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and improving fasting glucose by
about 3 mmol/L during the first three
months, before pharmacotherapy was
introduced.5 Proof of principle of the
effectiveness of weight loss has been
shown in small-scale studies using very
low energy diets (< 800 kcal/day),
which can result in dramatic
improvements in blood glucose
control, at least in the short-term.6

This approach is not currently
recommended routinely, but is being
tested in ongoing clinical trials.
Increased physical activity improves
insulin sensitivity and can help weight
loss maintenance – again this should
be recommended for all patients with
type 2 diabetes.

Although the Look AHEAD study of
lifestyle weight management in type 2
diabetes did not show a reduction in
cardiovascular disease events with
modest weight loss, patients did gain
many other benefits including
improvements in glucose control,
lipids and blood pressure and quality

of life. Healthcare costs were also
reduced.7, 8

GLUCOSE LOWERING
THERAPY 
Pharmacotherapy for type 2 diabetes
is becoming increasingly complex.
Metformin is the first-line therapy and
is generally considered weight neutral,
although some patients may lose 1-2 kg.

In patients who are obese or
overweight NICE guidelines for the
management of type 2 diabetes
recommend consideration of body
weight when making subsequent
treatment choices.9

Of the oral therapies available
second line, DPP-IV inhibitors are
weight neutral and the newer SGLT2
inhibitors (which induce glycosuria)
can produce 2-3 kg of weight loss on
average. In contrast sulfonylureas may
cause weight gain and increase
hypoglycaemia risk. 

The injectable GLP-1 analogues may
also result in some weight loss, but
NICE recommends that they are only
offered to those with the highest
weight (BMI > 35 kg/m2), as cost
effectiveness is not clear at lower BMIs.  

Insulin is an essential treatment for
some patients but often causes weight
gain and patients should be
counselled about this. 

Adjunctive treatment with
metformin, SGLT2 inhibitors, DPP-IV
inhibitors and GLP-1 analogues can
help keep insulin doses lower and 
limit weight gain.4

OBESITY PHARMACOTHERAPY
Currently, obesity pharmacotherapy in
type 2 diabetes is limited to orlistat,
which has been shown to improve
glucose control, and is worth
considering if weight loss is a priority;
however GI side effects limit its
usefulness for many. 

A combination drug of naltrexone
and bupropion has recently been
approved in the EU for weight
management – clinical trial data has
shown benefit in diabetes.

A high dose (3 mg, compared with 
1.8 mg  maximum dose for glucose
control in diabetes) of the GLP-1
analogue liraglutidehas also shown
promise in clinical trials for weight loss.
It has recently been approved in the
USA and is under regulatory review in
Europe. This is a rapidly evolving area
that may change practice in the near
future.10

BARIATRIC SURGERY
NICE guidance recommends bariatric,
or weight loss, surgery as a clinically
and cost effective treatment option
for obese patients with type 2
diabetes, particularly those with
severe obesity (BMI > 35 kg/m2).11

The most common surgical
procedures in current use are the
Roux-en-Y gastric bypass, adjustable
gastric banding and sleeve
gastrectomy; these are usually done
laparoscopically in modern surgical
practice. 

These procedures typically result in
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Complications of
obesity: these are
often interrelated
and cycles of
causation can
result in patients
developing
multiple
comorbidities


