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Background/introduction

Obesity remains a persistent and expensive public health
challenge in the United States. In a recent study of U.S. adults,
approximately 42% of men and 47% of women met the clinical
criteria for obesity (=30 BMI), a proportion that rose steadily
over the past two decades." The clinical impact of obesity
extends to serious comorbidities (e.g., heart disease, liver
disease, cancer, diabetes, and arthritis). These conditions also
have economic consequences. Annual direct medical spending
attributable to elevated body mass index (BMI) is estimated at
$1,861-$3,097 per patient depending on severity of disease.?
Additionally, indirect costs—lost productivity, disability, and
premature mortality—add to the total financial burden of
obesity.?

The therapeutic landscape for obesity treatment is evolving
rapidly. In particular, the U.S. Food and Drug Administration’s
(FDA) approval of glucagon-like peptide-1 (GLP-1) receptor
agonists for chronic weight management has captured public
attention and generated significant employer and payer
consideration.* Although media coverage often positions these
agents as transformative for weight loss, definitive long-term
data from real-world experience with cost-effectiveness
assessments remains nascent when they are used to treat
obesity.* Clinical consensus underscores that obesity is a
complex, relapsing condition that typically requires a
multidisciplinary strategy combining pharmacotherapy,
nutritional counseling, behavioral health support, and, when
indicated, bariatric surgery. Figure 1 provides a schematic
overview of current (2022) evidence-based treatment pathways
from the American Association of Clinical Endocrinologists
(AACE)/American College of Endocrinology (ACE).5
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With this evolving landscape, payers are increasingly fielding
requests and analyzing the pros/cons of covering obesity
treatment as part of their employee health insurance or benefits
programs. This paper quantifies healthcare utilization metrics
for individuals using obesity-related treatments and highlights
employer views on obesity treatment coverage, economic
impact, and workforce well-being, creating insights for payers
and employers as they continue to evaluate obesity treatments
as part of coverage programs.

Obesity treatment options today

Today, there are many treatment options for obesity, ranging
from lifestyle and behavioral changes to prescription therapies
to surgical interventions. Guideline organizations recommend a
combined approach of lifestyle changes along with medical
treatment for long-term success. The 2013 American College
of Cardiology guidelines, the American Heart Association, and
the Obesity Society recommend 150 minutes of moderate-
intensity physical activity per week, as well as reduction in
calorie intake.® However, obesity is more complicated than
increasing activity or reducing calories. It is a culmination of
multiple biopsychosocial factors including genetics, intrauterine
environment, physical inactivity, insufficient sleep, calorie-
dense foods, socioeconomic status, stress, gastrointestinal
microbiome, medical conditions, and more.”
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FIGURE 1: AACE/ACE FRAMEWORK*

DIAGNOSIS

BML,* KG/M?
(ANTHROPOMETRIC COMPONENT)

DISEASE STAGE

STAGING AND TREATMENT

GUIDELINES FOR THERAPY

<25

<23 in certain ethnicities, waist
circumference below regional/ethnic

Normal weight

cutoffs

25-29.9 Overweight'
23-24.9 in patients of certain (no comorbidities)
ethnicities

230 Obesity stage 0f

225 in patients of certain ethnicities (no comorbidities)

225

223 in patients of certain ethnicities

Obesity stage 1

(=1 mild or moderate comorbidity)

225

223 in patients of certain ethnicities

Obesity stage 2

(=1 severe comorbidity)

Healthy lifestyle: Healthy meal plan/physical activity

Lifestyle therapy: Reduced-calorie healthy meal plan/physical
activity/behavioral interventions

Lifestyle therapy: Reduced-calorie healthy meal plan/physical
activity/behavioral interventions

Anti-obesity medications: Consider if lifestyle therapy fails to prevent
progressive weight gain (BMI1227)

Lifestyle therapy: Reduced-calorie healthy meal plan/physical
activity/behavioral interventions

Anti-obesity medications: Consider if lifestyle therapy fails to achieve
therapeutic target or initiate concurrently with lifestyle therapy (BMI1227)
Lifestyle therapy: Reduced-calorie healthy meal plan/physical
activity/behavioral interventions

Anti-obesity medications: Initiate concurrently with lifestyle therapy (BMI=27)

Bariatric surgery: Consider if BMI=35

‘Body mass index (BMI) values are not dependent on age or sex. However, values may not correspond to the same amount of adiposity in different populations

(including certain ethnic groups).

fPatients classified as overweight or obesity stage 0 by BMI may be classified as obesity stage 1 or 2 if certain metabolic conditions or other comorbidities are present.
Prior to diagnosis and treatment election, patients should be evaluated for the presence and severity of conditions such as metabolic syndrome, diabetes, dyslipidemia,
hypertension, cardiovascular disease, asthma, arthritis, etc. See guidelines for complete list.

Figure 2 includes available prescription treatment options,
therapeutic classification, and estimated weight loss in clinical
trials."® Figure 3 includes bariatric surgery procedures
endorsed by the American Society of Metabolic and Bariatric
Surgery (ASMBS) or approved by the FDA for weight loss, as
well as target weight loss associated with each procedure.

Study methodology

We conducted a longitudinal, retrospective cohort study using
the Milliman Consolidated Health Cost Guidelines™ Sources
Database (CHSD), a payer administrative claims database with
more than 50 million commercial lives for calendar years 2016—
2023. The medical and pharmacy claims data and enroliment
files from self-insured employers were included in this study.
Members were excluded if they participated in a fully insured
group coverage plan.

Healthcare utilization and costs associated with obesity treatment in a commercia

Members were identified as diagnosed with obesity if they had
an International Classification of Disease, Tenth Revision (ICD-
10) diagnosis code of interest during the study period.
Appendix Table A includes all codes used for the any obesity
(BMI of 30 or greater) and severe obesity (BMI of 40 or greater)
cohorts. Members needed to have at least one inpatient or two
outpatient professional claims (excluding lab and radiology)
coding obesity on different days during the study period to be
included in the study. Members with more than one code for
obesity were classified using the highest BMI obtained during
the study period. Thus, members could be included in one or
both obesity cohorts. No limitations were made to exclude
members with certain comorbidities, such as type 2 diabetes.
The index date is based on the earliest obesity-related service
or medication used.
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FIGURE 2: CURRENTLY AVAILABLE PRESCRIPTION THERAPY OPTIONS FOR OBESITY TREATMENT?

ESTIMATED WEEKS IN
WEIGHT LOSS PIVOTAL TRIAL 2025 ESTIMATED
ADJUSTED FOR FOR PRIMARY ANNUAL WAC
THERAPEUTIC CLASSIFICATION PLACEBO ENDPOINT COoST!

Phentermine® Sympathomimetic Not available Not available $200
Xenical (orlistat) ' Lipase inhibitor —2.4%" 5213 $5,275
Qsymia (phentermine + Sympathomimetic + gamma-aminobutyric acid -9.4%" 565 $2,725
topiramate) 2 (GABA) receptor modulator

Contrave (naltrexone + Opioid antagonist + dopamine/norepinephrine —4.8%" 567 $7,600
bupropion) ™ reuptake inhibitor

Saxenda (liraglutide)'® GLP-1 —6.4%"7 560 $16,400
Imcivree (setmelanotide)'® Melanocortin 4 (MC4) receptor agonist -5.2%"° 662 $66,000-$400,000
Wegovy (semaglutide)? GLP-1 —12.4%2 68% $17,500
Zepbound (tirzepatide)?? GLP-1/gastric inhibitory polypeptide receptor (GIPR) -16.0%2% 72% $14,100
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FIGURE 3: CURRENT ASMBS-ENDORSED OR FDA-APPROVED SURGICAL OPTIONS FOR WEIGHT LOSS*?24.25"

PROCEDURE TARGET WEIGHT LOSS

Laparoscopic adjustable gastric banding 20%-25%
Sleeve gastrectomy 25%—-30%
Roux-en-Y gastric bypass 30%—-35%
Biliopancreatic diversion with duodenal switch 35%—45%
Single anastomosis duodeno-ileal bypass with sleeve gastrectomy 35%—45%
Intragastric balloon 10%—-12%
One-anastomosis gastric bypass 35%—40%
Transpyloric bulb 14%

Aspiration therapy 12%-14%
Vagal nerve blocking therapy 12%—-14%

Other therapies were endorsed in the 2019 clinical practice guidelines update but were not included in the most recent list of ASMBS endorsed therapies.?”
"ASMBS also endorsed bariatric reoperative procedures.

To limit the impact of turnover on estimated percentages of use
of obesity-related services or obesity treatment medications,

S ) AR FIGURE 4: SEGMENTATION OF STUDY COHORT
healthcare utilization summaries required individuals to have at

DIAGNOSED WITH OBESITY; COMMERCIAL SELF-

least 24 consecutive months of enroliment. To report 2023 INSURED COVERAGE
costs, members had to be enrolled for all 12 months of the year
to be included in the analysis. Historical healthcare costs were 100% 7.3% 6.3%
inflation-adjusted to 2023 dollars using the healthcare trends 90%
within the Personal Consumption Expenditures Price Index 80%
from the Bureau of Economic Analysis.?8 70%

60%
Results s00
According to the claims data, approximately 2 million members 40%
had an obesity diagnosis between 2016 and 2023. The 30%
prevalence of any obesity diagnosis and severe obesity over 20%
the study period was found to be 20.0% and 6.1%,
respectively. Among the obesity cohort, 37.5% were diagnosed 18?’

00

with severe obesity. By enrollee type, 67.4% were insurance
subscribers (employees), 25.2% were spouses, and 7.3% were
dependent children, as displayed in Figure 4. Prevalence of m Subscriber ®Spouse = Child
obesity was found to be similar across seven different

industries and ranged from 18% to 21.7% for any obesity and

5.3% to 7.1% for severe obesity. Diagnosed obesity prevalence

rates by industry are displayed in Figure 5.

Any Obesity Severe Obesity

24 American Society for Metabolic and Bariatric Surgery. (December 15, 2025). ASMBS endorsed procedures and FDA-approved devices. Retrieved December 22,
2025, from https://asmbs.org/resources/endorsed-procedures-and-devices.

25 Mechanick, J.I., et al. (2019). Clinical practice guidelines for the perioperative nutrition, metabolic, and nonsurgical support of patients undergoing bariatric
procedures—2019 update. Endocrine Practice, 25(12), 1346—1359. Available from https://pubmed.ncbi.nim.nih.gov/31682518.

26 .S. Bureau of Economic Analysis (BEA). (2025). Personal Consumption Expenditures Price Index. Retrieved December 22, 2025, from
https://www.bea.gov/data/personal-consumption-expenditures-price-index.
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FIGURE 5: DIAGNOSED OBESITY PREVALENCE BY
INDUSTRY; COMMERCIAL SELF-INSURED COVERAGE

Financial/ Insurance/ Real
Estate

Retail

Wholesale

Transportation/
Communication/ Utilities

Manufacturing

Service/ Public Administration

Agriculture/ Forestry/ Fishing/
Mining/ Construction

0% 5% 10% 15% 20% 25%

Severe Obesity Prevalence = Any Obesity Prevelance

Obesity-related healthcare utilization was categorized into six
groups, and members could be included in more than one
group. The categories included: use of obesity specialist,
dietary care, psychology care, GLP-1s not indicated for obesity,
anti-obesity medication (AOM), and surgical. GLP-1s that are
indicated for treatment of obesity are included in the AOM
category. We included GLP-1s with non-obesity indications as
many—particularly the newer therapies—uwill affect weight even
if being used for another indication and may have been
selected for their dual efficacy. Of individuals diagnosed with
obesity, 51.3% had no record of obesity-related services or
treatments in the claims data. For members who did utilize
services or treatments, the most common was service from an
obesity specialist, where “obesity specialist” was defined by
categorizing providers’ National Provider Identifier (NPI) codes
observed with at least two obesity-related surgery codes during
the study period. Figure 6 displays different categories of
obesity-related healthcare utilization.

Of individuals diagnosed with obesity, 51.3% had no record of obesity-related
services or treatments in the claims data.

FIGURE 6: UTILIZATION SUMMARY OF OBESITY-RELATED SERVICES/TREATMENTS (CY2016-CY2023); COMMERCIAL

SELF-INSURED COVERAGE

30%

N
a
X

N
=
X

10%

5%

Percent of Diagnosed Members
&
X

0%
Obesity
Specialist Utilizers

Dietary Care Utilizers Psych Care Utilizers

Non-Obesity AOM Utilizers
Indication

GLP1 Utilizers*

Surgical Utilizers

*’Non-obesity indication GLP1 utilizers’ refers to the patient population that utilized GLP1 products that do not have obesity listed as an FDA-approved indication in the
label (e.g., Ozempic or Mounjaro). Patients in this population may or may not have an additional obesity diagnosis.

We also analyzed emergency department (ED) use, inpatient
admissions and prescription use, and average allowed costs
for members with any obesity diagnosis. For each metric, a
baseline value was reported by using the average frequency of
use or average inflation-adjusted allowed cost 12 months prior

to earliest observed obesity-related treatment (i.e., index date)
as seen in the claims data along with the values by year for
Years 1 through 4 after the index data. For each of the
utilization and costs analyses, members were placed in one of
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six categories based on having claims for one or more of the
obesity treatment categories listed above:

1 Treatment Category: GLP-1/AOM only

1 Treatment Category: Obesity service only

2 Treatment Categories: Including GLP-1/AOM
2 Treatment Categories: No GLP-1/AOM

3+ Treatment Categories: Including GLP-1/AOM
3+ Treatment Categories: No GLP-1/AOM

We found that the average allowed costs, depicted as per
member per month (PMPM), were generally higher for
members who used a GLP-1 or AOM compared with those who
used only obesity-related services in the post-index time period
and remained higher throughout Year 4. However, the cohort
that had three or more treatment categories without using a
GLP-1 or AOM had a high number of surgeries, resulting in a
higher cost for that group in Year 1 (Figure 7).

FIGURE 7: AVERAGE ALLOWED COSTS PMPM BY YEAR; COMMERCIAL SELF-INSURED COVERAGE

$3,000
1 Treatment Category: GLP-1/AOM Only
$2,500
1 Treatment Category: Obesity Service Only
$2,000 B ____ |
2 Treatment Categories: Including GLP-1/AOM
$1,500
2 Treatment Categories: No GLP-1/AOM
$1,000
=3+ Treatment Categories: Including GLP-1/AOM
$500
=== 3+ Treatment Categories: No GLP-1/AOM
$-
12 months Year 1 Year 2 Year 3 Year 4
pre-index

When examining ED visits, we found that members who used
at least two treatment categories, where one was a GLP-
1/AOM, had fewer ED visits than their non-GLP1/AOM
counterparts at each time point through Year 4 (Figure 8).

Members who only used one treatment category had similar
ED visits regardless of AOM use. Similar findings occurred for
inpatient admissions (Figure 9).

FIGURE 8: AVERAGE ANNUAL ED VISITS; COMMERCIAL SELF-INSURED COVERAGE

0.6

—0 1 Treatment Category: GLP-1/AOM Only

0.4
0.3
0.2
0.1

0.0
12 months pre-
index

Year 1 Year 2 Year 3

1 Treatment Category: Obesity Service Only

2 Treatment Categories: Including GLP-1/AOM

2 Treatment Categories: No GLP-1/AOM

3+ Treatment Categories: Including GLP-1/AOM

==@==3+ Treatment Categories: No GLP-1/AOM
Year 4

When examining ED visits, we found that members who used at least two
treatment categories, where one was a GLP-1/AOM, had fewer ED visits than
their non-GLP1/AOM counterparts at each time point through Year 4.
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FIGURE 9: AVERAGE ANNUAL INPATIENT ADMISSIONS; COMMERCIAL SELF-INSURED COVERAGE

0.6
05 1 Treatment Category: GLP-1/AOM Only
04 1 Treatment Category: Obesity Service Only
03 2 Treatment Categories: Including GLP-1/AOM
0.2 ° -o 2 Treatment Categories: No GLP-1/AOM
—— -9
0.1 ==0-=3+ Treatment Categories: Including GLP-1/AOM
_ === 3+ Treatment Categories: No GLP-1/AOM
12 months pre- Year 1 Year 2 Year 3 Year 4

index

For prescription use, all categories saw an increase over the study period for branded drugs, but the groups that used a GLP-
1/AOM saw the highest increase. When obesity drugs were removed from the total brand count, the number of branded products
for other indications decreased in the groups who used a GLP-1/AOM. Figure 10 displays the differences in count of branded
prescriptions between 12 months prior to diagnosis and Year 4.

FIGURE 10: AVERAGE ANNUAL NUMBER OF BRANDED DRUG ENTITIES LESS OBESITY DRUGS; COMMERCIAL SELF-
INSURED COVERAGE

12-MONTH PRE-INDEX YEAR 4
CATEGORY COUNT COUNTS % CHANGE
1 treatment category: GLP-1/AOM only 5.2 4.6 -12%
1 treatment category: obesity service only 2.0 24 18%
2 treatment categories: including GLP-1/AOM 4.5 3.9 -12%
2 treatment categories: no GLP-1/AOM 23 29 29%
3+ treatment categories: including GLP-1/AOM 4.0 3.8 —4%
3+ treatment categories: no GLP-1/AOM 24 3.1 26%
Healthcare utilization and costs associated with obesity treatment in a commercial self-insured population 7
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FIGURE 11: UTILIZATION AND PMPM COSTS FOR
MEMBERS DIAGNOSED WITH OBESITY WHO HAD 12
MONTHS OF CONTINUOUS ENROLLMENT IN 2023;
COMMERCIAL SELF-INSURED COVERAGE

ANY SEVERE
OBESITY OBESITY

Unique members 1,987,497 713,655
Average risk score (concurrent)* 23 2.8
Overall PMPM costs $1,120 $1,370
Medical PMPM costs $787 (70%)  $946 (69%)

Inpatient facility $160 (14%)

Outpatient facility $339 (30%)

Professional $289 (26%)
(

$333 (30%)

$209 (15%)
$401 (29%)
$335 (24%)

Pharmacy PMPM costs $424 (31%)

AOM $0.31 (0%) $0.52 (0%)
GLP-1 $77 (7%) $121 (9%)
Other brands $218 (19%) = $258 (19%)
Other generics $38 (3%) $44 (3%)
Medical utilization—annual per patient

ED visits 0.3 0.3
Inpatient admission 0.1 0.1
PCP visits 1.8 2.1
Specialist visits 3.1 3.6
Pharmacy prescriptions—annual per 18.6 22.5
patient

AOMs (obesity NDCs, excluding GLP-1s) 0.1 0.1
GLP-1 (obesity and non-obesity NDCs) 0.8 1.2
Other brands 24 2.9
Other generics 15.3 18.4

*Milliman Advanced Risk Adjusters (MARA) concurrent risk score uses historical
demographic and diagnosis information to estimate the healthcare utilization of
an individual relative to an “average” person (1.0 risk score). For example, a risk
score of 2.0 would mean a person is two times more expensive than the average
person. Results presented in this table normalized the cohorts such that “no
obesity” was set to 1.0.

Overall healthcare costs were analyzed for members who had
12 months of enroliment in CY2023. The total medical and
pharmacy allowed costs were $1,120 PMPM and $1,370 for
those with any obesity and severe obesity, respectively.
Additionally, most costs arose from medical expenditures
(70%). Within pharmacy expenditures, non-AOM prescriptions
accounted for nearly three fourths of all costs within that benefit
category. The breakdown of costs for each cohort can be seen
in Figure 11.

27Rezai, R., SantaBarbara, N., Almirol, E., Shedd, K., Terry, E., Park, M., &
Comulada, W.S. (2020). Efficacy and costs of a workplace wellness
programme. Occupational Medicine, 70(9), 649—-655. Available from
https://pubmed.ncbi.nlm.nih.gov/33289018.

%30ng, Z., & Baicker, K. (2019). Effect of a workplace wellness program on
employee health and economic outcomes: A randomized clinical trial. JAMA,
321(15), 1491. Retrieved December 22, 2025, from
https://jamanetwork.com/journals/jamal/fullarticle/2730614.

Discussion

As obesity rates in the United States remain high and weight
loss options increase, employers are looking for ways to
address the issue.?” Over the last few decades, employer
wellness plans have been changing from an employee perk to
a strategic tool to improve employee health and reduce
healthcare costs.3%3" Until a few years ago, this effort focused
primarily on lifestyle habits such as exercise, a healthy diet,
and smoking cessation.?® With the effects of AOMs, employers
are now assessing whether to include more comprehensive
obesity care as part of employee wellness programs to reduce
preventable healthcare costs and improve employee
productivity.?®

The scope of obesity-related benefits varies widely. Some
organizations offer a full range of services, including AOMs,
surgical procedures, structured lifestyle modification programs,
and access to obesity specialists.3? Others opt for lower-cost
options such as wellness coaching or incentive-based
programs. Of the available treatment options, surgical
interventions are the most likely to be covered.3® Cost
sensitivity is particularly acute in certain groups, such as
unions, which have a more long-term approach due to lower
turnover rates than corporate counterparts.3®

Our study did not measure weight loss outcomes; thus, we
cannot make any conclusions about the effectiveness of AOM
use, but rather healthcare and prescription utilization. We found
that employees who received an AOM in conjunction with at
least one other obesity-related service experienced 4% fewer
ED visits and decreased inpatient admissions in the four years
following treatment compared with those who did not receive
an AOM. Notably, although use of branded drug entities
increased in the group receiving a GLP-1 or other AOM, the
number of non-obesity—branded drug entities declined. This
may suggest possible improvements in related health
conditions, but further research is needed to better understand
impact on other comorbidities. However, average allowed
healthcare costs PMPM increased across all treatment groups
over a four-year period, with the greatest increase observed in
those receiving a GLP-1 or other AOM, likely reflecting the high
cost of these medications.

Persistence of AOM use is important since it relates to both
outcomes and cost. This study did not look at persistence, but
other publications have studied AOM persistence. Real-world
persistence of AOMs has varied and demonstrated waning use
over time. One study of AOM use between 2015 and 2022
demonstrated 44% persistence at three months and 19% at 12

2Ppantalone, K.M., et al. (2021). Effectiveness of combining antiobesity
medication with an employer-based weight management program for treatment
of obesity: A randomized clinical trial. JAMA Network Open, 4(7). Retrieved
December 22, 2025, from
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2781926.

30Employee benefit consultant interviews conducted by Milliman in October 2024.
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months.3' Another study found the median duration of use to
be 165 days (~5.5 months) for patients on semaglutide or
tirzepatide.3? Bailony and colleagues evaluated patients for 18

months and categorized AOM use into two duration categories:

short (<48 weeks of therapy) and long (=48 weeks).3?
Intuitively, patients in the long-duration cohort experienced
greater weight loss.?” A large pharmacy benefit manager has
researched persistence of GLP-1 AOM use over time. For
those who initiated a GLP-1 AOM in 2021, persistence was
46.3% at six months and 32.3% at one year.3* Their more
current research found the overall persistence for those same
members to be 15% and 8% at years two and three,
respectively.3® However, for those who initiated either
semaglutide or tirzepatide in Q1 2024, persistence at year 1
was 63%, much higher than in previous years.3® This indicates
there may be differences in historic versus current length of
persistence.

Milliman employee benefit consultants noted that access to
AOMs is frequently paired with prior or concurrent use of non-
pharmacologic interventions, which may limit utilization among
certain employee populations.®® These non-pharmacologic
interventions are usually third-party programs (e.g., Omada,
Weight Watchers, Noom, Flyte) that provide a lifestyle
modification program, along with clinicians who prescribe
AOMs as part of the weight loss journey with the goal to
improve adherence, maximize clinical effectiveness of the
AOM, and make long-term lifestyle changes to prevent weight
regain.®® Evidence has long suggested that combining
behavioral management with medication yields better health
outcomes than either approach alone.529:31,36,37,38

Employers want to balance the immediate costs of AOM and
long-term healthcare expenses, recognizing that employee
retention is an important factor in that equation. One study
examined the relationship between obesity and employee
retention. The study suggested that employees who have an
obesity diagnosis tend to remain with their employer longer
than those without such a diagnosis (49% vs. 26% at five

31 Gasoyan, H., Pfoh, E.R., Schulte, R., Le, P., & Rothberg, M.B. (2024). Early-
and later-stage persistence with antiobesity medications: A retrospective
cohort study. Obesity (Silver Spring), 32(3):486—493. Available from
https://pubmed.ncbi.nim.nih.gov/38053443.

%2 Rodriguez, P.J., Goodwin Cartwright, B.M., Gratzl, S., Brar, R., Baker, C.,
Gluckman, T.J., & Stucky, N.L. (2024) Semaglutide vs. tirzepatide for weight
loss in adults with overweight or obesity. JAMA Internal Medicine, 184(9),
1056-1064. Retrieved December 22, 2025, from
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2821080.

33 Bailony, M.R., Espinoza, P.G., Yiiksel, H., Kyeso, I.M., Khalili, R., & Haller, S.

(2025). Impact of anti-obesity medication initiation and duration on weight loss.

Obesity Science & Practice, 11(2). Retrieved December 22, 2025, from
https://pmc.ncbi.nim.nih.gov/articles/PMC11928677.

3 Gleason, P.P., Urick, B.Y., Marshall, L.Z., Friedlander, N., Qiu, Y., & Leslie,
R.S. (2024). Real-world persistence and adherence to glucagon-like peptide-1
receptor agonists among obese commercially insured adults without diabetes.
Journal of Managed Care & Specialty Pharmacy, 30(8):860-867. Retrieved
December 22, 2025, from
https://www.jmcp.org/doi/10.18553/jmcp.2024.23332.

35 Urick, B., Marshall, L., & Gleason, P. (June 25, 2025). GLP-1 therapy to treat
obesity among members without diabetes: three-year persistence and year-
over-year persistence rate change. Retrieved December 22, 2025, from
https://www.primetherapeutics.com/documents/d/primetherapeutics/prime-
therapeutics_glp-1-therapy-to-treat-obesity-among-members-without-
diabetes_three-year-persistence.

years; 30% vs. 14% at 10 years).%® If employers want to
understand the prevalence of obesity in their workforce, they
could use healthcare claims data to obtain an estimate.
However, capturing obesity in claims data remains a challenge.
A 2020 study found that ~40% (4,119/10,208) of obese
patients had no documentation of obesity in their electronic
medical record problem list.4? This underreporting can obscure
the extent of obesity, resulting in inaccurate estimates for the
potential cost of covering AOMs and other treatment options for
obesity, as well as the potential cost offsets that could be
experienced if obesity treatments were covered.

The long-term clinical and economic impact of AOMs,
especially newer agents such as GLP-1s, remains uncertain.
There is considerable variability among AOMs in terms of
mechanism, cost, and outcomes, and while some studies have
projected rising costs for commercial payers as GLP-1 use
expands, comprehensive long-term outcome data is limited
currently. In discussions, multiple employee benefit consultants
noted the paradox of skeptical employers requesting real-world
evidence of long-term cost savings while being unable to
acquire that data without implementing coverage.®® As of June
2024, 57% of employers cover GLP-1s for diabetes and 34%
cover them for both diabetes and weight loss.*! With many
options available for obesity management, employers should
consider the breadth of obesity-related treatment options when
considering coverage or benefit programs design along with
known and projected utilization and associated healthcare
costs.

Conclusion

Employers must navigate benefit design in a rapidly evolving
environment. Employee wellness programs are used to attract
and retain a qualified workforce along with promoting wellness
of that workforce. There is no one-size-fits-all approach for
wellness programs or obesity management. Our research
suggests that comprehensive obesity management may
contribute to reduced acute care utilization and lower utilization

% Khaodhiar, L., Cummings, S., & Apovian, C.M. (2009). Treating diabetes and
prediabetes by focusing on obesity management. Current Diabetes Reports,
9(5), 348-354. Available from https://pubmed.ncbi.nlm.nih.gov/19793504.

S’Davidson, M.H., et al. (1999). Weight control and risk factor reduction in obese
subjects treated for 2 years with Orlistat: A randomized controlled trial. JAMA,
281(3), 235-242. Retrieved December 22, 2025, from
https://jamanetwork.com/journals/jamal/fullarticle/188381.

38Craighead, L.W., Stunkard, A.J., & O’Brien, R.M. (1981). Behavior therapy and
pharmacotherapy for obesity. Archives of General Psychiatry, 38(7):763-768.
Available from https://pubmed.ncbi.nim.nih.gov/7247639.

3%Kuester, M., Naber, J., & Chmura, L. (March 12, 2025). Employee retention
trends in relation to obesity diagnosis: A claims-based analysis of self-insured
employer health plans. Milliman. Retrieved December 22, 2025, from
https://www.milliman.com/en/insight/employee-retention-trends-relation-
obesity-diagnosis.

40Kapoor, A., Kim, J., Zeng, X., Harris, S.T., & Anderson, A. (2020). Weighing the
odds: Assessing underdiagnosis of adult obesity via electronic medical record
problem list omissions. Digital Health, 6. Available from
https://pmc.ncbi.nim.nih.gov/articles/PMC7153175.

4! International Foundation of Employee Benefit Plans. (June 13, 2024).
Employer coverage of GLP-1 drugs on the rise. Retrieved December 22, 2025,
from https://www.ifebp.org/detail-pages/news/2024/06/13/employer-coverage-
of-glp-1-drugs-on-the-rise.
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for non-obesity-related brand drugs, but these potential
benefits must be balanced against the costs associated with
pharmacologic options and an unknown impact on long-term
healthcare costs. Continued research and real-world data
collection will be critical to inform future benefit strategies,
ensuring that employer-sponsored health insurance and
wellness plans provide sustainable value to both employees
and organizations.

Limitations

Results of this study are based on retrospective claims analysis
and discussions with employee benefits consultants for
jumbo/midsize employers and pension funds. Accuracy of data
is limited to how it was coded by providers or provided by
researchers of this study. No insight into effectiveness of any
specific treatment option could be determined. These results
are based on data from 2023 and earlier. With the rapidly
changing environment of AOM coverage and use, future
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outcomes are likely to be different than past experience. Any
changes for treatment availability, coverage of obesity
treatment options, pricing of obesity treatment options, and
prescribing pattern changes will impact PMPM assessments.
Actual results experienced by a payer or employer may differ
from the sample used in this study.
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Appendix

FIGURE A: OBESITY ICD-10 CODES AND COHORT CLASSIFICATION

ICD-10 DESCRIPTION CLASSIFICATION

26830 Body mass index [BMI] 30.0-30.9, adult Obesity
26831 Body mass index [BMI] 31.0-31.9, adult Obesity
26832 Body mass index [BMI] 32.0-32.9, adult Obesity
26833 Body mass index [BMI] 33.0-33.9, adult Obesity
26834 Body mass index [BMI] 34.0-34.9, adult Obesity
26835 Body mass index [BMI] 35.0-35.9, adult Obesity
26836 Body mass index [BMI] 36.0-36.9, adult Obesity
26837 Body mass index [BMI] 37.0-37.9, adult Obesity
26838 Body mass index [BMI] 38.0-38.9, adult Obesity
26839 Body mass index [BMI] 39.0-39.9, adult Obesity
26841 Body mass index [BMI] 40.0-44.9, adult Severe obesity
26842 Body mass index [BMI] 45.0-49.9, adult Severe obesity
26843 Body mass index [BMI] 50.0-59.9, adult Severe obesity
26844 Body mass index [BMI] 60.0-69.9, adult Severe obesity
26845 Body mass index [BMI] 70 or greater, adult Severe obesity
E6601 Morbid (severe) obesity due to excess calories Severe obesity
E6609 Other obesity due to excess calories Obesity
E661 Drug-induced obesity Obesity
E662 Morbid (severe) obesity with alveolar hypoventilation Severe obesity
E668 Other obesity Obesity
E669 Obesity, unspecified Obesity
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