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The Management of 
Obesity for Appropriate 
Individuals: Sample 
Questions and Answers


Recently, there has been significant interest from the healthcare community regarding anti-obesity 
medications (AOMs). In an effort to provide you with the information you need to answer any questions 
you encounter, we have created these sample Q&As. The topics covered include


• What is the return on investment (ROI) for AOMs?


• What role does the prior authorization (PA) process play in AOM prescriptions? 


• What is the typical duration for an employee/member to be on AOM therapy?


• What does formulary coverage for AOMs look like today? 


• What is important when you look at modeling by the pharmacy benefit manager (PBM)? 


• Is it worth it for employers with higher turnover to offer their employees AOMs?







2


THE MANAGEMENT OF OBESITY FOR APPROPRIATE INDIVIDUALS: SAMPLE QUESTIONS AND ANSWERS


Q1. What is my ROI? 
Providing a precise ROI when adding AOM coverage is challenging because it can be very difficult to calculate the 
associated direct medical and indirect cost offsets over time. If you want to have this modeling performed for your 
organization, please contact a Novo Nordisk Account Manager. The fastest growing obesity categories are Class II 
and III obesity.1,2 These patients may often suffer from multiple comorbid conditions and costly healthcare. These 
patients represent a potential opportunity for an impactful ROI. However, it is still important to remember that 
healthcare providers should be focusing on treating appropriate patients with all classes of obesity, since obesity is a 
chronic and progressive disease.3,4 However, tools and resources exist to demonstrate potential benefits in a real-world 
setting. Please contact your Novo Nordisk Account Manager for further details.


Q2. How should a weight-loss strategy and a medical weight-
management strategy differ? 
It’s important to reverse the nationwide trend of increased obesity among individuals and embrace what works. In 
order to begin to reverse the trend, a comprehensive strategy and plan of action to manage excess weight is 
required. By providing coverage of AOMs and wellness strategies, medical and Rx coverage policy criteria often 
combine typical weight-loss approaches with more comprehensive medical solutions. It is important to have both a 
weight-loss engagement model to address prevention and mitigation of migrating patients and a medical-strategy 
policy to support those individuals for whom diet and exercise have not been effective. Providing coverage of AOMs 
as part of an integrated platform of behavioral modification, nutrition counseling, and overall well-being can give 
members with obesity the assistance they need.


Q3. How does the PA process control for inappropriate or excessive 
AOM prescriptions? 
PA criteria assure appropriate prescription refills and quantity limits are satisfied and provide a safeguard to align 
with label indications and to ensure that prescriptions are given to appropriate adult patients with an initial body 
mass index (BMI) of 30 kg/m2 or greater (obesity) or 27 kg/m2 or greater (overweight) in the presence of at least 1 
weight-related comorbid condition (eg, hypertension, type 2 diabetes mellitus, or dyslipidemia).


Q4. What is the true mix (market basket) of AOMs that are used in the 
market and how does that affect the blended cost for the category? 
It’s important to consider the mix of AOMs and available generic AOMs to determine blended cost, cost savings, and 
impact on per member per month (PMPM) costs. 
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THE MANAGEMENT OF OBESITY FOR APPROPRIATE INDIVIDUALS: SAMPLE QUESTIONS AND ANSWERS


Q5. My organization offers behavior modification solutions for people with 
obesity but our employees are not using this benefit. What can we do?
Studies show that wellness programs alone are often insufficient to help employees with obesity, and employees may be 
aware of these findings.5 However, existing behavior modification program utilization may be encouraged because 
AOMs should be used in conjunction with or as an adjunct to a reduced-calorie diet and increased physical activity. 
Providing coverage for AOMs, in addition to wellness programs, can give employees/members with obesity who require 
medical weight management the assistance they need.


Q6. What percentage of my employees/members should I expect  
to use AOMs?
It’s difficult to model the projected total use of AOMs in an employee/member population because, at present, data 
indicates they are prescribed to only a small proportion of the eligible population. For instance, one study showed that 
AOMs are prescribed to only 3% of the eligible population.6,7 Plus, about 20% of AOMs prescribed are branded, based on 
latest AOMs utilization (IQVIA) data. Since 20% of AOM utilization is branded, and given 3% prevalence of use, only 0.6% 
of a population is expected to be using branded AOMs.6,8


Q7. How long is an employee/member expected to be on AOM therapy? 
As with many types of treatments, the length of time an employee/member will require medication varies, depending 
on many factors such as the type of medication and the physician-patient selected approach. 


Q8. What does the average PMPM spend for branded AOMs look like 
(low to high)? 
The average PMPM spend for AOMs is approximately $0.85 to $1.08, depending on the utilization management that is 
employed. The average PMPM spend for diabetes drugs is $12.22.8 This number for branded AOMs is driven by 
patients who are prescribed AOMs and the small number of physicians who prescribe AOMs.6


Q9. What does formulary coverage for AOMs look like today? 
As of now, AOMs are covered by top payers as a result of full formulary review—clinical, safety, and economic 
analyses.8 A recent analysis presented at the 2022 Professional Society for Health Economics and Outcomes Research 
(ISPOR) showed that AOMs provide more relative value than other covered formulary classes (migraine, etc). Despite 
this, many AOMs are not covered by top payers.
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Q10. Is it worth it for employers with higher turnover to offer their 
employees AOMs?
In today’s job market, employers are finding it increasingly difficult to draw in the best possible employees. 
Employers can consider whether providing coverage for AOMs may help make them stand out in the eyes of 
prospective employees. In addition, it is hard to predict which employees will remain at a company and which ones 
will leave; therefore, providing access to coverage for AOMs continues to make sense to employers considering the 
high degree of indirect costs associated with obesity.








The Economic 
Impact of Obesity on 
Your Organization


Obesity Is Common and, Along With Its Comorbidities, Costly for Your 
Organization


Regardless of industry or occupation, obesity can affect the workforce.1


• Nearly one-third, or ~40,110,000, full-time employees have obesity 


Obesity is a costly disease that may contribute to the costs of other chronic conditions.9


CAD=coronary artery disease; HTN=hypertension; OA=osteoarthritis; T2D=type 2 diabetes. 
a�Aggregate�cost�of�obesity�among�full-time�employees�in�the�United�States,�according�to�data�from�a�2006�survey,�adjusted�to�2019�inflation�rates.�
b Includes direct medical costs and the costs of lost productivity (2017).
c Includes direct (medical) and indirect costs of coronary artery disease (2017).
d Aggregate medical expenditures, including out-of-pocket costs (1996-2005; 2007 dollars). 
e Healthcare costs only (2003-2014, averaged).


T2D


$327 billion5,b


Obesity


$86.9 billion2,3,a


This is roughly 
equivalent to the  


cost of hiring 1.7 million 
additional workers per 
year at $51,170 each2-4 


CAD


$188 billion6,c


OA


$186 billion7,d


HTN


$131 billion8,e
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THE ECONOMIC IMPACT OF OBESITY ON YOUR ORGANIZATION 


T2D


5325 affected members 


~$37.9 million total direct 
annual cost 


~$31.55 PMPM 


OA


13,704 affected members


~$27.1 million total direct 
annual cost


~$22.60 PMPM


CAD


1645 affected members 


~$7.1 million total direct 
annual cost 


~$5.93 PMPM 


Over 10 years, an employee with a body mass index (BMI) ≥40 kg/m2 can expect to incur a total 
economic burden nearly 3 times higher than an employee with a BMI 30 kg/m2–34.9 kg/m2 12


PMPM=per-member per-month.
a Costs�shown�are�direct�medical�costs�associated�with�treating�specific�overweight-�and�obesity-related�comorbidities�PMPM�in�2016.


Impact of Direct Medical Costs of Obesity for Health Plans
Direct medical costs of obesity-related complications in  


a hypothetical health plan of 100,000 members 10,11,a:


Obesity is also associated with high indirect costs for employers.


Short-term disability13


• Employees with obesity-related complications are nearly 2x as likely to file short-term disability claimsa 


Absenteeism2


• Obesity-related absenteeism can cost US employers $12.8 billion annually


Workers’ compensation14


• In a 3-year study of workers’ compensation claims, claims were 160% higher for employees with 
obesity (BMI ≥30 kg/m2) compared with those who have normal weight (BMI 18.5 kg/m2–25 kg/m2)b


Presenteeism2


• Presenteeism in the workplace has been shown to be the single largest cost driver associated with 
obesity, regardless of BMI


Productivity15


• Increasing BMI is associated with impaired work productivity and indirect costsc


a Data from a retrospective analysis of a large, national employer database from 2006-2008 (n=89,097).13


bStudy�specific�to�the�Louisiana�Workers'�Compensation�Corporation�Claims�Payment�Database�for�open�claims.�Study�included�~2300�injured�employees�filing�
workers'�compensation�claims.14


c Study�effects�were�not�uniform,�with�notable�differences�emerging,�based�on�participant's�respective�occupation.15
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THE ECONOMIC IMPACT OF OBESITY ON YOUR ORGANIZATION 


Helping Your Employees With Their Weight-Loss Journey May Be 
Beneficial to Your Bottom Line


Studies indicate that a 5% to 10% weight loss can help curb the economic impact of costly comorbidities.16,17


Estimated impact per each case avoided in the United States over 10 years  
if average adult BMI was reduced by 5%17,18,a:


Coronary heart 
disease and stroke


3.3 million  
cases avoided 


~$2.97 PMPM 
associated savings


Hypertension


3.6 million  
cases avoided


~$0.41 PMPM 
associated saving


Type 2 diabetes


4.1 million  
cases avoided


~$2.08 PMPM 
associated savings


Arthritis


1.9 million  
cases avoided


~$0.55 PMPM 
associated saving


Predicted annual cost savings for patients with baseline  
BMI values of 30 kg/m2 and 40 kg/m2 3,19,b,c


Aggregated medical costs include inpatient, outpatient, prescription drugs, dental, vision, home and healthcare 
services, and medical equipment.


• A 20% reduction in BMI can lead to nearly double the cost savings compared with a 10% reduction in BMI


The economic benefits of sustained weight loss are contingent upon the appropriate weight-management approach 
being available for all obesity classes.
aFrom a medical expenditure model using data collected over a 10-year time period, which estimated the impact of weight loss on the incidence of several      
 types of weight-related comorbidities and the associated cost savings.17


bCosts�were�calculated�in�2010�US$�and�adjusted�for�inflation�in�2021.
cThis study assessed costs using a 2 part model that estimates the probability of having medical expenditures and the amount of medical expenditures      
 conditional on having any. The study used data from 2000-2010 waves of the Medical Expenditure Panel Survey (MEPS).19
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THE ECONOMIC IMPACT OF OBESITY ON YOUR ORGANIZATION 


Does Your Health Plan Include AOMs as a Treatment Option for Obesity?


Obesity management warrants a stepwise approach: AHA/ACC/TOS guidelines20,a


Treatment
BMI Category (kg/m2)


25-26.9 27-29.9 30-34.9 35-39.9 ≥40


Diet, physical 
activity, and 
behavior therapy


Yes, with 
comorbidities Yes Yes Yes Yes


Pharmacotherapy
Yes, with 


comorbidities Yes Yes Yes


Surgery
Yes, with 


comorbidities Yes


ACC=American College of Cardiology; AHA=American Heart Association; TOS=The Obesity Society.
a Yes�alone�means�that�the�treatment�is�indicated�regardless�of�presence�or�absence�of�comorbidities.�The�solid�arrow�signifies�the�point�at�which�treatment� 
is initiated.20


The fastest growing classifications of obesity between 1998-2018 were Class II (35 kg/m2 – 39.9 kg/m2) and  
Class III (≥40 kg/m2).21


• Between 2011 and 2018, the percentage of adults in the United States with Class II obesity increased 19% and Class 
III obesity increased 25%, while Class I obesity (30 kg/m2 – 34.9 kg/m2) increased 7%21


Per AHA/ACC/TOS guidelines, weight loss for people with Class II/III obesity may require medical intervention, like 
pharmacotherapy, or surgery for appropriate patients, in addition lifestyle modifications.20
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THE ECONOMIC IMPACT OF OBESITY ON YOUR ORGANIZATION 


Adding Anti-Obesity Medications (AOMs) to a Comprehensive Weight-
Management Program May Help Appropriate Patients With Obesity 
Lose Weight


Sixty-seven percent of large employers offer wellness programs that incorporate employee benefits related to diet 
and exercise, spending an average of $6 million on these programs annually22,23; however, employees may not be 
benefiting as much as employers believe.24


• According to an online survey of 3000 people with obesity, only 17% of employees with obesity viewed wellness 
programs as beneficial, compared with 72% of employers24


• Corporate wellness programs are considered a solution for improving employee health and well-being, but are not 
meeting the needs of every person with obesity24


Adding AOMs to a comprehensive weight management program may help appropriate patients with obesity  
lose weight.25 


a According to a study of 224 men and women aged 18 to 65 years with BMI of 30 kg/m2 to 45 kg/m2 who were randomly assigned to receive 
pharmacotherapy�(sibutramine)�alone,�lifestyle-modification�counseling,�or�pharmacotherapy�with�lifestyle-modification�counseling�(combined�therapy).25


• It is critical to offer various options to your employees with obesity, as one specific strategy will not address the 
needs of everyone with obesity in your organization


Members who have better control of their obesity may mean fewer direct and indirect costs incurred from pricy 
comorbidities, employee absenteeism, etc.16,26


Most importantly, make sure you are communicating benefits to employees so that they can take advantage of your 
programs. 


• Even though all employers in one study reported providing coverage for weight management, including prescription 
weight-loss medications, only 13% of employees with obesity were aware that this benefit was being offered24
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The Science  
of Obesity


“Our AMA recognizes obesity as  
a disease state with multiple 
pathophysiological aspects 
requiring a range of interventions 
to advance obesity treatment  
and prevention.”1


“Obesity is a complex, multifactorial condition 
characterized by excess body fat. It must be viewed 
as a chronic condition that essentially requires 
perpetual care, support, and follow-up. Obesity 
causes many other diseases, and it warrants 
recognition by health-care providers and payers.”2


American Medical Association (AMA) American Association of Clinical Endocrinology/ 
American College of Endocrinology Obesity Task Force


Obesity is not just a lifestyle issue; it is a chronic disease1-3


Obesity is recognized as a chronic disease and a significant threat to public health by national organizations 
such as AACE, ACE, and AMA.1-3


Obesity is often classified by a body mass index (BMI) of 30 kg/m2 or higher.3


AACE=American Association of Clinical Endocrinology; ACE=American College of Endocrinology; AMA=American Medical Association.
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THE SCIENCE OF OBESITY


Obesity Is a Highly Prevalent Chronic Disease Within the United States


Nearly 3 in 4 US Adults Have Obesity or Overweight4-6


Depression


Gastroesophageal reflux disease (GERD)


Diabetes risk, metabolic syndrome, and 
prediabetes


Type 2 diabetes
Nonalcoholic fatty liver disease (NAFLD)/


nonalcoholic steatohepatitis (NASH)
Female infertility


Male hypogonadism


Cancer (various)


Obstructive sleep apnea


Dyslipidemia


Asthma/reactive airway disease
Cardiovascular disease and cardiovascular 
disease mortality
Hypertension


Polycystic ovarian syndrome
Urinary stress incontinence


Osteoarthritis


Obesity Is Associated With Other Health Conditions7,8


Nearly 1 in 3  
suffered from overweight  
(BMI 25 kg/m2-29.9 kg/m2)


Nearly 1 in 10  
suffered from severe obesity  


(BMI ≥40 kg/m2)


The Center for National Health Statistics found that in adults aged ≥20 years between 2017 and 20184-6:


Nearly 2 in 5 
suffered from obesity  


(BMI ≥30 kg/m2)


Why Do People Eat? For Hunger or for Pleasure?
Eating for hunger is driven by 
hunger and satiety pathways in 
the brain.9-13


• Appetite hormones released 
from the intestine, adipose 
tissue, pancreas, and 
stomach target the brain


Food intake is 
affected by 
hormones from the 
body that signal to 
the brain.9


Eating for pleasure is 
driven by food reward 
pathways in the brain.
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The Tug-of-War of Weight Management14,15


After weight loss, the body tries to put weight back on.14,15


• Even if people with obesity achieve weight loss through calorie reduction, this weight loss can be difficult to 
maintain because of the body's metabolic and hormonal responses


• In people with obesity, the body will try to put the weight back on for at least 12 months after weight loss


WEIGHT LOSS WEIGHT GAIN


FULLNESS
HUNGER


METABOLISM
HORMONES


CALORIES


Decreased 
calories


Increased
activity


Metabolism
slows down


A hunger
hormone is
increased


Fullness
hormones
decrease


ACTIVITY
HORMONE


These are just some of the factors 
that make weight regain so common


Clinical Guidelines for Treatment of Obesity 


Evidence-based guidelines from AHA/ACC/TOS suggest a stepwise approach to obesity management, which may 
include pharmacotherapy or bariatric surgery.3,a


AHA/ACC/TOS Evidence-Based Guidelines for Adults3


Treatment
BMI Category (kg/m2)


25-26.9 27-29.9 30-34.9 35-39.9 ≥40


Diet, physical activity, 
and behavior therapy


Yes, with 
comorbidities Yes Yes Yes Yes


Pharmacotherapy
Yes, with 


comorbidities Yes Yes Yes


Surgery
Yes, with 


comorbidities Yes


ACC=American College of Cardiology; AHA=American Heart Association; TOS=The Obesity Society. 
a Yes alone means that the treatment is indicated regardless of presence or absence of comorbidities. The solid arrow signifies the point at which treatment 
may be initiated.


Weight loss due to calorie restriction may cause the body to react by slowing metabolism  
and altering appetite-regulating hormones in a process called metabolic adaptation,  


making long-term weight management difficult14,15
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Weight Loss of 2% to >15% May Lead to Clinical Improvements in Many 
Obesity-Related Complications16


2.5%
helps prevent progression to diabetes; 
maximal impact at 10%


Glycemic improvement—diabetes prevention 
in impaired glucose tolerance


2% to 5%
improves ovulatory cycles; greater weight loss 
associated with greater improvement Polycystic ovarian syndrome and infertility


2.5% to >15%
greater weight loss associated with greater 
improvement; true for all BMI classes


• Glycemic improvement—Type 2 diabetesa


• Triglyceride reduction


5% to 10%
improves knee functionality, speed, walk 
distance, and pain Knee pain and function in osteoarthritis


5% to >15%
greater weight loss associated with greater 
improvement


• HDL cholesterol increaseb


• Hepatic steatosis reduction


HDL=high-density lipoprotein.
aImprovement in fasting glucose and hemoglobin A1c is observed beginning at a weight loss of ≥2 to <5%.
bGreater weight loss is not associated with greater improvement for BMI >40 kg/m2.





