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EXECUTIVE SUMMARY
As obesity rates have rapidly increased in the U.S. over 
the last few decades, so has medical expenditure to treat 
both obesity and co-occurring clinical conditions. While 
there is a range of effective treatment options for obesity 
that demonstrate transformative health effects and 
may reduce health care spending, persistent barriers 
to patient access exist. These barriers include stigma 
against initiating treatment, lack of provider training and 
bandwidth, and issues around affordability and resulting 
insurance coverage of treatment options. Population-
based integrated care and payment models can support 
sustained access to treatment for obesity. Integrated 
models couple value-based payment strategies for medical 
products with care delivery reforms. Value-based payment 
strategies can address pricing, coverage, and payment 
barriers that limit uptake of novel therapies. However, 
sustained population-level access to these therapies 
requires additional steps to address common care delivery 
barriers. These include patient engagement, linkage to 
care, care coordination, and non-clinical determinants 
of health, such as geographic proximity to health care 
services. Novel care delivery models can facilitate more 
comprehensive and coordinated care that supports 
sustained access to therapies. 

The Duke-Margolis Institute for Health Policy has 
developed a framework for an integrated population-
based care and payment model for obesity to facilitate 
treatment for Medicare beneficiaries. Framework 
development was informed by the Duke-Margolis Value 
for Medical Products Consortium, a multi-stakeholder 
group composed of payers, providers, manufacturers, and 
regulatory, legal, and policy experts. It was also informed 
by conversations with obesity medicine, payer, and 
care model design specialists. This framework includes 
alternative approaches for the delivery and payment of 

obesity treatment in an accountable care environment. 
This approach allows stakeholders to implement 
innovative treatments and address access barriers beyond 
the limitations of fee-for-service (FFS) reimbursement  
with the goals of: 

• �Supporting providers with incentives to effectively 
diagnose, treat, and manage obesity within  
a multidisciplinary care model;

• �Designing and implementing comprehensive,  
and appropriate obesity treatment;

• �Achieving long-term patient engagement which  
leads to successful treatment and improved  
health outcomes; and

• �Facilitating the development of alternative payment 
models for novel therapies as appropriate. 

Physician who treat obesity have emphasized the need 
to address the variability of patient needs in a model. 
Obesity treatment requires coordination across providers 
to deliver both comprehensive and tailored care. As 
such, the framework focuses on a treatment agnostic 
care model that provides the financial flexibility to deliver 
individualized treatments. 

Risk-adjusted, population-based payments support 
coordinated, multidisciplinary care teams. In turn, 
accountable provider organizations enter into two-sided  
risk-arrangements to ensure high-value care, encourage 
process improvements, and establish accountability 
for outcomes. This model enables the necessary care 
infrastructure to achieve high patient volumes and long-term 
engagement in treatment—facilitating the establishment 
of alternative payment models for novel therapies 
that increase access for high-need patients. The core 
components of the framework are summarized in Table 1.

Table 1 | �Model Components
DESCRIPTION

Target Population • Medicare beneficiaries enrolled in traditional FFS Medicare.

Model Entry • Patients are eligible for entry upon obesity diagnosis based on Body Mass Index (BMI).
• ��Based on provider assessment of patient readiness and need, including presence/severity  

of co-occurring clinical conditions.

Model Exit • �Based on provider assessment following patient weight loss. Factors may include change in the 
presence/severity of obesity and co-occurring clinical conditions, and persistent nonadherence.

Payment Approach • Participating organizations receive prospective, per-member, per-month (PMPM) payments.
• ��PMPM is risk-adjusted to a composite risk score based on severity of obesity, severity of co-occurring  

clinical conditions, and drivers of health.
• ��Two-sided risk arrangement between participating organization and payer to incentivize high-value  

care and improved treatment outcomes.
Accountability • �A larger accountable care model (ACO) takes responsibility for distributing payment and implementing  

an integrated condition-based payment model with primary care and specialty providers.

Performance  
Measures

• Use of and adherence to lifestyle and medical interventions.
• �Change in health status, including BMI, body fat, and/or relevant biomarkers.
• �Patient-reported outcome measures.
• �Collected through claims and electronic health record (EHR) data.

Additional Incentives • �Upside payment that rewards providers who move patients through the model and achieve desired 
health outcomes.
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Obesity is a chronic disease in which excessive body 
fat accumulates and increases risk for adverse health 
outcomes.1 Obesity is associated with decreased life 
expectancy, increased morbidity, and an increased risk of 
multiple co-occurring clinical conditions, including heart, 
kidney, and fatty liver diseases, sleep disorders, type 2 
diabetes, and some cancers.2 Contributing causes are 
complex, and may include genetic and medical conditions, 
built environment and associated drivers of health, and 
structural factors.3,4 Obesity rates have rapidly increased. 
According to the 2021 National Health and Nutrition 
Examination Survey the prevalence of obesity in the U.S. 
rose from 30.5 percent to 41.9 percent between 2000 and 
2020.5 Rising obesity rates have led to rising medical 
expenditure on obesity-related illness. As of 2016, direct 
health care costs for obesity-related chronic diseases in 
the U.S. were estimated at $480.7 billion.6 

Primary treatment options for obesity are both medical 
and nonmedical, including lifestyle modifications, bariatric 
surgical procedures, and pharmaceuticals known as anti-
obesity medications (AOMs). Older-generation AOMs have 
had low patient uptake due to inconsistent effectiveness 
and market withdrawals due to severe adverse effects.7 
However, in recent years, the regulatory approval of 
new, highly efficacious AOMs has reinvigorated the 
conversation around coverage, payment, and access  
to pharmacological options to treat obesity. These new 
AOMs are predominately glucagon-like peptide-1 (GLP-1) 
receptor agonists, which work by mimicking hormones 
related to appetite and feelings of fullness.7 Originally 
approved for the treatment of diabetes, studies show 
new GLP-1s can lead to up to 25 percent of body weight 
loss and have also been associated with reduced blood 
pressure and liver fat,8 reduced risk of cardiovascular 
events,9 and protective effects to the kidneys.10 As a 
result, use of GLP-1s has greatly increased. Among 
Medicaid beneficiaries alone, prescriptions of GLP-1s  
to treat obesity rose from 2,600 prescriptions in 2021  
to over 400,000 in 2023.11 

Shifting perceptions of obesity have created new 
opportunities to appropriately treat obesity, transform 
population health, and reduce health care spending. 
Historically, obesity has been viewed as a condition that 
results from individual behavior and which aggravates 
existing diseases.12 There has been increasing recognition 
of obesity as its own medical disease. Major clinical 
guidelines and specialized professional societies have 
contributed to a standard of care for medical treatment 
and management across primary and specialty care 
settings. Clinical guidelines assist providers in decision-

making and are regularly updated to include the spectrum 
of treatment options for obesity. However, amidst 
persistent patient barriers to accessing care and a rapidly 
evolving treatment landscape, providers face challenges  
to effectively and appropriately treat their patient base. 

Stigma associated with obesity by both providers and 
patients likely impacts patient willingness to seek care and 
provider engagement in treatment. A multi-stakeholder 
study found that the main reasons providers do not 
initiate conversations on obesity treatment is because of 
insufficient time and de-prioritization of obesity treatment. 
Of the patients sampled in this study, only 55 percent were 
diagnosed with obesity.18 Without a proper diagnosis, 
patients may face more barriers to engaging in weight loss 
conversations with their provider and starting treatment. 
Even if patients are diagnosed, they may have difficulty 
accessing comprehensive and tailored treatment. While 
a majority of providers in the multi-stakeholder study 
recommended general lifestyle changes, far fewer provided 
information on specific diet and exercise programs.18 For 
example, 81 percent of providers recommended changes 
to eating habits, but only 60 percent recommended 
a meal tracking system and 58 percent a specific diet 
program. A survey of primary care providers (PCPs) found 
that providers lack the time, knowledge, and training  
to effectively and appropriately design and deliver weight 
loss interventions. This lack includes not only lifestyle, but 
also surgical and pharmacological interventions.19 

While bariatric surgery is proven to be safe and effective, 
only one percent of the eligible population undergoes the 
procedure.20 Underutilization is driven by limited knowledge 
and stigma around surgery by both patients and their 
referring physicians, a lack of insurance in eligible patients, 
and high surgery costs even with coverage. Ongoing 
barriers to accessing GLP-1s exist. Despite their popularity, 
concerns around the cost of GLP-1s and their use in real-
world settings have impacted coverage policies. Health plans 
and employers hesitate to cover GLP-1s due to their high 
price and broad population eligibility,21 concerns around 
durable weight loss, adverse effects, and the prospect of 
long-term use. Consequently, coverage for GLP-1s for weight 
loss remains relatively scarce—a 2024 survey found that only 
33 percent of commercial plans covered GLP-1s.22 The Social 
Security Act excludes drugs used for anorexia, weight loss, 
or weight gain from coverage under Medicare Part D,23 so 
Medicare beneficiaries cannot access GLP-1s for obesity 
through their drug plans. A recently proposed rule by the 
Centers for Medicare & Medicaid Services (CMS) would 
reinterpret the statute to allow coverage of AOMs to treat 
obesity.24 This proposal was ultimately not included in the 
final rule.25 

Burden of Disease 

INTRODUCTION
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Amidst ongoing barriers to access to and sustained 
engagement with obesity treatment, digital health 
technologies present the opportunity to better coordinate 
and deliver care. Substantial advances in using digital 
health technologies for obesity are emerging, fueled by 
growing competition among digital weight management 
companies. Digital health technologies are broadly defined 
as information and communication technologies used to 
manage illness and to promote wellness.13 These include 
wearable devices, telehealth, and mobile applications. 
Multiple digital health programs for obesity that provide 
physical activity and dietary education and dietary 
education exist. Some incorporate psychological or mental 
health elements, and many allow patients to track weight 
and lifestyle changes, or connect patients to personalized 
care teams and support peer communities. Taken 
together, these elements can provide access to lifestyle 
treatment outside of clinical settings and can empower 
patients to take an active role in health care decision 
making. These programs may also directly provide GLP-1s 
for weight loss, include medication assistance that supports 
effective use.14,15 Because of the clinical setting involved, 
these digital health programs do not typically incorporate 
surgical treatment supports. 

Federal agencies have also focused on the potential for 
digital health tools to increase access to personalized 
treatment and advance treatment for chronic disease. 
The Center for Medicare and Medicaid Innovation 
(CMMI) strategy for 2025 emphasizes increasing access 
to preventive care to manage chronic disease, and 
empowering patients to achieve their health goals through 
access to personal health data and shared decision-
making tools.16 A recent Centers for Medicare and 
Medicaid Services (CMS) Request for Information asks 
specifically about how digital health tools can help 
patients navigate treatment, how CMS can increase 
the adoption of digital health tools, and how digital 
health tools can support successful value-based care 
arrangements.17 

Population-Based Care and Payment Models
Traditional FFS reimbursement in Medicare is based on 
payment per unit of service—such that higher volume 
of services result in higher reimbursement. Value-based 
payment arrangements (VBPs) present the opportunity 
to move away from volume-based reimbursement, 
towards reimbursement based on units of value like 
health outcomes. The Health Care Payment Learning 
& Action Network (LAN) developed a framework for 
alternative payment models (APMs) for care delivery in 
which payment for care services progressively moves 
away from volume, towards payments based on quality 
and value of care.26 APMs that are most linked to value 

engage providers in shared risk and savings based on 
population outcomes, and/or capitated payments  
that establish responsibility for total cost of care  
and quality for a patient population. In recent years, 
efforts to integrate patients into these types of 
population-based care arrangements have increased. 
The recent CMS Innovation Center 2025 Strategy to Make 
American Healthy Again emphasizes a focus on moving 
beneficiaries into accountable care arrangements with 
shared risk.27 Over half of Medicare beneficiaries are 
now in Medicare Advantage plans, which utilize payment 
capitation with plans receiving per-member, per-month 
payments for patient care.

Similarly, value-based care strategies for care delivery can 
be also applied to medical products where reimbursement 
for the product is tied to product performance or outcome 
measures. Such VBPs can be applied to novel products with 
large indicated populations to facilitate more timely, broad 
patient access by promoting treatment success, improved 
outcomes and high cost. 

As described above, payer concerns around budgetary 
impact, and long-term adherence and impacts for novel 
products like GLP-1s often result in utilization management 
techniques that limit widespread access. For instance, 
payers may be hesitant to provide broad coverage and 
payment pay for GLP1s given their high cost, large indicated 
population, and expected long term use. VBPs present the 
opportunity for manufacturers and payers to negotiate 
payment rates based on expected or realized outcomes in 
the patient population, typically capturing outcomes that 
address payer concerns. 

A 2020 Duke-Margolis paper describes a framework for 
using VBPs to expand access to novel technologies. The 
paper describes a spectrum of potential arrangements 
between payers and manufacturers, based on how closely 
payment is linked to the volume sold.28 VBPs that are 
most de-linked from volume establish accountability 
and link payment to product performance. These types 
of arrangements involve data collection on agreed upon 
measures in the relevant patient population. While 
these arrangements can promote high-value access to 
novel therapies and address affordability, coverage, and 
payment barriers for patients, there remain significant 
barriers to care that limit sustainable uptake for many 
chronic disease areas. For example, patients may not 
be eligible for coverage or require prior authorization 
for treatment; they may live far from sites of care or 
have limited access to telehealth; or lack access to the 
personalized treatment plans, multidisciplinary care 
teams, or care coordination they need to successfully 
manage their condition. 
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Establishing sustainable pathways to access to novel 
therapies should include integrating novel care delivery 
models with value-based payment strategies. While they 
will differ across disease areas and patient populations, 
key components to these models may include:

• �Integrating novel therapies into existing clinical  
care pathways; 

• �Establishing data infrastructures to support efficient 
payment and performance arrangements;  

• �Providing appropriate, high-value wraparound 
services to novel therapies; 

• �Aligning with existing models or programs  
for co-occurring clinical conditions that impact 
relevant population health outcomes; and

• �Integrating novel strategies to better reach patients. 

Despite an innovative treatment landscape and increased 
recognition of the need to treat obesity as a disease, 
patients and providers face persistent barriers to 
comprehensive care. Reforms are needed across the 
care pathway to better engage patients in treatment and 
promote long-term adherence. Providers also need greater 
support to effectively design and deliver individualized 
treatment plans. Enabling greater access to treatment 
can not only significantly improve weight loss across 
patient populations, but also improve outcomes for 
co-occurring clinical conditions and general population 
health. In addition, implementing treatment reforms can 
facilitate greater evidence generation to help providers 
and professional societies understand how to integrate 
new and evolving treatment options into standard of care. 
This white paper describes a framework for an integrated 
population-based care and payment model for obesity that 
addresses not only payment for medical products, but also 
targets the barriers that limit treatment.

Framework for a Population-Based Model  
for Obesity
This white paper outlines a care and payment framework 
for treating patients for weight loss in the clinical setting. 
The framework describes an approach that is likely suitable 
for patients who, based on a provider’s assessment, are 
expected to require clinically-based interventions, like 
patients who will undergo bariatric surgery, or patients with 
multiple co-occurring clinical conditions who need care 
coordination between multiple specialists to reach their 
treatment goals. Figure 1 illustrates the treatment decision 
pathway and broad structure of this model.

The framework specifically seeks to address the ongoing 
challenges to effective obesity treatment for patients in 
traditional Medicare—which has a robust care accountability 
infrastructure and existing treatment programs. An 
integrated model can facilitate comprehensive obesity 
care that better engages a high volume of patients and 
significantly improves health outcomes—potentially 
facilitating alternative payment models for GLP-1s. 

This model includes alternative approaches care delivery 
and payment of medical interventions to:

• �Design and implement comprehensive, and  
appropriate obesity treatment;

• �Support providers with incentives to effectively 
diagnose, treat, and manage obesity within a 
multidisciplinary care model as needed;

• �Achieve long-term patient engagement which  
leads to successful treatment and improved health 
outcomes; and

• �Facilitate the development of alternative payment 
models for novel therapies as appropriate. 

Figure 1 | ��Treatment Design Pathway

Provider Considerations

Condition 
Severity & 
Specific Needs

Patient 
Preference

Location
Clinical 
Guidelines

Intensity of
Interventions

Clinical-Setting-Based Intervention Structure

Lifestyle Surgical Drugs

Care coordination across multidisciplinary 
primary and specialty care team

Alternative payment arrangements  
for medical products

Includes data collection on optimal use of medical and nonmedical  
interventions to inform clinical care pathways
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This framework was informed by an iterative literature 
review, input from the Duke-Margolis Value for Medical 
Products Consortium, and 10 informal interviews 
conducted with subject matter experts. The literature 
review explored: the epidemiology of obesity; the 
diagnostic and treatment pathway; and the spectrum of 
medical products used to treat obesity. This literature 

review formed the basis for a preliminary framework 
design which was then refined based on feedback from 
the Value for Medical Products Consortium, additional 
research, and informal interviews with expert stakeholders 
that included physicians who work with patients with 
obesity, as well as payment and care model design experts. 

Methods

AOM
Carveout
Payment

Arrangement

Risk-adjusted PMPM payment  
for obesity treatment

Two-sided risk arrangement between providers  
and payer. Shared savings/losses are based  

on performance targets which measure:  
use and adherence; patient health status; and PROs.

Bariatric 
Surgical 
Bundled 
Payment

Care Delivery Model
 

• �Treatment plan designed  
by multi-disciplinary 
primary and specialty  
care team

• �Available interventions 
include lifestyle, surgical, 
pharmacological

Entry Model
 

• �Obesity diagnosis  
based on BMI

• Physician assessment
• �Presence/severity  

of co-occurring  
clinical conditions

Exit Model
 

• �Change in presence/severity 
of obesity and co-occurring 
clinical conditions

• �Physician assessment  
of appropriateness

• �Persistent nonadherence

In informal interviews, physicians emphasized the lack of 
a standard treatment pathway for obesity, and the need 
to address the variability in patient journeys in a care 
and payment model. Some patients may require care 
coordination across providers to deliver comprehensive, 
individualized treatments for weight loss (differentiated 
from weight loss maintenance). As such, we propose 
a treatment agnostic care model that gives providers 

the flexibility to design tailored treatment plans. This 
approach also enables delivery of necessary wraparound 
services to support high-value care in the integrated 
model, such as nutrition, behavioral health, and physical 
activity interventions delivered in collaboration with 
community-based organizations. The model is outlined 
in Figure 2, and the following sections provide detailed 
descriptions of each model component. 

Overall Model Design

Figure 2 | ��Overall Design

https://www.bing.com/search?q=duke+maegolis+vmp+consortiu%2C&cvid=c0f4081564a9415a92fe5ece1dff5e7f&gs_lcrp=EgRlZGdlKgYIABBFGDkyBggAEEUYOTIGCAEQABhAMgYIAhAAGEAyBggDEEUYQDIICAQQ6QcY_FXSAQgzODk3ajBqOagCALACAQ&FORM=ANAB01&PC=W099
https://www.bing.com/search?q=duke+maegolis+vmp+consortiu%2C&cvid=c0f4081564a9415a92fe5ece1dff5e7f&gs_lcrp=EgRlZGdlKgYIABBFGDkyBggAEEUYOTIGCAEQABhAMgYIAhAAGEAyBggDEEUYQDIICAQQ6QcY_FXSAQgzODk3ajBqOagCALACAQ&FORM=ANAB01&PC=W099
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Model Entry and Exit
Patients will be eligible for model entry based on several 
criteria. A diagnosis of obesity as documented in a 
patient’s medical chart will be the “trigger” for entry. 
Participating providers can rely either on a diagnosis 
made during their visit with the patient, or on a recent 
obesity diagnosis from another clinical encounter. 
According to clinical guidelines, BMI measurements 
should be the basis for diagnosis.29 While there is 
renewed discussion on the appropriateness of BMI as a 
measure for diagnosis (with a recent Lancet commission 
urging a new definition that moves beyond BMI)30, obesity 
physicians interviewed report it is the most feasible 
measure to capture given bandwidth constraints. In 
informal interviews, physicians highlighted the challenges 
of capturing other potentially more accurate measures, 
like waist circumference, whereas BMI can be calculated 
based on routinely and easily collected measurements. 

Once a patient is deemed eligible for participation based 
on an obesity diagnosis, providers will rely on several 
additional factors to assess whether they should 
participate. These include:

1. �An assessment of how appropriate it is for the 
patient to enroll in the model. This type of 
assessment may evaluate the patient’s readiness 
to participate, or the enablers/ barriers that impact 
participation. This allows the provider to identify factors 
that could hinder participation, and resources the 
patient may need to keep them engaged in treatment.

2. �The presence and severity of co-occurring clinical 
conditions in each patient. Factoring in the impact 
of co-occurring clinical conditions ensures that patients 
with high unmet need are not adversely selected for 
the model. For example, a patient with higher barriers 
to participation but severe co-occurring clinical 
conditions should be prioritized for enrollment, with 
the care team developing solutions to meet their 
needs as part of the treatment plan.

3. �Guardrails for the even distribution of case 
complexity. This can help avoid adverse selection  
of patients with less complex cases. Providers may 
utilize an algorithmic or criteria-based selection 
process similar to that of an analogous, conceptual 
model for heart failure.31

Model exit should be based on provider assessment 
of how ready the patient is to transition from weight 
loss to maintenance care. Providers may rely on similar 
criteria to entry, such as BMI and the ongoing presence 
or severity of co-occurring clinical conditions in relation 
to treatment goals. Model exit should also factor in serial 
nonadherence to the program. While the model design 

takes non-medical drivers of health into consideration, 
some patients may not be ready to engage in treatment 
when selected, or require additional intensive resources 
that are outside the program’s capacity. These are situations 
where the patient may not be re-enrolled in the model, with 
the option of renewed participation once they are able to 
adhere to treatment. 

Key Providers
Patients will be aligned to a participating organization 
through a provider who is in charge of coordinating 
their treatment. This is likely to be the PCP, as they are 
the provider patients are most likely to engage with 
for diagnosis and treatment.32 Incorporating providers 
and other health professionals beyond the PCP in the 
care team is crucial to address bandwidth and scope of 
practice challenges for obesity treatment. The spectrum of 
physicians that may participate in care teams will depend on 
patient needs. These include obesity specialists, bariatric 
surgeons, internists, gastroenterologists, psychiatrists, 
and endocrinologists, depending on the complexity and 
severity of the condition and directly-related co-occurring 
clinical conditions.33–36 Other health professionals are 
equally integral for designing and delivering interventions—
like clinical social workers, psychologists, physician’s 
assistants, dietitians, nutritionists, nurse practitioners, 
and health and well-being coaches.

In order to appropriately deliver interventions, the 
providers involved in treatment should also rely on 
non-clinical professionals and organizations. Treatment 
models for obesity and co-occurring clinical conditions 
emphasize the benefits of public health services that 
are based in patient communities. Community health 
workers (CHWs) can play a key role in engaging patients 
with limited interactions with the health care system.33,34,37 
Partner community organizations can also deliver resources 
and services as part of the treatment plan, and integrate 
patient families into designing or delivering services.31, 38, 39  
Ensuring continuity and coordination between all of these 
stakeholders will likely require a clinical operations team as 
utilized by analogous care models to facilitate communication 
within the care team and with external partners.40 

Medical Services
According to guidelines, treatment plans should be 
tailored to individual weight loss and health goals, weight-
related conditions, risk, and patient preference across 
different intervention steps.29 We propose three types  
of interventions to be included in this care model based 
on clinical guidelines:

• �Lifestyle interventions that include nutrition, physical 
activity, and behavioral health components.29 For 
example, patients may follow programs for reduced-

Care Model Components
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calorie diets, increased physical activity, and participate 
in behavioral treatment that can include individual 
monitoring, sessions with clinicians, or group meetings 
with peers.29 Lifestyle interventions are a cornerstone 
of obesity treatment, and are often the first line of 
treatment for patients. Stakeholders may utilize 
digital programs to deliver lifestyle interventions and 
potentially better reach patients to participate in the 
integrated model. While still a growing field, certain 
digital interventions for obesity are proven to be as 
effective as in-person interventions, and can reduce 
barriers to comprehensive care for both patients and 
providers while significantly scaling participation.41 
Providers can rely on digital tools and programs to 
deliver interventions to patients with less intense care 
needs which can reduce some burden on the care 
team. For higher-need patients, digital interventions 
may be used in coordination with clinical services 
as required.

• �Pharmacological interventions should be used at 
the discretion of the provider team both in terms 
of duration and whether they will be used with 
other interventions. Clinical guidelines recommend 
that AOMs be used in conjunction with a lifestyle 
intervention program, whether the patient first 
engages in lifestyle intervention alone or participates  
in both from the beginning.42

• �Surgical interventions which include bariatric surgery, 
as appropriate. Guidelines recommend evaluation of 
medical and mental health to assess patient eligibility, 
and the selection of the surgical procedure based on 
individual patient risk, preference, and therapy goals.43,44 
Guidelines also recommend the continued use of 
lifestyle intervention after surgery, with the potential 
addition of AOMs for patients with significant weight 
regain.42 Surgery is recommended for patients with 
more severe obesity for whom lifestyle intervention and 
pharmacological intervention are not successful.29 

Population-Based Payment Approach
While there is the potential to provide more innovative 
and comprehensive obesity care to patients, the current 
fee-for-service (FFS) payment system makes it difficult to 
implement novel care models. APMs facilitate high-value 
and accountable care that can address the challenges to 
establishing appropriate care pathways for obesity. APMs 
for similar chronic conditions demonstrate the potential 
for population-based payment models to facilitate better 
treatment. A review of models for the treatment of type 2  
diabetes found that models with the most financial 
accountability from providers (i.e., shared-savings/risk and 
capitated population-based payments) had the greatest 
improvements in diabetes quality metrics.45 This model  
will utilize per-member, per-month (PMPM) payments  
that allow for greater provider flexibility to include services 
not well reimbursed under FFS. These PMPM payments will 
provide the upfront capital needed to build infrastructure 
for new care services or data collection systems—supporting 
long-term implementation of the integrated model’s 
performance and payment arrangements. The participating 
organization will share in financial savings or losses from 
implementing these novel treatment plans. 

Risk Adjustment
PMPM payments require risk-adjustment to ensure 
that providers receive appropriate payments to support 
treatment for heterogeneous patient populations with 
varying health priorities and treatment needs. Risk-
adjustment for patients with obesity will build on CMS’ 

existing risk-adjustment approach.46 We propose the 
following components to calculate patient risk score:

• �Severity of obesity based in part on BMI. However,  
given the evolving discussion around the validity of 
BMI as a measure of obesity, Medicare and providers 
may go through a systematic process to incorporate 
additional measures that have been suggested, such  
as body fat or complications.30 

• �Presence and severity of co-occurring clinical conditions 
that builds on CMS’ use of disease characteristics for 
risk calculation.46 These may include type 2 diabetes, 
cardiovascular disease, hypertension, dyslipidemia, 
and sleep apnea.47

• �Use of existing coding infrastructure, like Z-codes that 
capture factors that influence health status and reasons 
for clinical visits. These codes specifically capture drivers 
of health which may influence payment rates. 

Performance Measures 
Participating organizations will engage in two-sided risk 
arrangements that ensure high-value care, encourage 
process improvements, and establish accountability 
for patient outcomes. The results of key performance 
measures will dictate the shared savings or losses between 
the payer and accountable organization. Performance 
measures should primarily be collected through claims and 
existing electronic health records (EHR) data to streamline 
collection and minimize provider burden. We propose 
performance measures with the following aims: 

Payment Components 
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• �Measures which capture use of, adherence, and 
persistence to lifestyle and medical interventions. 
These may include lifestyle program attendance and 
completion rates. These measures will reflect how 
effectively the treatment team engages the patient.

• �Measures which capture patient health status.  
These may include changes in BMI, body fat, or 
relevant biomarkers at different participation 
milestones. These measures are key metrics to 
capture the success or failure of the program.

• �Patient-reported outcome measures (PROMs) which 
capture the patient’s perception of their health. 
Established measure sets can serve as a starting  
point for data collection. For example, the Set of  
Patient-Centered Outcome Measures for Adults living 
with Obesity captures quality of life, mental health, 
sleep, cardiometabolic health, waist circumference,  
and grip strength among other measures.48

• �Measures which capture how well the provider  
moves patients through the model. These may 
include the average time patients spend in the model 
relative to weight loss and to relevant biomarkers. 
Payment bonuses linked to positive performance  
can mitigate adverse selection to keep patients  
in the model when no longer appropriate.

Implementing performance measures will require 
performance thresholds established by benchmarks. 
Benchmarks are typically determined based on  
past performance data, which may be pulled from  
high-performing obesity management programs or 

programs for co-occurring clinical conditions that 
capture relevant measures. Performance in comparison  
to these benchmarks will dictate shared savings  
and losses for participating organizations.  

Accountability
Participating organizations will receive PMPM payments 
and be held responsible for treatment outcomes across 
their patient populations. Taking on accountability requires 
the infrastructure to distribute payments across the 
multi-disciplinary care team, and for robust collection of 
performance measures that dictate shared savings and 
losses. This model is best suited to a Medicare Accountable 
Care Organization (ACO) because they have the necessary 
infrastructure to implement this model. As part of their 
payment arrangements, ACOs are responsible for building 
care delivery infrastructures, and collecting quality and 
performance data.49 In addition, ACOs tend to be driven 
by PCPs, with the use of specialists as necessary. This 
aligns with the likely care delivery approach for obesity 
treatment—where PCPs play an outsized role due 
to their availability and close patient relationships, as 
well as their ability to coordinate care across associated  
chronic conditions. 

While the obesity model will be nested within the ACO, 
population-based payments for obesity will remain distinct 
from the rest of the accountability arrangement. This 
approach can utilize the specialty condition-based payment 
model (SCMs) approach described in a 2022 Duke-Margolis 
white paper focused on integrating specialists into ACOs.50 
Medicare payment reforms for specialists have traditionally 
focused on episode-based payments for defined events, 

Figure 3 | ��Integrated  
Accountability 
Structure Whole-Person  

Accountability Model (e.g., ACO) 
Accountable for obesity and bariatric episode spending,  

and additional spending outside of obesity-related treatment.

Obesity  
Conditioned-Based  

Model 
Accountable for all obesity-related 

spending for enrolled patients.

Surgical 
Bundled Payment

Accountable for  
spending related to  
bariatric procedure.

AOM Carveout 
Payment  

Arrangement
Accountable for spending 

related to AOM use.
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rather than payment reform across the care continuum. 
SCMs separate payment for the selected disease area 
from the rest of the ACO, allowing the ACO to integrate 
specialists into long-term arrangements for just their 
relevant disease areas, and to lower cost of care for these 
conditions.50 Figure 2 illustrates a potential model structure 
for obesity treatment using an SCM.

In this model, the PMPM payments for obesity remain 
distinct from payment for the rest of the ACO care through 
the obesity condition-based model. The ACO will collect 
and distribute the PMPM payment, and is also responsible 
for implementing the two-sided risk arrangement in which 
providers share savings or losses based on performance. 
Like the SCMs detailed in the Duke-Margolis white paper, 
the obesity condition-based model will further nest 
acute episodes—i.e. the bariatric surgical episode. The 
payment approach for this surgical episode is described 
in the next section. Of note, surgical team members 
are solely responsible for spending during the bariatric 
episode. This layered accountability approach allows for 
increased provider participation while maintaining distinct 
responsibilities for different elements of care.

Payment for Bariatric Surgery
As the costs of surgical procedures are both large and 
a one-time case for most patients (unless revision is 
needed), payment for surgical procedures will be distinct 
from the rest of the accountability arrangement. The 
procedure will remain within the obesity condition-based 
model, but payment and accountability will be separate 
from the everyday care that the PMPM supports. This 
can help create clearer boundaries for what treatment 
the surgical team versus the everyday care team is 
responsible for—particularly for perioperative care. 
For example, patients may be required to complete 
dietary counseling before surgery51 and in the post-
operative period may need the support of a registered 
dietitian to modify their diets.52 Delineating payment 
for these services between the PMPM payments or the 
surgical episode bundle can clarify expected periods of 
responsibility between providers.

This model can build on the existing (CMMI Bundled 
Payments for Care Improvement Advanced (BPCI-A) 
model for various clinical episodes, including for bariatric 
surgery. The model aims to provide high-quality, 
collaborative patient care while reducing hospital and 
emergency room use.53 CMS bundles the cost of care 
for a clinical episode (i.e. bariatric surgery) and compares 
this target price to FFS spending to determine whether 
participants will receive additional payments or if they 
must repay CMS. Payment is also tied to the CMS 
Administrative and Alternative Quality Measures Sets—
which includes several measures that can be used to 
capture surgical success and safety.53 

Building Alternative Payment Models for GLP-1s
The new class of GLP-1s offers substantial health benefits 
for large patient populations, but costs continue to 
complicate patient access. Given the broad indicated 
population, coupled with current pricing levels—even as 
net prices have substantially declined due to rebates and 
discounts—payers may apply utilization management 
strategies or other targeted coverage approaches as 
tools to manage drug and overall health care spending, 
especially in cases in which long-term health impacts are 
uncertain. This results in limited access to these novel 
therapies and limited health benefits. Under current law, 
Medicare Part D plans are prohibited from covering drugs 
used for weight loss. While a recent proposal to reinterpret 
the definition of obesity as a disease to allow AOM coverage 
was not finalized, the administration indicated that it may 
consider future policy options for AOMs.54 

Furthermore, CMS recently selected semaglutide 
(Ozempic,TM RybelsusTM and WegovyTM) for the list of 
selected drugs for the second cycle of the Medicare 
Drug Price Negotiation Program.55 An alternative payment 
arrangement for GLP-1s could build on these efforts 
by providing access to substantially larger volumes of 
patients who can benefit from treatment and supporting 
wraparound services that improve adherence and 
outcomes. The obesity care and payment model outlined 
above establishes a care infrastructure and engaged 
patient base that can be harnessed for a volume-based 
payment arrangement for GLP-1s.

Specifically, this model would feature a negotiated 
arrangement between GLP-1 manufacturers and drug 
plans that reduces the drug’s unit price based on a 
threshold of increased patient volume. In return, plans 
would commit to significantly expanding access among 
eligible beneficiaries who would benefit from weight 
loss—removing traditional coverage restrictions such as 
prior authorization or step therapy requirements and 
setting a flat, relatively low maximum copayment for 
GLP-1s. Implementing such an arrangement would also 
require shared data collection between stakeholders to 
capture drug use and patient outcomes which may reflect 
cost savings for obesity and co-occurring clinical conditions.  
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The Medicare beneficiary population is well-suited for a 
payment model which supports more comprehensive, 
coordinated obesity treatment. An estimated one in 
five Medicare beneficiaries have been diagnosed with 
obesity.56 Additionally, adults aged 65 and older face 
higher rates of other chronic conditions.5, 28 This includes 
co-occurring clinical conditions that may be mitigated 
by treatment for obesity, like type 2 diabetes, coronary 
heart disease, and chronic obstructive pulmonary disease 
(COPD.)29 The Medicare program has existing value-
based payment structures which can be leveraged for  
a this integrated population-based model. For example, 
the Shared Savings Program already utilizes risk-sharing 
strategies, and CMMI has piloted chronic disease payment 
models through CMMI. Assuming eventual AOM coverage 
under Part D, CMMI could establish a population-based 
payment model for obesity which builds on existing 
Medicare obesity programs. 

Several existing benefits that support comprehensive 
obesity care that may be part of a population-based 
payment model exist. All Medicare beneficiaries are 
eligible for Annual Wellness Visits (AWV) which focus 
on identifying health risks and developing prevention 
plans. As part of these visits, physicians measure obesity-
related measures such as height, weight, BMI, and other 
measures as they deem appropriate.57 AWVs also recently 
incorporated an optional “social determinants of health” 
risk assessment for patients.57 While AWVs provide a good 
entry point for diagnosis and to collect relevant clinical 
and social measures, low uptake of AWVs hinders their 
utility in a population-based payment model.58 ACOs 
integrating a population-based payment model for obesity 
could implement reforms to increase AWV attendance. 
For example, one health system increased their AWVs 
for eligible patients by 25 percent by: using software that 
allows health care organizations to view AWV eligibility; 
integrating AWVs into the EHR; and implementing 
compensation bonuses for providers who achieved 
high AWV rates.58 

Once diagnosed, Medicare beneficiaries are eligible for 
Intensive Behavioral Therapy (IBT) for obesity. This program 
includes routine screening of obesity as measured by BMI, 
dietary assessments, and intensive counseling or therapy 
which supports diet and exercise interventions.59 Medicare 
reimburses PCPs for up to 22 15-minute visits annually—
contingent on whether beneficiaries reach weight loss 
requirements at a six-month follow-up.60 Despite its utility, 
there has been minimal uptake of this benefit. This may  
be due to low reimbursement rates as compared to regular 
primary care visits, and the frequency of required visits 
which burdens both patients and providers.61 CMS can 
test elements that could support uptake of this program, 
including expanding the program beyond PCPs (perhaps 
more heavily relying on digital health interventions), 
increasing reimbursement, or changing visit requirements 
to be more flexible to patient needs. 

Finally, CMS can build on existing quality measures which 
incentivize effective obesity treatment, including use of 
GLP-1s. Programs like the Merit-Based Incentive Payment 
System (MIPS) rewards providers for improvements in 
various health outcomes related to obesity that can be 
improved with widespread coverage and use of AOMs.62 
CMS can take steps to align relevant quality measures 
between existing care delivery models such as MIPS and 
outcome-linked payment arrangements, as we propose 
here, to improve medical care that incorporates these 
effective drugs. CMS can build on these measures to 
encourage coordinated, comprehensive care for obesity 
and track AOM use. Clinical quality measures around 
these products will incentivize providers to collect data 
on prescriptions and adherence and provide insights into 
areas for improvement across health care organizations.   

Implementation Considerations: Traditional Medicare 

While this framework is focused on implementing a model 
for Traditional Medicare beneficiaries, this approach 
could be adjusted for other payer populations—such as 
Medicare Advantage (MA) and commercial beneficiaries. 
Over half (54 percent) of Medicare beneficiaries are now 
enrolled in MA plans.63 MA plans have the flexibility and 
discretion to enter into alternative payment arrangements 
with providers and greater flexibility than FFS Medicare to 
reimburse for services that are not traditionally covered 

under FFS. This payment structure enables care delivery 
reforms that can play a key role in integrated models 
by supporting comprehensive obesity treatment and 
facilitating data collection on integrating GLP-1s into 
existing care pathways.  

Following a larger trend, MA plans have increasingly  
been engaging in downside risk arrangements—the rate 
of MA population-based payment models increased over 

Implementation Considerations: Other Beneficiary Populations 
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20 percent from 2018 to 2023.64 Stakeholders can harness 
existing data infrastructures for these accountability 
arrangements to develop integrated population-
based models that increase access to obesity treatment, 
improve health outcomes, and provide cost savings 
across stakeholders. This kind of model can use the care 
and payment structures outlined above, but will not utilize 
the larger ACO structure that exists for Traditional Medicare 
beneficiaries. Instead, MA plans and accountable 
providers can enter into obesity-specific arrangements 
with shared savings and losses for performance. An 
integrated model can harness existing measures under 
the Star Ratings Program that incentivize weight loss—
such as adherence to medications for co-occurring clinical 
conditions, blood pressure, and physical activity.62 As a 
recent Duke-Margolis comment letter highlights,65 CMS 
can work with MA plans to increase transparency on 
adoption of APMs to align on best practices, and promote 
data-sharing on specialty performance to bring more 
specialists into APMs for obesity.

Commercial payers also present an opportunity to 
implement integrated population-based models for 
obesity. Like in Medicare Advantage, the rate of double-
sided risk arrangements, particularly population-based 
payment models, has increased among commercial 
payers.64 There has also been steady growth in the 
number of commercial ACO contracts, in comparison 
to slowed growth in Medicare ACOs in recent years.66 

Commercial payers can utilize existing data infrastructure 
and experience with care reforms to implement 
population-based models for obesity—potentially through 
a carved out condition-based model in a larger ACO, 
or as a standalone condition-based model contracted 
with relevant providers. In addition to this framework, 
commercial payers developing integrated models can 
align with existing approaches to episodic obesity care. 
For example, Vanderbilt Health has a weight loss program 
for commercial beneficiaries that bundles all the services 
needed for surgical weight-loss.67 Many insurers have 
also integrated weight-loss programs that could be 
incorporated into this type of model.68,69  

The rapidly growing rate of obesity in the U.S., coupled with the arrival of transformative but costly  
GLP-1s, provide the opportunity to rethink standard approaches to care and payment for obesity 
treatment. Integrated population-based payment models for chronic diseases like obesity can increase 
access to both medical and nonmedical treatment options and significantly improve population outcomes. 
Population-based care models provide the opportunity to address fragmented and ineffective care 
structures which have created barriers to obesity treatment. Simultaneously, stakeholders can implement 
new payment models to increase access to both established and novel treatment options while containing 
health care costs. Combined, these efforts can provide appropriate, long-term care to patients that greatly 
improves their health and reduces their medical spending for obesity and co-occurring clinical conditions. 
These reforms can also contribute to an updated evidence base that informs care guidelines and the 
evolving standard of care for obesity treatment.  

This integrated care and payment model is a first step in establishing pathways to improve access to 
transformative therapies like GLP-1s across patient populations. Further reforms will be required to create 
coverage pathways for these therapies, and to ensure that stakeholders have the infrastructure to support 
long-term access to GLP-1s—including for data collection capacity, novel clinical care pathways, and flexible 
manufacturing capabilities to meet demand.

CONCLUSION
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