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Message from President

Dear Colleagues,

Obesity is increasingly becoming a significant public health concern and is associated with several 
metabolic, reproductive, and long-term health complications. As healthcare professionals, it is 
important not only to address its clinical management but also to strengthen awareness, early 
identification, and preventive strategies among patients and the wider community.

It gives me great pleasure to share that the initiative of Delphi Consensus on Obesity was successfully 
conducted under the aegis of AMOGS across three locations—Mumbai, Kolhapur, and Nagpur.

I would like to extend my sincere appreciation to all the experts and participants who contributed 
their valuable insights and experience to this academic exercise. The discussions and collective 
deliberations across the three centers have helped shape a meaningful consensus on Obesity.

Such collaborative academic efforts strengthen our commitment to advancing knowledge, 
encouraging dialogue, and promoting best practices within our professional community.

I thank Science Integra for their dedication and efforts in making these meetings successful with 
the Scientific Content and Emcure for providing the academic grant. I look forward to continued 
participation and collaboration in future AMOGS initiatives.

Warm Regards

Dr. Ameya Purandare
President, AMOGS
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Abstract:
Background: Obesity is a chronic, relapsing, multisystem disease with disproportionate consequences 
for women across the life course, including reproductive dysfunction, infertility, pregnancy complications, 
cardiometabolic disease (CVD), hypertensive disorders, and osteoarthritis. With the increasing burden 
of obesity in India and the availability of effective contemporary anti-obesity medications, clear, practice-
oriented guidance is needed.

Objective: To develop expert consensus statements to guide comprehensive obesity assessment and 
management in women, emphasizing weight loss and benefits beyond weight reduction, including the role 
of pharmacotherapy (notably semaglutide) alongside lifestyle and multidisciplinary care.

Method: A two-round Delphi study was conducted using 20 evidence-based draft statements derived from 
a systematic literature review and relevant guidelines. A national panel of 45 experts from India (gynecology, 
orthopedics, bariatric surgery, and nutrition) rated statements on a 9-point Likert scale. Consensus was defined 
by a supermajority (>67% agreement), with grading based on level of agreement (Grade U–D). Quantitative 
agreement and mean scores were calculated; qualitative feedback underwent thematic analysis to refine 
statements between rounds. Statements not meeting criteria were revised and re-rated.

Results: Response rates were 100% in both rounds. Nineteen final consensus statements were endorsed (all 
>67% agreement), with 70% achieving near-unanimous or unanimous consensus (Grade A/U). Key outcomes 
included consensus that obesity should be managed as a chronic multisystem disease. Women should be 
routinely assessed for obesity and its comorbidities and managed within obstetrics and gynecology settings. 
Effective obesity management requires a multidisciplinary approach to optimize clinical outcomes. 

Glucagon-like peptide-1 receptor agonists (GLP-1 RAs) receptor agonists, including semaglutide and 
tirzepatide, were recognized as effective pharmacotherapeutic options for achieving clinically meaningful 
weight loss. Semaglutide, supported by extensive clinical trial evidence, including studies in women with 
conditions such as polycystic ovary syndrome (PCOS) and menopause-related weight gain, was identified as an 
important therapeutic option when integrated with structured lifestyle intervention for weight management.

Long-term follow-up and weight-maintenance strategies are essential components of effective obesity 
management. Sustained lifestyle interventions, behavioral support, and appropriate medical therapy are 
necessary to prevent weight regain and maintain metabolic improvements. Continuous monitoring within 
clinical care, including gynecological practice, helps optimize long-term health outcomes for women with 
obesity.

Conclusions: This Delphi consensus provides women-centered recommendations for routine obesity 
assessment and individualized multimodal management in India, supporting integration of lifestyle, therapy 
with effective pharmacotherapy including semaglutide.

Delphi Consensus on  
Obesity in Women: Weight loss and beyond

Background
Obesity is a chronic, relapsing, multisystem disease 
characterized by excess adiposity that adversely 
affects metabolic, reproductive, cardiovascular, 
and musculoskeletal health.1. Its global prevalence 

has increased substantially over recent decades, 
with women disproportionately affected across age 
groups.1,2 In India, obesity represents a growing 
public health concern and exerts profound effects 
on women’s health across the lifespan through 
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mechanisms such as chronic inflammation, 
lipotoxicity, and hormonal dysregulation.3-5 It 
contributes to the development and progression of 
polycystic ovary syndrome (PCOS), one of the most 
common endocrine disorders in reproductive-aged 
women.6-9 Obesity is also independently associated 
with reduced fecundity and prolonged time to 
conception, and women with higher BMI are more 
likely to seek infertility-related services.10,11

Beyond reproductive implications, obesity 
significantly increases the risk of type 2 diabetes, 
CVD, metabolic dysfunction–associated steatotic 
liver disease (MASLD), and osteoarthritis. Although 
lifestyle modification remains foundational to 
management, long-term weight reduction with 
behavioral strategies alone is often modest. Emerging 
pharmacotherapies, particularly semaglutide, have 
demonstrated substantial and sustained weight loss 
with associated reproductive and cardiometabolic 
benefits. In this context, structured, evidence-
informed consensus guidance is essential to optimize 
obesity management in women in India.

Method
Study design
A Delphi methodology was employed, beginning 
with a structured set of evidence-based statements 
derived from a systematic literature review and 
relevant clinical evidence and guidelines.
Expert panel

Composition: •	 Experts with established clinical 
or research experience in obesity, women’s 
health, or related specialties.

Rounds
Round 1
A total of 19 draft statements circulated to the expert 
panel for rating on a 9-point Likert Scale (1 = strongly 
disagree, 9 = strongly agree). Consensus definition: 
≥67% of panelists scoring 7–9.
Round 2
If statements failing to reach consensus were revised 
based on Round 1 feedback and re-circulated. New 
statements proposed by the panelists in Round 1 
were added. Round 2 include 19 statements for 
consensus.

Data analysis
Quantitative: Agreement proportions and mean 
scores calculated; Qualitative: Thematic analysis of 
comments to inform statement revisions.

Grading of statements
After two Delphi rounds, the level of agreement 
for each statement was evaluated and categorized 
using a predefined grading scale (Table 1).
Table 1. Grading system
Grade Level of 

agreement
Description

Grade U 100% Unanimous consensus
Grade A 90–99% Near-unanimous consensus
Grade B 78–89% Strong agreement with minimal 

variance
Grade C 67–77% Moderate agreement
Grade D <67% Below consensus threshold

A supermajority rule was applied to determine 
consensus, defined as agreement by more than 67% 
of the expert panel on a given statement.
The initial round consisted of 19 questionnaire 
items, answered by 45 expert panel. Over the course 
of the Delphi rounds and the subsequent in-person 
consensus meeting, expert panel. Our iterative 
changes throughout the process yielded 19 final 
statements, all with > 67% consensus all discussed 
below.

Results
Panel participation

Round 1: 100% response rate•	
Round 2: 100% response rate•	

Nineteen consensus statements were obtained 
after evaluation through a structured Delphi 
process. Overall, 13 of 19 statements achieved near-
unanimous or unanimous agreement (Grade A/U), 
indicating strong convergence of expert opinion. No 
statement fell below the consensus threshold.

Prevalence of obesity: Focus on 
Indian women

Experts reported that the prevalence of obesity in 
clinical practice has increased by approximately  
30–40%, particularly among women. Grade U

Consensus statement 01



4

Discussion 
According to the World Health Organization (WHO), 
overweight and obesity are defined as abnormal 
or excessive fat accumulation that presents a risk 
to health. Obesity is a chronic, relapsing disease 
arising from complex interactions between genetics, 
neurobiology, eating behaviours, and the broader 
environment.1 In the last decades, obesity has 
increased across the globe, with an estimated 1 billion 
adults aged 20 years and older. The prevalence of 
obesity has increased over the past few decades, 
and women of all age groups are more susceptible 
to obesity as compared to men. The WHO, has 
estimated 2.5 billion adults to be overweight and 
890 million to be obese globally, representing 43% 
of adults (43% of men and 44% of women) being 
classified as overweight.1

Furthermore, among children and adolescents 
(aged 5–19 years), obesity prevalence among girls is 
projected to increase from approximately 8% to 18% 
by 2035.2 In India, obesity is emerging as a significant 
health concerns across all age groups more than 
5% of adolescents are affected by overweight or 
obesity.2 The Indian Council of Medical Research 
(ICMR)-India Diabetes (INDIAB) study has estimated 
254 million adults to have generalized obesity and 
351 million adults have abdominal obesity.3 Overall, 
40% of women and 12% of men in the country 
are affected by abdominal obesity. The prevalence 
is even higher among women aged 30–39 years 
(49.3%) and 40–49 years (56.7%). A substantial 
proportion of women with a normal BMI may still 
have abdominal obesity.4

In this Delphi study, experts reported a 30–40% •	
increase in obesity prevalence in clinical practice 
across specialties.

Obesity as a chronic disease and 
public health concern

Obesity should be managed as a chronic multisystem 
disease because it directly contributes to the 
development and progression of major comorbidities, 
including type 2 diabetes mellitus, MASLD, cancer, and 
autoimmune disorders. Grade U

Consensus statement 02

Obesity is now recognized as a complex, 
chronic disease characterized by dysregulated 
neuroendocrine signaling, adaptive metabolic 
responses, and interactions between genetic, 
environmental, and behavioral factors. The burden 
of obesity often begins early in life; overweight and 
obesity in childhood and adolescence are strongly 
associated with persistence of obesity into adulthood 
and an increased risk of non-communicable 
diseases.1 Beyond metabolic consequences, early-
life obesity can affect psychosocial well-being 
and may influence pubertal timing and menstrual 
patterns. These early physiological and endocrine 
alterations may predispose women to long-term 
reproductive and metabolic complications.5

Obesity profoundly affects female reproductive 
physiology through mechanisms including 
hormonal dysregulation. Adipose tissue functions 
as an active endocrine organ, increases secretion 
of pro-inflammatory cytokines such as TNF-α and 
IL-6 contributes to insulin resistance and alters 
hypothalamic–pituitary–adrenal axis function. 
Additionally, there is hyperestrogenism that may 
cause menstrual irregularities, anovulation, and 
increased risk of endometrial pathology. Obesity is 
also closely linked to PCOS; a substantial proportion 
of women with PCOS are overweight or obese.12

Obesity adversely affects fertility by reducing 
fecundity and prolonging time to conception, 
independent of other reproductive factors such as 
age, parity, or menstrual regularity.10,11 Consequently, 
women with obesity represent a significant proportion 
of individuals seeking infertility evaluation and 
treatment. Metabolic disturbances such as insulin 
resistance and hyperinsulinemia further stimulate 
ovarian androgen production, worsening ovulatory 
dysfunction and increasing the risk of type 2 diabetes 
and other metabolic disorders. In addition to 
reproductive effects, obesity contributes to broader 
health complications including CVD, MASLD, obesity-
related cancers, osteoarthritis, and endocrine 
disorders such as subclinical hypothyroidism.12-14

Given its wide-ranging effects on reproductive, 
metabolic, and overall health, obesity has significant 
implications for gynecological care. Gynecologists 
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often serve as primary healthcare providers for 
women across multiple stages of life, including 
adolescence, reproductive years, and menopause. 
This position provides an important opportunity 
for early identification and management of 
obesity and its related comorbidities. Routine 
screening, counseling on lifestyle modification, and 
appropriate referral for multidisciplinary care can 
improve reproductive outcomes and reduce long-
term health risks. Therefore, systematic evaluation 
and management of obesity should be an integral 
component of gynecological practice.15

Frameworks and multidisciplinary 
management

The panel strongly agreed that the 5As framework (Ask, 
Assess, Advise, Agree, Assist) should be used to guide 
obesity conversation in clinical practice. (Grade B)

Consensus statement 03

Discussion
There was unanimous consensus (Grade U) regarding 
the need for a multidisciplinary approach to obesity 
management. Additionally, the collaborative role of 
nutritionists working alongside physicians achieved 
near-unanimous agreement (Grade A), underscoring 
the importance of multidisciplinary approach.
Behavioral-based clinical interventions should 
be regarded as a foundational element of a 
comprehensive, multimodal treatment strategy, 
as they enhance and help sustain the therapeutic 
benefits of pharmacotherapy. Clinicians should 
also educate patients about underlying biological 
mechanisms—such as increased ghrelin levels during 
caloric restriction, leptin resistance, and metabolic 
adaptation—that may contribute to resistance to 
weight loss, particularly in women.16 

A post-hoc analysis showed that greater weight •	
loss was associated with a lower chance of 
ovulation dysfunction in women with PCOS.17 

The pathophysiology of obesity involves dysregulation 
of energy balance, adaptive thermogenesis, 

Step 1: Initial clinical assessment

Measure BMI using Asian cutoffs: Overweight 23-24.9 kg/m•	 2, Obesity ≥25 kg/m2

Record height, weight, waist circumference, WHR, BP, pulse•	
Screen for PCOS, menstrual irregularities, Cushingoid features•	

Anthropometric assessment

Baseline laboratory tests including 
fasting glucose, HbA1c, lipid profile, 

fasting insulin (HOMA-IR), and 
apolipoprotein B (ApoB)

Approved long-term AOMs
Orlistat, Phentermine-Topiramate, Naltrexone-Bupropion, •	
Liraglutide, Semaglutide, Tirzepatide•	

Intensive Behavioral Therapy (IBT): Goal-
setting, caloric restriction, structured 

physical activity, Dietary counselling and 
structured physical activity

Counsel about:
Metabolic adaptation•	
Ghrelin rise & leptin resistance•	
Menopause-related metabolic changes•	

Indications
BMI ≥30, or ≥27 kg/m•	 2 with weight-related comorbidities
In reproductive-aged women, consider at BMI ≥27 kg/m•	 2 
with metabolic/fertility concerns'

Assess comorbidities: T2DM, hypertension, 
dyslipidemia, Metabolic Dysfunction-

Associated Steatotic Liver Disease (MASLD), 
hyperuricemia, PCOS, and abdominal 

obesity

Additional evaluations: 
echocardiogram, sleep study, liver 
imaging for MASLD (ultrasound), 

Endocrine evaluation (TSH, prolactin 
cortisol where clinically indicated)

Step 2: Clinical evaluation

Step 3: Lifestyle and behavioral interventions

Step 4: Pharmacotherapy

According to FOGSI, the management obese women should include:16Algorithm 1.
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hormonal changes, and biological mechanisms that 
defend against weight loss. Understanding these 
processes helps explain weight plateaus, weight 
regain, and the need for long-term management. 
Effective care requires evidence-based assessment, 
targeted treatment strategies, and reduction of 
weight bias to support sustainable outcomes.18 This 
implies that obesity involving multisystem disease, 
Managing Obesity Through Action and Patient 
Awareness will have its significance. This synthesis 
is rooted in the evidence-based practices provided 
by the experts in this Delphi study. They opine that 
the 5As model can actively assist patients in realizing 
their weight loss goals.

Obesity and comorbidities

The panel agreed that PCOS is among the most 

commonly encountered obesity-related comorbidities 

specific to women in clinical practice. Diabetes and 

hypertension were also consistently identified as 

highly prevalent comorbid conditions. Infertility, 

MASLD, GERD, osteoarthritis, and sleep apnea were also 

reported to be frequently encountered, though with 

comparatively lower consensus. (Grade B/C)

Consensus statement 04

Figure 1.
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Discussion
PCOS is among the most common endocrine 
disorders affecting women of reproductive age, 
with an estimated prevalence ranging from 5% to 
13%.19 Epidemiological evidence further indicates 
that a substantial proportion of women diagnosed 
with PCOS—approximately 38% to 88%—are either 
overweight or obese.20 

Researchers have reported that obesity promotes 
hepatic steatosis and progression to fibrosis and 
cirrhosis through insulin resistance, visceral adiposity, 
inflammation, and gut microbiota dysbiosis, type 2 
diabetes mellitus, increased risk of CVD, including 
hypertension, dyslipidemia, risk of cancer, GERD and 
obstructive sleep apnea.21-23 Obesity and metabolic 
syndrome has also been shown to be involved in 
the pathogenesis of knee osteoarthritis not simply 
through increased mechanical loading but the 
systemic effects of obesity-induced inflammation.24 

Impact of weight loss on obesity-
related comorbidities

The panel reached strong consensus that weight loss 
results in meaningful clinical improvements across 
multiple obesity-related comorbidities. (Grade A/B)

Consensus statement 05

Discussion
Experts identified the most consistent improvements 
in diabetes, hypertension, and osteoarthritis. Weight 
reduction was also associated with improvements in 
MASLD, PCOS, and infertility. Experts acknowledged 
potential benefits of weight loss on cancer risk, 
though with comparatively lower agreement. 

Clinical evidence shows that even modest weight 
reduction leads to measurable health benefits. A 
weight loss of approximately 5–10% is associated with 
clear metabolic and reproductive improvements, 
and additional weight loss may yield further benefits. 
In women with PCOS and infertility, small reductions 
in body weight, beginning at around 2–5% can 
improve menstrual regularity and enhance fertility 
outcomes.28 



Obesity management should be based on BMI 
thresholds, obesity-related comorbidities, and 
patient preferences, incorporating lifestyle therapy, 
pharmacotherapy, and bariatric surgery when 
appropriate. Grade A

Consensus statement 06

Discussion
Lifestyle modification has long served as a 
foundational component of obesity management. 
However, lifestyle intervention alone is often 
insufficient to achieve or sustain clinically meaningful 
weight loss instead, it should be integrated within 
a comprehensive, patient-centered treatment 
strategy.29,30 Such a framework typically includes 
structured physical activity, individualized nutritional 
counseling, behavioral therapy, and pharmacologic 
management when appropriate.29, 31,32

Importantly, the role and intensity of lifestyle 
interventions may differ depending on the treatment 
modality employed—whether lifestyle therapy alone, 
pharmacotherapy, or bariatric/metabolic surgery. 
With the emergence of more effective contemporary 
anti-obesity medications (AOM), including 
semaglutide and tirzepatide, which demonstrate 
substantially greater efficacy than earlier agents, it is 
essential to reassess how lifestyle strategies integrate 
with pharmacologic treatment. In this context, we 
examine two overarching considerations in which 
lifestyle factors are hypothesized to play a meaningful 
and complementary role alongside AOM.33.
Comprehensive, multifactorial strategies are 
necessary to achieve meaningful weight loss 
and reduce long-term complications. Lifestyle 
interventions remain the foundation of treatment, 
focusing on sustained calorie restriction and 
increased physical activity through dietary and 
behavioral approaches.34 
Although sustained weight loss in obese women is 
associated with meaningful health improvements, 
lifestyle and behavioral changes alone typically result 
in modest weight loss (3%–5%). Also, this weight 
loss is often difficult to maintain long term and may 
be insufficient to improve many adiposity-related 

complications. In addition to medical nutrition 
therapy and physical activity, pharmacotherapy, 
psychological support, and metabolic/bariatric 
surgery represent key treatment options. These 
interventions should be individualized to promote 
effective weight reduction and optimize overall 
health outcomes.35 

BMI thresholds 

The minimum BMI threshold ≥27 kg/m2 is 
recommended for the initiation of Grade B

Consensus statement 07

Overweight and obesity are defined by WHO as BMI 
of 25-29.9 kg/m2 and a BMI ≥ 30 kg/m2, respectively.36 
As per CDC:37 Overweight:  25.0 to <30, Kg/m2; 
Obesity is subdivided into categories:

Class 1: BMI of 30 to <35 kg/m•	 2

Class 2: BMI of 35 to <40 kg/m•	 2

Class 3: BMI of 40 kg/m•	 2 or higher

Pharmacotherapy is recommended as an adjunctive 
treatment for adults with obesity (BMI ≥30 kg/m2) 
and for individuals who are overweight (BMI ≥27 kg/
m2) in the presence of at least one obesity-related 
complication, such as type 2 diabetes, dyslipidemia, 
hypertension, MAFLD, obstructive sleep apnoea, or 
osteoarthritis.38 

Pharmacotherapy in the 
management of obese women

Experts unanimously agreed that obesity in women 
should be routinely assessed and managed in 
obstetrics and gynecology practice due to its significant 
association with reproductive, infertility, pregnancy-
related, and long-term cardiometabolic comorbidities, 
hypertensive disorders and osteoarthritis. Grade U

Consensus statement 08

Discussion
Obesity is strongly associated with reproductive 
dysfunction, infertility, adverse pregnancy outcomes, 
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long-term cardiometabolic disease, hypertensive 
disorders, and musculoskeletal conditions such 
as osteoarthritis. Given these wide-ranging 
consequences, routine evaluation in gynecologic and 
obstetric settings represents a critical opportunity 
for early identification and risk reduction. A Grade U 
recommendation highlights the clinical urgency and 
practical importance of implementation.
A fundamental clinical assessment should be 
undertaken for all women with obesity to enable 
individualized and context-specific management. 
While comprehensive obesity evaluations may not 
always be feasible in busy clinical settings—particularly 
for healthcare professionals who are not obesity 
specialists—a focused assessment remains both 
practical and valuable. Such an approach allows for 
the identification of high-risk individuals, facilitates 
timely referral to multidisciplinary care when needed, 
and supports early intervention to mitigate disease 
progression and associated comorbidities.39

The expert panel unanimously agreed that a 
multidisciplinary approach to obesity management 
optimizes clinical outcomes. (Grade U) 

Consensus statement 09

Given that overweight and obesity are chronic, 
relapsing conditions, they necessitate sustained 
follow-up and long-term monitoring. Close 
multidisciplinary collaboration is essential to facilitate 
regular assessment, timely identification of lapses, 
and prompt intervention to optimize long-term 
outcomes.40 A comprehensive strategy combining 
glucagon-like peptide-1–based pharmacotherapy 
with structured dietary modification and physical 
rehabilitation provides an integrated framework for 
the management of severe obesity and its associated 
comorbidities, thereby enhancing overall clinical 
outcomes.41 

In patients with obesity and related comorbid 
conditions, the integration of pharmacotherapy with 
cognitive behavioral therapy is recommended to 
enhance treatment effectiveness. (Grade A) 

Consensus statement 10

Systematic review and meta-analysis reported that 
Cognitive Behavioral Therapy (CBT) with lifestyle 
changes is effective for weight loss and weight 
maintenance.42 Adaptive treatment strategy in 
which early behavioral therapy is intensified with 
timely pharmacotherapy optimizes weight-loss 
outcomes.43 The combination of CBT and AOM can 
provide a more planned treatment; CTB provides 
the psychological support needed to treat obesity, 
with a focus on improving diet and exercise.44 

Semaglutide should be considered for obese PCOS, 
infertility with obesity. Grade A

Consensus statement 11

Discussion
Treatment with subcutaneous semaglutide has 
been shown to be effective in promoting significant 
weight reduction and improving reproductive 
outcomes in women with obesity, prediabetes, and 
PCOS.45 Similarly, semaglutide is effective in weight 
reduction and improving fertility in patients with 
obesity, prediabetes, and PCOS.46 

Pharmacotherapy was recognized as an essential 
component of care, providing clinically meaningful 
weight loss. (Grade B)

Consensus statement 12

Discussion
Pharmacotherapy in obesity facilitates clinically 
meaningful weight loss and important improvements 
in obesity-related health complications. Clinicians 
who treat people with obesity with or without obesity-
related health complications should appropriately 
use pharmacotherapy as an integral part of their 
treatment paradigm.35

The expert consensus agreed that Semaglutide should 
be used in obesity management, particularly in patients 
with comorbidities such as PCOS, type 2 diabetes, 
osteoarthritis, and MASLD. (Grade B) 

Consensus statement 13
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Discussion
Semaglutide is a glucagon-like peptide-1 receptor 
agonist (GLP-1 RA) initially developed for the 
treatment of type 2 diabetes. It has since been 
evaluated for use in individuals with overweight or 
obesity, including those without diabetes.47 Clinical 
studies have demonstrated that semaglutide 
produces significant weight loss compared with 
placebo, even in non-diabetic populations.48 
Its mechanism of action involves mimicking the 
endogenous hormone GLP-1, which regulates 
appetite and energy intake. By activating GLP-1 
receptors in the brain, semaglutide reduces appetite, 
enhances satiety, and decreases caloric intake, 
thereby promoting weight reduction.49

Once-weekly Semaglutide 2.4 mg, used as •	
an adjunct to lifestyle intervention, resulted in 
substantial and sustained weight reduction in 
adults with overweight or obesity.50 

Semaglutide 2.4 mg was associated with •	
statistically significant improvements in systolic 
blood pressure, lipid parameters, C-reactive 
protein, physical functioning, and weight-related 
quality-of-life scores compared with placebo.50

Carmina and colleagues evaluated the effect •	
of Semaglutide (0.5 mg subcutaneously, once 
a week for 6 months) on body weight and 
insulin and glucose blood levels in 27 obese 
PCOS women who were unresponsive to a 
lifestyle program. The study authors stated that 
Semaglutide, was found to be highly effective 
in reducing excess body weight and improving 
metabolic health in obese patients with PCOS, 
who were unresponsive to lifestyle interventions. 
Semaglutide therapy caused an average weight 
loss of 7.6–11.5 kg over 3–6 months, with 
~80% of patients achieving significant weight 
reduction, improved menstrual regularity, 
reduced androgen levels, and improved insulin 
sensitivity.45 

Semaglutide, due to its potent antiglycemic •	
effect and weight loss advantages, could offer 

benefits for individuals with non-alcoholic fatty 
liver disease.51,52 

In individuals with obesity and symptomatic 
knee osteoarthritis, once-weekly semaglutide is 
recommended due to its demonstrated benefits on 
weight reduction, pain relief, and physical function. 
(Grade A)

Consensus statement 14

Discussion
According to STEP 9 study group, in patients with 
obesity and moderate-to-severe knee osteoarthritis 
pain, once-weekly injectable semaglutide led to 
significantly greater reductions in body weight and 
osteoarthritis-related knee pain compared with 
placebo.53

The panel agreed that semaglutide 2.4 mg is supported 
by evidence demonstrating significant improvements in 
body weight, glycemic control (HbA1c), and reduction 
in 3-point major adverse cardiovascular events (MACE). 
Grade A

Consensus statement 15

Discussion
Davies et al. conducted a study in adults with 
overweight or obesity and type 2 diabetes to 
evaluate once-weekly subcutaneous Semaglutide 
as an adjunct to lifestyle intervention. A total of 
1,595 patients were screened, of whom 1,210 were 
randomized to receive Semaglutide 2.4 mg (n=404), 
Semaglutide 1.0 mg (n=403), or placebo (n=403) for 
68 weeks; women accounted for 50.9% of patients at 
baseline.55 At week 68, mean body weight decreased 
by −9.6% with Semaglutide 2.4 mg compared with 
−3.4% with placebo, corresponding to an estimated 
treatment difference of −6.2 percentage points (95% 
CI −7.3 to −5.2; p<0.0001).51

Waist circumference decreased by −9.4 cm with •	
Semaglutide 2.4 mg compared with −4.5 cm with 
placebo, with an estimated treatment difference 
of −4.9 cm (95% CI −6.0 to −3.8; p<0.0001).
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HbA1c decreased by −1.6 percentage points •	
with Semaglutide 2.4 mg, −1.5 percentage 
points with Semaglutide 1.0 mg, and −0.4 
percentage points with placebo; the estimated 
treatment difference for Semaglutide 2.4 mg 
versus placebo was −1.2 percentage points 
(95% CI −1.4 to −1.0; p<0.0001).

Semaglutide 2.4 mg was associated with statistically 
significant improvements in physical functioning, 
and weight-related quality-of-life scores compared 
with placebo.
The SUSTAIN, 1-7 trials showed that semaglutide 
provides consistently superior and sustained 
glycemic control and weight loss. In SUSTAIN 6, 
semaglutide was also shown to significantly decrease 
the occurrence of cardiovascular events compared 
with placebo or standard of care.54 

In obesity management, pharmacotherapy with 
semaglutide, along with structured lifestyle 
modification, enhances and sustains clinically 
meaningful weight loss. Grade U

Consensus statement 16

Discussion
In a randomized, double-blind, placebo-controlled 
phase 3 trial involving 1,961 adults with overweight 
or obesity without diabetes (74.1% women), 
participants were assigned in a 2:1 ratio to receive 
once-weekly subcutaneous semaglutide 2.4 mg 
(n=1306) or placebo (n=655) for 68 weeks, alongside 
standardized lifestyle intervention. At week 68, 
semaglutide produced a mean weight reduction of 
14.9% compared with 2.4% with placebo, yielding a 
significant treatment difference of −12.4 percentage 
points (p<0.001). A markedly higher proportion of 
patients receiving semaglutide achieved ≥5%, ≥10%, 
and ≥15% weight loss compared with placebo (all 
p<0.001). Significant reductions in waist circumference 
(−13.54 cm vs. −4.13 cm; p<0.001) were also observed, 
along with improvements in blood pressure, glycemic 
parameters, inflammatory markers, and lipid profile. 
Overall, semaglutide 2.4 mg, as an adjunct to lifestyle 
modification, resulted in substantial and sustained 

weight loss in adults with overweight or obesity.50 

Nutritionists, in collaboration with physicians, should 
integrate GLP-1 receptor agonist therapy into structured 
meal planning and calorie-reduction programs to 
optimize therapeutic outcomes. Grade A

Consensus statement 17

Discussion
Research emphasis is shifting from weight 
reduction alone toward a targeted strategy that 
combines semaglutide with evidence-based 
nutritional interventions may offer a more effective 
and sustainable pathway for long-term obesity 
management.55 

Semaglutide consistently improves hunger regulation 
and satiety control, thereby facilitating significant 
weight loss and improved eating behavior management 
in individuals with obesity. Grade A

Consensus statement 18

Discussion
Semaglutide has been demonstrated to significantly 
influence hunger and satiety in adults with obesity 
through central nervous system effects. In a double-
blind, parallel-group trial of 72 participants, once-
weekly subcutaneous semaglutide (titrated to 2.4 mg) 
administered over 20 weeks led to a 35% reduction 
in ad libitum energy intake compared with placebo. 
This was accompanied by reduced hunger and 
anticipated food consumption, along with increased 
feelings of fullness and satiety (all p < 0.02). Findings 
from the Control of Eating Questionnaire further 
showed improved eating control and fewer food 
cravings among participants receiving semaglutide 
(p < 0.05).58 In another randomized, placebo-
controlled crossover trial involving 30 participants, 
12 weeks of semaglutide therapy resulted in a 
24% reduction in total daily energy intake and 
enhanced appetite suppression, without an increase 
in nausea.57 Furthermore, the STEP 5 trial in adults 
with overweight/obesity showed that semaglutide 
2.4 mg improved short- and longer-term control of 
eating associated with substantial weight loss.58
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Overall, the study showed that semaglutide 
consistently improves hunger and satiety control, 
contributing to significant weight loss and better 
management in individuals with obesity.

Semaglutide should be considered for weight 
management in perimenopausal, menopausal, and 
postmenopausal women with obesity, given its 
demonstrated benefits on weight reduction and quality 
of life. Grade U

Consensus statement 19

Discussion
In a retrospective cohort study involving 106 
postmenopausal women, semaglutide resulted in 
sustained weight loss in both hormone therapy (HT) 
users and non-users. However, women receiving 
HT experienced significantly greater percentage 
reductions in total body weight compared with those 
not on HT: 7±3% vs. 5±4% at 3 months (p=0.01), 
13±6% vs. 9±5% at 6 months (p=0.01), 15±6% vs. 
10±6% at 9 months (p=0.02), and 16±6% vs. 12±8% 
at 12 months (p=0.04). Despite these differences, 
semaglutide was effective overall in promoting 

weight reduction and improving cardiometabolic 
health among postmenopausal women.59

A post hoc analysis of the STEP 6 trial evaluated 
the relationship between visceral fat area (VFA) 
and clinical parameters and assessed the effect of 
semaglutide on visceral fat reduction in Japanese 
adults with obesity. Participants (≥20 years) were 
randomized to once-weekly semaglutide 2.4 mg, 
semaglutide 1.7 mg, or placebo, alongside lifestyle 
interventions for 68 weeks.60

Baseline VFA showed moderate positive correlations 
with body weight (r = 0.415), BMI (r = 0.374), and 
waist circumference (r = 0.458–0.555), indicating 
an association between visceral adiposity and key 
anthropometric indicators. Changes in VFA were 
also correlated with metabolic markers including 
lipids, liver enzymes, and plasminogen activator 
inhibitor-1 (PAI-1). Both semaglutide 2.4 mg and  
1.7 mg significantly reduced VFA, Figure 2.

The study suggested that semaglutide effectively 
reduces visceral adiposity and improves metabolic 
risk parameters, supporting its role in obesity 
management and associated health outcomes.

Percentage change in abdominal VFA from baseline to week 68 with semaglutide 2.4 mg, 
semaglutide 1.7 mg, and placebo, by key subgroups

Figure 2
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Researchers evaluated the effectiveness of 
semaglutide 1 mg over 4 months in reducing 
body weight and altering body composition in 
postmenopausal compared with premenopausal 
women.
Following four months of semaglutide therapy, 
both postmenopausal and premenopausal women 
experienced clinically meaningful reductions in 
body weight and fat mass. The mean weight loss 
was comparable between postmenopausal and 
premenopausal women (5.9 ± 5.2 kg vs. 4.5 ± 
3.5 kg), corresponding to a percentage weight 
reduction of 5.8% and 5.1%, respectively. Similarly, 
reductions in fat mass (4.1 ± 4.5 kg vs. 3.1 ± 3.7 kg) 
and lean mass changes were comparable between 
postmenopausal and premenopausal women.
These results suggest that semaglutide may 
represent a promising therapeutic option for weight 
management across different stages of a woman’s 
life course.

Strengths and limitations
This Delphi consensus featured several strengths. 
The resulting statements for which consensus was 
achieved reflect the views of experts with relevant 
expertise and experience. Although generated 
through a consensus process, these statements were 

derived from the medical literature and existing 
guidelines, and are therefore evidence-based. In 
addition, the high consensus threshold ensured 
that the recommendations were unequivocal. A 
limitation noted is the size of the expert panel may 
not be representative of all Indian states.

Conclusion
Obesity in women signifies reproductive, metabolic, 
cardiovascular, and musculoskeletal consequences. 
Its rising prevalence in India highlights the need for 
routine assessment and proactive management, 
particularly within obstetrics and gynecology 
practice.
This Delphi consensus emphasizes that obesity care 
should extend beyond weight reduction alone and 
adopt an individualized, multidisciplinary approach 
integrating lifestyle intervention, behavioral 
support, pharmacotherapy, and when appropriate, 
bariatric surgery. The panel recognized the growing 
role of effective AOM, particularly semaglutide, 
in achieving clinically meaningful and sustained 
weight loss when combined with structured lifestyle 
strategies. These consensus recommendations 
provide practical, evidence-informed guidance to 
support comprehensive, patient-centered obesity 
management in women.
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