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Obesity and type 2 diabetes
Obesity is increasingly being regarded as a chronic metabolic disease that requires long-term models of care for 
what is a life-long condition, frequently beginning in childhood or early adulthood.1-4 

The metabolic complications of obesity lead to increased morbidity, including T2DM and cardiovascular (CV) 
disease, and premature mortality.5-7 Each 5 kg/m2 or higher increase in body mass index (BMI) is associated 
with a 30% higher overall mortality rate.7

Most individuals with T2DM are either overweight or obese.4 BMI calculations from weight and height resulting 
in overweight or obese status are estimations of excess body fat. Excess body fat that is located in the visceral 
organs such as the pancreas and liver increases the risk for prediabetes and T2DM: obesity in men leads to a 
7-fold increased risk for developing T2DM and a 12-fold increase in women.7 

There is now substantial evidence that modest weight loss through obesity management can prevent or delay the 
progression from prediabetes to T2DM and is beneficial in the treatment of T2DM.8 For example, participation 
in weight loss interventions is associated with a 33% reduction in the risk of progressing from prediabetes to 
T2DM,9 and each 1kg of body weight loss is associated with a 16% relative reduction in diabetes risk.7 

Remission of type 2 diabetes
Because T2DM progresses despite glucose-lowering therapy it is generally considered to be a chronic condition 
that is treatable but not curable.10 However, the advent of metabolic (bariatric) surgery some 30 years ago 
provided the first indication that not only can progression of T2DM be arrested but that remission of T2DM can 
be achieved. Subsequently, randomised controlled trials established that pharmacotherapy as an adjunct to 
lifestyle modification can prevent the progression of prediabetes to T2DM in people with obesity.11-14 Evidence 
now exists that remission of T2DM is achievable with significant weight loss achieved through low-calorie diets 
involving meal replacement products.15,16 
The DiRECT and DIADEM-I randomised trials demonstrated that lifestyle modification-induced weight loss can 
lead to remission of diabetes in obese people with T2DM managed in primary care settings.15,17,18 In the DiRECT 
trial, 46% of patients were in remission at 12 months and 1 year later 70% of those patients remained in 
remission.17 Sustained remission was closely linked to the magnitude of sustained weight loss.
Current research suggests that if the magnitude of weight loss is sufficient to induce remission of T2DM it does 
not matter how the weight loss is achieved as long as it is sustainable.19 
However, the lifestyle interventions used in the DiRECT and DIADEM-I trials, which comprised total diet 
replacement and structured lifestyle support, may not be sustainable long term for many people with obesity. 
In addition, total diet replacement was not tolerated by two-thirds of people who were offered this option in the 
DiRECT trial.17 Hence, weight-loss pharmacotherapy has a role to play in facilitating the sustainability of, and 
adherence to, lifestyle-induced weight loss in people with obesity and T2DM.5,20,21 In the CAMELLIA-TIMI 61 
study, lifestyle modification (intensive behavioural therapy but not total diet replacement) in combination with 
pharmacotherapy produced statistically-significant weight loss at 1 year versus placebo in people with obesity, 
which over a follow-up period of 3.3 years was associated with glycaemic improvement in individuals with 
diabetes and lower rates of incident diabetes in individuals with prediabetes.13

Even if remission of T2DM is not achieved after weight loss, it is likely that there will be benefit from  improved 
glucose control and reduced reliance on diabetes medication as well as improved CV outcomes associated with 
weight reduction.17,22 In the Look AHEAD trial, obese individuals with T2DM who lost ≥10% of their bodyweight in 
the first year of the study had a 21% lower risk of serious CV outcomes versus individuals who did not lose weight.23

Weight loss interventions
Weight reduction is achievable via three main interventions: i) lifestyle modification; ii) pharmacotherapy; and 
iii) metabolic surgery. The application of these interventions in primary and secondary care is delineated in the 
management algorithm (Figure 1) developed by the Australian and New Zealand Obesity Society (ANZOS).24 
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In terms of managing obese patients with T2DM, patient motivation to achieve 
weight loss should be assessed and weight loss goals and intervention strategies 
discussed and jointly agreed by the patient and physician (Table 1).8

In obese patients with T2DM, modest and sustained weight loss has been shown 
to improve glycaemic control and to reduce the need for glucose-lowering 
medications.8 Health benefits from reducing comorbidities begin once an 
overweight person loses 5–10% of their initial body weight.6

Table 1. Weight-loss interventions (by BMI category thresholds) for overweight and 
obese patients with T2DM.8 † = treatment may be indicated for select motivated patients. 

Importance of primary care 
The major role that primary care can play in the management of people with obesity, 
including those with T2DM or other obesity-related comorbidities, is highlighted in 
the ANZOS obesity management algorithm (Figure 1).24 Primary care providers 
can raise the issue of weight loss if a person is likely to benefit from a reduction in 
body weight and encourage them to adopt healthy lifestyles and offer appropriate 
medical interventions and support, including the initial prescribing of weight-loss 
medication.5 One analysis suggests that people advised to lose weight by a primary 
care health professional are almost 4-fold more likely to attempt to do so than those 
who do not receive such advice.25

In a pragmatic obesity trial, the responses of primary care providers to pre- and post-
intervention surveys indicated that they tended to undervalue pharmacotherapy.26 
However, exposure to education and greater experience of pharmacotherapy 
resulted in a higher level of comfort and effectiveness in the use of weight-loss 
medications. 

BMI category (kg/m2)

25–26.9 27–29.9 30–34.9 35–39.9 ≥40

Lifestyle 
modification

† † † † †

Pharmacotherapy † † † †
Metabolic surgery † † †

Lifestyle modification
The health benefits of a low-calorie diet, increased physical activity, and 
behavioural change extend beyond weight loss; as such, lifestyle modification 
is the foundation for improved health outcomes in the management of obesity 
(Figure 1).5,21 

Lifestyle modification is effective for glycaemic control as well as weight loss.27,28. 
In a landmark study undertaken by the Diabetes Prevention Programme Research 
Group, one case of T2DM was prevented for every seven at-risk people (elevated 
fasting glucose and mean BMI of 34 kg/m2) treated for 3 years with a lifestyle 
modification programme (low-calorie, low-fat diet and exercise.29

Because weight loss requires a life-long commitment by patients to maintain 
lifestyle modification, long-term patient monitoring and support in primary care is 
recommended.5 Nonetheless, many people struggle over time to maintain optimal 
glycaemic control and/or bodyweight with lifestyle alone).27,30 

Adaptive neurohormonal mechanisms that function to maintain fat mass and the 
obesogenic environment in which people live have the net effect of promoting 
weight regain and undermining adherence to weight maintenance.31-33 

The inability of many people to achieve and sustain lifestyle-induced weight loss 
emphasises the need for a multimodal approach to care in patients with obesity 
and T2DM.24,34 

Pharmacotherapy
Weight-loss pharmacotherapy for the management of obesity should be 
considered an adjunct to lifestyle modification (Figure 1), just as it is for managing 
hypertension, diabetes, and CV disease, not as a replacement.21 Moreover, if the 
rationale for using lifestyle modification to promote weight loss in patients with 
T2DM is to reduce HbA1c levels, it is reasonable to consider the use of drugs that 
have a primary effect on body weight rather than glycaemic control in patients 
with T2DM.35

The rationale for prescribing weight-loss medication is to help patients adhere to 
low-calorie diets and to reinforce lifestyle changes.8 Familiarity with the available 
medications allows practitioners to balance the potential benefits of successful 
weight loss against the potential risks of the medication for each patient.

Obesity classification

Baseline 
assessment for 
complications

Obesity-related 
complications

Target weight loss 

Health service setting 

Weight loss 
strategies

Nil

BMI >40 kg/m2

[Population specific BMI >37.5 kg/m2]

Medical: diabetes; cardiometabolic; NASH; sleep apnoea; PCOS
Psychological: eating disorders; depression; low self-esteem; stigmatisation

Physical: osteoarthritis; personal hygiene; breathlessness

Present Nil Present

Primary care Primary care
Specialist care

>15% >15%

Specialist care

>10% >10%

Intensive
medical interventions  Intensive interventions

Supervised
lifestyle interventions  

Reduced energy diet
Low energy diet

Very low energy diet
Pharmacotherapy

Very low energy diet

Pharmacotherapy

Metabolic surgery

Pharmacotherapy and/or
very low energy diet

Metabolic surgery

BMI 30–40 kg/m2

[Population specific BMI 27.5–37.5 kg/m2]

Figure 1. ANZOS obesity management algorithm.24 
 NSASH = non-alcoholic steatohepatitis; PCOS = polycystic ovary syndrome.
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Pharmacotherapy should be continued in patients 
who have achieved clinical benefit, e.g., ≥5% 
weight loss.5,6 If clinical improvement is determined 
to be insufficient after 3–4 months with one weight-
loss medication, increasing the medication dose 
(if applicable) or use of an alternative medication 
should be considered.8,49 

Despite the efficacy of weight-loss pharmacotherapy 
being well established there is, in general, a 
reluctance to start weight-loss medications and 
a propensity to stop them.21 One of the reasons 
may be concern about long-term adverse effects, 
especially safety issues related to CV and mental 
health. However, to date, no safety signals have 
emerged to suggest that any of the currently 
approved medications are not suitable for use in 
the long-term management of weight, especially if 
pharmacotherapy is individualised and appropriately 
monitored.

There is also a role for pharmacotherapy as an 
adjunct to metabolic surgery when additional weight 
loss is required or to prevent weight regain after 
weight loss surgery.50

Combination with metabolic 
surgery
As with pharmacotherapy, metabolic surgery is 
used as an adjunct to lifestyle modification in 
weight management (Figure 1).5,6,24 Publicly-
funded metabolic surgery is an option for select 
patients with weight <160kg and BMI <55 kg/m2 
or individuals with a BMI >35 kg/m2 in the presence 
of comorbidities, who are motivated to maintain 
lifelong dietary and other lifestyle changes.5

Weight loss with metabolic surgery is associated 
with improvements in T2DM,5 including remission of 
T2DM.16,22 In the STAMPEDE trial, 5-year outcome 
data showed that metabolic surgery was more 
effective than medical management for patients 
with obesity and T2DM.51 However, the weight 
loss and glycaemic benefits of metabolic surgery 
may attentuate with time, with some people 
observing relapse of T2DM after an initial period of 
remission.34,52 

With novel classes of weight-loss medication now 
available, and emerging evidence of benefit when 
given post-bariatric surgery, adjunctive use of 
pharmacotherapy to manage weight regain following 
surgery should be considered.53

Conclusions
Weight loss maintenance is difficult with lifestyle 
modification alone and may require adjunctive 
therapies. There is good evidence for the 
efficacy and tolerability of approved weight-loss 
pharmacotherapies in individuals with T2DM. 

Given the link between obesity and T2DM, a 
weight-centric therapeutic approach including 
use of anti-obesity pharmacotherapies and 
weight-reducing anti-diabetes therapies is 
both intuitive and rational to improve glycaemic 
and other metabolic outcomes in patients with 
obesity and T2DM.

Use of weight-loss medication can facilitate initial weight loss and prevent weight regain in longer-term 
management of obesity.5,24 Weight-loss pharmacotherapy can also offset weight gain associated with diabetes 
medications that have a propensity to cause weight gain, such as the sulfonylureas.36,37

In a real-world study that compared the short-term effectiveness of weight-loss medications adjunctive to 
lifestyle modification, patients lost a mean 3.5% body weight from baseline after 12 weeks.38 As would be 
expected, the degree of weight loss was less than that seen in randomised clinical trials. However, the weight 
loss was still clinically meaningful. Of the four medications assessed, patients who received phentermine and 
phentermine/topiramate lost the highest percentage of body weight.
Weight management guidelines are consistent in advocating weight-loss medication as an adjunct to lifestyle 
modification for patients who fail to respond to lifestyle changes after 6 months, have a BMI ≥30 kg/m2, or have 
a BMI >27 kg/m2 with T2DM or other weight-associated comorbidities.5,6,24 

Weight-loss medications
Three weight-loss medicines are approved (but not subsidised) as adjunctive treatment for weight loss (Table 2).39-41

Phentermine:
Phentermine is a sympathomimetic amine stimulant that acts on the CNS and suppresses appetite,40 including 
greater reduction in cravings for fats and sweets compared with placebo.42 
Greater effects on appetite suppression are achieved with lower-dose phentermine when it is combined with 
low-dose topiramate; however, this is an off-label use of topiramate in NZ.5 In three phase III trials (EQUIP, 
CONQUER, and SEQUEL), treatment with phentermine in combination with topiramate produced statistically 
significant weight loss compared with placebo (5–10.5% at 1 year).43

Phentermine should not be used in patients with a history of CV disease due to its effects on the CV system.5 
Other contraindications include anxiety disorders, hyperthyroidism, history of drug or alcohol abuse or 
dependence, and pregnancy.

Liraglutide:
Liraglutide is a glucagon-like peptide-1 (GLP-1) agonist developed to treat T2DM as it controls hyperglycaemia 
without causing hypoglycaemia.37 Its additional weight-loss effect, mediated by increasing satiety and reducing 
food intake, led to liraglutide (at the higher 3mg dose) being approved as a weight-loss medication.37,41 Weight 
loss and glycaemic improvements with adjunctive liraglutide have been demonstrated in the SCALE trials.44-48

Liraglutide is administered by subcutaneous injection.41 The most common adverse events associated with 
liraglutide are gastrointestinal disorders.21,41 Liraglutide is not recommended in patients with severe renal 
impairment, hepatic impairment, a history of pancreatitis, or a history of major depressive disorder or other 
major psychiatric disorder, and should not be used during pregnancy.41 

Orlistat:
Orlistat is a potent and selective inhibitor of pancreatic lipase that reduces the intestinal breakdown and 
absorption of dietary fat.39 
Faecal fat loss and related gastrointestinal symptoms with orlistat are common,39 and the main reason for 
discontinuation of orlistat.21 Orlistat is contraindicated in patients with chronic malabsorption syndrome, 
cholestasis, and pregnancy.39 Due to its mechanism of action, absorption of fat-soluble vitamins may be reduced 
and patients should be advised to supplement with multivitamins to ensure adequate nutrition.

Dosage and 
administration

Weight loss vs 
placebo (% or kg)

Adverse events Cost

Phentermine 15 or 30 mg  
once daily orally

3.6–4.5 kg  
at 6 months

Dry mouth, insomnia,
agitation, constipation, tachycardia

$100  
per month

Liraglutide 0.6–3.0 mg  
once daily by 
subcutaneous 
injection

5.4%  
at 1 year

Nausea, vomiting, diarrhoea, 
constipation
Rare: cholecystitis, pancreatitis 

$500  
per month

Orlistat 120 mg  
three-times  
daily orally

2.9–3.4%  
at 1 year

Steatorrhea, oily spotting, flatulence 
with discharge, faecal incontinence, 
fat-soluble vitamin malabsorption

$150  
per month

Table 2. Summary of the weight-loss medications that are approved for the management of obesity in NZ.21,37,39-41  

Treatment duration
Patients should be monitored monthly for the first three or four months of pharmacotherapy and its efficacy and 
tolerability evaluated at the end of three or four months.5,8,21 The emergence of a safety or clinically-significant 
tolerability issue requires immediate discontinuation of pharmacotherapy. 

A weight-loss medication that is well tolerated and effective should be continued, in the same way that 
antihypertensive and antidiabetic medications are continued after blood pressure or glycaemic targets have 
been achieved.21 Given that obesity is a chronic disease that requires prolonged treatment, pharmacotherapy 
has an important role to play in long-term weight control.

http://www.researchreview.co.nz


4

Weight Loss Pharmacotherapy for Obesity  
and Type 2 Diabetes

A  RESEARCH REVIEW™  
EDUCATIONAL  SERIES

www.researchreview.co.nz a RESEARCH REVIEW™ publication

REFERENCES
1. Kyle TK, et al. Regarding Obesity as a Disease: Evolving Policies and Their Implications. Endocrinol Metab Clin North Am. 2016;45(3):511-20.
2. Hurt RT, et al. Designation of obesity as a disease: lessons learned from alcohol and tobacco. Curr Gastroenterol Rep. 2014;16(11):415.
3. Kilov D, et al. Philosophical determinants of obesity as a disease. Obes Rev. 2018;19(1):41-8.
4. Leitner DR, et al. Obesity and Type 2 Diabetes: Two Diseases with a Need for Combined Treatment Strategies - EASO Can Lead the Way. Obes Facts. 2017;10(5):483-92.
5. Anonymous. Clinical guidelines for weight management in New Zealand adults. Wellington: Ministry of Health. 2017. Available from: https://www.health.govt.nz/system/

files/documents/publications/clinical-guidelines-for-weight-management-in-new-zealand-adultsv2.pdf.
6. Durrer Schutz D, et al. European practical and patient-centred guidelines for adult obesity management in primary care. Obes Facts. 2019;12(1):40-66.
7. Lau DC, et al. Current and Emerging Pharmacotherapies for Weight Management in Prediabetes and Diabetes. Can J Diabetes. 2015;39 Suppl 5:S134-41.
8. American Diabetes Association. 8. Obesity Management for the Treatment of Type 2 Diabetes: Standards of Medical Care in Diabetes 2019. Diabetes Care. 

2019;42(Suppl 1):S81-s9.
9. LeBlanc ES, et al. Behavioral and Pharmacotherapy Weight Loss Interventions to Prevent Obesity-Related Morbidity and Mortality in Adults: Updated Evidence Report 

and Systematic Review for the US Preventive Services Task Force. JAMA. 2018;320(11):1172-91.
10. Taylor R. Type 2 diabetes: etiology and reversibility. Diabetes Care. 2013;36(4):1047-55.
11. Garvey WT, et al. Prevention of type 2 diabetes in subjects with prediabetes and metabolic syndrome treated with phentermine and topiramate extended release. 

Diabetes Care. 2014;37(4):912-21.
12. Torgerson JS, et al. XENical in the prevention of diabetes in obese subjects (XENDOS) study: a randomized study of orlistat as an adjunct to lifestyle changes for the 

prevention of type 2 diabetes in obese patients. Diabetes Care. 2004;27(1):155-61.
13. Bohula EA, et al. Effect of lorcaserin on prevention and remission of type 2 diabetes in overweight and obese patients (CAMELLIA-TIMI 61): a randomised, placebo-

controlled trial. Lancet. 2018;392(10161):2269-79.
14. le Roux CW, et al. 3 years of liraglutide versus placebo for type 2 diabetes risk reduction and weight management in individuals with prediabetes: a randomised, double-

blind trial. Lancet. 2017;389(10077):1399-409.
15. Taheri S, et al. Effect of intensive lifestyle intervention on bodyweight and glycaemia in early type 2 diabetes (DIADEM-I): an open-label, parallel-group, randomised 

controlled trial. Lancet Diabetes Endocrinol. 2020;8(6):477-89.
16. Hallberg SJ, et al. Reversing Type 2 Diabetes: A Narrative Review of the Evidence. Nutrients. 2019;11(4).
17. Lean MEJ, et al. Durability of a primary care-led weight-management intervention for remission of type 2 diabetes: 2-year results of the DiRECT open-label, cluster-

randomised trial. Lancet Diabetes Endocrinol. 2019;7(5):344-55.
18. Lean ME, et al. Primary care-led weight management for remission of type 2 diabetes (DiRECT): an open-label, cluster-randomised trial. Lancet. 2018;391(10120):541-51.
19. Taylor R. Calorie restriction for long-term remission of type 2 diabetes. Clin Med (Lond). 2019;19(1):37-42.
20. Van Gaal L, et al. Weight management in type 2 diabetes: current and emerging approaches to treatment. Diabetes Care. 2015;38(6):1161-72.
21. Lee PC, et al. Pharmacotherapy for obesity. Aust Fam Physician. 2017;46(7):472-7.
22. Ang GY. Reversibility of diabetes mellitus: Narrative review of the evidence. World J Diabetes. 2018;9(7):127-31.
23. Gregg EW, et al. Association of the magnitude of weight loss and changes in physical fitness with long-term cardiovascular disease outcomes in overweight or obese 

people with type 2 diabetes: a post-hoc analysis of the Look AHEAD randomised clinical trial. Lancet Diabetes Endocrinol. 2016;4(11):913-21.
24. Forgione N, et al. Managing Obesity in Primary Care: Breaking Down the Barriers. Adv Ther. 2018;35(2):191-8.
25. Rose SA, et al. Physician weight loss advice and patient weight loss behavior change: a literature review and meta-analysis of survey data. Int J Obes (Lond). 

2013;37(1):118-28.
26. Iwamoto S, et al. Effects of Education and Experience on Primary Care Providers’ Perspectives of Obesity Treatments during a Pragmatic Trial. Obesity (Silver Spring). 

2018;26(10):1532-8.

27. Malin SK, et al. Type 2 Diabetes Treatment in the Patient with Obesity. Endocrinol Metab Clin North Am. 2016;45(3):553-64.
28. Curry SJ, et al. Behavioral Weight Loss Interventions to Prevent Obesity-Related Morbidity and Mortality in Adults: US Preventive Services Task Force Recommendation 

Statement. JAMA. 2018;320(11):1163-71.
29. Knowler WC, et al. Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. N Engl J Med. 2002;346(6):393-403.
30. Yanovski SZ. Weight Management in Adults With Obesity: What Is a Primary Care Clinician to Do? JAMA. 2018;320(11):1111-3.
31. Korner J, et al. The emerging science of body weight regulation and its impact on obesity treatment. J Clin Invest. 2003;111(5):565-70.
32. Lowe MR. Self-regulation of energy intake in the prevention and treatment of obesity: is it feasible? Obes Res. 2003;11 Suppl:44s-59s.
33. Adair LS. Child and adolescent obesity: epidemiology and developmental perspectives. Physiol Behav. 2008;94(1):8-16.
34. Sudlow A, et al. Review of multimodal treatment for type 2 diabetes: combining metabolic surgery and pharmacotherapy. Ther Adv Endocrinol Metab. 2019 Sep 

23;10:2042018819875407.
35. Wilding JP. The importance of weight management in type 2 diabetes mellitus. Int J Clin Pract. 2014;68(6):682-91.
36. Kahan S, et al. Obesity Pharmacotherapy in Patients With Type 2 Diabetes. Diabetes Spectr. 2017;30(4):250-7.
37. Apovian CM, et al. Pharmacological management of obesity: an endocrine Society clinical practice guideline. J Clin Endocrinol Metab. 2015;100(2):342-62.
38. Shibuya K, et al. The benefit of short-term weight loss with anti-obesity medications in real-world clinical practice. Endocr Pract. 2019;25(10):1022-8.
39. Anonymous. Xenical (120 mg capsules) New Zealand data sheet (November 2017). Auckland: Pharmaco (NZ) Ltd. 2017. Available from: https://medsafe.govt.nz/Profs/

Datasheet/x/Xenicalcap.pdf.
40. Anonymous. Duromine New Zealand data sheet (January 2018). Auckland: iNova Pharmaceuticals (NZ) Ltd. 2018. Available from: https://medsafe.govt.nz/profs/

datasheet/d/durominecap.pdf.
41. Anonymous. Saxenda New Zealand data sheet (November 2018). Auckland: Novo Nordisk Pharmaceuticals Ltd. 2018. Available from: https://www.medsafe.govt.nz/

profs/Datasheet/s/saxendainj.pdf.
42. Moldovan CP, et al. Effects of a meal replacement system alone or in combination with phentermine on weight loss and food cravings. Obesity (Silver Spring). 

2016;24(11):2344-50.
43. Smith SM, et al. Phentermine/topiramate for the treatment of obesity. Ann Pharmacother. 2013;47(3):340-9.
44. Garvey WT, et al. Efficacy and Safety of Liraglutide 3.0 mg in Individuals With Overweight or Obesity and Type 2 Diabetes Treated With Basal Insulin: The SCALE Insulin 

Randomized Controlled Trial. Diabetes Care. 2020;43(5):1085-93.
45. Pi-Sunyer A, et al. A randomized, controlled trial of 3.0 mg of liraglutide in weight management. N Engl J Med. 2015;373(1):11-22.
46. le Roux CW, et al. 3 years of liraglutide versus placebo for type 2 diabetes risk reduction and weight management in individuals with prediabetes: a randomised, 

double-blind trial. Lancet. 2017;389(10077):1399-1409.
47. Davies MJ, et al. Efficacy of liraglutide for weight loss among patients with type 2 diabetes: the SCALE diabetes randomized clinical trial JAMA. 2015;314(7):687-699.
48. Wadden TA, et al. Weight maintenance and additional weight loss with liraglutide after low-calorie-diet-induced weight loss: the SCALE Maintenance randomized 

study. Int J Obes (Lond). 2013;37(11):1443-1451. 
49. Bays HE, et al. Obesity algorithm slides, presented by the Obesity Medicine Association. www.obesityalgorithm.org. 2019. Available from: https://obesitymedicine.org/

obesity-algorithm/ [Date Accessed: 15/06/20].
50. Kumar RB, et al. Pharmacologic Treatment of Obesity. [Updated 2017 Aug 7]. In: Feingold KR, Anawalt B, Boyce A, et al., editors. Endotext [Internet]. South Dartmouth 

(MA): MDText.com, Inc.; 2000-. Available from: https://www.ncbi.nlm.nih.gov/books/NBK279038/. 2017.
51. Schauer PR, et al. Bariatric Surgery versus Intensive Medical Therapy for Diabetes - 5-Year Outcomes. N Engl J Med. 2017;376(7):641-51.
52. Shah A, et al. Diabetes after Bariatric Surgery. Can J Diabetes. 2017;41(4):401-6.
53. Alnuaimi A, et al. Efficacy of liraglutide in weight management post bariatric surgery patients: data from an Emirati cohort. Society for Endocrinology 2019; 11-13 

November; Brighton, UK. Available from: https://www.endocrine-abstracts.org/ea/0065/ea0065p194.htm. [Date accessed: 29/06/20].

This publication has been created with an educational grant from Radiant Health Ltd. The content is entirely independent and based on published studies 
and the author’s opinions. It may not reflect the views of Radiant Health. This review may contain unapproved products or unapproved uses of approved 
products. Please consult the full Data Sheets for any medications mentioned in this article at www.medsafe.govt.nz before prescribing. Treatment 
decisions based on these data are the full responsibility of the prescribing physician. 

© 2020 RESEARCH REVIEW 

TAKE HOME MESSAGES
•	 Obesity is a chronic metabolic disease with T2DM being a common 

comorbidity.

•	 Primary care engagement positively influences patient attempts to 
change and sustain weight-related behaviours.

•	 Preventing progression to T2DM and inducing remission of T2DM are 
viable treatment goals in obese individuals.

•	 Lifestyle modification is the foundation of obesity and T2DM management 
but is not always effective in providing lasting weight loss success.

•	 As with other chronic diseases, interventions beyond lifestyle modification 
are needed to achieve and sustain beneficial outcomes in patients with 
obesity.

•	 Given the link between obesity and T2DM, use of weight-loss 
pharmacotherapy is rational to improve glycaemic and other metabolic 
outcomes in obese patients with T2DM.

•	 Weight loss medications registered in NZ as an adjunct to lifestyle 
modification are:
 - Phentermine, which acts to suppress appetite. 

 - Liraglutide, which acts to increase satiety.

 - Orlistat, which reduces intestinal absorption of dietary fat.

•	 Pharmacotherapy augments lifestyle modification and has a useful role to 
play in the long-term management of obesity.

•	 Metabolic surgery as an adjunct to lifestyle modification is an effective 
weight loss intervention in select individuals but its beneficial effects may 
diminish with time.

	• Adjunctive pharmacotherapy may help to sustain the weight loss and 
glycaemic benefits of metabolic surgery.

EXPERT’S CONCLUDING COMMENTS
Obesity is a prevalent condition and is a risk factor for many complications 
that need to be screened for and managed in primary care. It is important 
to monitor weight and discuss how to lose weight as part of clinical care. 
Discussing medication options after lifestyle strategies is an important part of 
obesity management. 
Weight-loss medications may be an effective option for those who do not 
have contraindications and can afford these.  Adults, including those who 
have headaches, may benefit from topiramate in combination with low-dose 
phentermine because this combination has been shown to produce superior 
weight loss when compared with either agent alone. However, it is important 
to ensure women of childbearing age are taking reliable contraception, given 
both medications are contraindicated in pregnancy. 
Liraglutide requires subcutaneous injection, and may be prescribed to those 
with pre-existing CV disease. Liraglutide 1.8mg daily is approved for the 

treatment of T2DM, while the higher dose of 3mg daily is approved for the 
treatment of obesity. There is a greater weight loss benefit at the 3mg dose 
than the 1.8mg dose, which is independent of its side effects of nausea. 
It is important to monitor side-effects and response to drug therapy, observing 
the stopping rule if your patient does not lose ≥5% of weight after 12 weeks on 
the full dose of the medication. Since early weight loss response is predictive 
of subsequent effectiveness, it is best to stop any medications among non-
responders at the 12-week mark. 
Since obesity is a chronic condition, most people will need to take weight-loss 
medications long term in the context of lifestyle management of food activity 
and behaviour. 
Phentermine or liraglutide can be used in combination with a low-energy diet 
and among those patients who regain weight following bariatric surgery.
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