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EPIDEMIOLOGY AND
ECONOMICS OF OBESITY

The prevalence of obesity among adults
in the United States is approximately
40%, with rates varying based on age,
gender and race/ethnicity.! State and
regional variations in adult obesity rates
also have been identified.?

The clinical consequences of obesity
are well recognized. People with obesity,
in comparison with those at a healthy
weight, are at significantly increased
risk for mortality, as well as many
chronic conditions including diabetes,
hypertension, heart disease, stroke,
gallbladder disease, osteoarthritis, some
cancers, depression and other mental
health disorders, body pain, and sleep
apnea.’

As aresult, obesity is a significant
driver of direct and indirect costs (lost
productivity) in employed populations.
A large-scale study found that the

costs of medical utilization, short-term
disability, and workers’ compensation
claims combined with absence was
$8,067 for morbidly obese employees
(BMI>40) in comparison with $3,830
for normal weight employees, in 2011
dollars.* A recent review found that
“estimated mean annual per capita
health care expenses attributable to
obesity are $1,160 for men and $1,525 for

women. Workers who were obese had
more than double the work limitation of
those who were of normal weight.”®

In 2013, the American Medical
Association recognized obesity

as “a disease state with multiple
pathophysiological aspects requiring
arange of interventions to advance
obesity treatment and prevention.”
Lifestyle programs, pharmacologic
interventions, and surgery all are
important tools to help manage a highly
prevalent, high-impact disease. In

this Action Brief we focus on bariatric
surgery and considerations for surgical
benefit design.

WHY COVER BARIATRIC
SURGERY?

Bariatric surgery can be an important
tool in employer efforts to address
obesity and chronic conditions. Current
guidelines indicate that individuals
with BMI>40, and those with BMI>35
who also have chronic conditions
associated with obesity such as diabetes
and hypertension, should be considered
candidates for surgical intervention.

There are a variety of bariatric
procedures, all of which seek to produce
weight loss by either restricting the
volume of food the stomach can hold or



causing malabsorption of nutrients (or

both). The four most common procedures
in use today are:

Roux-en-Y gastric bypass
Sleeve gastrectomy
Adjustable gastric band

Bileopancreatic diversion with
duodenal switch (BP/DS)

Information on what these procedures
do and their relative advantages and
disadvantages can be found through
the American Society for Bariatric and

Metabolic Surgery website (asmbs.org).

Most published studies have demonstrated
the effectiveness of bariatric surgery
procedures as a treatment for morbid
obesity. A 2017 review and meta-analysis
found that gastric bypass and sleeve
gastrectomy were equally effective, and
both were more effective than gastric
banding.® Weight loss from bariatric
surgery also appears to be sustained over
long periods of time. A 2017 review found
that five years after gastric bypass, excess

weight loss was 62.6% and after 10 years it
was 63.5%. For sleeve gastrectomy, excess
weight loss was 53.3% after five years (10-
year data is not yet available)” Numerous
studies have demonstrated that weight loss
associated with bariatric surgery results
in reversals or reductions in severity of
obesity-associated chronic diseases. For
example, one study in a population with
established diabetes found that over 88%
of patients undergoing gastric bypass or
sleeve gastrectomy were able to maintain
healthy blood glucose levels without the
use of insulin.® Another published study
shows that bariatric surgery lowered the
risk of developing any cancer by one-third,
and obesity-associated cancers by more
than 40%.°

Bariatric surgery is relatively safe

and the risk of surgical complications

is signifcantly lower than the risks
associated with morbid obesity. A

recent review found that “in certified
centers, the risks of primary bariatric
procedures have been reported to be
identical to gallbladder surgery and joint
replacement.”*® The overall complication
rate for bariatric procedures has been
reported to be less than 4%, with overall
mortality rates estimated between

0.1% and 0.3%. Adjustable gastric band
procedures are less commonly being
done today because of higher rates of
complications including band slipping
requiring adjustment or removal and
lower rates of effectiveness. A 2015
review of the literature on complication
rates concluded: “Bariatric surgery is
safe and has become more so as surgeons
gain experience in the evaluation and
treatment of the obese patient. Although
there are several surgical options, each
has its own technical and metabolic
issues that should be considered when
choosing a weight-loss surgery for each
patient. Complications and mortality
have decreased to the extent that the
risk-benefit ratio clearly favors a broader
application in the medically complicated
obese population.”*

Costs of bariatric surgery depend on
numerous factors including type of
procedure, geography and, of course,
payor contracts. Obesitycoverage.com,

a consumer-facing website, estimates
costs of gastric bypass at $23,000, sleeve
gastrectomy at $14,900, and laparoscopic
banding at $14,500."* Studies have
estimated that costs of surgery are
typically recovered within two to four
years after surgery.

TAKING A FRESH LOOK
AT BARIATRIC SURGERY
BENEFIT DESIGN:
ACTION STEPS FOR
EMPLOYERS

Review of the literature and discussion
with clinical experts and benefits
consultants has yielded the following
recommended action steps for employers
committed to addressing the obesity
epidemic and its health and economic
consequences:

Look at obesity rates in your
population, overall and by
demographic subgroup, and
geographic location.

Review data on bariatric surgery
utilization and outcomes (weight
loss, costs) if you already offer a
bariatric surgery benefit. Make sure
the majority of bariatric procedures
being reimbursed are those that are
currently recommended based on
higher effectiveness and lower rates
of complication (sleeve gastrectomy,
Roux-en-Y gastric bypass).

Determine the proportion of the
population that could be eligible for
bariatric surgery based on clinical
criteria (BMI>=40 or BMI>=35 with
diabetes or other chronic conditions
exacerbated by obesity). Recognize
that not all will be candidates or will
want surgery.



Consider offering a bariatric surgery
benefit if not already offered.

Review your current bariatric surgery
benefit, if offered. Consider plan
document language that relies on
standard medical practice as specified
by the American Society for Metabolic
and Bariatric Surgery (ASMBS).
Consider not covering gastric banding
or ensure that prior authorization

has appropriate criteria in place to
determine when this procedure will be
approved.

Discuss current coverage and
utilization management criteria with
health plans and benefits consultants.
Ask how the plan currently authorizes
and manages surgery, including
ensuring that appropriate medical
and behavioral healthcare services are
in place for both the pre- and post-
surgical periods.

Consider reducing or eliminating
waiting periods for those seeking
surgery. Require counseling and
education so the surgical candidate
fully understands the benefits and
risks and is physically and emotionally
prepared to make lifestyle changes
needed to support a successful
outcome.

Offer employees educational resources
that include the bariatric surgery
benefit as one option within the full
spectrum of weight-loss benefits and
programes.

Review current plan out-of-pocket
payments for individuals seeking
bariatric surgery. Consider reducing
out-of-pocket expenses for all
candidates or candidates at high risk
of morbid obesity complications,
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using established clinical criteria

(i.e., avalue-based insurance design
approach to the bariatric surgery
benefit to ensure access for those for
whom bariatric surgery is a high-value
service).

Review the current credentialed
network for bariatric surgery offered
by your health plan. Ensure that, at a
minimum, the health plan limits the
network to surgery centers that have
been accredited by the Metabolic
and Bariatric Surgery Accreditation
and Quality Improvement Program
(MBSAQIP)

Ask your health plan how bariatric
surgery programs and surgeons are
currently reimbursed. Review your
claims to determine current costs.
Consider implementing case rates/
bundled payments that include pre-
assessment, surgery, and post-surgical
monitoring and support services.

Ask your health plan to report

on complication rates including
infections and repeat procedure rates
for surgical centers in the network.
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