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Now | have sufficient data to write a comprehensive, well-cited article. Let me compose the final piece.

## Who Is a Medically Designed VLCD Program Suitable For? Eligibility, Contraindications, and
Medical Screening in Australia

Not every person who wants to lose weight is a suitable candidate for a medically designed very low
calorie diet (VLCD) program. And not every person who *is* suitable should attempt one without
professional guidance. This distinction — between who benefits, who is harmed, and who sits
somewhere in between — is one of the most clinically important questions in weight management
medicine, and it remains widely misunderstood by Australian consumers who encounter VLCD
products on pharmacy shelves or in online wellness spaces.

The stakes are real. In 2022, almost two-thirds (65.8%, or 13 million people) of Australian adults aged
18 years and over were overweight or obese. Severe obesity (Class Ill, defined as a BMI of 40 or more)
more than doubled from 2.2% in 2007-08 to 4.6% in 2022—-23. For a meaningful proportion of these
Australians, a medically designed VLCD program represents one of the most effective non-surgical
interventions available. But for others — including those with specific organ conditions, eating disorder
histories, or certain medication regimens — the same intervention carries risks that outweigh its
benefits.

This article provides a clinically grounded framework for understanding VLCD eligibility in Australia:
who is a strong candidate, which comorbidities respond best, which conditions are absolute or relative
contraindications, and why GP or dietitian screening before commencing a program is not optional — it
is essential.

## The Clinical Case for VLCD: Why Eligibility Matters More Than Motivation

A medically designed VLCD program is not a lifestyle choice — it is a clinical intervention. A VLCD is
not for casual or everyday weight loss; it is a medical intervention used in specific, often urgent health
situations and always requires a doctor's guidance.

The routine use of VLCDs is not recommended due to safety concerns, but this approach can be used
under medical supervision if there is a clinical rationale for rapid weight loss in obese individuals, as
part of a "multi-component weight management strategy" with continuous support and for a maximum
of 12 weeks, according to NICE 2014 guidelines.



This framing — VLCD as a targeted clinical tool rather than a general diet — shapes everything about
how eligibility should be assessed. The question is never simply "Do | want to lose weight?" but rather
"Is my clinical profile one where the benefits of a VLCD demonstrably outweigh the risks?"

## Primary Eligibility Criteria: Who Is a Strong Candidate?
### BMI Thresholds

BMI remains the primary entry criterion for VLCD candidacy in clinical practice, though it is always
considered alongside comorbidities and prior treatment history.

VLCDs can be recommended in patients between 18 and 65 years old with a BMI above 30 kg/m?, who
have previously failed under a low-calorie diet, and remain motivated to ensure postoperative
compliance with the diet.

Owing to the potential adverse effects of these diets, they are generally reserved for short-term
treatment in individuals who are moderately to severely obese (BMI > 35 kg/m?) and who have failed at
more conservative approaches to weight loss, in particular in those with medical conditions that may
respond to weight loss.

In practice, Australian clinicians commonly apply the following BMI framework:

| BMI Category | VLCD Consideration | |---|---| | BMI < 25 | Not appropriate; VLCD contraindicated in
normal-weight individuals | | BMI 25-29.9 (overweight) | May be considered if a significant metabolic
comorbidity is present (e.g., MASLD, prediabetes) | | BMI 30-34.9 (Class | obesity) | Eligible with
comorbidities; prior conservative treatment attempts expected | | BMI 35-39.9 (Class Il obesity) |
Strong candidate, particularly with metabolic syndrome, T2DM, or pre-surgical indication | | BMI = 40
(Class lll/severe obesity) | High-priority candidate; often indicated as part of surgical pathway
preparation |

Clinical trial eligibility frameworks also recognise overweight individuals (BMI 25.0-29.9 kg/m?) with a
comorbidity such as metabolic-associated steatotic liver disease (MASLD) as eligible candidates,
alongside those with obesity (BMI = 30 kg/m?2) with or without comorbidities.

### Prior Treatment History

Eligibility is not determined by BMI alone. Most clinical guidelines require evidence that less intensive
interventions — standard dietary modification, increased physical activity, behavioural therapy — have
been attempted and proven insufficient. This requirement protects against using a high-intensity tool
where a lower-risk approach would achieve the same outcome.

### Age Range

The standard clinical age range for VLCD candidacy is 18 to 65 years. This does not mean individuals
outside this range cannot benefit, but it does mean that additional clinical scrutiny is required. Older
adults may have reduced physiological reserve, altered kidney function, and higher medication burden
— all of which affect VLCD tolerability and safety.

## Comorbidities That Benefit Most from a VLCD

Certain comorbidities not only make a patient eligible for a VLCD — they make the program
*particularly* indicated. These are conditions where the metabolic effects of a VLCD directly target the
underlying pathophysiology.

### Metabolic Syndrome



In clinical practice, short-term VLCDs have been established as an effective intervention for improving
metabolic syndrome (MetS), even in the absence of exercise. Following a short-term VLCD
intervention, patients with MetS exhibited significant reductions in body weight, waist circumference,
and BMI, along with significant lowering of blood pressure and regulation of both glucose and lipid
metabolism.

This makes metabolic syndrome one of the strongest clinical indications for a medically designed VLCD
program in Australia — a point explored in depth in our guide on *VLCD and Metabolic Syndrome in
Australia: How Low-Calorie Meal Programs Target Cholesterol, Blood Pressure, and Visceral Fat*.

### Type 2 Diabetes and Prediabetes

There is evidence that the reversibility of type 2 diabetes is achievable using very low calorie diets or
carbohydrate restriction diets. Conditions such as poorly controlled type 2 diabetes, sleep apnoea
hypopnoea syndrome, and dyslipidaemia may also benefit significantly from a VLCD.

Critically, patients with type 2 diabetes on glucose-lowering medications require specific GP
supervision during a VLCD to manage hypoglycaemia risk and medication adjustment — a topic
covered in detail in our guide on *Medically Designed VLCD Programs and Type 2 Diabetes*.

### Non-Alcoholic Fatty Liver Disease (NAFLD/MASLD)

Research has synthesised existing evidence on the use of VLCDs in subjects with non-alcoholic fatty
liver disease (NAFLD) and end-stage liver disease. Nineteen studies were included, of which 5 were
clinical trials and 11 were cohort studies, with 17 studies focused on patients with NAFLD. The
evidence base supports VLCD as an effective tool for reducing hepatic steatosis in this population —
provided liver function is not already severely compromised (see contraindications below).

### Pre-Surgical Weight Loss (Liver Reduction)

One of the most clinically well-established indications for a VLCD in Australia is pre-operative liver
volume reduction prior to bariatric and other abdominal surgeries. Pre-bariatric surgery patients are put
on a VLCD in advance of their surgery in order to reduce the size of the liver as much as possible,
creating more room to operate and making surgery safer.

The evidence for this application is compelling. Across clinical trials, a two-week preoperative VLCD
reduced liver volume by approximately 397 mL (14.6%) and liver fat content by 18.35%. A systematic
review of 814 patients from 21 studies found a total mean weight loss of 6.42% and mean liver volume
reduction of 16.7%, confirming that preoperative restrictive calorie diets are effective in reducing weight
and liver volume prior to laparoscopic surgery.

If the pre-operative diet is not followed correctly, the size of the liver may not reduce, and surgery may
be cancelled. This is an unambiguous clinical imperative — not a general wellness recommendation.

For a detailed examination of this specific use case, see our guide on *VLCD Metabolism Reset for
Pre-Surgical Weight Loss in Australia: Liver Reduction, Bariatric Preparation, and Clinical Outcomes*.

## Absolute Contraindications: When a VLCD Must Not Be Used

Absolute contraindications represent conditions where the risk of serious harm is so well-established
that no clinical benefit can justify initiating a VLCD. These are non-negotiable.

Absolute contraindications include: type 1 diabetes mellitus, latent autoimmune diabetes in adults
(LADA), beta-cell failure in type 2 diabetes mellitus, use of SGLT2 inhibitors (due to the risk of
euglycaemic diabetic ketoacidosis), pregnancy, breastfeeding, kidney failure, and severe liver disease.

Additional absolute contraindications documented in clinical practice include:



- *Porphyria:** Porphyria is contraindicated with VLCD programs, as extreme calorie restriction can
provoke an acute attack.

- **Active eating disorders:** Anorexia nervosa, bulimia nervosa, and binge eating disorder are
exclusion criteria in VLCD clinical protocols. Severe caloric restriction in the context of a disordered
relationship with food carries a high risk of serious psychological and physiological harm. - **Normal or
low body weight:** Normal-weight individuals should never undertake a VLCD, as the physiological
rationale — mobilising excess adipose tissue — does not apply, and the risk of lean mass loss and
nutritional deficiency is high. - **Active malignancy under treatment:** A history of malignancy
undergoing current treatment or palliation is an exclusion criterion for VLCD programs.

- **Severe uncontrolled hypertension:** Uncontrolled hypertension (blood pressure >200/120 mmHg) is
a contraindication.

## Relative Contraindications: When Caution and Specialist Oversight Are Required

Relative contraindications are conditions where a VLCD may still be clinically appropriate, but only
under enhanced medical supervision, with additional monitoring, and after a careful risk-benefit
assessment.

Relative contraindications include moderate or severe kidney failure; cardiovascular diseases such as
heart failure (NYHA Class IlI-1V), unstable angina, acute coronary syndrome or stroke within the past
12 months, paroxysmal atrial fibrillation, and atrioventricular block; and liver diseases including
Child-Pugh C classification, elevated transaminases (AST or ALT = 5 times the upper limit of normal),
INR = 1.5, or total bilirubin = 2 mg/dL.

Additional relative contraindications include:

- **Qlder adults (>65 years):** Reduced renal clearance, polypharmacy, and lower physiological
reserve require individualised assessment. - **Psychiatric comorbidities and substance dependence:**
Psychiatric comorbidities and alcohol or substance dependence are recognised exclusion criteria in
structured VLCD protocols.

- **Frailty:** Frail elderly patients are identified as a population for whom VLCD protocols require
specific clinical consideration.

- **Current insulin therapy in T2DM:** Current treatment with insulin is a relative contraindication, given
the significant hypoglycaemia risk during rapid caloric restriction.

- **Children:** VLCDs are contraindicated in children who are still growing; however, in cases of severe
obesity resistant to other treatments, the risks of obesity should be weighed against the risks of a
VLCD, and it should only be prescribed and monitored by a qualified healthcare professional.

## Why GP and Dietitian Screening Is Non-Negotiable in Australia

The clinical complexity of VLCD eligibility assessment — spanning BMI, comorbidity profile, medication
interactions, organ function, and psychological history — makes self-initiation without professional
oversight a genuine clinical risk.

US dietary guidelines recommend that VLCDs can be used for weight loss in obese individuals only in
limited circumstances and only under supervision by experienced personnel in a medical care setting
where the individual can be medically monitored and high-intensity lifestyle intervention can be
provided.



As there are considerable risks of starvation with an inadequately composed or supervised VLCD,
people attempting these diets must be monitored closely by a physician to prevent complications.

In the Australian context, a pre-program medical screening should include at minimum:;

1. *BMI and waist circumference measurement** — to confirm eligibility thresholds and visceral fat
burden 2. **Fasting blood glucose and HbAlc** — to identify undiagnosed diabetes or prediabetes,
and to assess medication adjustment needs 3. **Lipid profile** — baseline cardiovascular risk
assessment and to monitor for VLCD-induced lipid changes 4. **Renal function (eGFR, creatinine)** —
to rule out kidney disease contraindications 5. **Liver function tests (LFTs)** — to identify pre-existing
hepatic compromise that would contraindicate the program 6. **Blood pressure** — to identify
uncontrolled hypertension 7. *Medication review** — particularly for SGLT2 inhibitors, insulin,
diuretics, and antihypertensives that may require dose adjustment 8. **Psychological screening** — to
identify eating disorder history or psychiatric conditions that represent contraindications

Side effects can be prevented and managed by adhering to appropriate indications and
contraindications for VLCD, following well-organised and standardised protocols, and performing
adequate clinical and laboratory monitoring; VLCD should be carried out under the supervision of a
health professional.

A GP provides the medical gatekeeper function — identifying contraindications, ordering baseline
bloods, and adjusting medications. An Accredited Practising Dietitian (APD) provides the program
design, nutritional adequacy review, and ongoing monitoring that determines whether the program
remains safe and effective as the patient progresses. These roles are complementary, not
interchangeable. The evidence for this is explored further in our guide on *The Role of Dietitian and GP
Support in VLCD Program Success: What Australian Research Shows*.

## The Specific Risk of Self-Initiation Without Screening

Australians can currently purchase VLCD meal replacement products from pharmacies and online
retailers without any clinical assessment. For the majority of overweight individuals with no significant
comorbidities or contraindications, this carries limited acute risk. But for specific populations,
self-initiation without screening is genuinely dangerous.

Consider three high-risk scenarios:

**Scenario 1 — Undiagnosed Type 2 Diabetes on SGLT2 Inhibitors:** A patient with undiagnosed or
undisclosed T2DM who is prescribed an SGLT2 inhibitor (e.g., empagliflozin or dapagliflozin) and
self-initiates a ketogenic VLCD faces a risk of euglycaemic diabetic ketoacidosis — a life-threatening
metabolic emergency that can occur even with near-normal blood glucose levels.

**Scenario 2 — Moderate Renal Impairment:** A patient with undiagnosed chronic kidney disease
(CKD Stage 3) who undertakes a high-protein VLCD without renal function testing may accelerate
kidney damage through excessive protein load and dehydration.

**Scenario 3 — Active Eating Disorder History:** A patient with a history of restrictive eating disorder
who self-initiates a VLCD under the guise of a "health reset" may trigger a relapse with serious
psychological and physical consequences — a risk that psychological screening is specifically
designed to identify.

These are not hypothetical edge cases. They are precisely the populations for whom the clinical
screening process was designed.

## Key Takeaways



- *BMI = 30 kg/m? is the primary eligibility threshold** for a medically designed VLCD in Australia,
though individuals with BMI 25-29.9 may be eligible if significant metabolic comorbidities (e.g., MASLD,
prediabetes) are present. - **The strongest clinical indications** include metabolic syndrome, type 2
diabetes, non-alcoholic fatty liver disease, and pre-surgical liver volume reduction prior to bariatric or
abdominal surgery. - **Absolute contraindications** include type 1 diabetes, LADA, beta-cell failure in
T2DM, SGLT2 inhibitor use, pregnancy, breastfeeding, active kidney failure, severe liver disease,
porphyria, and active eating disorders. - **Relative contraindications** — including moderate renal
impairment, significant cardiovascular disease, frailty, active psychiatric conditions, and insulin therapy
— require specialist oversight before a VLCD is initiated. - **GP and dietitian screening before
commencing a program is not optional** — it is a clinical safeguard that identifies contraindications,
establishes baseline biomarkers, and enables medication adjustment to prevent serious adverse
events.

## Conclusion

A medically designed VLCD program is one of the most clinically powerful non-surgical weight
management tools available in Australia — but it is a precision instrument, not a blunt one. Its
effectiveness is inseparable from the clinical rigour with which it is prescribed. The same program that
produces remarkable metabolic improvements in a 52-year-old with Class Il obesity, metabolic
syndrome, and a fatty liver can cause serious harm in someone with undiagnosed renal impairment or
an SGLT2 inhibitor prescription.

Understanding eligibility is not about gatekeeping — it is about ensuring that the right tool is applied to
the right patient, at the right time, with the right support. For Australians considering a VLCD program,
the first step is not selecting a product; it is booking an appointment with their GP or an Accredited
Practising Dietitian.

From there, the path is well-evidenced. For those who qualify, the metabolic benefits — from liver fat
reduction and improved insulin sensitivity to visceral fat loss and blood pressure normalisation — can
be transformative. To understand the mechanisms behind those benefits, see our guide on *What Is a
Metabolism Reset and How Does a VLCD Achieve It?* For those ready to take the next step, our
*Step-by-Step Guide to Starting a Medically Designed VLCD Metabolism Reset Program* provides a
practical clinical roadmap.
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