage side
effects—were widely prescribed at profitable specialty
clinics from the 1940s to the 1970s, despite evidence of
harm.6 Even after FDA regulators sharply limited the use of
prescription amphetamines, their use continued as dietary
supplements.6 One amphetamine, phenylpropanolamine,
has been associated with hemorrhagic stroke in young
women.8

This pattern of rapid adoption of inadequately tested
medications continued in the 1990s with fenfluramine.
The use of Fen-Phen, the combination of 2 previously
approved medications, fenfluramine and phentermine,
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rapidly increased after a 1992 study showed that they
induce sustained weight loss.9 In 1996, American physicians
wrote >18 million prescriptions for fenfluramine.10 In 1997,
Connolly and colleagues first reported right-sided and left-
sided valvular regurgitation associated with fenfluramine;
the glistening white histopathology was similar to carcinoid
or ergotamine-induced valve disease.10 These results
were soon generalized to fenfluramine’s purportedly safer
stereoisomer dexfenfluramine.11 Both medications were
also associated with dramatically increased rates of
pulmonary hypertension.12 They were withdrawn from the
market in 1997. Many patients filed lawsuits against drug
manufacturers; one manufacturer, Wyeth, set aside as much
as $22 billion to cover liability.13

Rimonabant introduced a novel mechanism of action,
cannabinoid inverse agonism. Clinical trials showed weight
loss and improvement in metabolic parameters, but they also
showed depression and anxiety.14 The European Medicines
Agency approved the drug, but FDA regulators did
not.15 Rimonabant for Prevention of Cardiovascular Events
(CRESCENDO), a long-term cardiovascular outcomes trial,
was terminated after revealing an increased rate of serious
psychiatric side effects including suicide at mean follow-up
of 14 months.16

Sibutramine, a selective serotonin and norepinephrine
reuptake inhibitor, combined 2 previously effective but
potentially dangerous mechanisms. Approved by FDA
regulators in 1997, sibutramine induced weight loss
and improved lipid profile and glucose tolerance, but
it also increased BP and pulse rate in clinical trials.17

After physicians prescribed the drug for longer than a
decade, the 2010 Sibutramine Cardiovascular Outcomes
Trial (SCOUT), a randomized cardiovascular outcomes
study in patients with cardiovascular disease, diabetes
mellitus (DM), or both, found that sibutramine caused a
greater rate of cardiovascular events.18 In post hoc analysis
by an FDA regulator, changes in BP did not predict
these events, leaving the possibility of an unidentified
mechanism of harm.19 Some felt this signal for harm
in high-risk patients should not be generalized to lower-
risk patients, who might lose weight without an increase
in cardiovascular risk.18 Others felt that patients with
subclinical cardiovascular disease would be difficult to
identify.15 Ultimately, sibutramine was voluntarily removed
from the market in 2010.15

Potential Cardiovascular Benefits of Weight Loss
Despite this checkered history, interest in obesity pharma-
cotherapy has continued because of the association between
weight and cardiovascular risk. No study has explicitly
demonstrated that weight loss improves cardiovascular out-
comes or mortality. In observational studies, weight and
mortality are robustly associated; 5-kg/m2 increments in
body mass index (BMI) over 25 are associated with 30%
increased risk of death from ischemic heart disease and 20%
increased all-cause mortality.20 One nonrandomized study
found that bariatric-surgery patients had 24% lower all-cause
mortality than prospectively matched controls at 10-year
follow-up.21 This study design, however, does not prove
causation.
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Figure 1. Theoretical relationship between drug therapy, weight loss,
cardiovascular risk factors, and cardiovascular events. Solid arrows
indicate known causal relationships. Dashed arrows indicate potential
relationships. Abbreviations: CRP, C-reactive protein; CV, cardiovascular;
HbA1c, glycated hemoglobin; HTN, hypertension.

Weight loss improves cardiovascular risk factors in
randomized controlled trials; the greatest effect occurs in
DM (Figure 1). In the Finnish Diabetes Prevention Study,
an intensive lifestyle intervention reduced the incidence
of T2DM by 58% in patients with obesity and elevated
blood glucose.3 In the Xendos trial, the addition of
the gastrointestinal lipase inhibitor Orlistat to a lifestyle
intervention decreased incidence of DM by 30% at 4-
year follow-up in high-risk patients; these patients lost
on average just 2.8 kg more weight than patients in the
placebo group.22 Among patients with DM, bariatric surgery
reduced glycated hemoglobin (HbA1c) level and number of
DM medications at 3-year follow-up in the recent Surgical
Treatment and Medications Potentially Eradicate Diabetes
Efficiently (STAMPEDE) trial.23 Other risk factors also
improve with weight loss. Weight loss due to lifestyle
change,24 Orlistat,22 or bariatric surgery25 reduces systolic
blood pressure (SBP). Bariatric surgery increased high-
density lipoprotein cholesterol (HDL-C) levels, decreased
triglyceride levels, and had no effect on low-density
lipoprotein cholesterol (LDL-C) levels in the STAMPEDE
trial.23 In one nonrandomized study, women who lost weight
after completing a calorie-restriction protocol were found to
have decreased C-reactive protein.26

This strong relationship between weight and progno-
sis has been called into question for high-risk patients
by 2 observations. First, population studies have found
that patients with moderate obesity live longer after diag-
nosis of coronary artery disease or heart failure.27 This
association, the so-called obesity paradox, persists after
controlling for age and other risk factors. Possible mech-
anisms include greater nutritional reserve, greater lean
body mass, or lower thromboxane production in patients
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with higher BMI.27 More likely, unmeasured confound-
ing explains the obesity paradox. Patients who developed
coronary artery disease despite normal weight might have
greater non–obesity-related risk-factor burden. In addition,
lower body weight is associated with chronic illness and
frailty. Second, in the Look AHEAD (Action for Health in
Diabetes) trial, weight loss did not improve cardiovascular
outcomes in patients with diabetes. Patients randomized
to a lifestyle intervention maintained lost weight through-
out the study period but did not have a significantly lower
rate of cardiovascular events at 10-year follow-up.28 One
possible explanation for this result is that the interven-
tion may have been administered too late in the disease
process in these patients, resulting in events not being mod-
ifiable. There is no randomized trial to date showing that
a weight-loss regimen decreases the rate of cardiovascular
events.

Potential Benefits of Modern Pharmacotherapy
for Obesity
Phentermine Plus Topiramate

Phentermine plus topiramate causes weight loss and
improvements in cardiovascular risk factors (Table 1).
This combination pill has been tested in a range of
dosages, from 3 mg phentermine plus 23 mg topiramate (low
dose) to 15 mg phentermine plus 92 mg topiramate (high
dose). In the Controlled-Release Phentermine/Topiramate
in Severely Obese Adults (EQUIP) trial, patients with BMI
>35 but no weight-related comorbidities were provided
with an office-based lifestyle intervention and randomized
to high-dose, low-dose, and placebo groups.29 Patients in
the high-dose and low-dose treatment groups lost 10.9%
and 5.1% of body weight at 1 year, respectively, whereas
those receiving placebo lost 1.6% of body weight. Sixty-
seven percent, 45%, and 17% of patients lost ≥5% of body
weight in the high-dose, low-dose, and placebo groups,
respectively.29 The study population in the Effects of Low-
Dose, Controlled-Release, Phentermine Plus Topiramate
Combination on Weight and Associated Comorbidities in
Overweight and Obese Adults (CONQUER) trial included
patients with lower BMI (minimum 27) but ≥22 obesity-
related comorbidities.30 Weight loss at 1 year was similar;
7.8% of body weight with an intermediate dosage of 7 mg
phentermine plus 46 mg topiramate and 9.8% of body
weight with the high-dose formulation, compared with
1.2% of body weight in the placebo group.30 A subset of
CONQUER subjects continued to receive drug or placebo
for a second year as part of the Two-Year Sustained
Weight Loss and Metabolic Benefits With Controlled-
Release Phentermine/Topiramate in Obese and Overweight
Adults (SEQUEL) study.31 Mean weight increased slightly
in all groups during the second year, but the difference
between the treatment and placebo groups persisted.31 In
both the EQUIP and CONQUER populations, high-dose
treatment (and in some cases lower doses) improved SBP
and diastolic blood pressure (DBP), LDL-C and HDL-C
levels, and fasting serum glucose relative to placebo.29,30 At
2-year follow-up of SEQUEL, phentermine plus topiramate
reduced HbA1c in patients with DM at baseline and reduced

Table 1. Effects of Drug Treatment on Cardiovascular Risk Factors
Compared With Placebo

Phentermine/
Topiramate29–31 Lorcaserin32–34

Buproprion/
Naltrexone35–38

Weight ↓↓ ↓ ↓

BP ↓ ↓ ↑

Heart rate ↑ ↓ ↑

HDL-C ↑ ↑ ↑

LDL-C ↓ ↓ ↓

Triglycerides ↓ ↓ ↓

Fasting glucose ↓ ↓ ↓

HbA1c in T2DM ↓ ↓ ↓

hs-CRP ↓ ↓ ↓
Abbreviations: BP, blood pressure; hs-CRP, C-reactive protein; HbA1c,
glycated hemoglobin; HDL-C, high-density lipoprotein cholesterol; LDL-
C, low-density lipoprotein cholesterol; T2DM, type 2 diabetes mellitus.
Arrows indicate that drug treatment compared with placebo caused a
statistically significant change in outcome variable in ≥1 randomized,
controlled clinical trial.

rates of progression to DM in patients who did not have DM
at baseline.31

Lorcaserin

Lorcaserin induced less weight loss than phentermine plus
topiramate in 3 phase III clinical trials (Table 1).32–34

The Behavioral Modification and Lorcaserin for Obesity
and Overweight Management (BLOOM) and Behavioral
Modification and Lorcaserin Second Study for Obesity
Management (BLOSSOM) trials studied patients without
DM, whereas Behavioral Modification and Lorcaserin
for Obesity and Overweight Management in Diabetes
Mellitus (BLOOM-DM) was restricted to patients with
DM. All patients received a lifestyle intervention and either
lorcaserin or placebo. Mean weight loss in patients receiving
the FDA-approved dosage of 10 mg twice daily exceeded
placebo by approximately 3% of body weight (BLOOM,
5.8% vs 2.2%; BLOSSOM, 5.8% vs 2.8%; BLOOM-DM, 4.5%
vs 1.5%). More patients in the treatment group lost ≥5% of
baseline body weight (BLOOM, 47% vs 20%; BLOSSOM, 47%
vs 25%; BLOOM-DM, 37% vs 16%).32–34 In BLOOM, patients
who continued therapy for a second year maintained most
of their weight loss, but those who switched to placebo at 1
year regressed to the weight of the original placebo group.34

In BLOOM, patients receiving lorcaserin had lower SBP
and DBP, pulse rate, LDL-C and total cholesterol levels,
insulin resistance, and C-reactive protein levels than those
receiving placebo.34 The BLOSSOM results were consistent
with BLOOM and also showed an increase in HDL-C and
a decrease in apolipoprotein B level.32 The magnitude of
improvements was small; for example, in BLOOM, SBP
was on average 0.6 mm Hg lower in patients receiving
lorcaserin.34 Among patients with DM in the BLOOM-DM
trial, lorcaserin improved HbA1c more than placebo (−0.8
vs −0.3).33
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Bupropion Plus Naltrexone

Bupropion plus naltrexone, which has not been approved
by the FDA at the time of this writing, has demonstrated
weight-loss efficacy in 4 phase III clinical trials (Table 1).
This combination pill has been tested in 2 dosages, 360 mg of
bupropion together with either 16 mg or 32 mg of naltrexone.
The Contrave Obesity Research (COR)-I and COR-II trials
both randomized low- or intermediate-risk patients to
bupropion plus naltrexone or placebo; all patients received
a low-intensity lifestyle intervention. COR-I studied both
dose combinations, whereas COR-II studied only bupropion
plus naltrexone 32 mg.35,36 The COR-BMOD (Behavior
Modification) trial enrolled a similar population but utilized
a more intensive, group-based lifestyle intervention.37 The
COR-Diabetes trial was restricted to patients with T2DM and
utilized a low-intensity lifestyle intervention similar to COR-I
and COR-II.38 Bupropion plus naltrexone caused 4% to 5%
of body weight more weight loss than placebo in patients
without DM and approximately 3% more in patients with
DM. The proportion of patients achieving ≥5% weight loss
was greater in the treatment group of all 4 trials. Bupropion
plus naltrexone improved HDL-C, insulin, and C-reactive
protein levels; BP was transiently increased and at 1 year
was lower than baseline but greater than in the placebo
group.35–38 In patients with DM, bupropion plus naltrexone
reduced HbA1c more than placebo (−0.6% vs −0.2%).38

Potential for Cardiovascular Harm
Phentermine Plus Topiramate

The cardiovascular safety of phentermine plus topiramate
merits particular scrutiny because other drugs that
share phentermine’s sympathomimetic mechanism cause
cardiovascular harm. Sibutramine increases incidence of
myocardial infarction (MI) and stroke.18 Some but not all
studies of stimulants prescribed for attention deficit
hyperactivity disorder have reported a greater rate
of cardiovascular events.39 Dobutamine in ambulatory
management of heart failure caused greater mortality in
1 small, unpublished study.40 β-Blockade, the opposite
of adrenergic stimulation, is indicated for secondary
prevention of MI.41 Like other sympathomimetic drugs,
phentermine plus topiramate increases heart rate in clinical
trials.30 The mechanism by which adrenergic stimulation
causes cardiovascular events is likely multifactorial, a
combination of chronotropy, inotropy, increased BP, and
other effects on cardiac and endothelial tissue.

Phentermine plus topiramate may prove to be the
exception—a safe sympathomimetic—either because it
decreases BP or because the benefits of weight loss offset
the effect of sympathomimetic stimulation. Analysis of the
CONQUER trial using the Framingham risk model finds
reductions in 10-year risk of coronary heart disease of
0.5% (P < 0.005) for intermediate-dose and 0.7% (P < 0.0001)
for high-dose treatment.42 However, this analysis must be
interpreted cautiously because the Framingham model was
not designed or validated as an outcome for therapy, and it
does not include heart rate. A similar analysis of sibutramine
using the Framingham model by Lauterbach and Evers in
2000 also predicted cardiovascular benefit that was not
demonstrated subsequently in clinical trials.43 Due to the

multiple effects of sympathomimetic stimulation, risk-factor
analysis is insufficient to assess safety.

Post hoc analyses of MI, stroke, and cardiovascular death
events during phase III trials found a hazard ratio (HR) of
0.84 (95% confidence interval [CI]: 0.26-2.64).42 Treatment
groups had a significantly lower rate of events in the
broadest composite outcome evaluated, all cardiovascular
and neurovascular serious adverse events (HR: 0.54; 95% CI:
0.29-0.98), though this outcome included noncardiac chest
pain.42 Larger trials are necessary to assess cardiovascular
safety with greater certainty.

Lorcaserin

Given the history of fenfluramine, a 5-HT2 agonist,
it is important review the distinct effects of 5-HT2
receptor subtypes and lorcaserin’s specificity for the 5-
HT2C G-protein coupled receptor. Activation of the 5-
HT2C receptor promotes anorexia by activating central
melanocortin pathways.44 5-HT2C knockout mice are
obese and insulin resistant; the cause of their obesity
is hyperphagia, not altered metabolism.45 One mouse
model suggests that 5-HT2C signaling may also enhance
glucose tolerance independently of its effect on body
weight.46 The 5-HT2B receptor, by contrast, is expressed
on cardiac cells and has been implicated as the cause
of fenfluramine-associated valvulopathy and pulmonary
hypertension.47,48 The antiparkinsonian drugs pergolide
and cabergoline activate the 5-HT2B receptor and are
associated with valvulopathy; but lisuride, which activates
5-HT2A and 5-HT2C but not 5-HT2B, is not associated
with valvular damage.47 5-HT2B agonism activates the Gq
signaling pathway and causes excessive valve cell division,
overgrowth, and dysfunction.47 Avoiding 5-HT2A cross-
reactivity is also important, as this receptor is implicated
in psychosis.45 Despite the homology of these 3 receptors,
lorcaserin activates 5-HT2C with 18-fold selectivity over
5-HT2A and 104-fold selectivity over 5-HT2B in in vitro
assays.45 It has no appreciable activity at other serotonin
receptors or receptors for other biogenic amines.45 This
preclinical profile suggests that lorcaserin should not cause
valvulopathy or psychiatric side effects because of its high
5-HT2C selectivity.

Clinical trials to date show a numerically greater rate
of valvulopathy in patients receiving lorcaserin that does
not reach statistical significance. The relative risk for
new valvulopathy—defined by the FDA as mild aortic
or moderate mitral regurgitation—was 1.16 (95% CI: 0.81-
1.67). In the treatment group, 2.37% of patients developed
valvulopathy, compared with 2.04% in the placebo group.49

Most new regurgitation was either trace or mild; no patients
reported symptoms of valvular regurgitation or underwent
heart-valve surgery.50 Additional echocardiograms were
obtained at 2-year follow-up in the BLOOM trial; inclusion
of these data in time-to-event analysis lowers the HR to 1.09
(95% CI: 0.83-1.44).51 Ascertainment bias may explain some
or all of the observed signal; in the Framingham Offspring
Study, mitral regurgitation was easier to detect in lower-BMI
patients,52 such as those in the treatment group. Mitral, not
aortic, regurgitation was responsible for the numerically
greater rate of valvulopathy in the lorcaserin group; this
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observation supports the possibility of ascertainment bias.
Placebo-group data also suggest possible ascertainment
bias; valvulopathy rates were lower higher in patients who
lost weight.50 The available data exclude the dramatic
increases in valvulopathy seen with fenfluramine. However,
it is not possible to exclude a mild adverse effect due to the
studies’ limited duration and statistical power. There was no
evidence of increased pulmonary artery pressure or
depression in patients receiving lorcaserin.50

Post hoc analysis of the BLOOM and BLOSSOM trials
shows numerically lower rates of cardiovascular death, MI,
hospitalization for unstable angina, or stroke in patients
treated with lorcaserin that were not statistically significant
(odds ratio: 0.63, 95% CI: 0.19-2.12).51

Bupropion Plus Naltrexone

Cardiovascular safety concerns for buproprion plus nal-
trexone are similar to phentermine plus topiramate
due to the sympathomimetic mechanism of bupropion.
Like sibutramine, bupropion inhibits reuptake of nore-
pinephrine from the synaptic cleft; it has been reported
to cause hypertension.53 Naltrexone could also contribute
to increased heart rate or hypertension through inhibition
of endogenous opioids. In phase III clinical trials, bupro-
pion plus naltrexone increased heart rate and BP more
than placebo.35–38 These data suggest that the sympath-
omimetic effect of this medication may be greater than the
effect of phentermine plus topiramate. Too few cardiovascu-
lar events occurred in COR-I, COR-II, and COR-BMOD to
draw conclusions.53

Guidelines

The 2013 American Heart Association/American College
of Cardiology guidelines for the management of obesity
highlight the roles of diet, exercise, and bariatric
surgery, but they are appropriately vague about the role
of pharmacotherapy. The treatment algorithm indicates
pharmacotherapy may be considered in patients with BMI
≥30 or BMI ≥27 with comorbidity who have not responded
to lifestyle intervention alone. There is no evidence-based
recommendation to prescribe any drug to any specific subset
of patients.54

Standard of Safety: Regulatory and Clinical
Tightening FDA standards for cardiovascular safety of
metabolic drugs have shaped the assessment of obesity
pharmacotherapy. The first FDA guidance document for
obesity drugs, published in 1996, required a 1-year placebo-
controlled trial of 1500 subjects, with a subset continuing for
a second year of open-label drug exposure.15 One member of
the FDA’s advisory panel proposed requiring trials powered
for mortality or cardiovascular risk-factor outcomes, but
such trials were considered impractical at that time.15 The
2004 update to this document maintained similar principles
but increased the size of the required clinical trial to 3000
patients receiving active drug and 1500 receiving placebo.15

These trials, which included generally young patients, had
low rates of cardiovascular events and therefore could not
assess cardiovascular benefit or harm with any confidence.

In the years that followed, revelations of harm caused
by sibutramine and reports of concern with the oral
hypoglycemic rosiglitazone led regulators to adopt stricter
standards for exclusion of cardiovascular risk. The 2008
FDA guidance document for DM drugs requires applicants
to exclude a 1.8-fold increased risk of major adverse cardio-
vascular events (MACE), defined as cardiovascular death,
MI, or stroke, prior to approval and a 1.3-fold increased
risk in postapproval trials.55 In 2012, the FDA advisory
committee recommended a similar concept for obesity
drugs, though upper-bound HRs were not specified.56

At the time, lorcaserin and phentermine plus topiramate
were under evaluation for FDA approval based on the
previous rules, but their completed phase III trials had not
been designed to assess cardiovascular outcomes. Both
drugs were approved with requirements for postapproval
cardiovascular outcomes trials.51,57

The European Medicines Agency has shifted its
guidelines in a similar way. The most recent formal
guideline, published in 2007, requires only demonstration
of weight loss, not effect on morbidity or mortality, for
approval.58 However, in a concept paper published in
September 2012, the agency recommended revision of
this guideline to include more rigorous assessment of
cardiovascular and psychiatric outcomes in light of the
experience with sibutramine and rimonabant.58

Upcoming trials must be designed not only to meet
regulatory standards, but also to help physicians understand
cardiovascular risks and guide therapy. Post hoc review
of MACE in phase III trials of the 3 recent obesity drugs
found a low event rate of approximately 0.5%.56 At this rate,
very large trials would be required to meet the regulatory
standard and provide clinically relevant information. Two
strategies have been proposed to manage trial size in
practice. First, assessment of broader cardiovascular
endpoints including events such as unstable angina,
revascularization, or heart failure could reduce sample size.
Debate exists regarding the clinical importance of such
events and whether all may be meaningfully impacted by
weight loss. Second, trials may be enriched with high-risk
patients. The SCOUT and CRESCENDO trials restricted
enrollment to patients with either existing cardiovascular
disease or major cardiovascular risk factors. These trials
observed annual placebo group MACE rates of 2.9% and
3.5%, respectively.16,18 This strategy may limit the generaliz-
ability of results to the larger population of young, low-risk
patients.

Similar trials for lorcaserin and bupropion plus naltrexone
are ongoing at the time of this writing. The Light Study of
bupropion plus naltrexone (NCT01601704) has completed
enrollment of exclusively high-risk patients. The Cardio-
vascular and Metabolic Effects of Lorcaserin in Overweight
and Obese Patients–Thrombolysis in Myocardial Infarction
(CAMELLIA-TIMI 61) trial of lorcaserin (NCT02019264)
will test for differences in rates of MACEs, DM, and new
valvular regurgitation in a high-risk population. These trials
offer the potential to define a role for pharmacotherapy in
the evidence-based treatment of obesity. Scientifically, they
will provide prospective, randomized data about the rela-
tionship between obesity, weight loss, and cardiovascular
outcomes.
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Conclusion
Weight is associated with cardiovascular events and
mortality, and weight loss due to lifestyle change or
bariatric surgery improves cardiovascular risk factors.
However, nutritional changes and exercise are difficult
to sustain, and surgery carries significant risks. Thus,
pharmacologic therapy for obesity has great potential to
improve cardiovascular health. The FDA has evaluated 3
new medications for the indication of obesity in the past
several years. The mechanisms of these drugs are distinct
from but similar to those that have proved harmful in
the past. The history of obesity pharmacotherapy teaches
us that extrapolation from improvements in risk factors is
insufficient for establishing safety. Cardiovascular outcomes
trials are necessary to evaluate formally the risks and
benefits of these therapies.
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48. Launay JM, Hervé P, Peoc’h K, et al. Function of the serotonin
5-hydroxytryptamine 2B receptor in pulmonary hypertension. Nat
Med. 2002;8:1129–1135.

49. Weissman NJ, Sanchez M, Koch GG, et al. Echocardiographic
assessment of cardiac valvular regurgitation with lorcaserin from
analysis of 3 phase 3 clinical trials. Circ Cardiovasc Imaging.
2013;6:560–567.

50. US Food and Drug Administration, FDA briefing document,
lorcaserin hydrochloride tablets, 10 mg. Presented at: Endocrino-
logic and Metabolic Drugs Advisory Committee Meeting: Silver
Spring, MD; May 10, 2012.

51. US Food and Drug Administration, Addendum to the FDA briefing
document. Presented at: Endocrinologic and Metabolic Drugs
Advisory Committee Meeting: Silver Spring, MD; May 10, 2012.

52. Singh JP, Evans JC, Levy D, et al. Prevalence and clinical
determinants of mitral, tricuspid, and aortic regurgitation (the
Framingham Heart Study). Am J Cardiol. 1999;83:897–902.

53. US Food and Drug Administration. FDA briefing document,
Contrave. Presented at: Endocrinologic and Metabolic Drugs
Advisory Committee Meeting: Silver Spring, MD; December 7,
2010.

54. Jensen MD, Ryan DH, Apovian CM, et al. 2013 AHA/ACC/TOS
Guideline for the Management of Overweight and Obesity
in Adults: a report of the American College of Cardiology/
American Heart Association Task Force on Practice Guidelines
and The Obesity Society. Circulation. 2013; doi:10.1161/
01.cir.0000437739.71477.ee.

55. US Food and Drug Administration. Guidance for Industry,
Diabetes Mellitus—Evaluating Cardiovscular Risk in New
Antidiabetic Therapies to Treat Type 2 Diabetes. Published
December 17, 2008.

56. Hiatt WR, Goldfine AB, Kaul S. Cardiovascular risk assess-
ment in the development of new drugs for obesity. JAMA.
2012;308:1099–1100.

57. Colman E, Golden J, Roberts M, et al. The FDA’s assessment
of two drugs for chronic weight management. N Engl J Med.
2012;367:1577–1579.

58. European Medicines Agency. Concept paper on the need for revi-
sion of the guidelines of medical products used in weight control.
http://www.ema.europa.eu/docs/en_GB/document_library/Sci
entific_guideline/2012/10/WC500133166.pdf. Published Septem-
ber 20, 2012.

Clin. Cardiol. 37, 11, 693–699 (2014) 699
J. Cunningham and S. Wiviott: Modern obesity pharmacotherapy

Published online in Wiley Online Library (wileyonlinelibrary.com)
DOI:10.1002/clc.22304 © 2014 Wiley Periodicals, Inc.


