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2021 REGISTRATION FORM

 PARTICIPANT INFORMATION
First Name: _____________________________________________________________________________     Last Name: ________________________________________________________________________________________ 

Badge Name: __________________________________________________________________________________________________     Email: __________________________________________________________________________________ 

Address: __________________________________________________________________________________________________   City, State, Zip: ________________________________________________________________________________

Business Name:____________________________________________________ __________________________________     Area of Profession: _________________________________________________________________________ 

Phone: ____________________________________________________________________________________________________ 

 FULL PACKAGE REGISTRATION
Included with registration is admittance to breakfasts,  receptions, and the Awards Reception. 

  If you get a sponsor(s) for the meeting, please list each 
Amount:

 _________________ 

 _________________ 

name below for the program:
  1. ______________________________________

 2. ______________________________________

 3. ______________________________________  _________________ 

Have sponsors make checks out to Mississippi Pharmacists 
Association and note your name.

Student Sponsorship Amount $ ____________

Early Bird Rate (Through March 15, 2021) ................................. $379

On-site and after March 15, 2021 ....................................................$429

MPhA Member

Early Bird Rate (Through March 15, 2021) ................................. $449

On-site and after March 15, 2021 ....................................................$499

Non Member

Early Bird Rate (Through March 15, 2021) ................................. $609

On-site and after March 15, 2021 ....................................................$709

MPhA Joint Members

Early Bird Rate (Through March 15, 2021) ................................. $199

On-site and after March 15, 2021 ....................................................$249

MPhA Pharm Tech

Early Bird Rate (Through March 15, 2021) ................................. $149

On-site and after March 15, 2021 ....................................................$249

Non Member Guest, No CE Credit

Guest Name: _____________________________________________________________

MPhA Pharm Tech

Student Rate includes shared room ...............................................$250

 TEES & STUDENT SPONSORSHIPS
Each paid registration includes one MPhA 150th 
Annual Convention shirt.   Please indicate size below:

S ________ M ________ L ________ XL ________ 2XL ________

Additional shirts:
Qty.  ________  Size(s) __________  @ $10.00 ______________

 PAYMENT INFORMATION

Card or Check # _____________________________________________

Expiration Date: ____________________________ CVC: __________

Cardholder's Signature: _____________________________________

TOTAL $__________________

In order to receive the early bird discount,  a complete 
registration form along with full  payment must be 
received by MPhA no later than 4 p.m. on March 15, 
2021. Mail to: 

MPhA
PO Box 16861

Jackson, MS  39236 

or call  (601) 981-0416

4 Mississippi Pharmacist

PRESIDENT’S MESSAGE

Dear Members of MPhA,

Greetings! I hope your 2021 is off and running, and the new year 
has been great for you and yours thus far.

2021 has already proven to be an exciting year for MPhA, 
specifically on the legislative front. Recently, Senate Bill (SB) 2750 
passed the Senate and was transmitted to the House. If you did not 
know, SB 2750 will revise the definition of “written guideline or 
protocol” regarding location of delegated prescribing function. This 
should prove to be a significant benefit to our citizens that utilize 
healthcare to optimize their medication therapy, as well as provide 

a benefit to the pharmacy profession with being more efficient as pharmacists 
administrate and carry out these programs.

Also, MPhA is planning an excellent convention for 2021. We are hopeful and 
excited about the prospects of getting to network and meet together in person 
again. Communication has been pushed to guide you with registration and 
accommodations, so please take some time to get those items off your “to do” list 
and take advantage of early bird discounted rates.

I would also like to take a moment to show my appreciation for all those in 
the fight with COVID-19. Many have stepped up in many areas, specifically 
with recent vaccination efforts. It takes many resources to store, distribute, and 
administer these vaccines. Many of you have shared your stories of involvement 
where you have pitched in to help. Thank you for telling your story and for 
stepping up in this time of great need.

It is an honor to serve you as President of MPhA. If we can be of help to you, 
please to not hesitate to contact us.

Sincerely, 

Wes Pitts, Pharm.D., BCPS, FASHP, FMSHP
MPhA President

Spring 2021 17
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mspharm.org or call 601.981.0416

Mickey Smith utilizes his 50-plus 
years’ experience as an academic, 
practicing pharmacist, and Big 

Pharma employee to describe the 
scope of the pharmaceutical 

industry and how it affects us on a 
daily basis, concluding with an 

inside look at Big Pharma and how 
regulations, marketing, and the 

press have affected their business, 
both good and bad.

	  

	  

	  
	  

	  

	  
	  
	  

	  
200 E Beach Blvd, Gulfport, MS  39507    

228.206.7880 
 

June 3rd - June 6th 
 

Reserve your room today! 
 

centennialplazams.com 
 
O2021MPA for the Oasis Resort  
G2021NPA for the Grand Centennial  
	  

	

	

	
Please	join	us	at	the	150th	MPhA	Annual	Convention	&	Trade	Show	

June	3rd	-	6th	
Centennial	Plaza	in	Gulf	Port,	Mississippi	

	
Earn	up	to	12	ACPE	approved	Continuing	Education	Credits	

5	Opioid/Drug	Credits		 
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Please join us at the 
150th MPhA Annual Convention & Trade Show

June 3rd - 6th
Centennial Plaza in Gulf Port, Mississippi

Earn up to 12 ACPE approved Continuing Education Credits  •  5 Opioid/Drug Credits  

AGENDA AT A GLANCE
Thursday, June 3rd
4:30 p.m. - 6:30 p.m. .................................................................... Early Registration
5:30 p.m.  - 6:30 p.m. ............................... Student Financial Planning Discussion
6:30 p.m. ..................................................................................... Opening Reception

Friday, June 4th
7:00 a.m. ........................................................................................................Breakfast
7:00 a.m. ...................................................................................................Registration
8:30 a.m. ......................................................1.0 hour CE - (DOA) Alcohol Abuse
9:30 a.m. ......................................................................0.5 hour CE - Telepharmacy
10:00 a.m. ............................................................................................................ Break
10:15 a.m. ....................................................... 1.5 hours CE - Pharmacogenomics
11:45 a.m. ................................................................................................Lunch Break
1:45 p.m. ............. 1.0 hour CE - COVID-19 CMS Updates & Testing Changes
2:45 p.m. ......................1.0 hour CE - (DOA) Psych - Sublocade and Spravoto
3:45 p.m. .............................................................................................................. Break
4:00 p.m. ..................................................................................Trade Show Opening

Saturday, June 5th
7:00 a.m. ........................................................................................................Breakfast
8:30 a.m. ..............................................1.0 hour CE - (DOA) New Drug Update
9:30 a.m. .............................................................................................................. Break
9:45 a.m. ....................................................... 1.0 hour CE - Burnout in Pharmacy
10:45 a.m. ............................1.0 hour CE - Innovation Driving Pharmacy Today
11:45 a.m. ................................................................................................Lunch Break
1:45 p.m. ................. 1.0 hour CE - COVID-19 Treatment and Vaccine Update
2:45 p.m. ...................................................1.0 hour CE - Snake Venom Treatment
3:45 p.m. .............................................................................MPhA Business Meeting
3:45 p.m. ...................................................................................Student Round Table
4:15 p.m. .............................................................................................................. Break
4:30 p.m. .......................................................................................Awards Reception

Sunday, June 6th
7:00 a.m. ........................................................................................................Breakfast
8:30 a.m. ............................................2.0 hours CE - (DOA) New Drug Update
10:30 a.m. .........................................................................................Convention End
11:00 a.m. .........................................................................................Hotel Checkout

PLEASE NOTE CE time slots may change.
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EXECUTIVE DIRECTOR’S MESSAGE

Welcome to this issue of Mississippi Pharmacist!  It’s a great day to be 
a member of MPhA!  MPhA has been busy so far this year, working at the 
Capitol, partnering with the UM School of Pharmacy for an immunization 
training class, planning our 150th annual convention, and recruiting new 
members.

We are grateful to Senator Josh Harkins for authoring and getting SB 2750 
passed through the Senate this year.  At the time of this writing, it has passed 
Senate and the House Public Health and Human Services committee and is 
headed to the House floor.  This bill seeks to revise the definition of “Written 
guideline or protocol” to the following:

“Written guideline or protocol” means an agreement in which any 
practitioner authorized to prescribe drugs delegates to a pharmacist authority 

to conduct specific prescribing functions in an institutional setting, or with the practitioner’s 
individual patients, provided that a specific protocol agreement between the practitioner and 
the pharmacist is signed on each patient and is filed as required by law or by rule or regulation 
of the board.

The goal of this revision is to remove the burden of paperwork previously required by 
having to have a protocol for each patient.  Should this bill become law, one protocol will 
cover all of the prescriber’s patients for that pharmacy. If passed, this law will become effective 
July 1st, 2021

We have also been monitoring HB 479 and SB 2119 which, if either are passed, will 
remove pseudoephedrine from being a scheduled medication and will allow it to be sold at 
the pharmacy counter.  Please visit www.mspharm.org and click the link to read the details.

We partnered with the UM School of Pharmacy and had a very successful virtual 
Immunization training class in February.  Pharmacists on the front line giving immunizations 
during this pandemic has put a spotlight on the fact that pharmacists are prepared and willing 
to make a positive impact on the health of our citizens.

Go ahead and Put June 3rd – 6th in your calendars and plan to join us for what will be an 
amazing 150th annual MPhA convention. The education committee has been working hard to 
create a great line up of speakers for CE. We have brought the convention back to MS this year 
and it will be at the Centennial Plaza in Gulfport. We look forward to seeing you there this 
year. If you or someone you know have not attended a convention in the past because it was 
out of state, I’m looking forward to seeing you there this year.

And finally, I’m asking for your help to increase our MPhA membership. We are currently 
reaching out to expired members to renew and to non-members to join, but there is such a 
greater impact when it is coming from family member, friend, or coworker. So please take 
time this week to reach out to 3-5 pharmacists and make sure that they are current and active 
MPhA members. 

Thank you,

Beau Cox @PharmacyLender Member FDIC | Equal Housing Lender

Proud Partner of



CONTINUING EDUCATION

Continuing education quiz #002-024-021-002  for 1.0 clock hours. CE Credits are valid through 2022.
MEDICATION THERAPY MANAGEMENT IN BARIATRIC SURGERY PATIENTS

INSTRUCTIONS: After reading the continuing education article, quizzes can be taken online at mspharm.org or 
detach this page. A grade of 70% or better is required to earn 1.0 hour of continuing education credit.  This is a 
free service for MPhA members.  
To mail your quiz, include a self-addressed and stamped envelope and mail to: 
MPhA, PO Box 16861, Jackson, MS  39236.

Print name, phone number, and email:

NAME ____________________________________________________________________________________

PHONE  ____________________________________  EMAIL ______________________________________

1.  What surgery has been the most performed bariatric 
surgery in recent years?

 a. Sleeve gastrectomy
 b. Gastric banding
 c. Roux-en-Y gastric bypass
 d. Biliopancreatic diversion with duodenal switch

2.  Of the following, which is the only type of bariatric 
surgery that is solely restrictive?

 a. Sleeve gastrectomy
 b. Gastric banding
 c. Roux-en-Y gastric bypass
 d. Biliopancreatic diversion with duodenal switch

3.  Of the following, which type of bariatric surgery is the 
most effective in maintaining long-term weight loss? 

 a. Sleeve gastrectomy
 b. Gastric banding 
 c. Roux-en-Y gastric bypass
 d. Biliopancreatic diversion with duodenal switch

4.  What is the mechanism that will mainly contribute 
to the development of nutritional complications after 
bariatric surgery?

 a.  Decreased food intake due to reduction of 
gastrointestinal tract size

 b. Food intolerance
 c. Malabsorption of nutrients
 d. Poor eating pattern

5.  Which vitamin deficiency would show signs of impaired 
night vision and dry eyes? 

 a. Vitamin A b. Vitamin C
 c.   Vitamin K d. Vitamin D

6.  Which weight loss medication was removed from the 
market in 2020 due to possible risk of cancer?

 a. Belviq® b. Contrave®
 c. Saxenda® d. Qsymia®

7.  It is generally recommended to stop most weight loss 
therapies if five percent of weight loss is not achieved 
within how many months?

 a. 1 month b. 3 months 
 c. 8 months  d. 2 years 

8.  Which of the medications listed below contains a 
controlled substance? 

 a. Qsymia® b. Xenical®
 c. Saxenda® d. Contrave®

9.  How many minutes of exercise are recommended per 
week, in addition to a low-fat, low-calorie diet? 

 a. 30 minutes  b. 90 minutes 
 c. 120 minutes  d. 150 minutes 

10.  Patients may qualify for bariatric surgery with a BMI of 
__ if they have obesity related comorbidities? 

 a. 26  b. 27
 c. 29 d. 30

11.  What is historically classified as clinically significant 
weight loss? 

 a. 2%  b. 3%
 c. 4% d. 5% 

12.   Which of the following are risk factors for venous 
thromboembolism? 

 a. Decreased mobility  b. Surgery 
 c. Obesity  d. All of the above

13.    Of the following, which class of medications is 
recommended to reduce the pH of the stomach and 
prevent ulceration? 

 a. H2-receptor antagonists   b. Anticholinergics
 c. Proton pump inhibitors    d. Antacids

14.  Levels of which of the following vitamins could affect 
the dose of warfarin?

 a. Vitamin C b. Vitamin A
 c. Vitamin E d. Vitamin K

15.  Which class of hypoglycemic agents should not be 
recommended in patients after bariatric surgery due to 
the potential for weight gain? 

 a. Biguanides  b. GLP-1 agonists 
 c. Thiazolidinediones  d. SGLT-2 inhibitors 

16.  A BMI of 20 is considered?
 a. Underweight b. Normal weight
 c. Overweight d. Obese 

CONTINUING EDUCATION

MEDICATION THERAPY MANAGEMENT IN 
BARIATRIC SURGERY PATIENTS 
C�aroline�Bobinger,�PharmD, BCPS, Clinical Pharmacy Specialist Diabetes Management  

Mississippi Baptist Medical Center
Caroline�Culley,�PharmD Candidate 2021, University of Mississippi School of Pharmacy
Michelle�Rodrigues�Ayres�De�Almeida,�PharmD Candidate 2021, University of Mississippi School of Pharmacy

GOAL: 
This continuing education 

activity is being provided so 
pharmacists and pharmacy 
technicians can learn or refresh 
their knowledge about the 
management of medication therapy 
in patients who have undergone 
bariatric surgery.

OBJECTIVES: 
By the completion of this 

activity, the participant will be able 
to…

• Identity weight loss 
medications for patients

• Identify the different types of 
bariatric surgeries

• Recognize the signs and 
symptoms of micronutrient 
deficiencies after bariatric 
surgery

• Discuss which medications 
require adjustments post 
bariatric surgery

OBESITY: BACKGROUND 
AND FIRST OPTIONS

The prevalence of adult obesity 
in the United States is on the up-
swing. In fact, the 2019 CDC Adult 
Obesity Prevalence maps identified 
12 states with obesity prevalence 
at 35% or greater.1 Mississippi 
reported the highest prevalence of 
obesity, at 40.8%.1

The preferred initial therapy, 

for patients to lose weight, is diet 
and exercise. Reduced calorie diets 
that are also low in fat can help 
create a calorie deficit, and patients 
can potentially lose one or two 
pounds per week.2 Modest weight 
loss, defined as loss of five to ten 
percent of total body weight, reaps 
many benefits including lower 
cholesterol, blood glucose, and 

blood pressure. Weight loss also 
helps reduce the risk of developing 
cardiovascular disease.3            

The CDC recommends a 
combination of moderate intensity 
aerobic exercise for 150 minutes 
per week and muscle strengthening 
activities that work all major mus-
cle groups two or more days per 
week.4  Weight loss medications are 

Table 1. FDA approved long-term therapies for weight loss5, 6, 7, 8

Brand and Generic Dose Mechanism of action Adverse effects
C ontrave® 
( bupropion- 
naltrexone)

W eek 1: one tablet in 
the morning 

W eek 2: one tablet 
in the morning and 
evening 

W eek 3: one tablet in 
the morning and one 
tablet in evening

W eek 4: two tablets 
in the morning and 
evening

Swallow whole, do not 
crush

B upropion: decreases 
appetite 

N altrexone: reduces food 
cravings 

BBW: suicidal thoughts 

B upropion may increase blood 
pressure, not for use in 
patients with uncontrolled 
hypertension, a history of 
seizures, or opioid use as 
naltrexone blocks opioid 
receptors 

D iscontinue in 3 months if 5% 
weight loss is not achieved

S axenda® 
( liraglutide)

I nitial dose of 0.6 mg 
SQ daily, increase 
weekly by 0.6 mg to 
a target dose of 3 mg 
daily 

G LP-1 agonist used to 
increase satiety 

B BW: risk of C-cell carcinoma

D iscontinue in 16 weeks if 4% 
weight loss is not achieved 

Q symia® 
( phentermine- 
topiramate ER) 

C -IV controlled sub-
stance

N ote: phentermine 
can be used without 
combination, but is 
only FDA approved 
for short term use

I nitial dose: 3.75 mg/23 
mg every morning for 
14 days, then titrate 
up based on weight 
loss 

M ax dose: 15 mg/92 
mg every morning

N ote:  
CrCl< 50 mL/min:  
max is 7.5 mg/46 mg

P hentermine: releases 
norepinephrine which 
stimulates satiety and 
decreases appetite 

T opiramate: believed 
to increase satiety by 
blocking glutamate 
receptors  

T achycardia, CNS effects, 
monitor heart rate

R EMS program due to terato-
genic risks

X enical® 
( orlistat) 
I ndicated for patients 
>12 years of age

1 20 mg by mouth once 
daily with a fat-con-
taining meal

D ecreases absorption of 
dietary fat by inhibiting 
lipase

C ommon side effects are 
related to gastrointestinal 
discomfort, soft stools, and 
flatulence; separate from 
multivitamin by at least 2 
hours 
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not an appropriate recommenda-
tion for all patients and the deci-
sion to initiate weight loss therapy 
should be a shared decision that 
includes a healthcare team. Candi-
dates for weight loss medications 
should have a body mass index 
(BMI) greater than 30, or have a 
BMI greater than 27 with a comor-
bidity related to obesity such as 
type 2 diabetes, hypertension, or 
obstructive sleep apnea.3

BMI is a number calculated 
using a person’s height and weight. 
Although it has limitations, it is 
considered a reasonably reliable 
indicator of whether one’s weight 
is in a healthy proportion to the 
height. It is calculated using an 
individual’s height (in meters) and 
weight (in kg). The resultant BMI 
is placed into one of the following 
categories: 2 

Underweight = <18.5 
Normal weight = 18.5–24.9  
Overweight = 25–29.9  
Obesity = BMI of 30 or greater

There are currently four 
FDA-approved therapies for long-
term weight loss, as described in 
Table 1.5, 6, 7, 8  Belviqâ (lorcaserin) 
was approved by the FDA in 2012 
to help with weight loss. However, 
at the request of the FDA, it was 
voluntarily withdrawn from the 
market by the manufacturer in 
February 2020 due to the possible 
risk of cancer.9 Most weight loss 
medications decrease appetite 
and increase satiety. An exception 
would be Xenicalâ (orlistat), which 
decreases dietary fat absorption. 
Common adverse effects of many 
weight loss medications include 
nausea, diarrhea, and constipation; 
fortunately, symptoms typically 
resolve with continued use.10 All 
weight loss therapies should be 
avoided during pregnancy due 
to reproductive harm. This is an 

important consideration given that 
many patients desiring weight loss 
are women of reproductive age.10

The results of weight loss 
medications are patient-specific 
and depend on a variety of factors, 
including metabolism and duration 
of use. However, just as it is im-
portant to recognize when therapy 
should be initiated, it is equally 
important to discern when discon-
tinuation of therapy may be war-
ranted. It is generally recommend-
ed to stop most therapies if a five 
percent weight loss is not achieved 
within three months.10Additionally, 
the efficacy and safety of weight 
loss medications beyond one year 
has not been established.10

DIFFERENT TYPES OF 
BARIATRIC SURGERIES 

Bariatric surgeries achieve 
weight loss by two different com-
ponents: malabsorption and re-
striction. Some surgeries combine 
these two components to result in 
greater and longer lasting weight 
loss rather than using one method 
alone. Restrictive procedures are 
designated to reduce the stomach 

size and thus reduce the amount of 
food the stomach can hold. On the 
other hand, malabsorptive proce-
dures will affect the rate of nutri-
ent absorption.11

There are five commonly 
available surgical procedures rec-
ognized by the American Society 
of Metabolic and Bariatric Surgery 
(ASMBS): Roux-en-Y gastric by-
pass (RYGB), sleeve gastrectomy 
(SG), adjustable gastric banding 
(AGB), biliopancreatic diversion 
with duodenal switch (BPD-DS) 
and single-anastomosis duodeno-il-
eal bypass with sleeve (SADI-S) 

(Figures 1 and 2)12. Most bariatric 
surgeries today are performed us-
ing minimally invasive laparoscopic 
techniques.13

The safety of bariatric surgery 
has improved over the years, with 
a substantial drop in mortality 
rates. New surgical techniques, 
such as laparoscopy, turned bariat-
ric surgery into one of the safest 
gastrointestinal surgical procedures 
performed in the country.13 When 
mortality does occur, it is usually 
due to venous thromboembolism 
and not the actual procedure.14 
Complications after surgery are 

Figure 1:  Common, FDA-approved, and accepted ASMBS 
bariatric procedures 12
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rare with most of them being 
minor and correctable.13 These 
complications typically include 
constipation, abdominal and chest 
pain, dysphagia, regurgitation, me-
chanical obstruction, and dumping 
syndrome.14

1. Roux-en-Y Gastric Bypass 
(RYGB) 
The RYGB has been the most 
commonly performed opera-
tion worldwide, but its use is 
trending downward because of 
its lower effectiveness and safe-
ty compared to other bariatric 
methods. It is the hybrid tech-
nique that combines restrictive 
and malabsorptive approaches 
by reducing the stomach size 
through the creation of a small 
gastric pouch and causing food 
to bypass the proximal intes-
tine. Even though the gastric 
bypass diverts nutrients and 
promotes gastrointestinal 
reconfiguration, the proce-
dure reconnects the intestinal 
segments and the gastric pouch 
in a way the gastric acid and 
digestive enzymes are not lost 
and will eventually be mixed 
with food in the mid-jejunal 
segment. All these alterations 
will affect satiety, hunger, insulin 
sensitivity and glucose homeo-
stasis.13

2. Sleeve Gastrectomy (SG) 
The sleeve gastrectomy has 
gained popularity in the world 
and is the most commonly 
performed bariatric proce-
dure in the United States. This 
procedure is performed by 
resecting approximately 80% 
of the stomach, which causes 
the stomach to form a tubular 
pouch shape. The new stom-
ach will present lower capacity 
resulting in lower food intake.13 
Evidence has shown that the 
SG is as effective as RYGB in 
terms of weight loss and co-
morbidity improvement,15 but 
it has a superior safety profile 
and less surgical rearrange-
ments that make this proce-
dure more popular among 
patients and surgeons.12 SG has 
shown to have a lower risk of 
bowel obstruction or marginal 
ulcers compared to the RYGB. 
Therefore, it may be beneficial 
for patients on chronic high 
dose NSAIDs and aspirin to 
receive the SG over the RYGB. 
Lower complication rates and 
nutritional deficiencies favor 
SG over RYGB.16

3. Adjustable Gastric Band 
(AGB) 
This is the only purely restric-
tive procedure of those listed.  
The gastric capacity is limited 
by the placement of an inflat-
able band around the upper 
portion of the stomach. A small 
stomach pouch will be created 
above the adjustable band that 
is designed to obstruct the 
passage of food and control the 
gastric outflow. Therefore, the 
patient will have less hunger 
and will feel full with smaller 
amounts of food. However, this 
procedure has shown lack of 
long-term benefits on weight 
loss and comorbidity reso-
lution; therefore, its use has 
substantially declined over the 
years.13

4. Biliopancreatic Diversion 
with Duodenal Switch (BPD-
DS) 
Of the five listed, this is the 
least performed bariatric 
procedure in United States 
because of its challenging tech-
nical requirements. However, it 
presents the best effectiveness 
in long-term weight loss and 
ability to resolve weight-relat-
ed medical conditions such as 
type 2 diabetes mellitus. This 
hybrid technique removes a 
portion of the stomach sim-
ilarly to the SG while a large 
portion of the small intestine is 
bypassed, much further than in 
the RYBG.13

5. Single-Anastomosis Duode-
no-Ileal Bypass with Sleeve 
(SADI-S) 
SADI-S is similar to BPD-DS, 
but it has only one anastomosis 
to make the technique simpler 
and with fewer malabsorptive 
complications. ASMBS has re-
cently endorsed this procedure, 
but its long-term outcomes are 
still unknown.12 Studies have 
shown similar results to RYBG 
in regard to weight loss, with 
lower risk of post-operative 
complications and shorter op-
eration time.14

PHARMACOTHERAPY 
CONSIDERATIONS IN 
BARIATRIC PATIENTS AF-
TER SURGERY 

Bariatric surgery causes phys-
iological and anatomical changes 
that require close monitoring. The 
type of bariatric surgery may also 
influence the pharmacokinetic 
effects. For example, restrictive 
procedures have reduced phar-
macokinetics effects compared to 
combined procedures such as a 
Roux-en-Y.17When the direction of 
the gastrointestinal tract is altered, 
there is less surface area available 
for medications to be absorbed, 
specifically with the Roux-en-Y 
procedure.18When bypassing parts 

Figure 2: SADI-S procedure12

Spring 2021 912 Mississippi Pharmacist

procedures when nutrients are 
transferred from the gastric pouch 
to the ileum.35 GLP-1 agonists have 
not been studied in post bariatric 
patients, but should warrant mon-
itoring due to high endogenous 
incretins levels after RYGB and SG 
procedures. 36 General rates of di-
abetes remission vary between 24 
- 95% at two years depending on 
the type of procedure, as malab-
sorptive surgeries were shown to 
be more effective than restrictive 
surgeries.  Parameters indicating 
remission include normoglycemia 
with an A1c less than 6% without 
the use of glucose-lowering agents 
for at least one year.36

The effect of bariatric surgery 
on lipid profiles vary; however, 
there is evidence that both tri-
glyceride and high-density lipopro-
tein concentrations are improved 
after bariatric surgery. More 
research is needed to determine 
the effects of bariatric surgery on 

dyslipidemia. However, it is recom-
mended that statin therapy should 
be continued after surgery.37 

Bariatric surgery has been 
shown to be an effective strategy 
for reducing blood pressure in 
patients with obesity and hyper-
tension. The Gateway trial found at 
least a 30% reduction in the num-
ber of hypertension medications 
patients needed post-surgery while 
still maintaining appropriate blood 
pressure goals. It is recommended 
that patients with hypertension 
check their blood pressure twice 
daily. If readings are consistently 
out of range, patients should then 
consult their prescriber for po-
tential dose modifications.38 Often, 
prescribers will also discontinue 
diuretic therapies to prevent dehy-
dration.18

CONCLUSION:
Pharmacists have the ability 

to play a unique role in managing 

medications for patients after bar-
iatric surgery and should under-
stand the therapeutic options avail-
able for patients desiring weight 
loss. They may also play an integral 
role in understanding the types of 
surgical procedures, as well as the 
challenges of surgery on pharma-
cotherapy and potential nutritional 
deficits that may arise. 

REFERENCES: 
1. Obesity Stats. Adult Obesity Prevalence Maps. Cen-

ters for Disease Control and Prevention. https://
www.cdc.gov/obesity/data/prevalence-maps.html. 
Published September 21, 2020. Accessed January 
17, 2021. 

2. Maintain a Healthy Weight. National Heart Lung and 
Blood Institute. https://www.nhlbi.nih.gov/health/
educational/lose_wt/index.htm. Accessed January 
17, 2021.

3. Apovian CM, Aronne LJ, Bessesen DH, et al. Pharma-
cological management of obesity: an endocrine soci-
ety clinical practice guideline. The journal of clinical 
endocrinology and metabolism. 2015;100(2):342-
362. doi:10.1210/jc.2014-3415 

4. Physical Activity for a Healthy Weight. Centers for 
Disease Control and Prevention. https://www.cdc.
gov/healthyweight/physical_activity/index.html. Pub-
lished October 28, 2020. Accessed January 17, 2021. 

5. Contrave [package insert]. Deerfield, IL: Takenda 
Pharmaceuticals; 2014 

6. Saxenda [package insert]. Plainsboro, NJ: Novo 
Nordisk; 2014 

7. Qsymia [package insert]. Winchester, KY: Vivus, Inc.; 
2021 

8. Xenical [package insert]. South San Francisco, CA: 
Roche Laboratories Inc.; 2012

9. Center for Drug Evaluation and Research. FDA 
Drug Safety Podcast: FDA requests market 
withdrawal of lorcaserin. U.S. Food and Drug 
Administration. https://www.fda.gov/drugs/fda-
drug-safety-podcasts/fda-requests-withdrawal-
weight-loss-drug-belviq-belviq-xr-lorcaserin-market. 
Accessed January 26, 2021

10. Yanovski SZ, Yanovski JA. Long-term drug treatment 
for obesity: a systematic and clinical review. JAMA. 
2014;311(1):74-86. doi:10.1001/jama.2013.281361

11. Wolfe BM, Kvach E, Eckel RH. Treatment of Obe-
sity: Weight Loss and Bariatric Surgery. Circ Res. 
2016;118(11):1844-1855. doi:10.1161/CIRCRESA-
HA.116.307591 

12. Rogers AM. Current state of bariatric surgery: pro-
cedures, data, and patient management. Techniques 
in vascular and interventional radiology. 2020;23(1). 
doi:10.1016/j.tvir.2020.100654 

13. English WJ, Williams DB. Metabolic and Bariatric 
Surgery: An Effective Treatment Option for Obesity 
and Cardiovascular Disease. Prog Cardiovasc Dis. 
2018;61(2):253-269. doi:10.1016/j.pcad.2018.06.003 

14. Alexis Sudlow, Dimitri J. Pournaras, Alan Osbor-
ne. Bariatric surgery. Surgery (Oxford). 2020; 38 
(11): 738-744. https://doi.org/10.1016/j.mp-
sur.2020.08.002.

15. Peterli R, Wölnerhanssen BK, Peters T, et al. Effect 
of Laparoscopic Sleeve Gastrectomy vs Laparo-
scopic Roux-en-Y Gastric Bypass on Weight Loss 
in Patients with Morbid Obesity: The SM-BOSS 
Randomized Clinical Trial. JAMA. 2018;319(3):255-
265. doi:10.1001/jama.2017.20897 

16. Mechanick JI, Apovian C, Brethauer S, et al. Clinical 
practice guidelines for the perioperative nutrition, 
metabolic, and nonsurgical support of patients 

Table 2.  Symptoms and treatment of micronutrient deficiencies 
after bariatric surgery.14, 27, 28

Vitamins and minerals Deficiency symptoms Dosage for deficiency 
Vitamin A impaired night vision and dry eyes initial dose of 10,000 to 25,000 units/

day orally depending on clinical re-
sponse

Vitamin E ataxia, loss of vibration or position 
sense, and muscle weakness

100 to 400 units/day orally

Vitamin K bleeding 10 mg intravenously
Calcium and vitamin D bone loss, impaired immunity and 

secondary hyperparathyroidism
Calcium: 1200 to 2400 mg/day orally
Vitamin D3: 3,000 to 6,000 units/day 
orally to achieve target level (≥ 30 ng/
dL)

Vitamin B1  
(thiamine)

inflammation, oxidative stress and 
neuro-degeneration which can result 
in nausea, vomiting and neuropathy

100 mg orally 2–3 times daily until 
symptoms resolve

Vitamin B12  
(cyanocobalamin)

neuropathy, muscle weakness, fatigue, 
anemia, and mood disorders

1 mg/day orally followed by 350 to 
1000 mcg/day for maintenance

Folate fatigue, anemia, cognitive impairment, 
depression, and risk for congenital 
neural tube defects

1 mg/day orally followed by 400 to 
800 mcg/day from multivitamin for 
maintenance

Iron fatigue, microcytic anemia, hair loss, 
brittle nails, and angular cheilosis

150 to 200 mg of elemental iron/day 
orally

Vitamin C ecchymoses, gingival bleeding, hyper-
keratosis, corkscrew hair growth, and 
frank scurvy in severe cases

500 mg/day orally

Copper painful neuropathy, anemia, neutrope-
nia, optic neuropathy, fatigue, and iron 
deficiency

3 to 8 mg/day orally or 2 to 4 mg/day 
intravenously for 6 days in severe cases

Zinc diarrhea, hair loss, glossitis, dysgeusia, 
delayed wound healing, and skin le-
sions, including acrodermatitis entero-
pathica

60 mg twice a day orally
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of the small intestine, enzymes 
such as CYP3A, commonly found 
in the liver and proximal small 
intestine, may also be affected. 
Therefore, monitoring of medica-
tions that are metabolized by CYP 
enzymes is critical. A few examples 
of medications with major CYP3A 
interactions to monitor would be 
statins, calcium channel blockers, 
hydrocortisone, and estradiol.19The 
pharmacokinetic changes in bariat-
ric surgery patients may develop 
days to months after surgery, and 
these changes may even start to 
partially or fully reverse as the 
body starts to adapt to the alter-
ations made from surgery. This is 
why it is so important to monitor 
these patients frequently post-bar-
iatric surgery.18

Patients who have undergone 
bariatric surgery may no longer 
have equivalent medication re-
quirements due to the physiolog-
ical and anatomical changes that 
occur post-surgery. Disintegra-
tion of solid oral dosage forms 
in bariatric surgery patients can 
be reduced because medications 
will have less contact with bile 
secretions.18 Often patients may 
require dose reductions or chang-
es in medication formulations after 
surgery.17 Medications may need to 
be crushed and dissolved in liquid, 
or the patient may need to be 
switched to a transdermal patch or 
converted from extended release 
to immediate-release formulations 
in order to increase absorption. 
18Nausea is common following 
surgery; therefore, anti-emetic 
suppositories may be indicated in 
some patients. 

It is important to consider the 
need for anticoagulation on an 
individual basis, as surgery, obesity, 
and decreased mobility are all risk 
factors for venous thromboembo-
lism. In fact if warfarin is indicated, 

it is important to recognize that 
vitamin K levels are likely to be 
reduced due to decreased absorp-
tion surface area and reduction of 
foods that are rich in vitamin K. 
Additionally, vitamin K is a fat-solu-
ble vitamin; therefore, the amount 
of vitamin K that can be absorbed 
is lessened due to an overall reduc-
tion in fat. A reduction in vitamin 
K should warrant a decrease in a 
patient’s warfarin dose. 20Other 
blood thinners, such as direct oral 
anticoagulants, may, also, be affect-
ed after bariatric surgery. Eliquisâ 
(apixaban) is predominantly ab-
sorbed in the colon; therefore, its 
absorption is perhaps less likely to 
be affected compared to Xareltoâ 
(rivaroxaban) which is released in 
the stomach. However, more re-
search is needed to determine the 
appropriate use of blood thinners 
in this patient population.21

Proton pump inhibitors can 
help to reduce the pH of the stom-
ach, which is relevant as approx-
imately 1-16% of patients report 
ulceration after gastric bypass.22 
This is why many providers pre-
scribe proton pump inhibitors after 
gastric bypass surgery. Ulceration 
can be experienced, during the 
Roux-en-Y procedure, since the 
duodenum is bypassed, and acid 
chyme is redirected to the jejunum, 
thus increasing the risk of gastric 
ulcers. Since liquid, pureed, and soft 
diets are used during the first few 
post-surgical weeks, capsules may 
need to be opened and sprinkled 
over food. There is not a clear con-
sensus on the duration of therapy, 
but prophylactic therapy usually 
ranges from one to six months or 
longer if the patient has persistent 
reflux symptoms.22   

There is a high prevalence 
of psychiatric illnesses, including 
depression and anxiety, in patients 

undergoing bariatric surgery.17 
Antidepressants are commonly 
prescribed to patients prior to 
surgery.23 Although antidepressants 
are known to cause weight gain, 
there are regimens available that 
are weight neutral, such as bupro-
pion or amitriptyline. It has been 
found that patients with at least 
two psychiatric conditions are six 
times as likely to stop losing weight 
after bariatric surgery, compared 
to patients with one or zero 
psychiatric illnesses.23For patients 
with depression and anxiety it is 
important to monitor for signs 
of psychiatric relapse post bariat-
ric surgery. Switching to a readily 
absorbable formulation such as an 
immediate-release tablet may be 
preferred in this population. Dulox-
etine may require dosage increases 
due to a decreased absorption 
in RYGB patients compared to 
nonsurgery patients. Alternatively, 
extended-release venlafaxine does 
not appear to have a significantly 
altered absorption profile post-
RYGB.18

Pregnancy is not recommend-
ed for twelve to eighteen months 
after bariatric surgery to prevent 
harm to both mother and fetus 
due to vitamin and mineral defi-
ciencies, specifically with malab-
sorptive procedures such as the 
Roux-en-Y gastric bypass.17 Non-
oral contraceptive methods such 
as a transdermal patch or intra-
uterine device may be most appro-
priate since estrogen is primarily 
absorbed in the upper gastroin-
testinal tract, thus rendering oral 
contraceptives less effective in this 
patient population.17 Patients who 
received a malabsorptive proce-
dure would need to discuss alter-
native methods of oral contracep-
tion with their provider. 

Alcohol use also needs to be 

addressed in bariatric surgery 
patients. Alcohol has a quicker 
absorption rate in patients after 
bariatric surgery, so alcohol use 
should be limited in this patient 
population to prevent an alcohol 
use disorder. Although studies have 
shown that consumption of alcohol 
often decreases in the first post-
operative year, new onset of both 
alcohol misuse and abuse disorders 
can manifest in patients within 
three years after surgery.17

RECOMMENDATIONS FOR 
BARIATRIC PATIENTS 
AFTER SURGERY IN 
CHOOSING NUTRITIONAL 
SUPPLEMENTATION

Nutritional complications, such 
as deficiencies of macronutrients 
and micronutrients are most likely 
to occur after bariatric procedures 
due to changes in the anatomy and 
physiology of the gastrointestinal 
tract.24 Malabsorptive procedures, 
such as RYGB and BPD-DS, play a 
major role in the nutritional sta-
tus of patients. This is related to 
the fact these procedures bypass 
a portion of the small intestine 
causing a decrease in gastrointes-
tinal transit time, which limits the 
contact of the food with absorptive 
surfaces. However, even restrictive 
procedures, such as AGB, can result 
in nutritional deficiencies by de-
creasing food intake. 25 These nutri-
tional deficiencies are often added 
to preoperative nutritional deficits, 
food intolerance, and poor eating 
patterns of obese patients that 
might lead to malnutrition-related 
comorbidities.24 Therefore, to avoid 
these critical issues that follow 
bariatric surgery and to maintain 
weight reduction, it is important to 
adhere to a long-term nutritional 
follow-up with administration of 
vitamin and mineral supplementa-

tion. Several studies have presented 
nutrition care recommendations to 
enhance patient’s quality of life and 
prevent complications.25

Given the high risk of vitamin 
and mineral deficiencies after 
surgery, patients should take sup-
plementation and adopt routine 
micronutrient screening to help 
prevent clinically relevant health 
problems. It is advised that micro-
nutrient status be evaluated every 
three months for the first year, 
biannually for the second year, and 
then yearly thereafter. Life-long 
monitoring is specifically advised 
for the RYGB and BPD-DS proce-
dures. 26 It is important that when 
nutritional deficiencies appear, they 
are detected and corrected with 
specific supplements.27 Several 
oral multivitamin and trace ele-
ment products are available on the 
market to correct these nutritional 
deficiencies.26 In the event of insuf-
ficient follow-up and management 
of nutritional status of bariatric 
patients, lifetime micronutrient 
supplementation should be imple-
mented.28

Some studies have supported 
the maintenance of multivitamin 
supplements for a shorter time, 
especially after restrictive proce-
dures such as the SG. Once bariat-
ric patients can intake an adequate 
diet, supplementation might be 
unnecessary since a complete diet 
should meet most of a patient’s 
vitamin and mineral intake require-
ments. However, it is still import-
ant to have a close nutritional 
follow-up for bariatric surgery 
patients during their lifetime since 
these deficiencies can appear any 
time post-surgery.27

In malabsorptive bariatric pro-
cedures, the body may undergo a 
slow adaptation process of intesti-
nal absorption. The gastrointestinal 

surface area may increase along 
with the expression of more chan-
nel and carrier proteins over time. 
More studies in this area need to 
be conducted to investigate the 
post-surgical gastrointestinal adap-
tation.28 Overall, it is strongly rec-
ommended that bariatric patients 
start taking a multivitamin no later 
than two to four weeks post-bar-
iatric surgery.20 Table 2 describes 
in detail the manifestations and 
treatments of the most common 
micronutrient deficiencies.15, 29,  30

MONITORING OF DISEASE 
STATES IN BARIATRIC PA-
TIENTS AFTER SURGERY  

After bariatric surgery, patients 
may experience many changes 
related to various disease states 
in the days and weeks following 
their surgery. For example, patients 
with type 2 diabetes may have de-
creased insulin requirements over 
time and oral hypoglycemia med-
ications may need to be adjusted 
or even discontinued.31 There is 
no clear guidance on antidiabetic 
regimen adjustments post bar-
iatric surgery. It is proposed that 
pre-mixed or rapid acting insulin 
doses should be reduced by 50% 
and long acting insulins should be 
reduced by 30% on postopera-
tive day one. It is recommended 
that patients monitor their blood 
glucoses at home twice daily.32 

Metformin works by improving 
insulin sensitivity and decreases 
glucose production and absorp-
tion.33 Its absorption is increased in 
gastric bypass, so dose reductions 
may be necessary.34  Thiazolidine-
diones are not generally recom-
mended after weight loss surgery 
due to the potential for weight 
gain.17 Endogenous incretins, such 
as glucagon-like peptide (GLP-1), 
are increased after gastric bypass 
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of the small intestine, enzymes 
such as CYP3A, commonly found 
in the liver and proximal small 
intestine, may also be affected. 
Therefore, monitoring of medica-
tions that are metabolized by CYP 
enzymes is critical. A few examples 
of medications with major CYP3A 
interactions to monitor would be 
statins, calcium channel blockers, 
hydrocortisone, and estradiol.19The 
pharmacokinetic changes in bariat-
ric surgery patients may develop 
days to months after surgery, and 
these changes may even start to 
partially or fully reverse as the 
body starts to adapt to the alter-
ations made from surgery. This is 
why it is so important to monitor 
these patients frequently post-bar-
iatric surgery.18

Patients who have undergone 
bariatric surgery may no longer 
have equivalent medication re-
quirements due to the physiolog-
ical and anatomical changes that 
occur post-surgery. Disintegra-
tion of solid oral dosage forms 
in bariatric surgery patients can 
be reduced because medications 
will have less contact with bile 
secretions.18 Often patients may 
require dose reductions or chang-
es in medication formulations after 
surgery.17 Medications may need to 
be crushed and dissolved in liquid, 
or the patient may need to be 
switched to a transdermal patch or 
converted from extended release 
to immediate-release formulations 
in order to increase absorption. 
18Nausea is common following 
surgery; therefore, anti-emetic 
suppositories may be indicated in 
some patients. 

It is important to consider the 
need for anticoagulation on an 
individual basis, as surgery, obesity, 
and decreased mobility are all risk 
factors for venous thromboembo-
lism. In fact if warfarin is indicated, 

it is important to recognize that 
vitamin K levels are likely to be 
reduced due to decreased absorp-
tion surface area and reduction of 
foods that are rich in vitamin K. 
Additionally, vitamin K is a fat-solu-
ble vitamin; therefore, the amount 
of vitamin K that can be absorbed 
is lessened due to an overall reduc-
tion in fat. A reduction in vitamin 
K should warrant a decrease in a 
patient’s warfarin dose. 20Other 
blood thinners, such as direct oral 
anticoagulants, may, also, be affect-
ed after bariatric surgery. Eliquisâ 
(apixaban) is predominantly ab-
sorbed in the colon; therefore, its 
absorption is perhaps less likely to 
be affected compared to Xareltoâ 
(rivaroxaban) which is released in 
the stomach. However, more re-
search is needed to determine the 
appropriate use of blood thinners 
in this patient population.21

Proton pump inhibitors can 
help to reduce the pH of the stom-
ach, which is relevant as approx-
imately 1-16% of patients report 
ulceration after gastric bypass.22 
This is why many providers pre-
scribe proton pump inhibitors after 
gastric bypass surgery. Ulceration 
can be experienced, during the 
Roux-en-Y procedure, since the 
duodenum is bypassed, and acid 
chyme is redirected to the jejunum, 
thus increasing the risk of gastric 
ulcers. Since liquid, pureed, and soft 
diets are used during the first few 
post-surgical weeks, capsules may 
need to be opened and sprinkled 
over food. There is not a clear con-
sensus on the duration of therapy, 
but prophylactic therapy usually 
ranges from one to six months or 
longer if the patient has persistent 
reflux symptoms.22   

There is a high prevalence 
of psychiatric illnesses, including 
depression and anxiety, in patients 

undergoing bariatric surgery.17 
Antidepressants are commonly 
prescribed to patients prior to 
surgery.23 Although antidepressants 
are known to cause weight gain, 
there are regimens available that 
are weight neutral, such as bupro-
pion or amitriptyline. It has been 
found that patients with at least 
two psychiatric conditions are six 
times as likely to stop losing weight 
after bariatric surgery, compared 
to patients with one or zero 
psychiatric illnesses.23For patients 
with depression and anxiety it is 
important to monitor for signs 
of psychiatric relapse post bariat-
ric surgery. Switching to a readily 
absorbable formulation such as an 
immediate-release tablet may be 
preferred in this population. Dulox-
etine may require dosage increases 
due to a decreased absorption 
in RYGB patients compared to 
nonsurgery patients. Alternatively, 
extended-release venlafaxine does 
not appear to have a significantly 
altered absorption profile post-
RYGB.18

Pregnancy is not recommend-
ed for twelve to eighteen months 
after bariatric surgery to prevent 
harm to both mother and fetus 
due to vitamin and mineral defi-
ciencies, specifically with malab-
sorptive procedures such as the 
Roux-en-Y gastric bypass.17 Non-
oral contraceptive methods such 
as a transdermal patch or intra-
uterine device may be most appro-
priate since estrogen is primarily 
absorbed in the upper gastroin-
testinal tract, thus rendering oral 
contraceptives less effective in this 
patient population.17 Patients who 
received a malabsorptive proce-
dure would need to discuss alter-
native methods of oral contracep-
tion with their provider. 

Alcohol use also needs to be 

addressed in bariatric surgery 
patients. Alcohol has a quicker 
absorption rate in patients after 
bariatric surgery, so alcohol use 
should be limited in this patient 
population to prevent an alcohol 
use disorder. Although studies have 
shown that consumption of alcohol 
often decreases in the first post-
operative year, new onset of both 
alcohol misuse and abuse disorders 
can manifest in patients within 
three years after surgery.17

RECOMMENDATIONS FOR 
BARIATRIC PATIENTS 
AFTER SURGERY IN 
CHOOSING NUTRITIONAL 
SUPPLEMENTATION

Nutritional complications, such 
as deficiencies of macronutrients 
and micronutrients are most likely 
to occur after bariatric procedures 
due to changes in the anatomy and 
physiology of the gastrointestinal 
tract.24 Malabsorptive procedures, 
such as RYGB and BPD-DS, play a 
major role in the nutritional sta-
tus of patients. This is related to 
the fact these procedures bypass 
a portion of the small intestine 
causing a decrease in gastrointes-
tinal transit time, which limits the 
contact of the food with absorptive 
surfaces. However, even restrictive 
procedures, such as AGB, can result 
in nutritional deficiencies by de-
creasing food intake. 25 These nutri-
tional deficiencies are often added 
to preoperative nutritional deficits, 
food intolerance, and poor eating 
patterns of obese patients that 
might lead to malnutrition-related 
comorbidities.24 Therefore, to avoid 
these critical issues that follow 
bariatric surgery and to maintain 
weight reduction, it is important to 
adhere to a long-term nutritional 
follow-up with administration of 
vitamin and mineral supplementa-

tion. Several studies have presented 
nutrition care recommendations to 
enhance patient’s quality of life and 
prevent complications.25

Given the high risk of vitamin 
and mineral deficiencies after 
surgery, patients should take sup-
plementation and adopt routine 
micronutrient screening to help 
prevent clinically relevant health 
problems. It is advised that micro-
nutrient status be evaluated every 
three months for the first year, 
biannually for the second year, and 
then yearly thereafter. Life-long 
monitoring is specifically advised 
for the RYGB and BPD-DS proce-
dures. 26 It is important that when 
nutritional deficiencies appear, they 
are detected and corrected with 
specific supplements.27 Several 
oral multivitamin and trace ele-
ment products are available on the 
market to correct these nutritional 
deficiencies.26 In the event of insuf-
ficient follow-up and management 
of nutritional status of bariatric 
patients, lifetime micronutrient 
supplementation should be imple-
mented.28

Some studies have supported 
the maintenance of multivitamin 
supplements for a shorter time, 
especially after restrictive proce-
dures such as the SG. Once bariat-
ric patients can intake an adequate 
diet, supplementation might be 
unnecessary since a complete diet 
should meet most of a patient’s 
vitamin and mineral intake require-
ments. However, it is still import-
ant to have a close nutritional 
follow-up for bariatric surgery 
patients during their lifetime since 
these deficiencies can appear any 
time post-surgery.27

In malabsorptive bariatric pro-
cedures, the body may undergo a 
slow adaptation process of intesti-
nal absorption. The gastrointestinal 

surface area may increase along 
with the expression of more chan-
nel and carrier proteins over time. 
More studies in this area need to 
be conducted to investigate the 
post-surgical gastrointestinal adap-
tation.28 Overall, it is strongly rec-
ommended that bariatric patients 
start taking a multivitamin no later 
than two to four weeks post-bar-
iatric surgery.20 Table 2 describes 
in detail the manifestations and 
treatments of the most common 
micronutrient deficiencies.15, 29,  30

MONITORING OF DISEASE 
STATES IN BARIATRIC PA-
TIENTS AFTER SURGERY  

After bariatric surgery, patients 
may experience many changes 
related to various disease states 
in the days and weeks following 
their surgery. For example, patients 
with type 2 diabetes may have de-
creased insulin requirements over 
time and oral hypoglycemia med-
ications may need to be adjusted 
or even discontinued.31 There is 
no clear guidance on antidiabetic 
regimen adjustments post bar-
iatric surgery. It is proposed that 
pre-mixed or rapid acting insulin 
doses should be reduced by 50% 
and long acting insulins should be 
reduced by 30% on postopera-
tive day one. It is recommended 
that patients monitor their blood 
glucoses at home twice daily.32 

Metformin works by improving 
insulin sensitivity and decreases 
glucose production and absorp-
tion.33 Its absorption is increased in 
gastric bypass, so dose reductions 
may be necessary.34  Thiazolidine-
diones are not generally recom-
mended after weight loss surgery 
due to the potential for weight 
gain.17 Endogenous incretins, such 
as glucagon-like peptide (GLP-1), 
are increased after gastric bypass 



rare with most of them being 
minor and correctable.13 These 
complications typically include 
constipation, abdominal and chest 
pain, dysphagia, regurgitation, me-
chanical obstruction, and dumping 
syndrome.14

1. Roux-en-Y Gastric Bypass 
(RYGB) 
The RYGB has been the most 
commonly performed opera-
tion worldwide, but its use is 
trending downward because of 
its lower effectiveness and safe-
ty compared to other bariatric 
methods. It is the hybrid tech-
nique that combines restrictive 
and malabsorptive approaches 
by reducing the stomach size 
through the creation of a small 
gastric pouch and causing food 
to bypass the proximal intes-
tine. Even though the gastric 
bypass diverts nutrients and 
promotes gastrointestinal 
reconfiguration, the proce-
dure reconnects the intestinal 
segments and the gastric pouch 
in a way the gastric acid and 
digestive enzymes are not lost 
and will eventually be mixed 
with food in the mid-jejunal 
segment. All these alterations 
will affect satiety, hunger, insulin 
sensitivity and glucose homeo-
stasis.13

2. Sleeve Gastrectomy (SG) 
The sleeve gastrectomy has 
gained popularity in the world 
and is the most commonly 
performed bariatric proce-
dure in the United States. This 
procedure is performed by 
resecting approximately 80% 
of the stomach, which causes 
the stomach to form a tubular 
pouch shape. The new stom-
ach will present lower capacity 
resulting in lower food intake.13 
Evidence has shown that the 
SG is as effective as RYGB in 
terms of weight loss and co-
morbidity improvement,15 but 
it has a superior safety profile 
and less surgical rearrange-
ments that make this proce-
dure more popular among 
patients and surgeons.12 SG has 
shown to have a lower risk of 
bowel obstruction or marginal 
ulcers compared to the RYGB. 
Therefore, it may be beneficial 
for patients on chronic high 
dose NSAIDs and aspirin to 
receive the SG over the RYGB. 
Lower complication rates and 
nutritional deficiencies favor 
SG over RYGB.16

3. Adjustable Gastric Band 
(AGB) 
This is the only purely restric-
tive procedure of those listed.  
The gastric capacity is limited 
by the placement of an inflat-
able band around the upper 
portion of the stomach. A small 
stomach pouch will be created 
above the adjustable band that 
is designed to obstruct the 
passage of food and control the 
gastric outflow. Therefore, the 
patient will have less hunger 
and will feel full with smaller 
amounts of food. However, this 
procedure has shown lack of 
long-term benefits on weight 
loss and comorbidity reso-
lution; therefore, its use has 
substantially declined over the 
years.13

4. Biliopancreatic Diversion 
with Duodenal Switch (BPD-
DS) 
Of the five listed, this is the 
least performed bariatric 
procedure in United States 
because of its challenging tech-
nical requirements. However, it 
presents the best effectiveness 
in long-term weight loss and 
ability to resolve weight-relat-
ed medical conditions such as 
type 2 diabetes mellitus. This 
hybrid technique removes a 
portion of the stomach sim-
ilarly to the SG while a large 
portion of the small intestine is 
bypassed, much further than in 
the RYBG.13

5. Single-Anastomosis Duode-
no-Ileal Bypass with Sleeve 
(SADI-S) 
SADI-S is similar to BPD-DS, 
but it has only one anastomosis 
to make the technique simpler 
and with fewer malabsorptive 
complications. ASMBS has re-
cently endorsed this procedure, 
but its long-term outcomes are 
still unknown.12 Studies have 
shown similar results to RYBG 
in regard to weight loss, with 
lower risk of post-operative 
complications and shorter op-
eration time.14

PHARMACOTHERAPY 
CONSIDERATIONS IN 
BARIATRIC PATIENTS AF-
TER SURGERY 

Bariatric surgery causes phys-
iological and anatomical changes 
that require close monitoring. The 
type of bariatric surgery may also 
influence the pharmacokinetic 
effects. For example, restrictive 
procedures have reduced phar-
macokinetics effects compared to 
combined procedures such as a 
Roux-en-Y.17When the direction of 
the gastrointestinal tract is altered, 
there is less surface area available 
for medications to be absorbed, 
specifically with the Roux-en-Y 
procedure.18When bypassing parts 

Figure 2: SADI-S procedure12
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procedures when nutrients are 
transferred from the gastric pouch 
to the ileum.35 GLP-1 agonists have 
not been studied in post bariatric 
patients, but should warrant mon-
itoring due to high endogenous 
incretins levels after RYGB and SG 
procedures. 36 General rates of di-
abetes remission vary between 24 
- 95% at two years depending on 
the type of procedure, as malab-
sorptive surgeries were shown to 
be more effective than restrictive 
surgeries.  Parameters indicating 
remission include normoglycemia 
with an A1c less than 6% without 
the use of glucose-lowering agents 
for at least one year.36

The effect of bariatric surgery 
on lipid profiles vary; however, 
there is evidence that both tri-
glyceride and high-density lipopro-
tein concentrations are improved 
after bariatric surgery. More 
research is needed to determine 
the effects of bariatric surgery on 

dyslipidemia. However, it is recom-
mended that statin therapy should 
be continued after surgery.37 

Bariatric surgery has been 
shown to be an effective strategy 
for reducing blood pressure in 
patients with obesity and hyper-
tension. The Gateway trial found at 
least a 30% reduction in the num-
ber of hypertension medications 
patients needed post-surgery while 
still maintaining appropriate blood 
pressure goals. It is recommended 
that patients with hypertension 
check their blood pressure twice 
daily. If readings are consistently 
out of range, patients should then 
consult their prescriber for po-
tential dose modifications.38 Often, 
prescribers will also discontinue 
diuretic therapies to prevent dehy-
dration.18

CONCLUSION:
Pharmacists have the ability 

to play a unique role in managing 

medications for patients after bar-
iatric surgery and should under-
stand the therapeutic options avail-
able for patients desiring weight 
loss. They may also play an integral 
role in understanding the types of 
surgical procedures, as well as the 
challenges of surgery on pharma-
cotherapy and potential nutritional 
deficits that may arise. 
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Table 2.  Symptoms and treatment of micronutrient deficiencies 
after bariatric surgery.14, 27, 28

Vitamins and minerals Deficiency symptoms Dosage for deficiency 
Vitamin A impaired night vision and dry eyes initial dose of 10,000 to 25,000 units/

day orally depending on clinical re-
sponse

Vitamin E ataxia, loss of vibration or position 
sense, and muscle weakness

100 to 400 units/day orally

Vitamin K bleeding 10 mg intravenously
Calcium and vitamin D bone loss, impaired immunity and 

secondary hyperparathyroidism
Calcium: 1200 to 2400 mg/day orally
Vitamin D3: 3,000 to 6,000 units/day 
orally to achieve target level (≥ 30 ng/
dL)

Vitamin B1  
(thiamine)

inflammation, oxidative stress and 
neuro-degeneration which can result 
in nausea, vomiting and neuropathy

100 mg orally 2–3 times daily until 
symptoms resolve

Vitamin B12  
(cyanocobalamin)

neuropathy, muscle weakness, fatigue, 
anemia, and mood disorders

1 mg/day orally followed by 350 to 
1000 mcg/day for maintenance

Folate fatigue, anemia, cognitive impairment, 
depression, and risk for congenital 
neural tube defects

1 mg/day orally followed by 400 to 
800 mcg/day from multivitamin for 
maintenance

Iron fatigue, microcytic anemia, hair loss, 
brittle nails, and angular cheilosis

150 to 200 mg of elemental iron/day 
orally

Vitamin C ecchymoses, gingival bleeding, hyper-
keratosis, corkscrew hair growth, and 
frank scurvy in severe cases

500 mg/day orally

Copper painful neuropathy, anemia, neutrope-
nia, optic neuropathy, fatigue, and iron 
deficiency

3 to 8 mg/day orally or 2 to 4 mg/day 
intravenously for 6 days in severe cases

Zinc diarrhea, hair loss, glossitis, dysgeusia, 
delayed wound healing, and skin le-
sions, including acrodermatitis entero-
pathica

60 mg twice a day orally



not an appropriate recommenda-
tion for all patients and the deci-
sion to initiate weight loss therapy 
should be a shared decision that 
includes a healthcare team. Candi-
dates for weight loss medications 
should have a body mass index 
(BMI) greater than 30, or have a 
BMI greater than 27 with a comor-
bidity related to obesity such as 
type 2 diabetes, hypertension, or 
obstructive sleep apnea.3

BMI is a number calculated 
using a person’s height and weight. 
Although it has limitations, it is 
considered a reasonably reliable 
indicator of whether one’s weight 
is in a healthy proportion to the 
height. It is calculated using an 
individual’s height (in meters) and 
weight (in kg). The resultant BMI 
is placed into one of the following 
categories: 2 

Underweight = <18.5 
Normal weight = 18.5–24.9  
Overweight = 25–29.9  
Obesity = BMI of 30 or greater

There are currently four 
FDA-approved therapies for long-
term weight loss, as described in 
Table 1.5, 6, 7, 8  Belviqâ (lorcaserin) 
was approved by the FDA in 2012 
to help with weight loss. However, 
at the request of the FDA, it was 
voluntarily withdrawn from the 
market by the manufacturer in 
February 2020 due to the possible 
risk of cancer.9 Most weight loss 
medications decrease appetite 
and increase satiety. An exception 
would be Xenicalâ (orlistat), which 
decreases dietary fat absorption. 
Common adverse effects of many 
weight loss medications include 
nausea, diarrhea, and constipation; 
fortunately, symptoms typically 
resolve with continued use.10 All 
weight loss therapies should be 
avoided during pregnancy due 
to reproductive harm. This is an 

important consideration given that 
many patients desiring weight loss 
are women of reproductive age.10

The results of weight loss 
medications are patient-specific 
and depend on a variety of factors, 
including metabolism and duration 
of use. However, just as it is im-
portant to recognize when therapy 
should be initiated, it is equally 
important to discern when discon-
tinuation of therapy may be war-
ranted. It is generally recommend-
ed to stop most therapies if a five 
percent weight loss is not achieved 
within three months.10Additionally, 
the efficacy and safety of weight 
loss medications beyond one year 
has not been established.10

DIFFERENT TYPES OF 
BARIATRIC SURGERIES 

Bariatric surgeries achieve 
weight loss by two different com-
ponents: malabsorption and re-
striction. Some surgeries combine 
these two components to result in 
greater and longer lasting weight 
loss rather than using one method 
alone. Restrictive procedures are 
designated to reduce the stomach 

size and thus reduce the amount of 
food the stomach can hold. On the 
other hand, malabsorptive proce-
dures will affect the rate of nutri-
ent absorption.11

There are five commonly 
available surgical procedures rec-
ognized by the American Society 
of Metabolic and Bariatric Surgery 
(ASMBS): Roux-en-Y gastric by-
pass (RYGB), sleeve gastrectomy 
(SG), adjustable gastric banding 
(AGB), biliopancreatic diversion 
with duodenal switch (BPD-DS) 
and single-anastomosis duodeno-il-
eal bypass with sleeve (SADI-S) 

(Figures 1 and 2)12. Most bariatric 
surgeries today are performed us-
ing minimally invasive laparoscopic 
techniques.13

The safety of bariatric surgery 
has improved over the years, with 
a substantial drop in mortality 
rates. New surgical techniques, 
such as laparoscopy, turned bariat-
ric surgery into one of the safest 
gastrointestinal surgical procedures 
performed in the country.13 When 
mortality does occur, it is usually 
due to venous thromboembolism 
and not the actual procedure.14 
Complications after surgery are 

Figure 1:  Common, FDA-approved, and accepted ASMBS 
bariatric procedures 12
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CONTINUING EDUCATION

Continuing education quiz #002-024-021-002  for 1.0 clock hours. CE Credits are valid through 2022.
MEDICATION THERAPY MANAGEMENT IN BARIATRIC SURGERY PATIENTS

INSTRUCTIONS: After reading the continuing education article, quizzes can be taken online at mspharm.org or 
detach this page. A grade of 70% or better is required to earn 1.0 hour of continuing education credit.  This is a 
free service for MPhA members.  
To mail your quiz, include a self-addressed and stamped envelope and mail to: 
MPhA, PO Box 16861, Jackson, MS  39236.

Print name, phone number, and email:

NAME ____________________________________________________________________________________

PHONE  ____________________________________  EMAIL ______________________________________

1.  What surgery has been the most performed bariatric 
surgery in recent years?

 a. Sleeve gastrectomy
 b. Gastric banding
 c. Roux-en-Y gastric bypass
 d. Biliopancreatic diversion with duodenal switch

2.  Of the following, which is the only type of bariatric 
surgery that is solely restrictive?

 a. Sleeve gastrectomy
 b. Gastric banding
 c. Roux-en-Y gastric bypass
 d. Biliopancreatic diversion with duodenal switch

3.  Of the following, which type of bariatric surgery is the 
most effective in maintaining long-term weight loss? 

 a. Sleeve gastrectomy
 b. Gastric banding 
 c. Roux-en-Y gastric bypass
 d. Biliopancreatic diversion with duodenal switch

4.  What is the mechanism that will mainly contribute 
to the development of nutritional complications after 
bariatric surgery?

 a.  Decreased food intake due to reduction of 
gastrointestinal tract size

 b. Food intolerance
 c. Malabsorption of nutrients
 d. Poor eating pattern

5.  Which vitamin deficiency would show signs of impaired 
night vision and dry eyes? 

 a. Vitamin A b. Vitamin C
 c.   Vitamin K d. Vitamin D

6.  Which weight loss medication was removed from the 
market in 2020 due to possible risk of cancer?

 a. Belviq® b. Contrave®
 c. Saxenda® d. Qsymia®

7.  It is generally recommended to stop most weight loss 
therapies if five percent of weight loss is not achieved 
within how many months?

 a. 1 month b. 3 months 
 c. 8 months  d. 2 years 

8.  Which of the medications listed below contains a 
controlled substance? 

 a. Qsymia® b. Xenical®
 c. Saxenda® d. Contrave®

9.  How many minutes of exercise are recommended per 
week, in addition to a low-fat, low-calorie diet? 

 a. 30 minutes  b. 90 minutes 
 c. 120 minutes  d. 150 minutes 

10.  Patients may qualify for bariatric surgery with a BMI of 
__ if they have obesity related comorbidities? 

 a. 26  b. 27
 c. 29 d. 30

11.  What is historically classified as clinically significant 
weight loss? 

 a. 2%  b. 3%
 c. 4% d. 5% 

12.   Which of the following are risk factors for venous 
thromboembolism? 

 a. Decreased mobility  b. Surgery 
 c. Obesity  d. All of the above

13.    Of the following, which class of medications is 
recommended to reduce the pH of the stomach and 
prevent ulceration? 

 a. H2-receptor antagonists   b. Anticholinergics
 c. Proton pump inhibitors    d. Antacids

14.  Levels of which of the following vitamins could affect 
the dose of warfarin?

 a. Vitamin C b. Vitamin A
 c. Vitamin E d. Vitamin K

15.  Which class of hypoglycemic agents should not be 
recommended in patients after bariatric surgery due to 
the potential for weight gain? 

 a. Biguanides  b. GLP-1 agonists 
 c. Thiazolidinediones  d. SGLT-2 inhibitors 

16.  A BMI of 20 is considered?
 a. Underweight b. Normal weight
 c. Overweight d. Obese 

CONTINUING EDUCATION

MEDICATION THERAPY MANAGEMENT IN 
BARIATRIC SURGERY PATIENTS 
C�aroline�Bobinger,�PharmD, BCPS, Clinical Pharmacy Specialist Diabetes Management  

Mississippi Baptist Medical Center
Caroline�Culley,�PharmD Candidate 2021, University of Mississippi School of Pharmacy
Michelle�Rodrigues�Ayres�De�Almeida,�PharmD Candidate 2021, University of Mississippi School of Pharmacy

GOAL: 
This continuing education 

activity is being provided so 
pharmacists and pharmacy 
technicians can learn or refresh 
their knowledge about the 
management of medication therapy 
in patients who have undergone 
bariatric surgery.

OBJECTIVES: 
By the completion of this 

activity, the participant will be able 
to…

• Identity weight loss 
medications for patients

• Identify the different types of 
bariatric surgeries

• Recognize the signs and 
symptoms of micronutrient 
deficiencies after bariatric 
surgery

• Discuss which medications 
require adjustments post 
bariatric surgery

OBESITY: BACKGROUND 
AND FIRST OPTIONS

The prevalence of adult obesity 
in the United States is on the up-
swing. In fact, the 2019 CDC Adult 
Obesity Prevalence maps identified 
12 states with obesity prevalence 
at 35% or greater.1 Mississippi 
reported the highest prevalence of 
obesity, at 40.8%.1

The preferred initial therapy, 

for patients to lose weight, is diet 
and exercise. Reduced calorie diets 
that are also low in fat can help 
create a calorie deficit, and patients 
can potentially lose one or two 
pounds per week.2 Modest weight 
loss, defined as loss of five to ten 
percent of total body weight, reaps 
many benefits including lower 
cholesterol, blood glucose, and 

blood pressure. Weight loss also 
helps reduce the risk of developing 
cardiovascular disease.3            

The CDC recommends a 
combination of moderate intensity 
aerobic exercise for 150 minutes 
per week and muscle strengthening 
activities that work all major mus-
cle groups two or more days per 
week.4  Weight loss medications are 

Table 1. FDA approved long-term therapies for weight loss5, 6, 7, 8

Brand and Generic Dose Mechanism of action Adverse effects
C ontrave® 
( bupropion- 
naltrexone)

W eek 1: one tablet in 
the morning 

W eek 2: one tablet 
in the morning and 
evening 

W eek 3: one tablet in 
the morning and one 
tablet in evening

W eek 4: two tablets 
in the morning and 
evening

Swallow whole, do not 
crush

B upropion: decreases 
appetite 

N altrexone: reduces food 
cravings 

BBW: suicidal thoughts 

B upropion may increase blood 
pressure, not for use in 
patients with uncontrolled 
hypertension, a history of 
seizures, or opioid use as 
naltrexone blocks opioid 
receptors 

D iscontinue in 3 months if 5% 
weight loss is not achieved

S axenda® 
( liraglutide)

I nitial dose of 0.6 mg 
SQ daily, increase 
weekly by 0.6 mg to 
a target dose of 3 mg 
daily 

G LP-1 agonist used to 
increase satiety 

B BW: risk of C-cell carcinoma

D iscontinue in 16 weeks if 4% 
weight loss is not achieved 

Q symia® 
( phentermine- 
topiramate ER) 

C -IV controlled sub-
stance

N ote: phentermine 
can be used without 
combination, but is 
only FDA approved 
for short term use

I nitial dose: 3.75 mg/23 
mg every morning for 
14 days, then titrate 
up based on weight 
loss 

M ax dose: 15 mg/92 
mg every morning

N ote:  
CrCl< 50 mL/min:  
max is 7.5 mg/46 mg

P hentermine: releases 
norepinephrine which 
stimulates satiety and 
decreases appetite 

T opiramate: believed 
to increase satiety by 
blocking glutamate 
receptors  

T achycardia, CNS effects, 
monitor heart rate

R EMS program due to terato-
genic risks

X enical® 
( orlistat) 
I ndicated for patients 
>12 years of age

1 20 mg by mouth once 
daily with a fat-con-
taining meal

D ecreases absorption of 
dietary fat by inhibiting 
lipase

C ommon side effects are 
related to gastrointestinal 
discomfort, soft stools, and 
flatulence; separate from 
multivitamin by at least 2 
hours 
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EXECUTIVE DIRECTOR’S MESSAGE

Welcome to this issue of Mississippi Pharmacist!  It’s a great day to be 
a member of MPhA!  MPhA has been busy so far this year, working at the 
Capitol, partnering with the UM School of Pharmacy for an immunization 
training class, planning our 150th annual convention, and recruiting new 
members.

We are grateful to Senator Josh Harkins for authoring and getting SB 2750 
passed through the Senate this year.  At the time of this writing, it has passed 
Senate and the House Public Health and Human Services committee and is 
headed to the House floor.  This bill seeks to revise the definition of “Written 
guideline or protocol” to the following:

“Written guideline or protocol” means an agreement in which any 
practitioner authorized to prescribe drugs delegates to a pharmacist authority 

to conduct specific prescribing functions in an institutional setting, or with the practitioner’s 
individual patients, provided that a specific protocol agreement between the practitioner and 
the pharmacist is signed on each patient and is filed as required by law or by rule or regulation 
of the board.

The goal of this revision is to remove the burden of paperwork previously required by 
having to have a protocol for each patient.  Should this bill become law, one protocol will 
cover all of the prescriber’s patients for that pharmacy. If passed, this law will become effective 
July 1st, 2021

We have also been monitoring HB 479 and SB 2119 which, if either are passed, will 
remove pseudoephedrine from being a scheduled medication and will allow it to be sold at 
the pharmacy counter.  Please visit www.mspharm.org and click the link to read the details.

We partnered with the UM School of Pharmacy and had a very successful virtual 
Immunization training class in February.  Pharmacists on the front line giving immunizations 
during this pandemic has put a spotlight on the fact that pharmacists are prepared and willing 
to make a positive impact on the health of our citizens.

Go ahead and Put June 3rd – 6th in your calendars and plan to join us for what will be an 
amazing 150th annual MPhA convention. The education committee has been working hard to 
create a great line up of speakers for CE. We have brought the convention back to MS this year 
and it will be at the Centennial Plaza in Gulfport. We look forward to seeing you there this 
year. If you or someone you know have not attended a convention in the past because it was 
out of state, I’m looking forward to seeing you there this year.

And finally, I’m asking for your help to increase our MPhA membership. We are currently 
reaching out to expired members to renew and to non-members to join, but there is such a 
greater impact when it is coming from family member, friend, or coworker. So please take 
time this week to reach out to 3-5 pharmacists and make sure that they are current and active 
MPhA members. 

Thank you,

Beau Cox @PharmacyLender Member FDIC | Equal Housing Lender

Proud Partner of
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mspharm.org or call 601.981.0416

Mickey Smith utilizes his 50-plus 
years’ experience as an academic, 
practicing pharmacist, and Big 

Pharma employee to describe the 
scope of the pharmaceutical 

industry and how it affects us on a 
daily basis, concluding with an 

inside look at Big Pharma and how 
regulations, marketing, and the 

press have affected their business, 
both good and bad.
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AGENDA AT A GLANCE
Thursday, June 3rd
4:30 p.m. - 6:30 p.m. .................................................................... Early Registration
5:30 p.m.  - 6:30 p.m. ............................... Student Financial Planning Discussion
6:30 p.m. ..................................................................................... Opening Reception

Friday, June 4th
7:00 a.m. ........................................................................................................Breakfast
7:00 a.m. ...................................................................................................Registration
8:30 a.m. ......................................................1.0 hour CE - (DOA) Alcohol Abuse
9:30 a.m. ......................................................................0.5 hour CE - Telepharmacy
10:00 a.m. ............................................................................................................ Break
10:15 a.m. ....................................................... 1.5 hours CE - Pharmacogenomics
11:45 a.m. ................................................................................................Lunch Break
1:45 p.m. ............. 1.0 hour CE - COVID-19 CMS Updates & Testing Changes
2:45 p.m. ......................1.0 hour CE - (DOA) Psych - Sublocade and Spravoto
3:45 p.m. .............................................................................................................. Break
4:00 p.m. ..................................................................................Trade Show Opening

Saturday, June 5th
7:00 a.m. ........................................................................................................Breakfast
8:30 a.m. ..............................................1.0 hour CE - (DOA) New Drug Update
9:30 a.m. .............................................................................................................. Break
9:45 a.m. ....................................................... 1.0 hour CE - Burnout in Pharmacy
10:45 a.m. ............................1.0 hour CE - Innovation Driving Pharmacy Today
11:45 a.m. ................................................................................................Lunch Break
1:45 p.m. ................. 1.0 hour CE - COVID-19 Treatment and Vaccine Update
2:45 p.m. ...................................................1.0 hour CE - Snake Venom Treatment
3:45 p.m. .............................................................................MPhA Business Meeting
3:45 p.m. ...................................................................................Student Round Table
4:15 p.m. .............................................................................................................. Break
4:30 p.m. .......................................................................................Awards Reception

Sunday, June 6th
7:00 a.m. ........................................................................................................Breakfast
8:30 a.m. ............................................2.0 hours CE - (DOA) New Drug Update
10:30 a.m. .........................................................................................Convention End
11:00 a.m. .........................................................................................Hotel Checkout

PLEASE NOTE CE time slots may change.
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2021 REGISTRATION FORM

 PARTICIPANT INFORMATION
First Name: _____________________________________________________________________________     Last Name: ________________________________________________________________________________________ 

Badge Name: __________________________________________________________________________________________________     Email: __________________________________________________________________________________ 

Address: __________________________________________________________________________________________________   City, State, Zip: ________________________________________________________________________________

Business Name:____________________________________________________ __________________________________     Area of Profession: _________________________________________________________________________ 

Phone: ____________________________________________________________________________________________________ 

 FULL PACKAGE REGISTRATION
Included with registration is admittance to breakfasts,  receptions, and the Awards Reception. 

  If you get a sponsor(s) for the meeting, please list each 
Amount:

 _________________ 

 _________________ 

name below for the program:
  1. ______________________________________

 2. ______________________________________

 3. ______________________________________  _________________ 

Have sponsors make checks out to Mississippi Pharmacists 
Association and note your name.

Student Sponsorship Amount $ ____________

Early Bird Rate (Through March 15, 2021) ................................. $379

On-site and after March 15, 2021 ....................................................$429

MPhA Member

Early Bird Rate (Through March 15, 2021) ................................. $449

On-site and after March 15, 2021 ....................................................$499

Non Member

Early Bird Rate (Through March 15, 2021) ................................. $609

On-site and after March 15, 2021 ....................................................$709

MPhA Joint Members

Early Bird Rate (Through March 15, 2021) ................................. $199

On-site and after March 15, 2021 ....................................................$249

MPhA Pharm Tech

Early Bird Rate (Through March 15, 2021) ................................. $149

On-site and after March 15, 2021 ....................................................$249

Non Member Guest, No CE Credit

Guest Name: _____________________________________________________________

MPhA Pharm Tech

Student Rate includes shared room ...............................................$250

 TEES & STUDENT SPONSORSHIPS
Each paid registration includes one MPhA 150th 
Annual Convention shirt.   Please indicate size below:

S ________ M ________ L ________ XL ________ 2XL ________

Additional shirts:
Qty.  ________  Size(s) __________  @ $10.00 ______________

 PAYMENT INFORMATION

Card or Check # _____________________________________________

Expiration Date: ____________________________ CVC: __________

Cardholder's Signature: _____________________________________

TOTAL $__________________

In order to receive the early bird discount,  a complete 
registration form along with full  payment must be 
received by MPhA no later than 4 p.m. on March 15, 
2021. Mail to: 

MPhA
PO Box 16861

Jackson, MS  39236 

or call  (601) 981-0416

4 Mississippi Pharmacist

PRESIDENT’S MESSAGE

Dear Members of MPhA,

Greetings! I hope your 2021 is off and running, and the new year 
has been great for you and yours thus far.

2021 has already proven to be an exciting year for MPhA, 
specifically on the legislative front. Recently, Senate Bill (SB) 2750 
passed the Senate and was transmitted to the House. If you did not 
know, SB 2750 will revise the definition of “written guideline or 
protocol” regarding location of delegated prescribing function. This 
should prove to be a significant benefit to our citizens that utilize 
healthcare to optimize their medication therapy, as well as provide 

a benefit to the pharmacy profession with being more efficient as pharmacists 
administrate and carry out these programs.

Also, MPhA is planning an excellent convention for 2021. We are hopeful and 
excited about the prospects of getting to network and meet together in person 
again. Communication has been pushed to guide you with registration and 
accommodations, so please take some time to get those items off your “to do” list 
and take advantage of early bird discounted rates.

I would also like to take a moment to show my appreciation for all those in 
the fight with COVID-19. Many have stepped up in many areas, specifically 
with recent vaccination efforts. It takes many resources to store, distribute, and 
administer these vaccines. Many of you have shared your stories of involvement 
where you have pitched in to help. Thank you for telling your story and for 
stepping up in this time of great need.

It is an honor to serve you as President of MPhA. If we can be of help to you, 
please to not hesitate to contact us.

Sincerely, 

Wes Pitts, Pharm.D., BCPS, FASHP, FMSHP
MPhA President

Spring 2021 17
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See what our tomorrow looks like at: 
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