
SWHR Policy Agenda: 
Enacting Change to Improve Outcomes for Women Living with 
Obesity Across the Lifespan
Obesity is a chronic disease that occurs when there is an increase in the size and amount of fat cells in the 
body that cause metabolic dysfunction. Obesity can be caused by a combination of factors, including genetics, 
physical inactivity, excessive caloric intake, medical conditions, insufficient sleep, certain therapeutic drugs like 
antidepressants, socioeconomic status, stress, and endocrine-disrupting chemicals, among others.

Obesity can take a toll on the body, and it raises the risk of other 
diseases and health conditions, including heart diseases, high blood 
pressure, type 2 diabetes, sleep apnea, stroke, mental illness, and 
body pain. Further, studies have shown that about 4-8% of cancers 
are attributed to obesity. Obesity has also been linked to premature 
death and loss in life expectancy.

Presently, approximately 35% of adults in the United States are living 
with obesity—and rates are rising. The prevalence of obesity is the 
highest among non-Hispanic Black adults (49.9%), Hispanic adults 
(45.6%), and non-Hispanic white adults (41.4%). Among the nation’s 
youth, obesity rates are also climbing. Among young people between 
the ages of 10-17, one in six is living with obesity, according to 2021-
2022 data from the National Survey of Children’s Health. 

While there is no significant difference in obesity prevalence 
between men and women, a 2021 Journal of Mid-Life Health 
article found that “women are at higher risk for developing obesity-
related physical and psychological comorbidities and have a 
twofold higher mortality risk than overweight men.” A 2012 study of 
men and women between 18 and 65 years of age found that women 
are disproportionately impacted by the disease due to higher levels 
of medical comorbidities and increased stigma concerning health-
related quality of life. Specifically, women who were overweight or 
living with mild obesity were perceived as having poorer physical 
health, whereas impairment in men’s physical health was apparent 
only with moderate obesity.  

Sociocultural attitudes about health, body image, and gender norms 
may contribute to these perceptions. The authors note that “it has 
been suggested that higher levels of perceived impairment in 
physical health associated with overweight in women might reflect, in 
part, an effect of psychological distress associated with negative body 
image and/or weight-related stigma on perceptions of general 
health.” Other studies have likewise shown a relationship between 
gender and weight stigma, with evidence that women, compared to 
men, experience more weight stigmatization and more weight bias 
internalization. 

Fast Facts: Obesity in U.S. Women
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More than 1 in 4 women in the United 
States are overweight

11.5% of women are living with severe 
obesity, compared to 6.9% of men

Given the same body mass index, women 
have a 10% higher fat mass compared to 
men

Women gain an average of 1.5 
pounds per year during midlife

Prevalence rates of obesity among 
U.S. women: non-Hispanic Black 
(56.9%), Hispanic (43.7%), non-Hispanic 
white 
(39.8%), non-Hispanic Asian (17.2%)

Women ages 51-61 living with moderate to 
severe obesity have 40% lower financial 
net worth than that of their peers 

40%↓

https://www.nhlbi.nih.gov/health/overweight-and-obesity
https://www.nhlbi.nih.gov/health/overweight-and-obesity
https://doi.org/10.7861/clinmed.2023-0168
https://www.cdc.gov/healthy-weight-growth/food-activity/overweight-obesity-impacts-health.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9857053/#:~:text=Results%3A%20About%204%E2%80%938%25,%2C%20liver%2C%20and%20gallbladder%20cancer.
https://www.thelancet.com/journals/eclinm/article/PIIS2589-53702200159-6/fulltext
https://www.thelancet.com/journals/eclinm/article/PIIS2589-53702200159-6/fulltext
https://www.cdc.gov/media/releases/2024/p0912-adult-obesity.html
https://doi.org/10.4103%2Fjmh.jmh_48_21
https://doi.org/10.4103%2Fjmh.jmh_48_21
https://doi.org/10.4103%2Fjmh.jmh_48_21
https://onlinelibrary.wiley.com/doi/full/10.1038/oby.2009.27
https://doi.org/10.1080%2F21662630.2015.1047881
https://www.niddk.nih.gov/health-information/health-statistics/overweight-obesity#:~:text=the%20above%20table-,Nearly%201%20in%203%20adults%20(30.7%25)%20are%20overweight.,women%20(27.5%25)%20are%20overweight.
https://www.niddk.nih.gov/health-information/weight-management/adult-overweight-obesity/definition-facts#:~:text=Sex,women%20have%20overweight%20or%20obesity.&text=But%20severe%20obesity%2C%20or%20having,%25)%20than%20men%20(6.9%25).
https://doi.org/10.1186/2042-6410-3-13
http://dx.doi.org/10.1016/j.mayocp.2017.08.004
http://dx.doi.org/10.1016/j.mayocp.2017.08.004
https://www.cdc.gov/nchs/data/databriefs/db360-h.pdf
https://www.nia.nih.gov/sites/default/files/2017-06/health_and_retirement_study_0.pdf
https://www.nia.nih.gov/sites/default/files/2017-06/health_and_retirement_study_0.pdf
http://www.swhr.org
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This policy agenda was developed by the Society for Women’s Health Research (SWHR) as part of its Obesity Program . The 
content was informed by SWHR’s Obesity Policy Working Group, comprising policy professionals, researchers, clinicians, and 
patient advocates. The Working Group convened for a roundtable meeting on February 20, 2024, to discuss policy gaps, unmet 
patient needs, and opportunities to improve outcomes for women living with obesity across the lifespan. 

While this policy agenda was informed by the convening of the Obesity Policy Working Group, the policy recommendations 
included within the document represent the recommendations of SWHR; they do not necessarily reflect the recommendations of 
individual Working Group members. 

Members of the Working Group included the following: 
	⊲ Lydia Alexander, MD, FOMA, Fellow and Diplomate, Obesity Medicine Association

	⊲ Mila Becker, JD, Chief Policy Officer, Endocrine Society

	⊲ Colleen Barbero, PhD, MPPA, Model Lead, Medicare Diabetes Prevention Program (MDPP), Division of Health Care Delivery, 
Center for Medicare and Medicaid Innovation

	⊲ Eliza Chin, MD, Executive Director, American Medical Women’s Association

	⊲ Catherine Ferguson, Vice President of Federal Advocacy, American Diabetes Association

	⊲ Christine Gallagher, MPAff, Associate Director of Research and Policy, STOP Obesity Alliance, Milken Institute School of Public 
Health, The George Washington University

	⊲ Millicent Gorham, PhD (Hon), MBA, FAAN, CEO, Alliance for Women’s Health and Prevention

	⊲ Francisco Lopez-Jimenez, MD, MSc, MBA, Chair, Division of Preventive Cardiology; Professor of Medicine, Mayo Medical 
School

	⊲ Kelsey Lang, MPP, Executive Director, U.S. Health Policy and Reimbursement, Amgen

	⊲ Martha Nolan, Senior Policy Advisor, HealthyWomen

	⊲ Liz Paul, Obesity Action Coalition Board Member and Obesity Advocate

	⊲ Margaret Rehayem, Vice President, National Alliance of Healthcare Purchaser Coalitions

	⊲ Marilyn Ritholz, PhD, Senior Psychologist, Joslin Diabetes Center; Beth Israel Deaconess

	⊲ Michele Tedder, MSN, RN, Obesity Action Coalition Board Member and Obesity Advocate

	⊲ Tracy Zvenyach, PhD, Director of Policy Strategy and Alliances, Obesity Action Coalition

SWHR thanks these dedicated individuals for contributing their time and expertise to this work. 

Note: Both sex and gender influence health across the lifespan, and SWHR strives to comprehensively address both sex and 
gender as they relate to women’s health. When citing research, SWHR uses terminology consistent with what is used in the cited 
study. You can read more at SWHR.com.  
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https://swhr.org/health_focus_area/obesity/
https://swhr.org/about/the-role-of-womens-health-research/
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S There have been significant scientific advancements in 

metabolism and obesity research in recent decades. Among the 
learnings derived from research, as summarized in a 2015 
Diabetes Care article, are that genetic components of obesity 
are fundamental contributors to individual risk, that adiposity 
(i.e., body fat) is highly heritable, that specific genes are 
associated with weight gain, and that environmental factors can 
alter weight gain and help identify populations at higher risk for 
obesity. The authors also note that there has been important 
research to illustrate the neural pathways that regulate food 
intake and energy control and how those pathways could be 
affected by either genetic or environmental factors. Yet, there 
are noticeable gaps across the research enterprise when it 
comes to obesity. This encapsulates both research questions 
regarding obesity that need to be answered, as well as how 
diverse populations are represented within clinical trials. 

The following considerations should be made to address gaps 
in research.

	 Ensure Sufficient Representation of Diverse 
Populations Within Obesity Research 
There are significant discrepancies in the 
populations most affected by obesity and their representation in clinical research. As elucidated in a systematic 
review published in the Journal of Racial and Ethnic Health Disparities, although obesity is most prevalent among 
and disproportionately affects Black and Hispanic Americans, “these populations are grossly underrepresented as 
participants in clinical trials.”  

When looking at the female population specifically, African American women have a higher prevalence of obesity 
compared to other racial and ethnic groups. Further, females in general are significantly overrepresented as 
participants in weight-loss and bariatric surgery studies. As summarized in the article, “This paucity of sex and 
racial/ethnic diversity in clinical research can lead to research findings that are not generalizable to all members 
of society, with negative downstream effects for underrepresented populations most affected by the comorbid 
conditions associated with obesity.” 

Another challenge is that individuals living with obesity are generally underrepresented in clinical trials, “despite 
studies showing differences in intervention effects between people with obesity and people with normal body mass 
index (BMI),” as stated in an American Medical Association (AMA) piece. Underrepresentation, the authors noted, can 
take many forms, whether it is issues with study design (e.g., participants above a specific BMI being excluded from 
trials or failing to recruit or retain people with obesity for a study) or issues with analyses and reporting (e.g., failure 
to report rates of obesity in study samples or failure to perform relevant sub-analyses).

Recommendations:

a.	 Consider Impacts of Exclusion Criteria. One study found that, “despite the overall steadily increasing 
prevalence of obesity in the U.S. population, dosing recommendations for obese patients are typically not 
provided in the majority of the current U.S. Food and Drug Administration (FDA)-approved labels.” This suggests 
the need for increased inclusion of patients with obesity during trial phases. 

To remedy this, researchers should re-evaluate if such exclusion criteria is rooted in valid safety reasoning or if it 
is reflective of outdated biases or misconceptions about obesity. If no safety concerns exist, researchers should 
expand inclusion criteria to patients with obesity, especially for trials involving treatments for non-weight related 
conditions.

Classifying Obesity
Screening for obesity is based on an individual’s calculated body 
mass index (BMI) -  their body weight in kilograms divided by the 
square of their height in meters. The U.S. Centers for Disease 
Control and Prevention categorizes BMI for adults 20 years and 
older as:

	⊲ Underweight: BMI < 18.5

	⊲ Healthy weight: BMI = 18.5 to less than 25

	⊲ Overweight: BMI = 25 to less than 30

	⊲ Obesity (Class 1): BMI = 30 to less than 35

	⊲ Obesity (Class 2):BMI = 35 to less than 40

	⊲ Obesity (Class 3): BMI ≥ 40

While BMI is a commonly relied upon tool for diagnosing patients 
with obesity, there are several limitations to using BMI as an 
indicator for obesity. For example, for Asian populations, it has 
been recommended that BMI categories be amended due to the 
metabolic effects observed in Asian Pacific populations at BMI 
values below 30. When treating patients with obesity, clinicians 
should approach patients with a holistic and comprehensive 
approach which acknowledges BMI as just one indicator of 
patient health.I.
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4831905/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4831905/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4831905/
https://doi.org/10.1007/s40615-022-01487-0
https://journalofethics.ama-assn.org/article/how-should-we-approach-body-size-diversity-clinical-trials/2023-07
https://doi.org/10.1002/jcph.2377
https://www.cdc.gov/bmi/adult-calculator/bmi-categories.html
https://www.cdc.gov/bmi/adult-calculator/bmi-categories.html
https://doi.org/10.1007/s40615-022-01487-0


b.	 Promote compliance to assessment and accountability mechanisms for clinical trials. Enforcing assessment 
and accountability mechanisms in trials is paramount for ensuring the integrity, reliability, and ethical conduct of 
biomedical research. These mechanisms can prevent research misconduct, data manipulation, and bias as well 
as maintain trust in science. Accountability mechanisms within clinical trials may include assessing whether 
clinical trial exclusion criteria will inadvertently omit members of the treatment population for whom the 
intervention is intended to serve; monitoring efforts—through internal and external mechanisms—to engage 
diverse communities in clinical trials; and holding researchers accountable for meeting their gender 
representation goals within trials. However, greater efforts are necessary to ensure that research trials are 
appropriately adhering to such assessment and accountability mechanisms. 

	 Commit to Increasing Diversity Across the Scientific 
Enterprise 

Recommendations: 

a.	 Pass the NIH Clinical Trial Diversity Act 
(H.R.3503/S.1701). The bipartisan NIH Clinical 
Trials Diversity Act aims to increase the diversity of 
participants in all National Institutes of Health (NIH)-
funded trials by building upon the agency’s current 
policies to enhance the inclusion of women, racially 
and ethnically diverse individuals, and people of all 
ages. Provisions of the bill include requiring NIH to 
work with clinical trial sponsors to develop “clear 
and measurable recruitment and retention goals 
based on disease/condition prevalence;” remove 
some of the burdens associated with clinical trial 
follow up; and conduct a public awareness campaign 
regarding research participation opportunities.

b.	 Improve the diversity of the research workforce 
and leadership. A diverse workforce is essential to 
not only ensuring that a wide range of experiences 
and insights are brought to the table, but also for 
challenging biases and discrimination and creating a culture of trust and respect. Studies have revealed that, for 
research participants, “trust is influenced not only by the scientific expertise of the researchers, but also by the 
researchers’ knowledge of the history, context, and experience of the study populations.”

c.	 Ensure greater adherence to the NIH Sex as a Biological Variable (SABV) Policy and sex and gender 
reporting. In 2016, the NIH implemented its SABV Policy, which made clear NIH’s expectation that SABV will be 
factored into research designs, analyses, and reporting in vertebrate animal and human studies. Studying SABV 
can show the biological and physiological differences between males and females. Given the significant sex-
based differences in anatomy, physiology, and susceptibility to different diseases, men and women may respond 
differently to treatments, medications, and interventions. Failing to account for SABV can leave us unable to 
develop the most effective, personalized health care solutions for patients. Despite its enactment, greater 
enforcement and accountability of the SABV policy is needed. NIH institutes and peer reviewers should reiterate 
their commitment to analyzing and reporting on SABV, promote Office of Research on Women’s Health (ORWH)’s 
training modules on SABV, and confirm expectations of adherence to the policy. 

	 Provide Dedicated Funding to Close Gaps in Women’s Obesity Research, 
According to the NIH Research, Condition, and Disease Categories (RCDC) system, the NIH funded close to $1.2 
billion for obesity research and $261 million on childhood obesity research in 2023. As NIH approaches future 
research, areas to prioritize should include research into the predisposition of certain individuals’ genetic systems to 
cause weight gain, the role of the microbiome in obesity, and the utilization of anti-obesity medications.

II.

III.
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https://www.congress.gov/bill/118th-congress/senate-bill/1701?q=%7B%22search%22%3A%22s.+1701%22%7D&s=1&r=1
https://www.congress.gov/bill/118th-congress/senate-bill/1701?q=%7B%22search%22%3A%22s.+1701%22%7D&s=1&r=1
https://doi.org/10.1007/s11606-020-05868-1
https://report.nih.gov/funding/categorical-spending#/
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the case. In 1997, the World Health Organization referred to obesity as a disease in its report “Obesity: Preventing and Managing 
the Global Epidemic.” The NIH then published clinical guidelines stating that obesity was a disease in 1998, and in 2013, the AMA 
recognized obesity as a chronic disease. 

While obesity is now widely recognized as a chronic disease by the medical community, there is still a lack of consensus in how 
obesity is diagnosed by clinicians and how treatments are covered by insurance providers. These challenges have had a bearing on 
how obesity is treated in a clinical setting. 

	 Address Challenges Surrounding the Classification and Diagnosis of Obesity 
When it comes to access to care, diagnostic coding can present a challenge for individuals living with obesity. 
For example, International Classification of Diseases, 10th Revision (ICD-10) codes are used to classify and code 
diagnoses, symptoms, and procedures used by health care providers and are used for insurance claims. Current 
ICD-10 codes include codes such as E66.0: Obesity due to excess calories and E66.01: Morbid (severe) obesity due to 
excess calories. However, the E66 group of obesity codes may not accurately capture the full scope and complexities 
of obesity. While there are ICD-10 codes for obesity, as noted in Avalere’s 2022 white paper, “Barriers to Obesity Care: 
Diagnostic Coding, Medical Billing, and Reimbursement,” “providers may omit a diagnosis of obesity due to lack of 
incentives, deterrents to primarily code for obesity, and administrative burden. Persons with obesity and associated 
complications are often solely treated—and thus coded for—their complications.”

Recommendation: 

a.	 Provide greater incentives to code for obesity and encourage reimbursement. The E66 Obesity ICD-10 codes 
have the potential to place unnecessary blame on patients, may result in bias from health care providers, and 
may not accurately portray the circumstances of certain individuals living with obesity. There are discrepancies 
in the application of ICD-10 codes, and coverage of obesity-related treatments continues to face stigma. The 
current landscape does not support health care providers in coding for obesity, and this may be due to several 
factors, including insurance companies’ reluctance to cover certain services associated with an obesity diagnosis, 
insufficient reimbursement rates for obesity diagnosis codes, and the prioritization of health conditions that arise 
from obesity over the condition itself. To gain a greater understanding about the role of obesity in a patient’s 
lifespan and health span, financial incentives for health care providers to code for obesity appropriately should 
be provided.

	 Educate Providers About the Impact of Stigma and Obesity Care 
Stigma surrounding obesity impacts the interaction of those living with obesity within the U.S. health care system. 
At the Academy of Managed Care Pharmacy’s 2023 annual conference, panelists shared that stigma is stopping 
patients from seeking health care, and research has shown that patients with obesity feel disempowered when 
pursuing health care options, citing feelings of not being listened to, being talked down to, and being on the 
receiving end of deprecating comments. 

Obesity is still very much seen in the United States through a lens of blame, even though obesity can be attributed to 
genetics, metabolic factors, stress, depression, medications, environmental factors, and more. Ensuring that health 
care providers are equipped to interact with and treat individuals living with obesity using evidence-based guidelines 
is important for improving women’s health outcomes across the lifespan

Recommendation:

a.	 Provide training and education for health care providers on obesity. Health care providers may have 
implicit bias when it comes to interacting with patients with obesity and formulating care decisions. To combat 
the potential of this occurring, academic institutions should educate health care providers about the causes 
of obesity as well as the importance of using patient-first, respectful language that is non-condemning, non-
stigmatizing, and non-blaming.

I.

II.
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https://iris.who.int/handle/10665/63854
https://iris.who.int/handle/10665/63854
https://www.nhlbi.nih.gov/files/docs/guidelines/ob_gdlns.pdf
https://media.npr.org/documents/2013/jun/ama-resolution-obesity.pdf
https://avalere.com/insights/coding-billing-and-reimbursement-barriers-to-obesity-care
https://www.ajmc.com/view/stigma-about-obesity-keeps-patients-from-seeking-care-creating-nationwide-disparities
https://doi.org/10.1111/obr.13606


	 Revisit How BMI is Used in the Clinical Setting. 
The World Health Organization (WHO) defines 
overweight and obesity as having “excessive fat 
accumulation that presents a risk to health.” BMI is 
a tool that was designed to calculate body fat 
percentage. BMI values of 30 or higher are 
categorized with obesity. 

However, many have pointed to the shortcomings 
of using BMI as a tool to diagnose obesity.  BMI 
may be useful in one context but not in others; 
as it is not necessarily declarative of someone’s 
health. For example, while BMI can be valuable 
for indicating risk of certain health conditions, such 
as type 2 diabetes, BMI is not as successful at 
predicting cardiovascular risk factors, low-density 
lipoproteins (LDL)levels. BMI is a population-based 
measure, that doesn’t actually account for body 
composition, nor does it account for the location of or types of body fat. Further, 

Some suggest that waist circumference and waist-to-hip ratio, whether independently or in combination with BMI, 
are more helpful for predicting morbidity and risk of death associated with body fat percentage. SWHR recommends 
exploring how BMI is used in the clinical setting as a measure for obesity and how it is used to classify someone as 
living with overweight or obesity. 

Increase Workforce Diversity
Workforce diversity is also critical for cultural competence. Weight bias exists in clinical care settings, but a more diverse workforce 
can help counteract implicit biases and stereotypes that may affect treatment. A study on weight stigmatization found that women 
with obesity reported that health care settings and physicians are some of the most frequent sources of weight bias. A diverse 
health care team can better understand and address the cultural, social, and personal factors that may impact an individual 
patient’s experience with obesity. While obesity may be more prevalent in certain ethnic groups than others, “there is no direct link 
between ethnicity and obesity”. However, certain socioeconomic, geographical, cultural, and religious factors may play into how a 
patient interfaces with the health care continuum, including how they engage with obesity related treatments. A diverse health care 
workforce can better connect with patients and provide insights into how various dietary practices, traditional beliefs, and attitudes 
towards health and weight can be accounted for in an individual patient’s treatment plan.

III.
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https://doi.org/10.1111%2F1467-9566.13309
https://doi.org/10.1038%2Fs41574-019-0310-7
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2866597/
https://www.ebsco.com/sites/g/files/nabnos191/files/acquiadam-assets/Social-Work-Reference-Center-Care-Sheet-Obesity-in-a-Culturally-Diverse-Population.pdf
https://www.ebsco.com/sites/g/files/nabnos191/files/acquiadam-assets/Social-Work-Reference-Center-Care-Sheet-Obesity-in-a-Culturally-Diverse-Population.pdf


Obesity management is not a one-time intervention but can be a life-long process and even require treatment for chronic relapsing 
disease. Much like other health conditions, obesity is a multifaceted issue that impacts various dimensions of women’s health. 
Its effects extend beyond simple weight concern, intersecting with several critical areas like reproductive health, cardiovascular 
health, mental health, and even some cancers, such as breast cancer.

Given these intersections, managing obesity requires a comprehensive approach that addresses not only the physical aspects 
of the condition but also its broader impact on overall health. This holistic approach should involve collaboration among health 
care providers across various specialties and treatment plans that are evidence-based and tailored to each patient’s unique 
medical conditions, lifestyles, and needs. Successful obesity management requires health care policy solutions that also address 
underlying factors such as socioeconomic barriers and social and cultural determinants and provide ongoing support to address the 
multifaceted needs of women living with obesity.

	 Address Current Policies within CMS that Affect Women Living with Obesity 
The Centers for Medicare and Medicaid Services (CMS) is the largest payer for health care in the United States, 
providing coverage for more than 160 million Americans. In 2021, more than 55% of Medicare beneficiaries were 
women (compared to 45% men). Medicaid covered 19% of adult women (compared to 14% of adult men). It is 
therefore an important player in ensuring comprehensive treatment options for individuals living with obesity. 

Several policies within CMS, if modified, could better support women living with obesity throughout the lifespan.

Recommendations: 

a.	 Update Medicare Part D policy to provide coverage for drugs used for weight management. Due to a 
provision in Medicare law, drugs labeled as “weight loss” or “weight gain” agents are excluded from the 
Medicare Part D program and, therefore, do not receive coverage. However, obesity medications are not only 
used for weight loss; they are also used for chronic weight management. In April 2024, CMS took a step forward 
by allowing Medicare to cover FDA-approved GLP-1 agonists if it’s prescribed to reduce the risk of heart attacks 
and strokes for patients with obesity and a history of heart disease. Still, many older Americans may lose access 
to obesity medication coverage when they transition into Medicare. 

b.	 Reexamine the Medicare Part B National Coverage Decision. In 2011, CMS issued a National Coverage 
Decision (NCD 210.12) that approves coverage for intensive behavioral therapy (IBT) for obesity. IBT is an 
evidence-based treatment program that teaches changes to eating and exercise habits. However, as it is written, 
the NCD includes provisions that can limit access for patients – namely limiting coverage to when IBT is billed 
for by primary care providers and delivered in a primary care setting and indicating that patients who do not 
lose a certain amount of weight in the first six months of the program may lose access to care. These provisions 
have implications for patients. They may not be able to see other qualified health professionals, such as obesity 
medicine specialists and registered dieticians, who could provide care. Further, the weight loss threshold could 
disproportionately impact certain populations who may not have access to resources, such as healthy foods and 
spaces in which to be active.  

c.	 Cover nutrition therapy services for obesity. Currently, Medicare Part B covers nutrition therapy services if you 
have diabetes or kidney disease, or if you’ve had a kidney transplant in the last 36 months. While Part B covers 
weight-loss counseling for those with a BMI of 30 or higher, nutritionists are not covered for obesity.

	 Incentivize Physicians to Become Obesity Medicine Specialists 
Almost 8,300 physicians have received a board certification in obesity medicine since the AMA declared obesity as 
a disease. However, as noted in an article from Axios, this number represents 1% of the U.S. physician workforce. 
According to a STAT analysis, less than 100 doctors have completed a fellowship in obesity medicine and are actively 
practicing, representing a physician shortage, especially as obesity rates are rising in the United States. 

SWHR encourages identifying policy measures to grow the physician workforce and identify ways to promote 
involvement in obesity medicine. 

I.

II.
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https://www.cms.gov/about-cms
https://www.kff.org/medicare/issue-brief/10-key-facts-about-women-with-medicare/
https://www.kff.org/womens-health-policy/fact-sheet/womens-health-insurance-coverage/
https://www.npr.org/sections/health-shots/2024/03/22/1240170094/wegovy-medicare-part-d-weight-loss-drugs#:~:text=For%20the%20first%20time%2C%20Medicare,drugs%20or%20use%20supplemental%20insurance.
https://www.cms.gov/medicare-coverage-database/view/ncd.aspx?NCDId=353
https://www.medicare.gov/coverage/medical-nutrition-therapy-services
https://www.axios.com/2024/05/28/us-doctors-obesity-health-care-training
https://www.statnews.com/2023/08/23/obesity-specialists-shortage-weight-loss-novo-nordisk/


	 Expand Access to Telehealth Services 
During the COVID-19 pandemic, telehealth service utilization increased significantly among both privately-insured 
patients and Medicare beneficiaries, demonstrating the role this service could play in improving access to care. This 
technology holds promise to positively shape the approach to obesity care as well as to improve patient access. As 
summarized in a 2022 Advances in Therapy article, studies thus far have shown promise with respect to treating 
obesity through digital health: 

“A systematic review of telemedicine interventions for weight loss found they resulted in a reduction in BMI when the 
duration was at least 6 months. A more recent review of telemedicine for obesity care suggests that telemedicine 
could help to address a number of barriers to effective obesity treatment. First, it can improve access to specialized 
obesity care, including multi-disciplinary teams, and it may also be useful for increasing access to treatment for 
patients with severe obesity who have mobility limitations so have great difficulty travelling to a clinic.”

Recommendation:

Pass the Telehealth Modernization Act of 2024. The Telehealth Modernization Act extends some of the flexibilities 
that were authorized during the COVID-19 pandemic. Among the bill’s provisions are allowing the home of a 
beneficiary to serve as the originating site for all services and allowing rural health clinics and federally qualified 
health centers to serve as distant sites (i.e., the location of the health care practitioner). 

	 Support Legislation That Could Assist 
Individuals Living with Obesity 
There are several bills that have been 
introduced in the 118th Congress that are 
directly related to obesity or that have 
potential to support women living with 
obesity across their lifespans. Passing 
these bills could help improve health and 
quality of life outcomes or could pave a 
path for improving patient access. They 
include the following: 

a.	 Medical Nutrition Therapy Act 
(S.3297/H.R.6407): expands 
Medicare coverage of medical 
nutrition therapy services to include 
conditions, including obesity, eating 
disorders, cancer, and HIV/AIDS.

b.	 Preventive Health Savings Act (S.114/H.R.766): requires the Congressional Budget Office (CBO) to determine if a 
given piece of legislation would reduce spending outside of the 10-year budget window using preventive health 
and preventive health services and, if it would result in spending reductions, that description and estimate must 
be included within CBO projections.

c.	 Recognizing the Need of Congress to Address and Treat Obesity as a Disease in the United States Resolution 
(H.R.1047): recognizes the urgent need to prevent and treat obesity as a disease to reduce the risk of related 
diseases and comorbidities.

d.	 Special Diabetes Program Reauthorization Act (H.R.2550): extends funding for a National Institute of Diabetes 
and Digestive and Kidney Diseases (NIDDK) that supports research on the prevention and cure of type 1 diabetes 
through fiscal year 2028.

e.	 Treat and Reduce Obesity Act (S.2407/H.R.4818): expands Medicare coverage of IBT for obesity by allowing 
coverage for therapy that is provided by providers beyond primary care physicians as well as allowing coverage 
under Medicare’s prescription drug benefit of drugs used for the treatment of obesity or for weight loss 
management. 

III.

Treat and Reduce Obesity Act of 2023
Women living with obesity deserve access to the full range of treatment 
options available to them, and the Treat and Reduce Obesity Act (TROA) 
can be a key step towards achieving just that.

A bipartisan bill, TROA would provide Medicare beneficiaries with access 
to safe, effective, and life-saving treatment options by providing Medicare 
coverage for the full range of obesity treatments, including anti-obesity 
medications under Medicare Part D, nutrition counseling, behavioral 
therapy, and community-based programs. Given that one in every four 
people on Medicare have been diagnosed with obesity or overweight – 
and more than half of Medicare participants are women – TROA could be 
a significant breakthrough for ensuring that Medicare beneficiaries have 
equitable access to the full range of obesity treatment options.

TROA is a crucial advancement in personalized care and to provide fair 
access to therapies that can greatly enhance patient health and quality of 
life, especially for women. It has the potential to support women in better 
managing their weight, reducing their risk of obesity-related conditions, 
and improving their overall well-being.

IV.
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9362065/
https://www.congress.gov/bill/118th-congress/senate-bill/3297
https://www.congress.gov/bill/118th-congress/senate-bill/3297
https://www.congress.gov/bill/118th-congress/senate-bill/114
https://www.congress.gov/bill/118th-congress/house-resolution/1047
https://www.congress.gov/bill/118th-congress/house-resolution/1047
https://www.congress.gov/bill/118th-congress/house-bill/2550
https://www.congress.gov/bill/118th-congress/house-bill/4818
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S 	 Create and Implement a Public Education and 
Awareness Campaign Around Obesity 
Biases and misinformation around obesity are 
widespread. Especially as the role of media and 
social media are an increasing presence in educating 
the public, thoughtful and comprehensive education 
campaigns can be key for reducing weight-related 
stigma and educating patients on the complexity of 
obesity and its multiple causes. One 2013 study found 
that false information about obesity is “pervasive in 
both scientific literature and popular press.” Such 
misinformation can have dire implications for policy 
formation and patient health outcomes. Public 
education campaigns focused on clarifying myths, 
preconceptions, and stigmas commonly associated 
with obesity can lead to better support and resources 
for individuals.  There is a need to create and implement a public education and awareness campaign centered on 
women’s health needs that includes the following:

•	 Center the patient experience. A public education and awareness campaign should utilize appropriate 
language when discussing obesity, its causes, and treatment options. Avoid dehumanizing patients by labeling 
or defining them by their condition and opt to use terms like “women living with obesity.” Likewise, utilize expert 
voices – especially from those with lived experience – to inform education and awareness campaigns and to 
ensure that any information included in a campaign is factual and reflective of patient needs and experiences.

•	 Address bias and stigma. Any education and awareness campaign should address how bias and stigma play a 
role in obesity conversations and representation, that does not use stereotypical and dehumanizing depictions 
of people living with obesity, as commonly used in media. Instead, such a campaign should focus on promoting 
respectful, empathetic, and nuanced portrayals that recognize the complexity of obesity as a multifaceted issue. 
Highlight diverse experiences and emphasize that health and well-being are influenced by a range of factors 
beyond individual control.

•	 Practice cultural responsiveness and accessibility. A campaign should be crafted  with an eye toward cultural 
responsiveness and an understanding that attitudes about one’s social and cultural identity can play a role in 
how information is received. Consultation with local advocacy groups, service-based organizations, faith-based 
organizations, and individual community members to better understand their perspectives on obesity and 
education gaps is critical. Any campaign should also be mindful of accessibility best practices.

I.
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) 	 Address Social Determinants of Health (SDOH) 

In addition to clinical care, an understanding and strategy related to societal drivers and social determinants of 
health (SDOH) in obesity treatment and care is critical to addressing this public health issue. A SDOH-centered 
approach accounts for socioeconomic factors which may influence a patient’s health outcomes, and it necessitates 
a comprehensive strategy to address.  One 2022 national study found that “cumulative social disadvantage denoted 
by higher SDOH burden, was associated with increased odds of obesity, independent of clinical and demographic 
factors.” A comprehensive strategy that integrates SDOH into addressing the needs of women and all individuals living 
with obesity may include broad structural and policy solutions that establish safe and accessible parks, sidewalks, and 
transportation environments, increasing affordable housing, reduce food insecurity, or promote community-based 
health education programs. Initiatives such as the Department of Health and Human Services (HHS) Food is Medicine 
is just one example of a program that is bridging gaps in care.

	 Take Action on Childhood Obesity 
A targeted focus on childhood obesity is particularly important, given its long-term health impacts and potential for 
future wellness and prevention efforts. For strategies that address childhood obesity, integration of the use of SDOH 
risk is critical. Such efforts may be directed toward enhancing the quality and nutritional value of school lunches and 
expanding the benefits of the Women, Infants, and Children (WIC) program, better education and more targeted and 
SDOH-centered awareness and prevention strategies. Integrating these measures can create a more supportive 
environment for healthy development and well-being from an early age.

ABOUT SWHR 
The Society for Women’s Health Research (SWHR) is a national nonprofit and thought leader dedicated to promoting research on 
biological sex differences in disease and improving women’s health through science, policy, and education. Founded in 1990 by a 
group of physicians, medical researchers, and health advocates, SWHR is making women’s health mainstream by addressing unmet 
needs and research gaps in women’s health. Thanks to SWHR’s efforts, women are now routinely included in most major medical 
research studies and more scientists are considering sex as a biological variable in their research. Visit www.swhr.org for more 
information.

I.

II.

Supporting Women With Obesity Across the Lifespan: Resources
These resources offer valuable information and advocacy tools for addressing obesity-related issues and supporting women’s health at 
different stages of life.

	⊲ EveryBODY Covered Campaign

	⊲ Obesity Action Coalition (OAC) Action Center

	⊲ Right 2 Obesity Care

	⊲ The Strategies to Overcome and Prevent (STOP) Obesity Alliance
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https://doi.org/10.1002/oby.23336
https://health.gov/our-work/nutrition-physical-activity/food-medicine
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http://www.swhr.org
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https://www.obesityaction.org/action-center/
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http://www.swhr.org
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