
 
Weight stigma

 

Summary for healthcare professionals
Obesity is a complex, chronic, relapsing condition arising from interacting genetic, biological, behavioural 
and environmental drivers. Overweight and obesity are risk factors for many subtypes of cardiovascular disease (CVD) 
including atrial fibrillation, coronary heart disease, heart failure, peripheral arterial disease and stroke. 

Priority populations experience a disproportionate burden of overweight/obesity and CVD. These include culturally 
and linguistically diverse communities, First Nations peoples, people living in rural and remote areas, people 
experiencing socioeconomic disadvantage, people living with a mental health condition and women.

Weight stigma
Put strategies in place to address 
weight stigma (e.g. clinical 
environment caters for all sizes,  
person-first language)

BMI may not be an accurate measure 
of excess adiposity in some people.  
Apply population-specific thresholds  
where relevant or use waist-to-height ratio. 

•	 weight history and underlying contributing factors
•	 behavioural risk factors (e.g. nutrition, physical activity, smoking,  

alcohol)
•	 metabolic markers (e.g. blood pressure, lipids, blood glucose)
•	 family history of obesity, CVD or type 2 diabetes 
•	 organ dysfunction (e.g. liver dysfunction, early nephropathy, left  

ventricular hypertrophy)
•	 comorbidities/obesity complications (e.g. obstructive sleep apnoea)
•	 sex-specific considerations (e.g. history of gestational diabetes)

Cardiometabolic health assessment   
 

Obesity and CVD clinical consensus statement

Diagnosis and assessment

Management: behaviour modifications  

Consider cardiovascular-kidney-
metabolic (CKM) syndrome 

Screen all people with  
overweight/obesity for metabolic  
risk factors associated with CKM  
syndrome, including glycaemic  
status, lipids, and liver and kidney 
function.

 

“Aim for a waist   
circumference less  
than half your height.”

•	 Recommend a heart-healthy eating pattern 
to reduce cardiovascular risk. 

•	 If more rapid weight loss is required, consider a low energy 
diet (total 4200–7000 kJ/day) or very low energy diet under 
clinical supervision (total 2700–3700 kJ/day).

•	 To achieve weight loss, some adults 
may require a heart-healthy eating 
pattern with reduced energy intake  
(at least 2000 kJ/day deficit from 
estimated daily energy requirements).

•	 Encourage regular movement and 
limited sedentary time across the day. 

•	 Recommend 30 mins of 
moderate-to-vigorous  
activity on most days of  
the week and resistance  
training 2–3 times/week.

•	 People with established CVD should undergo  
pre-exercise screening before commencing a 
moderate-to-vigorous physical activity program. 

Nutrition Physical activity

 
 
 

“Aim for at 
least 7,000 
steps per day.”

 

 

Body mass index (kg/m2)

Waist circumference 
(increased 

cardiometabolic risk: 
women ≥ 80 cm;  

men ≥ 94 cm)

 

Waist-to-hip ratio 
 (increased 

cardiometabolic risk: 
women ≥ 0.85;  

men ≥ 0.90)

 

Waist-to-height ratio 
 (increased 

cardiometabolic 
 risk: ≥ 0.5)

 
 
 

“A heart-healthy 
eating pattern 
matters more than 
any single food.”

or or
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•	 Obesity management medications are indicated, in 
conjunction with behaviour modifications, when  
adequate weight-related health improvements cannot  
be attained through behaviour modifications alone.

•	 GLP-1 and GIP/GLP-1 receptor agonists (incretin-based 
agents) are more effective for weight management 
compared with oral agents (e.g. orlistat) and have shown 
improvement in cardiovascular outcomes. 

•	 Based on cardiovascular outcome trial data: 

	 o 	consider semaglutide, tirzepatide or liraglutide in  
	 type 2 diabetes; have been shown to reduce risk of 
	 major adverse cardiovascular events (MACE)

 	 o	consider semaglutide in established atherosclerotic 
	 CVD; has been shown to reduce risk of MACE

	 o	consider semaglutide or tirzepatide in heart failure 
	 with preserved ejection fraction; have been shown to  
	 improve symptoms and functional capacity.

Scan to download 
management algorithm  
and pharmacotherapy table

Management: pharmacotherapy and surgical interventions

Management: lifelong care and follow up

Pharmacotherapy

Considerations for incretin-based agents

•	Gastrointestinal side effects are 
common; mitigate with slow titration

• Risk of muscle mass loss; mitigate 
with adequate protein intake and 
resistance training 

• Advise patients that weight regain at 
discontinuation is common

Optimise cardiovascular risk 
factors and adherence to 
preventative medicines 

Assess for  
CKM syndrome

Monitor for weight loss 
complications

Incretin-based pharmacotherapies for obesity management
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Medication  
name and 
medication class

Mechanism of action TGA indications for 
obesity management 
in adults*

Dose Common 
side effects

Efficacy for weight 
loss (approximate 
% of total body 
weight lost ¥ § )

Impact on CV outcomes 
compared with placebo

Semaglutide 
(Wegovy) 

GLP-1 receptor agonist

•Enhances satiety

•Delays gastric 
emptying 

•Decreases appetite 

BMI ≥ 30 kg/m2 OR 
≥ 27 kg/m2 in the 
presence of one or 
more weight-related 
complications

•Start at 0.25 mg subcut. 
once weekly

•Titrate:
- Weeks 1–4: 0.25 mg
- Weeks 5–8: 0.5 mg 
- Weeks 9–12: 1 mg 
- Weeks 13–16: 1.7 mg
- Maintenance dose:  

2.4 mg once weekly

Nausea, vomiting, 
diarrhoea, constipation, 
dyspepsia, abdominal 
pain, injection site 
reactions 

9–10%1 •Reduced risk of CV death, 
non-fatal MI and non-
fatal stroke in people with 
established atherosclerotic 
CVD (without type 2 
diabetes)1 and in people 
with type 2 diabetes at high 
risk of CVD2 

•Reduced risk of CV events in 
people with type 2 diabetes 
and chronic kidney disease3

Tirzepatide 
(Mounjaro)  

GIP/GLP-1 receptor 
agonist

•Enhances satiety

•Delays gastric 
emptying

•Decreases appetite

BMI ≥ 30 kg/m2 OR 
≥ 27 kg/m2 in the 
presence of one or 
more weight-related 
complications

•Start at 2.5 mg subcut. 
once weekly. After four 
weeks, increase dose 
to 5 mg subcut. once 
weekly

•If needed, dose 
increases can be made 
in 2.5 mg increments

•Maximum dose is 15 mg 
once weekly

Nausea, vomiting, 
diarrhoea, constipation, 
dyspepsia, abdominal 
pain, injection site 
reactions

11–12%4 Reduced risk of CV death, 
non-fatal MI and non-fatal 
stroke in people with type 2 
diabetes and atherosclerotic 
CVD4 #

Liraglutide 
(generics available)

GLP-1 receptor agonist

•Enhances satiety

•Delays gastric 
emptying

•Decreases appetite

BMI ≥ 30 kg/m2 OR 
≥ 27 kg/m2 in the 
presence of one or 
more weight-related 
complications

•Start at 0.6 mg subcut. 
once daily 

•Increase weekly by 0.6 
mg (as tolerated) to a 
maintenance dose of 3.0 
mg once daily

Nausea, vomiting, 
diarrhoea, constipation, 
dyspepsia, abdominal 
pain, injection site 
reactions

6–8%5 ζ Reduced risk of CV death, 
non-fatal MI or non-fatal 
stroke in people with type 2 
diabetes at high risk of CVD6

Footnotes: 
* Consult TGA indications and Pharmaceutical Benefits Scheme criteria to guide pharmacotherapy choice, tailored to the individual context. 
¥ Approximate percentage total body weight lost is based on trials including people with type 2 diabetes where pharmacotherapy dose may not represent the highest dose available for weight loss. 
§ Weight loss efficacy for each agent varies by patient cohort; figures for injectable medications have been derived from published cardiovascular outcome trials.
# Non-inferiority cardiovascular outcome trial with dulaglutide as comparator (not placebo controlled). 
ζ  The SCALE trial was used as the reference for approximate percentage of total body weight lost, in preference to the LEADER cardiovascular outcome trial (used approximately half the maintenance dose of 

liraglutide that is indicated for obesity management).

Abbreviations: BMI, body mass index; CV, cardiovascular; CVD, cardiovascular disease; MI, myocardial infarction; TGA, Therapeutic Goods Administration References: hrt.how/obesityrefs 

Scan here for  
consensus statement 
or visit 
hrt.how/obesityandCVD

•	 Consider referral to multidisciplinary specialised obesity 
services for people who have not attained adequate 
weight-related health improvements through behaviour 
modifications and pharmacotherapy. 

•	 Refer for consideration of metabolic bariatric surgery to 
reduce the risk of MACE in adults with CVD or high risk of 
CVD and BMI ≥ 40 kg/m2 OR BMI ≥ 35 kg/m2 with at least  
one weight-related comorbid condition.

•	 Offer lifelong multidisciplinary follow-up care post-surgery. 

Metabolic bariatric surgery 

Post-surgical considerations
•	Supplementation for nutritional 

deficiencies (e.g. calcium, vitamin D)
•	Monitor for weight regain
•	Address gastrointestinal symptoms 
•	Screen for mental health conditions
•	Review medication doses as required 
•	Monitor bone health
•	Consider pregnancy and contraception 

needs

 

"Smaller, more frequent  
meals can help with 
side effects."
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Use BMI + another anthropometric measure (waist circumference OR waist-to-height ratio OR waist-to-hip ratio)
Assess for underlying causes of obesity, comorbidities, cardiometabolic risk factors and complications of obesity

Lifelong monitoring and assessment
Continue to assess and manage CVD risk factors. Maintain a heart-healthy eating pattern and regular physical activity. Early intervention if required.

If weight-related health improvementsg not achieved

Obesity management pharmacotherapy

Consider in type 2 diabetes  
(to reduce risk of MACE)b,c,d

Semaglutide1,2

Tirzepatide3

Liraglutide4

Consider in atherosclerotic 
CVD (to reduce risk of MACE)c  
Semaglutide5

 Consider in HFpEF (to improve 
symptoms and functional 
capacity) c  

Semaglutide e 6,7

Tirzepatide f 8

Multidisciplinary specialised obesity services 

Metabolic bariatric surgery

BMI  
25–26.9 kg/m2

BMI  
27–34.9 kg/m2

BMI  
≥ 35 kg/m2 a

Physical activity and nutrition modifications 
Advise heart-healthy eating pattern and consider reduced energy intake where required 

Advise regular physical activity; combined moderate-to-vigorous aerobic activity and resistance training

a People with BMI ≥ 40 kg/m2 may require direct referral for multidisciplinary specialised obesity services.
b Evidence is based on studies conducted in people with type 2 diabetes whereby medication doses are  

generally lower than those used for weight loss.
c SGLT-2 inhibitors are not TGA-indicated for obesity management but have been shown to have modest  

weight-lowering effects in these groups (less so than other agents listed here). They have been shown to  
improve CV outcomes in type 2 diabetes, heart failure, atherosclerotic CVD and CKD.

Abbreviations: BMI, body mass index; HFpEF, heart failure with preserved ejection fraction; MACE, major adverse cardiovascular events; TGA, Therapeutic Goods Administration References: hrt.how/obesityrefs

d Dulaglutide, indicated in type 2 diabetes, has been shown to improve CV outcomes, but is 
not TGA-indicated for obesity management.

e Based on STEP-HFpEF trial data in people with HFpEF, ejection fraction ≥ 45% and BMI ≥ 30 kg/m2.
f  Based on SUMMIT trial data in people with HFpEF, ejection fraction ≥ 50% and BMI ≥ 30 kg/m2.
g Weight-related health improvements include improvements in blood glucose levels, 

lipids, blood pressure and liver function.
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Management of overweight and obesity in adults with established CVD

Footnotes: 

Scan here for  
consensus statement 
or visit 
hrt.how/obesityandCVD

Scan here for  
consensus statement or visit  
hrt.how/obesityandCVD

https://www.heartfoundation.org.au/for-professionals/obesity-cvd-consensus-statement

