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Whole body adipose tissue is 

generally classified as follows:

• Subcutaneous adipose tissue 

(>80%)

• Visceral adipose tissue (in 

men: <20%; in women: <10%)

The distribution of human adipose tissue



Lipid overflow results in the ectopic deposition of 

adipose tissue

Tchernof A, et al. Physiol Rev. 2013;93(1):359-404.

lipid overflow

 Liver fat

 

Epicardium/peric
ardium and 

myocardial fat

 Intra-muscle 

fat

 perirenal fat

 
Pancreatic 

fat

 Viseral fat



Future Indications for weight loss 

medications:

• Weight loss

• Weight induced illness

• N=18

Obesity is a Multisystem Disease Associated With Metabolic 

Complications
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Relationship between fat area and 
number of metabolic diseases

Relationship between fat area and 
number of metabolic diseases

Visceral fat accumulation is strongly associated with 
weight-related metabolic diseases

Bingying Yang, Yingying Luo, et al. Metab Target Organ Damage. 2025;5:40. Doi:10.20517/mtod.2025.70

To explore the relationship between visceral fat and obesity-related metabolic diseases, a cross-sectional study involved 3,371 participants 
from Beijing was conducted. Anthropometric measurements and metabolic indicators were assessed, and visceral fat area (VFA) was 
calculated from non-contrast abdominal computed tomography scans. 
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BMI alone is not enough. The diagnosis of overweight and obesity may 

require additional anthropometric assessments

Condition Criteria for people with non-Asian background Criteria for people with Asian background*

Excess adiposity BMI ≥25 kg/m² BMI ≥23 kg/m²

Overweighty BMI 25–29.9 kg/m2 with WHtR <0.5 or 
BMI 25–29.9 kg/m2 with WC <88 cm in women; BMI 25–29.9 

kg/m2 with WC <102 cm in men

BMI 23–27.4 kg/m2 with WHtR <0.5 or 
BMI 23–27.4 kg/m2 with WC <80 cm in women; BMI 23–27.4 

kg/m2 with WC <90 cm in men

Obesity BMI ≥30 kg/m2 or 
BMI 25–29.9 kg/m2 with WHtR ≥0.5 or 

BMI 25–29.9 kg/m2 with WC ≥88 cm in women; BMI 25–29.9 
kg/m2 with WC ≥102 cm in men

BMI ≥27.5 kg/m2 or 
BMI 23–27.4 kg/m2 with WHtR ≥0.5 or 

BMI 23–27.4 kg/m2 with WC ≥80 cm in women; BMI 23–27.4 
kg/m2 with WC ≥90 cm in men

Elevated WC in women with a non-Asian background is ≥35 inches and in men with a non-Asian background is ≥40 inches. Elevated WC in women with an Asian background is 
≥31.5 inches and in men with an Asian background is ≥35.5 inches. WC, waist circumference; WHtR, waist-to-height ratio.
*The BMI and WC thresholds identified for people with Asian backgrounds represent general targets, and health care professionals should be aware that specific values may exist 
for certain Asian countries that differ from the values listed above (40, 41, 55). Asian background includes Asia (e.g., China, Japan, Korea) and the South Asian subcontinent (e.g., 
India, Pakistan, Bangladesh). Clinicians should be aware of the evidence gap regarding individuals who identify as having mixed race or ethnicity. At this time, clinicians should 
use the background from which the individual identifies.

Source: ADA Standards of Care in Overweight and Obesity—2026



Weight Loss in People with Obesity 
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* Not head to head trials. Between trial comparisons should be interpreted carefully.

Patients with obesity*

RYGB: Roux-en-Y gastric bypass; T2D: Type 2 diabetes.
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aApproved for short-term use in the United States. bWithdrawn in 1981 in Sweden, United Arab Emirates, Mauritius, Turkey, Oman, United Kingdom, Venezuela. cWithdrawn in 1975 in Sweden, Norway, United Arab 
Emirates, Turkey, Oman, United Kingdom, Venezuela, France, and Brazil. dWithdrawn from market in February 2020 for safety issue related to increased cancer incidence. eSetmelanotide was first approved for 
syndromic or monogenic forms of obesity by the FDA. fSema 1.7 mg was approved as a maintenance dose in adults in July 2023.

OMM=Obesity Management Medication; SEMA=Semaglutide.
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Based on First Approval

Chronology of OMMs

Rainbow Pills2 

(withdrawn 1968)

Amphetamine1 

(withdrawn 1979)

2,4 Dinitrophenol2
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GLP-1 based medication can significantly reduce waist 
circumference – data from Chinese population
eliminating the placebo effect

1.Ji L, et al. Lancet Diabetes Endocrinol. 2025 Sep;13(9):777-789.   2.Gu W, et al. Diabetes Obes Metab. 2025 May;27(5):2540-2551.    3.Ji L, et al. N Engl J Med. 2025 Jun 12;392(22):2215-
2225.    4.Zhao L, et al. JAMA. 2024 Aug 20;332(7):551-560. 
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Enoglutide 1 Semaglutide2 Mazdutide 3 Tirzepatide 4

104.4 104.4 103.2 108.4 101.7 101.7 105.0Baseline WC，cm

Treatment duration 48 weeks 44 weeks 48 weeks 52 weeks

SLIMMER STEP7 GLORY1 SURMOUNT-CN

Enoglutide 1.8mgEnoglutide 1.2mg Enoglutide 2.4mg Semaglutide 2.4mg Mazdutide 4mg Mazdutide 6mg Tirzepatide 10mg



Number OF WEEKS OBSERVED

Placebo plus lifestyle intervention (impaired glucose tolerance subgroup)Placebo plus Lifestyle In tervention (Full population)

Orlistat plus lifestyle intervention (impaired glucose tolerance subgroup) Orlistat p lus Lifestyle Intervention (General Population)

C
u
m

u
la

ti
v
e

 I
n
c
id

e
n

c
e

 o
f 
D

ia
b

e
te

s
 (

%
)

Diabetes Care 27: 155-161, 2004

Orlistat reduces diabetes incidence in obese patients

Preventing diabetes: Orlistat (XENDOS)

• The XENDOS study was a 4-year, double-blind, randomized, placebo-controlled, prospective study involving 3305 obese patients 

who were randomly assigned to receive either placebo plus lifestyle modification or orlistat at a dose of 120 mg three times daily 

plus lifestyle modification

• With orlistat, the incidence of diabetes decreased from 9% to 6.2%, with a 37.3% relative risk reduction



Diabetes prevention: liraglutide 3.0 mg (SCALE Obesity and Prediabetes 

study)

T2D, type 2 diabetes mellitus

le Roux, et al. Lancet. 2017; 389:1399-1409.
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Liraglutide 3.0 mg delayed progression to T2D by 2.7 times
Two thirds of subjects in liraglutide 3.0 mg group 

returned to normal blood glucose



Normalization of blood glucose: semaglutide 2.4mg(STEP 10)

The proportion of participants who returned to normal glucose levels between baseline and weeks 52 and 80 (estimated with the use of treatment strategies) during the trial observation period. Return to normal 

glucose levels was defined as an HbA 1c of less than 6.0% (<42 mmol/mol) and an FPG of less than 5.5 mmol/L.

Odds ratio (OR); CI, confidence interval; FPG, fasting plasma glucose; HbA 1c, glycosylated hemoglobin; N, number of subjects; T2D, type 2 diabetes mellitus.

From Figure 3A+B: Proportion of participants who returned to normoglycemia or progressed to T2D in the semaglutide 2.4-mg group compared with the placebo group (full analysis set)

• The STEP 10 study was a multicenter, randomized, controlled trial testing the effect of semaglutide 2.4mg, as compared with placebo, on a 

composite end point of weight and glucose reversion to normal in persons with obesity and prediabetes. The follow-up time was 52 weeks, and the 

observation period was 28 weeks after treatment discontinuation

At week 52, 81.1% in the semaglutide 2.4-mg group
Blood glucose levels returned to normal
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At week 80, 44.2% in the semaglutide 2.4-mg group
Subjects maintained normoglycemia
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Weight Reduction and Diabetes remission from DiRECT trial

Lancet Diabetes Endocrinol 2019 05;7(5)



Effects of weight loss medications on cardiovascular 
risk factors

European Heart Journal (2023) 44, 5036–5048
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Steatohepatitis resolution and improvement in liver 
fibrosis
Proportion of patients at Week 72 (full analysis set)

Analysis set: FAS (interim), first 800 randomised subjects. EDP: Estimated difference in responder proportions with 95% confidence interval and two-sided p-value. *Resolution of steatohepatitis is defined as a NAS of 0-1 for inflammation, 0 for ballooning 
and any value for steatosis according to NASH CRN. No worsening of liver fibrosis is defined as no increase in fibrosis score . Fibrosis is graded on the NASH CRN fibrosis scale from 0-4. †Improvement in fibrosis is defined as >= 1 grade improvement on 
the NASH CRN fibrosis scale. No worsening of steatohepatitis is defined as no increase from baseline in NAS score for balloon ing, inflammation or steatosis. The absolute difference between responder proportions, 95% confidence interval, P value was 
generated with the use of Cochran-Mantel-Haenszel (CMH) test stratified by baseline diabetes status (medical history) and fibros is stage (eligibility read). ‡Missing data were handled by reference-based multiple imputation and Rubin’s rule based on the 
Mantel-Haenszel estimator and Sato's estimate of the standard error (reference) were used to aggregate results. CI, confidence interval; EDP, estimated difference in responder proportions; F, fibrosis stage; MASH, metabolic dysfunction associated 
steatohepatitis; NASH CRN, Non-Alcoholic Steatohepatitis Clinical Research Network. Newsome PN et a l. Oral Presentation at American Association for the Study of the Liver The Liver Meeting; Late Breaker 5018; November 19 2024; San Diego, USA.
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Resolution of MASH 
and no worsening of liver fibrosis*

Improvement in liver fibrosis 
and no worsening of MASH†

Significantly more patients with MASH F2–F3 treated with semaglutide 2.4 mg achieved both primary endpoints of MASH resolution (62.9%) and 
improvement in liver fibrosis (37.0%) than those treated with placebo (34.1%, 22.5% respectively)

EDP: 28.9%-points

EDP: 14.4%-points



The ADA's latest treatment recommendations for obese 
individuals

Pharmacologic Treatment of Obesity in Adults: Standards of Care in Overweight and Obesity. DOCM CARE 2026; doci250008



"Disease modification" has emerged as a direction in the 
management of metabolic diseases

柳叶刀子刊 提出1：

“糖尿病治疗领域*正迎来重要进展：核心焦点就在于疾病修正，及具有

疾病修正作用的药物”

In 2024, The Lancet Diabetes & 

Endocrinology redefined the 

therapeutic goal as disease 

modification — which, in obesity 

care, hinges on visceral fat 

reduction to halt or reverse 

metabolic disease progression.

Lancet Diabetes Endocrinol. 2024 Dec;12(12):876-877



Thank you for your attention
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