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Healthcare Communications, LLCA very serious obesity epidemic exists in the United 

States. Based on estimates from the Centers for 
Disease Control and Prevention, in 2007 to 2008, 
more than one-third of adults were obese, up from 

23% in 1998 to 1994.1 Obesity is a chronic condition that has 
increased in prevalence over the past 30 years based on a number 
of factors, including increased consumption of high-calorie food, 
decreased physical activity, and increased sedentary behavior.2 
Obesity has been associated with a number of adverse consequences 
including increased cardiovascular risk and reductions in quality 
of life. Obesity is also associated with many comorbid conditions, 
including gallbladder disease, hypertension, type 2 diabetes mellitus 
(T2DM), sleep apnea, cancer, stroke, asthma, and osteoarthritis.3 
Furthermore, obese patients are at increased risk for early death4 
and they incur greater healthcare expenditures than normal-weight 
patients.5 

Obesity is associated with high direct costs. In 2008, obesity 
was estimated to account for $147 billion, or almost 10%, of all 
medical costs.6 With each 1 kg/m2 increase in body mass index 
(BMI) over 19 kg/m2, medical costs rise nearly 4% among males 
and by over 2% among females.5 It has been estimated that lost 
productivity associated with obesity costs approximately $11.7 bil-
lion per year.7 Obese workers are 194% more likely to use paid time 
off than normal-weight workers.7,8 In terms of productivity losses, 
it has been estimated that absenteeism accounts for $79 to $132 
per obese individual per year and presenteeism (ie, attending work 
while sick) accounts for $350 lost per obese individual per year.7,9 

Obesity is a multifactorial condition that should be viewed as 
a chronic disorder requiring perpetual care, support, and follow-
up. Several organizations have declared that obesity is a disease. 
Most recently, the American Medical Association (AMA) has 
announced its recognition of obesity as a disease based on the 
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wide-ranging effects of obesity on patient quality of life, 
comorbidities, and care costs. As a disease, obesity impairs 
normal functioning of the body, is recognized by charac-
teristic signs or symptoms, and is associated with harm or 
morbidity.10 According to the AMA, “Recognizing obesity 
as a disease will help change the way the medical commu-
nity tackles this complex issue that affects approximately 
1 in 3 Americans. The AMA is committed to improving 
health outcomes and is working to reduce the incidence of 
cardiovascular disease and T2DM, which are often linked to 
obesity.”11 It is hoped that the declaration of obesity as a dis-
ease by one of American’s largest physician groups will help 
improve reimbursement for obesity drugs, lifestyle interven-
tions, counseling, and surgery. Other organizations have 
similarly recognized the importance of obesity. In 2008, The 
Obesity Society (TOS) recognized obesity as a disease.12 In 
2004, the Centers for Medicare & Medicaid Services (CMS) 
removed language in its National Coverage Determinations 
Manual stating that “Obesity itself cannot be considered 

an illness.” Generally, services related to the treatment of 
obesity are covered by CMS when part of treatment for a 
medical condition; the treatment of obesity unrelated to ill-
ness is not covered.13 In 2011, CMS issued a decision memo 
providing for coverage of intensive behavioral therapy for 
obesity; the therapy is delivered by a primary care practitio-
ner and consists of obesity screening, dietary assessment, and 
behavioral counseling regarding diet and exercise.14

Achieving and maintaining weight loss confers benefits 
to patients, managed care organizations, and employers. 
Successful weight loss is defined as persistent loss of at 
least 10% of body weight,15 but evidence shows that a 
reduction in body weight of as little as 5% may improve 
glycemic control and improve cardiovascular outcomes, 
with greater reductions in body weight improving out-
comes even further.16 

Results from major long-term studies suggest that 
maintaining weight loss for extended durations of time 
may require chronic management; these studies include 
the 4-year Look AHEAD trial,17 the 10-year Diabetes 
Prevention Program (DPP) study,18 and the 4-year 
WOMAN study.19 The weight losses reported during these 
studies ranged from 2 kg (2%) at 10 years in the DPP study18 
to 3.4 kg at 4 years in the WOMAN study19 and a weight 
loss of 4.7% at 4 years in the Look AHEAD trial.17 In these 

The Burden of Obesity 

Obesity is associated with many comorbid condi-
tions. Currently, there is a major focus on the effects 
of obesity on T2DM, and the contribution of obesity 
to the development of liver disease, hypertension, and 
hyperlipidemia. In 2009, the Cancer Research Institute 
reported that over 100,000 cases of cancer annually 
may be associated with obesity. The incidence of can-
cer in obese patients who become diabetic is about 3 
times that of the general population. This is particu-
larly true with breast cancer in women, prostate cancer 
in men, and with colon, lung, and pancreatic cancer. 

Obesity also causes decreases in mobility. 
Consequently, patients develop joint issues, which 
become more severe over time and limit activity. 
Obesity also affects sleep and may cause breathing 
disorders, which may result in an increased risk for 
heart disease and other conditions. Obese patients 
are sometimes unable to concentrate, and so there are 
psychological and psychiatric implications. In patients 
with obesity, there is a huge increase in the prevalence 
of depression, and there is a higher incidence of cho-
lelithiasis (ie, gallstones) and, to some extent, kidney 
stones. Some new data show that obese patients are 
more prone to fractures.

The AMA Recognizes Obesity as a Disease 
Obesity may sometimes be viewed as a vice or a 

condition that is caused in part by habit or lifestyle, 
but it is a disease nonetheless; by comparison, we do 
not say that because smoking can cause lung cancer, it 
is not a disease. 

By identifying obesity as a disease, we open the door 
for improved management. With the recent endorse-
ment by the AMA of obesity as a disease, it is hoped 
that the CMS and managed care organizations will 
provide coverage for the management of obesity (or 
additional coverage if certain obesity-related services 
are already covered).

Obesity is long-term condition that must be man-
aged chronically. Management may include lifestyle 
modification, pharmacologic agents, and/or surgery. 
Coverage for the management of obesity has been more 
focused on reimbursement for surgical interventions 
than on reimbursement for lifestyle modification or 
medications.
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trials, patients initially lost greater amounts of weight but 
were unable to maintain the weight loss over the long term. 
For example, the DPP study revealed that patients who 
practiced lifestyle interventions gradually regained 1 kg of 
their weight loss (patients treated with metformin main-
tained their modest weight loss). Results from the Look 
AHEAD trial also demonstrated that patients had difficulty 
maintaining weight loss; they regained 25% of their weight 

loss between the first and second year of follow-up, and 
20% between years 2 and 3. In the WOMAN study, 31% 
of patients successfully reported weight loss at 30 months, 
but only 21% of patients reported successful weight loss by 
48 months.17-19 

An Overview of Treatment Guidelines 

Currently, bariatric surgery, pharmacologic therapy, and 
lifestyle interventions are the mainstays of managing obesity 
and weight-related comorbidities. Clinical guidelines can 
help managed care organizations and clinicians decide when 
the various treatment options are appropriate. These guide-
lines include criteria for the initiation of treatment with life-
style interventions, how to approach lifestyle interventions, 
and the use of bariatric surgery (Table 1).2,20-22

The European Society Guidelines (ESG) are not specific 
to obesity; rather, they suggest treating obesity as a compo-
nent of cardiovascular disease prevention. Of note, the ESG 
stress that lifestyle interventions often fail as a long-term 
therapy for obesity, and consequently recommend the con-
comitant use of medical therapy or bariatric surgery.20 The 
oldest guidelines, published by the National Heart, Lung, 
and Blood Institute (NHLBI) in 1998, provide an algorithm 
for obesity management that recommends treatment based 

The Effects of Obesity on Productivity in 
the Workplace 

Mr Pikelny noted that in the case of obesity, 
some data show that the impact on productivity is 
relatively low compared with the impact on direct 
medical expenditures. Having said that, he stated 
that it is still very important for employers to engage 
employees in their jobs. Engagement is a strategy 
used by companies to increase the productivity of 
their employees. Employee health is vital for opti-
mal engagement, and as a result, various lifestyle 
interventions are needed to get employees engaged 
in managing their own health. Engagement that 
comes as a result of managing health also improves 
productivity both directly and indirectly.

Factors Related to the Increase in Interest 
in Obesity Management 

Comorbid conditions that are common in obese 
patients may draw increased attention to some aspects 
of obesity management. For example, an area that is 
gaining more and more attention in obesity-related 
clinical management is that of sleep apnea or breath-
ing disorders. There has been an increase in the rec-
ognition of patients with sleep apnea, according to 
Dr Handelsman. Medical insurance coverage of these 
conditions has been far more complete compared with 
that of obesity.

Dr Pezalla noted that many factors have raised inter-
est in obesity management from the patient’s point of 
view, including, for example, articles in the lay press 
describing the increases in obesity rates in the United 
States and the associated discussions about the impor-
tance of this trend. In addition, many people have been 
diagnosed with disorders that may be weight related 
(eg, joint disorders, T2DM). Nearly everyone knows 
someone who has been impacted by obesity.

Employer and Managed Care Perspectives 
on Obesity as a Disease 

Employers have long recognized obesity as an issue, 
if not as a specific disease. Employers have observed 
that obesity results in high healthcare costs due to the 
myriad of associated comorbid conditions, and have 
traditionally suggested lifestyle changes and interven-
tions. The recent AMA recognition of obesity as a 
chronic disease changes that dynamic, as now employ-
ers are beginning to provide coverage for different 
obesity treatments, including pharmaceuticals.

 From a managed care perspective, the recogni-
tion of obesity as a disease will promote discussion 
with payers and insurance firms with regard to what 
is covered and not covered. Surgery has received a 
lot of attention; it is expensive, and people look to 
their insurance plans for coverage. In some regions, 
coverage for obesity surgery is mandated, and that is 
why surgery is covered while other treatments are not.
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on BMI, waist circumference, and risk status (ie, presence 
of established coronary heart disease, other atherosclerotic 
disease, T2DM, and/or sleep apnea, which are classified as 
very high risk for further complications and mortality).21 
Although the NHLBI guidelines mention the use of pharma-
cotherapy in certain situations, several pharmacologic agents 
have become available (Table 2)23-31 since these guidelines 
were published more than 15 years ago. Due to this, there is 
a need for updated guidelines that include the newer phar-
macologic agents. 

Most recently, the American Heart Association (AHA), 
American College of Cardiology (ACC), and TOS jointly 
published guidelines on the treatment of obesity to update 
the 1998 guidelines of the NHLBI. These guidelines were 
based on rigorous, systematic evidence-based reviews con-
ducted in response to critical questions about how weight 
loss affected morbidity and mortality, including the associa-
tion between BMI and risk or overall mortality; the impact 
of dieting strategies and lifestyle interventions; and the 
efficacy of bariatric surgery. The AHA/ACC/TOS guide-
lines provide a comprehensive algorithm for the treatment 
of obesity based on a rigorous review of the aforementioned 
topics, despite the fact that they did not review the evi-
dence for weight loss with pharmacotherapy treatment.2 

Other guidelines come from the American Association of 
Clinical Endocrinologists (AACE) along with TOS and 
the American Society for Metabolic and Bariatric Surgery 
(ASMBS), which published recommendations for bariatric 
surgery. Its surgical guidelines offer comprehensive advice 
about appropriate candidate selection, preoperative care, 
procedure type, and follow-up care, among other topics.22

Mechanick and colleagues from the AACE have pub-
lished a 4-part position statement that describes novel 
strategies to combat obesity as a disease. This position state-
ment is a multi-tiered approach to improving the care of 
patients with obesity that involves improvements in medi-
cal education regarding obesity and suggestions for medical 
certifications in obesity, collaboration among professional 
societies, and advocacy for promoting anti-obesity strate-
gies. Improvements in medical education would allow for 
the development of undergraduate, graduate, and continu-
ing medical education modules customized to teach about 
the hormonal and metabolic processes intrinsic to the 
development of obesity rather than relying on traditional 
obesity training that only occurs during instruction regard-
ing related conditions such as T2DM, hypertension, and 
cardiovascular disease. The certification component of the 
algorithm looks to incorporate a clinical certification of 

n Table 1. Guidelines for the Initiation of Therapeutic Modalities for Obesity2,20-22

ESC 201220 NHLBI 199821 AACE/TOS/ASMBS 201322 AHA/ACC/TOS 20132

Weight-based  
criteria for life-
style intervention

Maintain BMI between 
20 kg/m2 and 25 kg/m2; 

lifestyle interventions 
often unsuccessful for 
long-term treatment

Intervene when  
BMI >25 kg/m2 depending 
on risk factors and  
waist circumference 

N/A BMI >30 kg/m2 or  
BMI 25-30 kg/m2 with 
risk factorsa 

Criteria for 
pharmacologic 
intervention

BMI >40 kg/m2 or  
>35 kg/m2  in the 
presence of major 
comorbidities

BMI >30 kg/m2 without  
or >27 kg/m2 with obesity-
related risk factors or 
diseases 

N/A BMI >30 kg/m2 or  
BMI >27 kg/m2 with  
at least 1 obesity- 
associated comorbid 
condition and willing  
to make lifestyle changesb 

Criteria for  
surgical 
intervention

BMI >40 kg/m2 or  
>35 kg/m2 in the 
presence of major 
comorbidities

BMI >40 kg/m2  
or >35 kg/m2 with  
comorbid conditions

Eligible patients with a  
BMI >40 kg/m2 without  
coexisting medical prob-
lems; BMI >35 kg/m2  and 
1 or more severe obesity-
related comorbidities;  
BMI 30-34.9 kg/m2 with 
diabetes or metabolic 
syndrome (although  
evidence is limited)

BMI >40 kg/m2 or  
>35 kg/m2 with obesity-
related conditions who 
have not responded to 
behavioral treatment 
with or without  
pharmacotherapy

AACE indicates American Association of Clinical Endocrinologists; ASMBS, American Society for Metabolic & Bariatric Surgery; BMI, body mass 
index; ESC, European Society of Cardiology; N/A, not applicable; NHLBI, National Heart, Lung, and Blood Institute; TOS, The Obesity Society. 
aWeight loss indication for obese individuals or overweight individuals with 1 or more cardiovascular risk factors (ie, diabetes, prediabetes, hyperten-
sion, dyslipidemia, elevated waist circumference).  
bThe panel did not review comprehensive evidence for pharmacotherapy because there was only 1 approved medication (orlistat) at the time of data 
analysis. 
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endocrinologists for the long-term care of obese patients. 
Considering the number of stakeholders in obesity medicine, 
the AACE hopes to work as an integral member of a mul-
tidisciplinary team that includes general internists, family 
medicine specialists, bariatric and metabolic surgeons, gas-
troenterologists, cardiologists, and others to optimize care. It 
is hoped that greater advocacy will also help to increase the 
recognition of the obesity epidemic and prompt an improve-
ment in healthcare policy and the creation of more effective 
anti-obesity legislation.10

At this time, federal legislation mandated by the 
Affordable Care Act (ACA) allows for states to determine 
healthcare policy for obesity treatment. It is expected that 
23 states will provide coverage for obesity treatment includ-
ing metabolic or bariatric surgery as part of Essential Health 
Benefits (EHBs), whereas 5 states will also cover weight loss 
programs.32 The ACA provisions have mandated that state 
health exchanges provide coverage for certain services listed 
as EHBs, which include ambulatory patient services, prescrip-
tion drug coverage, and chronic disease management. In 
states that exclude metabolic treatment or bariatric surgery 
in their exchanges, the ACA calls for mandatory obesity 
screening and counseling. Furthermore, beginning in 2014, 
all private insurance companies must cover intensive behav-
ioral counseling.33

With the passage of the ACA, and the renewed emphasis 
on outcome-based reimbursement, employers and managed 
care organizations are placing more emphasis on reducing the 

long-term costs of management for patients. Clinicians, who 
are concerned with quality of care as well as patient well-
being and quality of life, are interested in helping patients 
achieve a healthy weight and reducing the burden of the 
conditions associated with obesity. The successful manage-
ment of obesity depends on a team approach that includes 
all stakeholders.

n Table 2. Selected Pharmacologic Agents for Obesity23-31 

 
Pharmacologic Agent

FDA Approval  
Year

DEA  
Schedule

 
                         Indication(s)

Phentermine23 1959 IV Short-term adjunct in weight reduction for 
obese patients

Diethylpropion24 1960 IV Short-term adjunct in weight reduction for 
obese patients

Benzphetamine25,26 1960 III Short-term adjunct in weight reduction for 
obese patients

Phendimetrazine27,28 1976 III Short-term adjunct in weight reduction for 
obese patients

Orlistat29 1999 N/A Adjunct for weight reduction and weight 
maintenance

Lorcaserin30 2012 IV Adjunct in chronic weight management for 
obese patients

Phentermine/Topiramate Extended-Release31 2012 IV Adjunct in chronic weight management for 
obese patients 

DEA indicates Drug Enforcement Administration; FDA, US Food and Drug Administration; N/A, not applicable.

What Changes Are Needed to Improve 
Obesity Management?

Based on the large number of patients with 
obesity, Dr Handelsman suggests that the best 
approach might be to prioritize obesity treatment 
based on complications and not solely based on 
BMI, as there are patients who are obese yet fit 
with no complications. He states that there are 
no ideal guidelines available to manage obesity. 
For some time, obesity was viewed as a surrogate 
condition that did not merit management on its 
own. It is important to understand that lifestyle 
modification must be the mainstay of managing 
obesity. If the patient undergoes a surgical inter-
vention or pharmaceutical intervention, it must be 
emphasized that the patient should continue with 
reasonable lifestyle modification to help maintain 
weight loss.
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Defining the Roles of Managed Care Organizations 

and Employers

Reducing the burden of obesity through the appropri-
ate utilization of available weight loss treatment modali-

ties may help managed care organizations and employers 
decrease the incidence of obesity-related diseases, improve 
patient quality of life, and improve the productivity of 
employees while potentially reducing costs. Managed care 
professionals and employers are beginning to capitalize on 
opportunities to reduce the burden of obesity through the 
implementation of programs designed to improve outcomes 
in patients undergoing obesity management therapy.34 One 
such strategy may be the offering of financial incentives in 
exchange for weight loss. A recent study conducted at the 
University of Michigan health system evaluated the impact 
of financial incentives offered to members of a commercial 
insurance product called Healthy Blue Living who partici-

How Do Long-term Obesity Costs Affect 
Managed Care Coverage Policy Decisions? 

Some of the pivotal trials for new obesity medica-
tions have shown a reduction in utilization of diabetes 
and blood pressure medications because patients lose 
enough weight to allow control of these disorders 
using fewer medications. Overall, there are short- to 
medium-term gains realized for managed care organiza-
tions when patients achieve weight loss.

Coverage Considerations for Short-
term Versus Long-term Pharmacologic 
Treatments 

Many older generic medications prescribed for 
short-term weight loss are covered by insurance simply 
because generics are relatively inexpensive or because 
these medications may have other uses. Plan exclusions 
are generally more focused on branded products. It is 
hoped that the decision by the AMA to classify obesity 
as a disease will change the way insurance companies 
look at obesity coverage; however, it is not clear at this 
time whether this will be the case.

To determine whether a new treatment will be 
adopted into a coverage policy, the first step is to 
ensure that the treatment is considered a proper 
intervention and that it is not experimental; with 
FDA approval, the new treatment should be con-
sidered mainstream and not experimental. Most 
plans review new treatments on an annual basis. 
Even when a particular treatment is not considered 
experimental, other specific plan exclusions may 
apply; such is the case for weight loss interventions in 
many plans. At the time of coverage renewal, many 
employers will ask for evidence that supports the 
need for a specific coverage. Based on this practice, 
Dr Pezalla estimates that employers will not review 
coverage for weight loss interventions for a few more 
years or renewal cycles.

When Is Pharmacologic Treatment an 
Appropriate Treatment Modality? 

The first approach to weight loss should involve 
making both short- and long-term adjustments in 
a patient’s caloric balance. Dr Pezalla noted that 
whether patients have a healthy diet should be 
considered, and patients should be questioned as to 
whether they are getting a healthy amount of daily 
activity (including walking, standing up, and/or mov-
ing around, activities that are often discouraged in 
workplaces involving a lot of computer-related activ-
ity). 

The appropriate time to begin introducing medi-
cation or perhaps surgery is after these strategies have 
failed to produce successful, sustainable weight loss. 
Results from the Look AHEAD study show that 
a continuum of care, including lifestyle modifica-
tions, medications, and bariatric surgery, makes sense. 
Using this type of approach creates an opportunity to 
positively impact patient care and improve utilization 
at each level. The data show that payers and employ-
ers are justified in the programs they are providing to 
beneficiaries in terms of wellness, screening, nutri-
tion, and physical activity. Based on the positive 
results from the Look AHEAD trial, managed care 
companies are more likely to examine the strategies 
used during the study. However, many plans still do 
not cover services related to lifestyle modification. Dr 
Pezalla felt it was difficult to say whether or not there 
would be changes in coverage, but he suspected that 
there would be consideration given to broader cover-
age of related activities in the future.
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pated in a weight management program (Weight Watchers, 
the University of Michigan Weight Management Program 
[WMP], or WalkingSpree, a commercial pedometer-based 
walking program). The results showed that clinical out-
comes, including BMI and associated risk factors, improved 
over the course of 12 months. In the WMP group, BMI 
decreased from 40.4 to 36.2 kg/m2, and glycated hemoglobin 
decreased from 6.9% to 6.3%. Cost analyses from the same 
study revealed that per member per month costs ranged from 
$20 to $62, depending on the weight management program 
chosen, compared with $106 for members who did not enroll 
in any program.35 However, the weight loss benefits of such 
incentives might be limited in duration. A study of 66 obese 
patients in an outpatient hospital setting who participated 
in an 8-month study conducted to determine if financial 
incentives for weight loss could lead to long-term weight loss 
and maintenance reported that the use of a deposit contract 
was associated with weight loss for 32 weeks but weight was 
regained following the cessation of the incentives, suggest-
ing that future research is needed regarding longer-term 
solutions.36 

Employers may influence their employees to lose 
weight using a number of strategies. Suggested approaches 

include lowering insurance premiums in exchange for 
participating in specific health-related activities or meet-
ing fitness goals, providing environmental support such as 
healthy onsite dining and walking paths, and arranging 
for employee education about the importance of healthy 
lifestyles and suggestions for maintaining such lifestyles.37 
Other obesity-related benefits include discounted fees for 
health club memberships, on-site exercise facilities, classes 
in nutrition, and weight loss programs.38

Reimbursements for weight loss programs are likely to 
increase utilization, as patients are probably more likely to 

The Limitations of Lifestyle Interventions 

According to Dr Handelsman, over the past 40 
years, lifestyle modification alone has failed to decrease 
the rate of obesity. While lifestyle modification is 
essential,  additional tools are needed to produce suc-
cessful and sustained weight loss. It should also be rec-
ognized that human beings have difficulty maintaining 
lifestyle modification over the long term. Surgery is 
effective but has its limitations: many people who have 
had obesity surgery will regain much of their weight 5 
to 10 years down the line. 

There are approximately 100 to 120 million obese 
patients. Surgery, though effective, provides just a lim-
ited solution. With surgery alone, it will not be possible 
to provide the huge number of needed procedures to 
curtail the obesity epidemic. Instead, a combination 
of lifestyle and pharmacologic intervention will be 
required and may be a more appropriate solution to 
such a widespread epidemic. Dr Handelsman believes 
that future strategies will include medications to 
address the progression of obesity, just as medications 
are used to control glucose or blood pressure.

The Demand for Pharmacologic Treatment 

Although some self-insured plans cover obesity 
medications, a relatively small number of prescriptions 
have been written, according to Dr Pezalla. This may 
be due to physicians focusing more on lifestyle modifi-
cation. Physicians may also be waiting to see long-term 
safety data regarding weight-loss pharmacotherapies.

Dr Handelsman noted that the cost of medications 
is a concern. A few prescriptions are given at a reduced 
price for just a few months, but prices can increase to 
nearly $200 or more per month afterward, and many 
patients simply cannot afford this cost. These medica-
tions should be covered by insurance.

The Role of Employers 

Obesity is a disease that impacts many employ-
ees. Mr Pikelny feels that employee awareness about 
the adverse impact of obesity due to the associated 
comorbid conditions should be raised, because peo-
ple may be more concerned about managing their 
weight if they understand the severe consequences 
of obesity, such as developing diabetes or hyper-
tension. Employees may want to lose weight in an 
effort to feel or look better, but that may not be 
enough to drive them to accomplish it. Awareness 
and “fear” of more substantial negative consequen 
ces in the form of other diseases may help them 
reach their weight management goals. In addition, 
many individuals do not realize the substantial posi-
tive impact on health of even moderate weight loss, 
which may be a more achievable target.
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engage in services that are affordable compared with more 
expensive services or treatments. At this time, only a hand-
ful of states require private health insurance companies to 
provide coverage for obesity counseling, treatment, and 
surgery.39 

Leveraging the Relationship Between  
Healthcare Professionals and Patients to  
Improve Outcomes

Together as a team, clinicians and patients can discuss 
and address the consequences of excess weight and obesity. 
Many healthcare providers help patients make the first move 
toward a healthier diet and a more active lifestyle to promote 
weight loss. Although patients are ultimately responsible for 
implementing lifestyle changes, ongoing support from mem-
bers of the healthcare team is critical to keeping patients 
motivated to continue with obesity management therapy. 
Guidance is also critical to success; patients may have been 
told to lose weight, but they are not always given instruction 
on how to do so successfully. The 5 As model is a useful mne-
monic to aid in providing support for lifestyle modification. 

The Effects of Reimbursement Policies 
Reimbursement policies may restrict patient 

access to therapy and influence patient receptive-
ness to therapy. For example, Dr Handelsman 
stated that when patients have access to obesity 
medications, patients will at least try taking them. 
If these patients see improvement in weight loss, 
there will be an incentive to continue taking their 
medication. By contrast, when the availability of 
such medications is limited, patients may not be 
receptive to pharmacologic therapy. In this sce-
nario, patients may be receiving the wrong message 
about obesity medications. For example, if insur-
ance plans do not reimburse for obesity drugs or 
lifestyle modifications, the assumption on the part 
of the patient might be that the reason for the lack 
of reimbursement is that obesity management is not 
important. In addition, Dr Handelsman believes 
that if he can send patients to an appropriate pro-
gram at the YMCA or a gym that will be paid for 
by medical insurance, patients will feel that their 
obesity is regarded as a serious disorder that requires 
medical attention.

Incentives for Adherence and Compliance 
and Keeping Members Engaged 

At this time, Dr Pezalla noted that there are no 
incentives for patient adherence among his plan 
members; however, as part of their overall program to 
improve lifestyle and health with nutrition and exer-
cise, their digital programs (ie, CarePass and others) 
provide patients with a medication adherence program 
for use on mobile platforms, although there are no 
incentives tied to usage.

Dr Pezalla noted that to engage members in these 
programs, connections must be made between weight 
or sedentary lifestyle and health. The focus should be 
less on “You’re overweight” and more on “You could be 
healthier.” Patients should be provided with rational 
explanations of why they should want to better man-
age their lifestyle and then provided with the necessary 
tools through a variety of different platforms, because 
different people respond to different messages. Efforts 
should be ongoing; by comparison, smoking cessation 
campaigns have been effective over a very long period 
of time. In part, this has been the result of legislation 
preventing people from smoking in public spaces, pub-
lic service announcements, and incentives for reduced 
health or life insurance costs for non-smokers. Similar 
efforts should be made in the area of weight loss.

Employer Considerations for 
Pharmaceutical Benefit Inclusion and 
Incentive-Based Wellness Programs 

The consideration for benefit inclusion may be 
based on a simple cost-benefit analysis conducted 
by the pharmacy benefit managers or by the carriers. 
Typically, these analyses are based on direct medical 
costs. Self-insured employers decide what to include 
in coverage and at what tier. 

Mr Pikelny stated that his company uses many 
strategies to help manage healthcare costs; providing 
a wellness program is just 1 example. Although his 
company does not attribute direct cost savings solely 
to those programs, he believes that wellness programs 
are a key contributor to managing healthcare costs. 
His company has been able to keep healthcare costs 
flat to negative since 2006.
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The model involves 5 steps: Assessing, Advising, Agreeing, 
Assisting, and Arranging. This model can be used to assess 
the severity of obesity (including risks involved and the 
patient’s readiness for change), advise on what is needed for 

change (diets, food label education, need for activity), agree 
on a plan and weight loss goal, assist the patient in overcom-
ing barriers, and arrange follow-up care with other healthcare 
professionals when needed.40

Physicians may be unwilling to bring up the subject of 
weight loss with their patients for a number of reasons includ-
ing a lack of time, lack of reimbursement, the perceived 
inability to change patient behaviors, a lack of knowledge 
or resources to help patients in their weight loss efforts, and 
a perceived lack of patient interest. A study of 320 obese 
patients in Connecticut found that only 29% of patients 
received weight loss counseling.41

Managing Patient Expectations Regarding 
Weight Loss Interventions 

Patient expectations are not always the same as 
those of healthcare providers, managed care organiza-
tions, or payers. Patients have personal goals such as 
improved appearance, fitting more comfortably into 
new clothes that can be purchased “off the rack” with-
out the need for special ordering, or the ability to be 
more physically active without becoming easily win-
ded. Many weight-related issues are very important to 
people, and the ability to lose weight and improve fit-
ness level, regardless of weight loss, impacts a patient’s 
life. Dr Pezalla believes that trying to lose weight and 
simultaneously improve exercise potential may be an 
optimal strategy to enable patients to live in the man-
ner that they desire.

Until the recent approval of medications for 
chronic weight management, using the best weight 
management programs, patients could expect to 
lose up to 10% of their body weight, according to 
Dr Handelsman; however, in general, the weight 
returned within 9 months to 1 year. Patients do not 
anticipate having to receive chronic therapy for 
obesity. Patients would like to see an unrealistic 30% 
reduction in body weight, and after they lose the 
weight, they want to discontinue their medication. 

For healthcare providers, treatment goals are 
divided into medical necessity goals and cosmetic 
importance goals. In terms of medical necessity, a 
5% to 10% weight loss may be all that is necessary 
to improve metabolic parameters like glucose, lipids, 
and blood pressure. However, this amount of weight 
loss is sometimes insufficient to relieve mechanical 
morbidities like joint problems or sleep apnea; for 
those issues, the weight loss must be greater. Patients 
can achieve greater weight losses and can maintain 
these losses as stronger partnerships evolve among 
healthcare providers, payers, and the patients. There 
is sometimes a disconnect between what is viewed by 
healthcare providers as medically sufficient weight 
loss and the amount of weight loss that patients would 
like to achieve.

Reasons for Resistance or Weight Regain 
and Strategies for Improved Obesity 
Management

The prevention of weight regain or resistant weight 
loss is very difficult. At the end of the day, physicians 
cannot walk for their patients, take the medication 
for their patients, or exercise for their patients. Some 
challenges are related to society, as every new tech-
nological improvement that makes life easier also 
decreases the need to expend energy. 

First, it must be recognized that patients may fail 
therapy because they do not use medications in the 
manner prescribed. Dr Handelsman noted that some 
patients do not take their medication daily, and 
instead take it just a few times weekly, whereas other 
patients share their medication. There is a huge need 
for improved obesity education and for more con-
centrated intervention. After states mandated that 
insurance companies pay for surgery, there were more 
surgeries. If states mandated payment for exercise pro-
grams, there would be more exercise programs. More 
advocacy and interventions are needed to help address 
the obesity epidemic. 

It is important to teach clinicians not to give up on 
their patients. We must continue to utilize all available 
treatments. If patients do not achieve and maintain 
weight loss via lifestyle modification, Dr Handelsman’s 
recommendation would be further intensification of 
therapy, which includes talking with patients more 
often to motivate them. The hope is that additional 
community-based programs and tools to help patients 
improve their lifestyle will be developed in concert 
with employers and managed care organizations.
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 Expected weight loss following weight loss counseling 
by physicians may vary according to the strategy employed. 
A recent review that examined the use of lifestyle coun-
seling in the primary care physician (PCP) setting found 
that the use of auxiliary staff (ie, nurses, medical assistants, 
and other professionals) was modestly more effective than 
PCP counseling alone, while the addition of weight loss 
medications was associated with more clinically meaning-
ful weight losses (>5% of baseline weight). Other effective 
strategies included referrals to commercial programs such 

as Weight Watchers, the use of specialized call centers, 
or Web-based programs. Brief, low to moderate intensity 
counseling alone by PCPs did not produce clinically mean-
ingful weight loss.42

Among patients who have undergone weight loss 
surgery, it is important to monitor weight following sur-
gery during frequent follow-up visits. Factors that have 
influenced weight regain after surgery include adherence 
to follow-up visits, level of physical exercise, errors in 
estimating nutritional needs, and a lack of knowledge with 
regard to the potential for weight regain following surgery. 
Recommendations for successful weight loss following bar-
iatric surgery include nutritional counseling and support 
to improve self-monitoring of food intake and strategies to 
overcome barriers to weight loss.43

Summary

The prevalence of obesity in the United States is increas-
ing. Obesity is associated with an increased risk of many 
conditions, including T2DM, sleep apnea, and cardiovascular 
disease, and obesity also negatively impacts quality of life and 
workplace productivity. Obesity is a long-term condition that 
must be managed chronically. It is hoped that the recent 
AMA classification of obesity as a disease will bring more 
attention to obesity and its management. Patients must be 
educated by healthcare providers regarding realistic weight 
loss goals. Lifestyle modifications are a necessary cornerstone 
for the management of obesity but often prove ineffective for 
long-term weight control. When appropriate, patients should 
be offered other treatment modalities, such as pharmaceutical 
treatment and/or bariatric surgery. Although surgery is highly 
effective, not all patients qualify for these procedures, and 
weight may be regained following surgery. Changes in reim-
bursement policies may improve outcomes in patients with 
obesity by addressing potential barriers to treatment access. 
Novel strategies and intensified efforts on the part of all 
stakeholders are needed to help patients affected by obesity 
achieve and maintain their weight loss goals.
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Approaching the Topic of Weight 
Reduction in a Patient With Obesity and 
Common Misconceptions

How to best approach the topic of obesity depends 
on the reason for the office visit. If a patient comes 
in specifically for the purpose of weight loss, weight 
loss strategy is part of the immediate discussion. For 
patients that have comorbid conditions (eg, T2DM, 
hyperlipidemia), the discussion of weight/obesity is a 
component of managing their other conditions. At 
every visit, the patient’s weight is recorded, and when 
Dr Handelsman observes an increase in weight, he 
immediately discusses it with the patient. 

There are many patient misconceptions regarding 
weight. For example, patients may search for a medi-
cal condition to explain their weight gain, rather than 
focusing on an increase in calories and a reduction in 
physical activity; patients assume that these factors 
are not important in weight gain. Perhaps the most 
important misconception is that patients often think 
that eating “healthy” foods protects them from weight 
gain, even when they are taking in significantly more 
calories. Because they are eating “healthy foods,” 
some patients believe that the increase in calories 
cannot cause weight gain. For example, patients may 
ask “Why do I gain weight when I do not eat carbs?” 

Misconceptions also exist regarding reasonable 
weight loss. People expect to lose 25% to 40% of 
weight in a short amount of time, especially if they 
use an intervention like medication. Setting a rea-
sonable weight loss goal of 5% to 10% of starting 
weight is critical. Once people lose weight, they 
generally return to pre-weight loss habits and are 
then surprised to see that they have returned to their 
original weight.
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