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The United States faces a full-blown health epidemic of obesity that we are slowly shifting to better
manage. To fully embrace opportunities to treat patients and reverse obesity rates, system-level,
integrated shifts must occur simultaneously. The NEWDIGS program at Tufts Medical Center is
an international “think and do tank” dedicated to improving patient outcomes through improved
equitable access to biomedical innovations, in ways that work for all stakeholders. NEWDIGS
takes a systems approach to designing, evaluating, and catalyzing important advancements whose
complex and cross-cutting nature are such that they cannot be addressed by a single organization
or market sector. The NEWDIGS Obesity Medicines Project has been working since early 2024 to
articulate system-wide challenges in obesity care and to design and pressure test comprehensive
solutions for the care of patients with obesity. In the April 2025 Design Lab, we will present, an-
alyze and pressure test this Roadmap for Transforming Obesity Disease Management, where our
multi-stakeholder, cross-functional team has identified 36 action components under ten solution
elements grouped within three key solution areas that help to codify the changes that must occur
if we are going to be prepared to support the epidemic of obesity.

First, Healthcare providers must be able to identify, diagnose, and treat people with obesity such
that the person feels confident that if they engage in the healthcare system, they will be treated
respectfully as patients. Patients deserve the respect to assume that they can improve their health
with treatment. For people to engage as patients, Health Care Professionals (HCPs) must not op-
erate with biased attitudes, and they must be able to offer treatments to patients once diagnosed.

There are paradigm shifts that must be embraced systemically. Society at large must redress obesi-
ty, fully recognizing it as a chronic, heterogeneous disease that requires complex treatment. HCPs
must have comprehensive, up-to-date evidence-based knowledge if they are to deliver care for
people with obesity. Medical training at all levels and across a wide array of healthcare profession-
als must build knowledge of obesity care best practices, from screening and diagnosis to treatment
options and reimbursement protocols. It must be normative behavior to reach patients with obe-
sity and encourage them to enter care. People with obesity must believe that HCPs will treat them
with respect and provide health solutions that will bring positive results that meet their needs.

Solution Area 1: Patient Identification, Engagement & Diagnosis, including the following
solution elements:

« Creating a comprehensive communication plan that reaches all society, eradicating bias and
stigmas about people with obesity

+ Educating healthcare professionals about the disease of obesity and its treatment from profes-
sional school curricula through to mandatory continuing education programs

« Normalizing patient outreach for medical treatment (and build confidence in patients that
medical treatment will help)
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Second, the infrastructure to support a comprehensive obesity care process must be prepared
to shift regularly. For example, coding and quality measures must be updated, developed, and
implemented as evidence improves our understanding of this disease. Moreover, stakeholders
across the system must share knowledge and capabilities so that evidence can be available

to change what care is provided, and influence how that care might be provided. By aligning
incentives across the system, stakeholders can find ways to investigate best practices in re-
al-world settings, establishing contracts that benefit patients while also building (and sharing)
new evidence about what care pathways prove most effective. Through joint contracting, best
practices can be established not only in care pathways, but in terms of what is best to measure.
Do health outcomes improve if patient engagement is high from the beginning? Do rural
subpopulations improve persistence if telemedicine services are provided? Do patients with
obesity-related diseases sustain improvements if obesity is the main disease diagnosed and re-
imbursed? With so many unanswered questions, aligning incentives to establish investigatory
contracts while tracking results will be a vital infrastructure improvement.

Solution Area 2: Shared Capability Building, including the following solution elements:

« Regular updates of coding metrics that identify the disease and trigger reimbursement
processes

 Quality measures and outcomes monitoring processes that nudge healthcare systems to
reward effective and equitable care for people with obesity

« Comprehensive data collection and evidence generation that is shared to influence the care
pathways for obesity care

« Align incentives and payments across healthcare stakeholders to deliver evidence-based
obesity care programs that reward constantly improving standards of care and health out-
comes to match.

Finally, integrated care will be possible for patients who need it. With data generated and
research conducted, validated treatments, including ancillary services and medical treatments
can be offered to patients. These services will be utilized along care pathways that have been
developed following medical best practices. These evidence-based care pathways will continue
to contribute to our knowledge base, as data is researched and shared.

Significantly, engaged patients will be ready to work with HCPs as they jointly navigate these
new opportunities. Shared decision-making is a challenging concept: people with obesity today
still struggle with the stigma associated with their own condition, undermining the knowledge
they have about how to effectively treat their own condition. Yet, customized delivery will
require that patients find their voice and advocate for care that is customized to their disease
and life conditions. Such a sea change will only be possible if the health care systems, key stake-
holders, and the infrastructure to support such changes are in place, limiting (if not eliminat-
ing) the barriers to healthcare access that patients will need to find their voice and use it.

Solution Area 3: Integrated Care, including the following solution elements:

o A set of treatments that have been validated through shared evidence and best practices.
These validated treatments will be updated regularly, as more evidence develops to track
ancillary services that provide ongoing relief for this chronic disease.

« Care Pathways that evolve over time, as evidence is actively accumulated to build and share
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knowledge of successful, best practices in the care of obesity

o Delivery services that are customized to best align with patient needs, considering a patient’s
level of knowledge, readiness for treatment, and personal preferences. Patients will also have
access constraints due to socio-economic circumstances, geography, and/or health conditions
(Customized Delivery).

The following graphic (Figure 1) depicts the multi-faceted and complicated changes that will be
required to effect transformation for most people living with obesity. No one solution area can
bring about change on its own, but each solution area — from patient engagement, identification
and diagnosis, to shared capability building, to integrated care—will be structures that support
and strengthen one another as we all work toward a better future.

The solution components within each solution area are summarized in Table 4-Table 6 of the
‘Obesity Roadmap Architecture: Solution Areas, Elements and Action Components’ section of the
paper. These Tables outline a significant amount of work that requires multiple stakeholders, work-
ing together. Medical and technological advancements have provided us with a unique opportunity
to holistically address a health epidemic in our country. Working together, we can build a system
of medical care for obesity that works for all those affected by this disease and provides a roadmap
for how all stakeholders in healthcare can contribute to population health-level challenges.
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Figure 1: A Roadmap for transforming obesity disease management
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Background

In the first Obesity Case Study at the April 2024 Design Lab, we launched an investigation into
modern obesity medications and overall patient care for individuals with obesity. We endeavored
to understand the healthcare and payment innovation challenges and opportunities for thera-
pies targeting this chronic disease. Throughout those discussions, challenges and opportunities
were identified by following the journey for patients with obesity. Utilizing the AACE Journey
for patients with obesity (Figure 2 below), an idealized patient journey map, we identified access
and outcome impediments and how they impacted key stakeholder groups. With this elucidation
work complete, the team moved to investigate solutions to address the challenges identified.

aace® AACE Journey for Patients With Obesity
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Figure 2: AACE journey for patients with obesity

Clarity about the challenges led us to our next iteration. The design of a 3-5 year future-state obe-
sity healthcare system was the focus of the September 2024 Design Lab, where we pressure-tested
whether this approach would create a proactive, learning system that provides comprehensive
support for patients, trains healthcare providers, encourages adequate and standardized coverage
for obesity care (i.e., not just weight loss), and is sustainable for all stakeholders involved. We as-
sumed that modern obesity medications will be covered in our timeframe by most payers, includ-
ing Medicare and Medicaid. We also assumed that product shortages will be alleviated thanks to
expanded manufacturing capacity and additional market entrants.

As a result of the work at the September 2024 Design Lab, the team determined that a learning
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system in obesity care could not succeed without certain key developments progressing early in
the care transformation. Identifying 10 solution elements for further investigation across three
solutions areas, we endeavored to a) investigate these solution elements more thoroughly; b)
articulate a set of recommended actions needed to effect change; and c) outline a roadmap that
provides an integrative conceptualization of the challenges and solutions in establishing compre-
hensive care systems for people with obesity.

Validated Treatments

Comprehensive public Evidence based Care Path
communications program Development

Comprehensive obesity Customized Delivery
education for care providers

Normalized patient outreach for

medical treatment

* Metrics development » Data collection & Evidence

* Quality & Outcomes monitoring generation

+ Align incentives

Figure 3: Three solution areas, each with multiple solution elements for the envisioned
obesity healthcare system

In each of the progressions of work, from the first to the present Design Labs, the NEWDIGS
program at Tufts Medical Center works as a “think and do tank” dedicated to improving patient
outcomes through improved equitable access to biomedical innovations, in ways that work for

all stakeholders. NEWDIGS takes a systems approach to designing, evaluating and catalyzing
important advancements whose complex and cross-cutting nature are such that they cannot be
addressed by a single organization or market sector. The NEWDIGS Obesity Medicines Project
has been working since early 2024 to articulate system-wide challenges in obesity care and to
design and pressure test comprehensive solutions for the care of patients with obesity. In the April
2025 Design Lab, we will present, analyze and pressure test this Roadmap for Transforming Obe-
sity Disease Management.

Multi-faceted systems changes emerging from challenges

Through our on-going iterative process, the Design Lab team has concluded that there are three
solution areas where changes will, in combination, support a robust, proactive and effective health
care response to the disease of obesity'. Focusing the April 2025 Design Lab around these three
solution areas, we will investigate specific and integrated implementation recommendations,
pressure testing to determine how our healthcare systems might respond to the broad array of
patients’ needs.

First, how patients are identified, engaged, and diagnosed must be transformed. This initial
stage is particularly impacted by stigma and biased perceptions of people with obesity across so-
ciety and our healthcare systems®. From a medical perspective, as we shift from assuming obesity




CONFIDENTIAL ¢ Design Lab attendees only * Do not distribute

is a “lifestyle choice” to obesity recognized as a disease, health systems must accept the medical
necessity of obesity treatment.

Second, new shared capabilities will require enhancement or creation of healthcare infrastruc-
ture to prepare for the necessary depth and breadth of obesity treatment. With a through-line of
aligned incentives, shared capabilities must support improvements in coding, quality metrics, and
clinical guidelines/best practices in a timely manner. More than time sensitivity, there will be a
toolbox of codes and metrics which will have to be used for different purposes, from diagnosis, to
monitoring progress, to measuring a patient’s level of risk and even determining access to levels of
care. Currently, these metrics link back only to BMI, but the evidence-based taxonomy of metrics
will shift to capture a more nuanced interpretation of this heterogeneous disease., With this more
comprehensive articulation/ documentation of disease, the transparency of data generation, ana-
Iytic skills, and real-world evidence generation will enhance our knowledge of what care pathways
are most effective. With shared, ongoing, evidence-based learning, these capabilities will allow for
care to be transformed. Shared capabilities that change systems will build confidence in the quali-
ty of care our healthcare systems can provide.

Working in tandem with the above transformations, our third solution area focuses on how
patients and patient outcomes are best served by integrated care: based on the patient’s more
nuanced obesity and health status assessment, integrated care would include what care elements
are offered, at what intensity, at what time, and customized to the patient’s particular circumstanc-
es. We assume that the care delivery structures must expand in their capacity to treat patients,
covering patients at varying levels of disease and offering different opportunities to receive care.
Patients will engage more systematically as access to integrated care improves and patients have
flexibility to customize the care elements to their specific circumstances. Integrated care practices
must ensure that the care delivered maintains high quality across all treatment venues.

These three solution areas do not operate separately, but must be implemented in an integrative
process, to generate the most inclusive and appropriate care for patients with obesity. A patient’s
engagement will improve as the care provided remains current and divorced from biased atti-
tudes, and the systems work smoothly across each step of the care journey (shared capabilities).
As patients are more trustingly engaged and shared capabilities ensure positive health systems
responses are in place, Integrated care systems will support flexible, varied, care delivery oppor-
tunities that share the basic understanding of obesity as a disease. Such multi-faceted systems
changes will spark an upward positive cycle, where obesity care can be consistently revised, as new
evidence shows what works best for patients with obesity.

In addition to these three solution areas, three pervasive systems-wide barriers impact how
obesity healthcare systems will develop and take hold. First and foremost, bias and stigma remain
pervasive limitations to effective and efficient patient engagement and ultimately, care provision.
Second, there is a pervasive need for more evidence-based, continuous learning coupled

to comprehensive education for all stakeholders in the healthcare system. Finally, health care
systems capacity remains a pervasive, fundamental systems-wide barrier to our ability to embrace
obesity care.
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Figure 4: A Roadmap to transforming obesity disease management
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The systems-wide barriers above weave through all aspects of our solution areas and have proven
to be critical to the development of integrated, systemic change recommendations. Stigma and
bias are primary: stigma against people with obesity is pervasive in our society, affecting patients’
own identities as well as every person with whom they have contact. Bias starts when people don’t
understand obesity as a disease and thus people with obesity are treated with disrespect. Bias
finishes with limited health care, and certainly healthcare that is not patient-centered. With such
high numbers of people living with obesity, care capacity and disease state management capabil-
ities will influence how, and who, receives care, both in terms of how care can be integrated and
how the organizational structures are built out to accommodate our society’s care needs. Tradi-
tional healthcare organizational structures are unprepared for the integrated (and varied) care
pathways that comprehensive obesity care will require. All stakeholders require more information,
including scientific evidence, patient experience and real-world data in order to build successful
care pathways. As a whole, these systems-wide barriers have been addressed as the team pro-
gressed from solution ideation to implementation recommendations. In the April 2025 Design
Lab, we will pressure test these integral aspects of a patient roadmap.

1: Patient identification, engagement,
and diagnosis

Weight stigma and biases profoundly impact the initiation of medical treatment of obesity as a
chronic disease. A study in 2018 found that a total of 96% of adults with obesity are not seeking
any medical care’. Potential patients and their family members usually assume that high weight
is a character flaw: care providers are often not trained to address obesity as a disease and thus
do not understand how to identify and engage new patients in an informed and collaborative
manner. When providers do engage patients appropriately, they are often not able to ensure that
evidence-based care can be provided once a diagnosis has been confirmed, nor provide a patient
with an integrated care plan.

In the September 2024 NEWDIGS Design Lab, participants pressure tested a multi-component
system solution for managing obesity as a disease. In the patient identification, engagement and
diagnosis solution area, three important solution elements were offered as fundamental to initiate
conceptual and attitudinal changes across multiple stakeholder groups (see Figure 5). The pro-
posed solution elements include:

A. Create a comprehensive, public communications program
B. Establish pervasive obesity education for care providers across healthcare systems
C. Normalized patient outreach processes to initiate medical treatment for obesity care

As depicted in Figure 5 below, these three solution elements are fundamental aspects to establish
if we are to create paths for patient engagement, identification and diagnosis. In the current envi-
ronment, patients must overcome so much bias and stigma, and may perhaps even follow paths
that will lead them away from evidence-based healthcare for this disease. It is only by working
together to strengthen our health systems by engaging and informing the public, ensuring that
care providers are up to date in their knowledge of this disease and ultimately, by normalizing

11
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patient outreach that we will be able to establish equitable access to the biomedical advancements
available for obesity care.

Comprehensive Obesity
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Figure 5: Solution elements of the first solution area, Patient Identification, Engagement,
and Diagnosis

1A: Comprehensive communication plan: Obesity is a disease

People with obesity comprise over 40% of the adult population in the US, but far lower numbers
are seeking medical care for this disease*. These low numbers have not dramatically increased
despite medical research breakthroughs in obesity care. Fundamentally, our society has not shifted
away from the public’s understanding of obesity as a character flaw and toward acceptance of
obesity as a disease’. This attitudinal limitation does not just discourage potential patients; it also
has slowed acceptance of healthcare providers, payers and policymakers that must learn to treat
obesity as a chronic, heterogeneous disease.®

The public, patients and their families, providers, payers and policymakers all require evi-
dence-based information that will shift our understanding of how and what people need to either
prevent or treat this complex disease. The stakes are high: Obesity is a progenitor disease of many
public health challenges that can be better managed if we improve our understanding and treat-
ment of obesity.

A comprehensive, evidence-driven communication plan must reach multiple levels in society, de-
picted in Figure 6 below. The quality and trustworthiness of the messages (and the ability to “rise
above the noise”), the breadth and depth of societal penetration, and the monitoring and measur-
ing of success will support increased treatment and better outcomes for people with obesity.

Action Components of 1A) Comprehensive Communications Plan

Message Content: Tailored to specific audiences, evidence-based information about obesity must
come from trusted sources that can convince people to reject a “calories in, calories out” approach
to obesity management. No longer to assume it a character flaw, our general assumptions must
look to medical science as the solution.

12
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Breadth & Depth of Message Penetration: No one communication channel or message will suffice
to create a paradigm shift to recognize obesity as a disease. Evidence-based information must be
disseminated across multiple platforms simultaneously. For each audience, key institutions must
engage to ensure that messaging is uniform, quality- assessed and appropriate for that audience.
The messaging must address the realities of the current environment, where each audience has al-
ready been inundated with messaging about obesity and obesity treatments that are misleading or
even scientifically incorrect. As depicted in Figure 6 below, public service announcements, print
media, television and documentaries, medical societies communications and conferences, social
media platforms and school programs combined can penetrate society sufficiently to generate

a paradigm shift in our assumptions about obesity and its care. Combined with an objective to
debunk questionable (albeit widespread) information, a comprehensive messaging program will
help shift the dialogue regarding obesity as a disease and obesity care best practices.

Communications Metrics: Any communication plan will require metrics to judge what messages
work and what level of message penetration in a community is necessary to effect change. While
interim metrics will be required, ultimately, success can be measured if we can identify medical
treatment increases in a geography after a communication plan is launched.

General Public

Patients & their
families

Payers

Policy makers

Public Servi

Providers

= Ly’

—

———

Figure 6: Comprehensive, evidence-driven communication plan: Obesity as a disease

1B: Obesity education for care providers

In tandem with the broader communication recommendations outlined above, provider educa-
tion (including pharmacists, GPs, nurse practitioners, specialists) must move forward uniformly
and expeditiously to ensure that people living with obesity can receive appropriate care to address
this public health crisis. Providers must have medical science knowledge, patient journey infor-
mation, coverage practices and a nuanced understanding of how, at this juncture in time, patients
will require trauma-informed care to initiate medical care under their supervision.

13
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This laundry list of knowledge content highlights the enormity of the task to educate healthcare
providers (HCPs) about the chronic, heterogeneous disease of obesity and best practices in care.
The good news is that HCPs are in a medical science field for a reason; they are lifelong learners
who have the skills and capabilities to adapt their behaviors as new evidence becomes available.
In addition, the National Academy of Medicine supported a collaborative effort to define the core
competencies for the prevention and management of obesity. This work can serve as a founda-
tion to the comprehensive development of training for obesity care’. The challenges include how
and where to reach HCPs, what scale and scope of training is needed, and what incentives can be
introduced that will encourage a uniform shift in professional behaviors in the treatment of this
disease.®

Action Components of 1B) Obesity Education

Build obesity identification and care into medical, nursing and pharmacy school curriculum: The
scale and scope of training requirements will remain an important factor in obesity care. Pro-
vider organizations, from the American Medical Association to the Obesity Action Coalition, to
government bodies (e.g., the National Institute of Diabetes and Digestive and Kidney Diseases
(NIDDK)) are creating materials that support the kind of training currently required®. These
organizations must team up with medical education programs (M.D., Nursing, and Pharmacy)
to initiate early and widespread professional education efforts. Where appropriate, obesity edu-
cation segments must also be integrated into other health education action components (e.g., in
education about obesity-related diseases, obesity science must be included). A clear metric will be
to increase these offerings, and track how many medical professionals take these training cours-
es annually. For example, monitor the overall increase in obesity-trained medical doctors, nurse
practitioners, pharmacy directors, registered nurses, and physician assistants.

« With new training action components in place, obesity training will also have to be included
in licensure tests (e.g., the US Medical Licensing Exam (USMLE) for doctors and the National
Council Licensure Examination (NCLEX) for nurses). Metrics for this education action com-
ponent will be clear and easy to track in exam outcomes and will positively contribute to the
existing HCP capacity challenges.

Implement obesity care coordination training programs at nursing schools: Perhaps a subset of

the educational objective above, training in care coordination for this chronic and complicated
disease will be required. With so many obesity-related diseases and with such a high potential vol-
ume of patients, the coordination of medical interventions (e.g., surgery, medicines) and ancillary
services (e.g., necessary behavioral health, dietician support, physical exercise and mental health
programs) must be professionally addressed.

Create mandatory Continuous Medical Education (CME) training programs for the disease and care
of obesity: In this changing field, CME training will enable medical professionals to keep up with
advancements in the field. Medical professionals will be best equipped to support the large pop-
ulation of people with obesity if this training is mandatory. Medical societies and care provider
organizations must work together to develop and implement obesity as mandatory training. For
example, there are new diagnostic codes and metrics for obesity that medical professionals should
be trained to use. The diagnostic field is developing, soon to require more than BMI for diagnosis
of the disease. Healthcare providers will have to a) be trained in the accurate implementation of
additional measurements for diagnosis (e.g., waist circumference measurements), and; b) under-

14
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stand how these diagnostic tools are to be registered in electronic health records (EHR) and coded
for reimbursement. The codes and metrics that define the disease are continuing to develop, and
will in turn, influence access to different treatments. Patients will benefit as HCPs are able to un-
derstand how to use the diagnostic codes and metrics with their patients.

Educate health systems on federal accessibility and equipment requirements to provide care for people
living with obesity (Rehabilitation Act, Section 504 final rule recognizes obesity as a disability)

1C: Normalize patient outreach to initiate medical treatment

for obesity care

To normalize the initiation of medical treatment for obesity care, healthcare professionals and po-
tential patients must share a similar understanding of obesity as a chronic, heterogeneous disease
and maintain a basic level of mutual respect and trust. Because of the outsized role that biases,
and stigma have held in our society, people with obesity have avoided engagement with medical
professionals. However, the social, cultural, and scientific recognition of obesity as a chronic, pro-
geniture disease can take hold. As a broad communication plan and comprehensive education for
healthcare professionals outlined above progress, we expect that people with obesity will engage
with medical professionals. In turn, medical professionals will have the appropriate language and
approach to engaging people with obesity.'” With a diagnostic entry point that respects the dignity
of patients, these patients can begin a positive engagement with a healthcare system that recogniz-
es obesity as a disease and understands the range of treatment options needed, from nutrition and
physical activity to psychological support, to bariatric surgery and/or medications.

The medical science community and potential patients must be proactive to normalize medical
care for the disease of obesity. Recognizing the size of the potential patient population, primary
healthcare providers and their staff will likely be the entry point for new patients. As the primary
care office transforms, they will benefit from organizing more efficient ways to update information
on patients and normalize more systematic engagement tools. On the individual level, people with
obesity must be prepared to engage and self-advocate to gain the most from medical care and
ancillary services.

To have all treatment alternatives available to patients, downstream stakeholder challenges must
be addressed, including the overall costs of care and the ability to adapt quickly to new informa-
tion about successful care options for patient sub-populations. These challenges are investigated in
subsequent sections of this document.

Action Components of 1C) Normalized patient outreach for medical treatment

Identify and engage new patients: Assuming deeper knowledge and understanding of obesity as a
disease, HCPs must devise more welcoming engagement practices for new patients. In addition,
payers, employers and other stakeholders can encourage people with obesity to seek medical
treatment.

Consistent documentation of people with obesity by each HCP, where new patients will reliably
know that screening and diagnosis of obesity will be documented over time, alerting the health
system to the volume of medical needs and the risk levels for patients within each practice.

15
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Create a pre-appointment checklist: To ensure efficient use of medical appointments, a pre-ap-
pointment checklist would allow patients to convey updates, goals and visit purpose prior to con-
sultation. These forms could also confirm points of shared decision-making, such as what goals a
patient is focused on and with what services they have already engaged."

Develop patient information materials that outline obesity as a disease and obesity care options: To
be disseminated by payers, employers and other community-wide health organizations (e.g., local
policy makers, town/community traveling nurses, etc.), pamphlets that encourage people, in the
comfort of their own homes, to reflect on advancements in obesity as a disease and how it can be
managed.

2: Shared capability building

Logistical changes will be required in the early stages if obesity care is to be transformed. Current-
ly, health systems face infrastructure challenges that act as gatekeepers to the smooth transition
for patients from identification and diagnosis through to full engagement with the appropriate
healthcare support. Shared capability building requires that the following solution elements are
addressed (see Figure 7):

A. Metrics development

B. Quality and outcomes monitoring

C. Data collection and evidence generation
D. Align incentives across stakeholders

As depicted in Figure 7 below, Shared capability building covers the deep infrastructure that
steadies the patient, and the healthcare system itself that provides support. Metrics must be up to
date, with quality measures and coding that allows providers and payers to understand how
patients are treated, and what treatments work best. Healthcare stakeholders must have a system
to monitor the quality of care and the outcomes for patients. The collection of data must be robust
so that the evidence generated will continue to build knowledge of this disease. Incentives for
stakeholders must be structured to align around common objectives and contracts established
that build data and embrace the evidence developed.
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Figure 7: Solution elements of the second solution area, Shared Capability Building

2A: Metrics development

Critical to systems change is the infrastructure that allows providers to communicate medical
needs to payer organizations. Coding and quality measures that support a bias- and stigma-free
patient induction process are developed in alignment with clinical guidelines and best practices.
As obesity treatment continues to develop, these evidence-based coding systems will support pa-
tient journeys—from screening and diagnosis, through various stages of treatment. To ensure this
future state, coordinated action across many expert groups is necessary and the coding systems
must shift over time from tracking identification to tracking and rewarding health outcomes.
Through each stage, patients must be part of the expert groups influencing coding updates.

There are many important institutions working to establish evidence-based procedures for obesity
care, but there remain gaps in how medical science advancements are integrated into care practic-
es. For example, while the medical science evidence confirms obesity as a chronic, heterogeneous,
progenitor disease, providers are not systematically documenting a patient’s primary diagnosis as
obesity.'> There are likely several reasons that documentation is haphazard, including HCPs who
assume that using codes for obesity will not trigger reimbursement for care.”> HCPs and patients
may also continue to hold biased attitudes, assuming that patients are not suffering from a disease
state but rather a lifestyle choice, rendering treatment a nonissue. Across all considerations, the
patient with obesity, when not diagnosed for obesity as the primary disease, is unlikely to gain ac-
cess to the full range of ancillary services (in addition to medical treatment) that are proving nec-
essary to full obesity treatment. We are at the beginning of a process to bring people with obesity
into medical care. As more people with obesity engage healthcare systems, we can move beyond
recognizing obesity as a disease. Moreover, once medical records document obesity screening and

diagnosis consistently, we will be better able to track the disease at the population level, building
our knowledge of this chronic disease and how to treat it.

17



CONFIDENTIAL ¢ Design Lab attendees only * Do not distribute

Of course, to systematically document obesity in medical records, the codes to do so must be
aligned with current medical knowledge and best practices. In October 2024, new ICD-10-CM
codes for adult and pediatric obesity were released (see Table 1) by the Centers for Medicare and
Medicaid Services (CMS) and the National Center for Health Statistics (NCHS). These annual
updates are meant to reflect up-to-date healthcare practices, but at this time, codes for obesi-

ty remain tied solely to BMI calculations.'*!* Because these links remain tied to BMI, they are
insufficient to support the patient and providers, who need more specifics to organize appropriate
clinical treatment. Limited as such, existing codes do not signal to the system to initiate all the
actions required to fully diagnose, track and treat patients.

In the absence of clear, differentiating codes, stakeholders across healthcare systems are inno-
vating; they are finding ways to identify stages of the disease of obesity to provide more nuanced
diagnosis, care and access. For example, beyond a straight clinical assessment, the Social Deter-
minants of Health (SDoH) can impact a current health condition as well as the available oppor-
tunities to engage a full panoply of care services. A SDOH risk score could be a welcome addition
for providers to understand their patients’ needs and care options. Other codes or scoring prac-
tices can also be helpful, from assessments of disease severity to measurement of adherence to
treatments; these collections of codes are important to maintain in a transparent and developing
context, so that experts are able to collaborate around what codes or metrics work well for what
purpose. As the wealth of patient assessment tools increase, the evidence-based taxonomy of tools
must remain transparent for all stakeholders.'s

Z268.25-268.29 25-29.9
New Obesity BMI Range
E-Codes Severity (kg/m2) Z£68.30-268.39 30.0-39.9
E66.811 Class 1 Obesity 30 to less than 35 768.41 40.0-44.9
E66.812 Class 2 Obesit to less than 40
o 23 ¢ I 268.42 45.0-49.9
E66.813 Class 3 Obesity 40 or greater
Z268.43 50.0-59.9
Z68.44 60.0-69.9
Z68.45 70 or greater

Table 1: from the New Adult Obesity ICD-10-CM Codes Partner Promotion Materials, Ver-
sion 2 Updated 11/1/2024 (See New Adult Obesity ICD-10-CM Codes Partner Promotion
Materials)
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Action Components of 2A) Metrics development

Integrate training around obesity-related coding and billing procedures in medical education
programs.

Build improved and non-biased obesity coding system (ICD-10-CM codes and others), that go
beyond BMI, encouraging their use to establish appropriate monitoring of obesity as a disease and
links to payers (i.e. reimbursement).

Engage all Coding and Coding assessment agencies to coordinate their updates to codes for obesity.
As obesity metrics evolve beyond BMI alone, the next annual update to the ICD-10 codes should
be revised to reflect the changes.

o New codes for obesity will necessitate Electronic Medical Records (EMR/EHR) to accommo-
date these new measurements, such as waist circumference, weight-to-height ratios, etc.

Identify and coordinate the diversity of coding and metric innovations that are under development:
work to navigate the pool of information available beyond BMI assessments and pool the infor-
mation to accommodate best use of evidence for patients, providers and payers.

2B: Quality and outcomes monitoring

Quality measures are an important next step in the documentation of obesity as a disease and its
treatment. STAR ratings and HEDIS measures for obesity are currently set to document and as-
sess how health plans and providers manage obesity. HEDIS measures and STAR ratings are used
to track the appropriate screening, diagnosis and treatment of patients with obesity and these
measures incentivize payers and providers to apply best practices in patient care.

Quality measures for obesity in use today remain limited, but several organizations are testing
quality measures to document obesity process measures (e.g., registering a diagnosis, document-
ing weight gain over time)."” Ideally, quality measures that are used by payers and providers will
continue to shift along a continuum. First, quality measures can encourage patient identification,
rewarding care providers who are best able to engage patients (i.e., process measures). Once
patients are well documented and patient induction is normalized, additional quality measures
can incentivize providers who are able to bring high numbers of patients through to treatment op-
tions. Finally, quality measures will be able to reward providers that can measure rates of positive
health outcomes for patients after treatment interventions.'®

Action Components of 2B) Quality and outcomes monitoring

Develop a strategic set of peer-reviewed articles that bring attention to the current state of coding
and quality measures; how/ how frequently they are used to establish a baseline, primary diagnosis
for people with obesity; how/ how frequently diagnostic codes trigger reimbursements.

Build partnerships across scientific agencies and institutions focused on obesity care improvements:
share data, coordinate evidence development and build processes to speed updates to guidelines,
best practices, coding and quality measures for obesity.
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Create NCQA behavioral health awards that recognize quality obesity care programs.

Partner to develop an NCQA-sponsored Innovation Summit focused on Obesity.

The International Consortium for Health Outcomes Measurement (ICHOM): Where
value-based health care is based on patient health outcomes.

ICHOM measures patient health outcomes to drive value improvements across health
systems. ICHOM establishes patient-centered outcome measures in specific disease areas,
including Obesity. As quality measures for obesity continue to develop, ICHOM obesity
outcomes measures can support a system that rewards providers for documented improve-
ments in patient health.

Nutritional
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Body Functionin®

2C: Data collection & evidence generation

As more people with obesity seek medical care, and more manufacturers develop obesity man-
agement medications to address this disease, data will continue to expand, supporting stronger
evidence-based treatment pathways. Clinical trial data, electronic health records, medical claims
data, and patient reported outcomes will all improve our knowledge regarding obesity care. Yet,
there remain gaps in our knowledge that must be proactively addressed. Some of our current
data gaps will be resolved over time, as more long-term outcomes from RCT and real-world data
become available. Other knowledge gaps are reinforced by institutional constraints, be it owner-
ship of data, or patient privacy challenges that limit our ability to analyze across electronic health
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records (EHR) and medical claims data. While data limitations are not unique to obesity manage-
ment, these gaps can be particularly challenging as this field continues to grow.

Given the urgency of the need for data to inform and improve evidence-based patient journeys
and health outcomes, it may be expedient to first articulate the most urgent questions we need
answered and then work to resolve or align data sources that can help with the specific investiga-
tion. The next step would be to identify public and private data sources that might be well situated
to engage.

There is general agreement that sharing evidence systematically over extended time periods would
be a great asset for obesity-related research and for continued quality improvements in obesity
care. Yet no best practice exists that models a public-private data partnership that has led to a uni-
fied effort to generate data and share outcomes broadly. The National Institutes of Health (NIH)
provide some infrastructure, but the research they support is spread across various NIH cen-

ters. A regular effort is made to engage across these groups, but that does little to foster creative
solutions nor to share results of their work more broadly. The Nutrition Obesity Research Centers
(NORC) were established to foster interdisciplinary research in obesity as a population health
crisis, funded by the National Institute of Diabetes and Digestive and Kidney Disease (NIDDK).
These eleven centers provide pilot funding, expertise and resources to build these institutions, a
promising foundation for data creation and publications.” Another effort advanced with gov-
ernment funding sits under the umbrella of the Patient-centered Outcomes Research Institute
(PCORI). PCORTI’s Clinical Data Research Network (CDRN) brings public and private research
institutes together, funding three priority conditions, including obesity research. These collabora-
tions have led to more publications on obesity.

These efforts are important, but more investment is needed to build an integrated community of
research. In addition, the research must take many forms,” from randomized clinical trials, real
world data and clinical decision support, to improving guidelines, standards of care and best prac-
tices; practical uses of evidence that will have immediate impact on our knowledge of obesity care
while lessening the impact of bias and stigma. In this less siloed environment, we must expect that
more evidence will elevate decision-making and improve patient-centered care.

Action Components of 2C) Data collection & evidence generation

Embrace the current chaos: With evidence-based dialogues, clarify specific data and analysis that is
needed to a) move to clarity about the differentiating factors that characterize disease severity; b)
convey to patients what illnesses threaten their health, based on their specific disease profile.

Encourage development of an aggregator marketplace: a burgeoning business model, companies are
emerging that take on the task of mining various data sources to produce outcomes-based evi-
dence that will support best practices in obesity care and management.

Establish bridges across public-private partnerships to collect and share data across institutional
boundaries. There exist several broad efforts to increase obesity research. Creating opportunities
for leaders in these institutions to share and potentially coordinate research objectives could build
the evidence generated more strategically.
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Create evidence generation and evidence-sharing channels that allow health systems infrastructure to
be updated more quickly (e.g., clinical guidelines, coding systems beyond BMI and clinician educa-
tion programs).

Data collected meets requirements at different levels of sophistication. For example, certain aspects
of the validated treatments might need only a meta-analysis, while genetic analysis might require
more substantial data, e.g., AI data analytics.

Include patient-reported outcomes in data collection processes. For example, patients may report
different outcomes across different geographies. Such outcomes data can then inform care for
patient sub-populations.

2D: Align incentives across stakeholders

Healthcare stakeholders, including patients, providers, payers and manufacturers, all share one
key goal: to improve patient health. The challenges are at the systems level: when we look at popu-
lations of patients and multiple diseases, the alignment of incentives becomes complicated. In this
case, the chronic, progenitor disease adds additional complications, whereby people with obesity
present with varying combinations of obesity-related conditions and/or care needs that introduce
a high level of heterogeneity in treatment options and outcomes. In addition, treatment guidelines
take time to build, and until a new consensus is reached, coding and quality measures will not
advance substantially. As a result, the transformation of obesity care will remain a challenge. Each
of these complexities make it difficult to assess what is working for patients: what treatments,
including medical, surgical and ancillary services, will help reach that shared goal, to improve
patient health?

When incentives are aligned, then healthcare stakeholders can balance their shared incentive with
other responsibilities. In other words, aligned incentives allow for shared capability-building and
the sustainable transformation of obesity care. People with obesity want the best care but bal-
anced with other personalized health objectives and life goals. Payers are in business to improve
patient health but balanced across all disease areas without increasing costs. Manufacturers want
to improve patient health, but not just for one disease so that they can invest in R&D for the next
medical science breakthrough.

Obesity was designated a disease by the FDA in 2013 and medical science breakthroughs since
then continue to stabilize this definition.” Yet rather than building toward clear standards of care,
or the ideal patient journey, we are still expanding our understanding of treatment success. As a
result, stakeholders cannot dictate a narrow set of actions that will bring results. In fact, even the
results sought remain varied: should payers be measuring reduction in progression to diabetes,
NASH or CV events? At what time intervals? Would it be better to measure % reduction in body
mass? To do so, would it be necessary to push for a doctor’s visit to assess, or would self-reporting
be acceptable? These are only some of the many questions that remain.

To truly align incentives so that the shared goal —improved patient health—can be measured
and met, stakeholders need to have a “common language” that will allow them to agree on health
outcomes that are understood, simple enough to measure, and can be tracked with the data at
hand. In self-contained healthcare systems, medical claims might provide sufficient information
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(e.g., BMI) on a monthly basis so that weight loss can be tracked. Comparing that data to the ser-
vices provided can show what treatment regimens produce overall results (e.g., beyond BMI and
also improved mobility, decrease in sleep disorders, etc.). Over time, subscription models can be
offered which steer patients to care pathways that have had success.

Once treatment regimens that produce results are known, larger payers will want to incentivize
patients to participate in treatments that will bring that patient their best results. However, incen-
tives would also require that patients who do not comply with the care pathways lose access to an
aspect of care. For example, if patients are encouraged to engage in ancillary services, but they do
not, they may lose access to obesity management medications. The problem is that payers negoti-
ate discounts based on volume of sales. These discounts are an important tool to maintain reason-
able insurance coverage rates across the system. If payer subscription models limit the use of one
specific obesity management medication, they could risk these mechanisms that keep insurance
costs low. Payers also encourage patients to utilize the best care available, as they balance their
patient populations’ overall healthcare needs.

Under the objective of aligning incentives that impact obesity care, we must also recognize the
current direct and indirect costs incurred when people with obesity are left untreated for the
disease. In 2020, the Milken Institute estimated that the economic and social costs of obesity as

a disease to our healthcare system at just under $1.4 trillion per year.”> With the rates of obesity
increasing annually, these costs have only increased over the past five years. We can certainly rec-
ognize that incentives must align to reduce the cost burden to our healthcare systems by improv-
ing overall patient health.

At the same time, treating obesity also incurs costs to healthcare systems. These costs are partial-
ly offset by savings from improved population health and by changes in the marketplace itself.
Research shows that cost offsets in Medicare alone would save “as much as $245 billion in the first
10 years of coverage alone, if private insurers were to follow Medicare’s lead”* In addition, public
data suggests that manufacturers are effectively engaged with payers on pricing negotiations*
and federal government forecasts this dynamic will continue based on general market forces

and, specifically, from increasing competition. As more medicines enter the market and as patent
expiries begin, market competition will bring US prices down. In addition, those manufacturers
that already have an obesity medication in the market have taken actions to provide flexibility to
patients, including building contracts where aligned incentives support increasing and durable
access of patients to these new treatment regimens.”

So how can we facilitate further and broader incentive alignment? Recognizing current lim-
itations, what small steps forward might come first? Manufacturers, payers and large employer
healthcare systems have already started by creating pilot programs where the scope of medical
treatments and ancillary services are offered across a set patient population (Figure 8). They are
learning more about patient behaviors and data requirements to support a robust analysis of the
pilot programs. Leaning into patient care, these organizations are supporting real world data gen-
eration that will further our understanding of excellence in obesity care.
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Aligning Incentives

A la Carte care pilots: Patients gain access :
to a range of health services via an app
where they can find dietician support,

logging prog advice on
medical treatment options. All services
are covered via their health plan.

Manufacturers negotiate directly
with Payers to provide discounts
on a specific medical treatment
and possibly ancillary services.

Pilot Programs:
Patients gain access to Payer-Manufacturer Payers and Large Payer-Provider Patients gain access to
a full array of health ’ Employer Groups are : a full array of health
services LI experimenting to Incentives services
develop best practices
in obesity care.

Feasible for payer-manufacturers to
coordinate data generation in their
contracts, such as value- based

Comprehensive, coordinated care:

Patients are given provider channels that act as
contracts or open-label extension “virtual clinics.” These pmvlgers_have oxctusllve
studies. gr ittop iber behavioral
health services, dieticians, exercise programs in
a bundle of services.

Figure 8: Experimentation by payers and employers to develop best practices in obesity
care

Aligning incentives in practice

As this new era takes hold, payers and providers can expand contracts which incentivize appro-
priate treatment and a willingness to treat obesity as a disease. These contracts may take differ-
ent forms but would be grounded in clinical best practices and set up to collect data to further
our understanding of the combinations of treatments that are most successful. Moreover, these
contracts would serve to link payments to disease management practices, incentivizing continu-
ous learning and improvement in patient care over the long-term. Some viable contract options
include:

A. Tiered care volume contracts: Until social norms recognize obesity as a disease without
bias or stigma, providers and payers could negotiate based on “willingness to treat” whereby
care providers would receive incentive payments based on the % of their total obesity popu-
lation that they are actively treating. As providers reach higher percentages of patients with
obesity in treatment, they would receive a higher reimbursement per patient. Other triggers
for larger payments might include outcome measures, where patients achieve cholesterol

or glucose level changes, improvements in mental health and/or agility function improve-
ments, or patient-reported quality of life improvements. Tiered contracts would encourage
treatment to best practices in care, while reducing the stigma and bias now associated with
this chronic disease. Such contracts would also require clear identification of the patient
population to be treated, supporting a more systematic approach to identifying and retaining
patients, as well as developing systems to monitor disease management.

B. Subscription models: Payers and providers have begun to pilot a proscribed patient
journey, with a limited range of older medications and new obesity management medica-
tions provided for a defined population and with the requisite ancillary treatments included.
In this case, the stakeholders would contract based on expected population size and target
health outcomes. Subscription models can support evidence generation to understand how
an obesity management medication works with what combination of ancillary treatments for
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specific subpopulations. With the patient population identified in advance, this model sup-
ports a more systematic approach to identifying and retaining patients, as well as developing
systems to monitor patient outcomes. Yet at this time, the population of people with obesity
who will seek care is still unclear. Without a clear understanding of patient volume, it will be
difficult to agree upon a price per subscription. Until the patient population seeking care sta-
bilizes?, subscription models remain challenging to nail down. One recommendation would
be to tier the subscription contracts based on population size, where the price per patient
would differ by volume tiers.

C. Bundled Programs: Payers and providers would contract with a third party to provide
access to the range of targeted interventions, with patients paying a fee-for-services utilized
across the range of intervention elements. Such programs would increase the opportunities
for obesity care and support to develop, especially now as patient surges are expected. Third
parties could also contribute to the knowledge of what combination of services are most
requested and how they are utilized by patients to the best effect. Bundled programs would
have to remain tied to healthcare providers to oversee progress toward their goals (e.g.,
weight loss, reduction in obesity related diseases, improvements in sleep, or improved mental
health). Such programs might also then enable providers to go at risk for their patient popu-
lation outcomes.

1. A subset of bundled programs, “manufacturer direct” contracts are initiated by
manufacturers seeking to work directly with provider organizations. Already in pilots,
manufacturers endeavor to provide incentives (i.e., discounts) directly to the provider
and/or patient, while also building a range of ancillary services into the contracts. Man-
ufacturers are motivated to design programs where their medications are made available
following treatment guidelines and where rebates can be provided more closely to the
patient. Providers will seek longer contract terms (e.g., 3-year contracts), as they would
not include these medical treatments in their PBM negotiations, losing any possible
rebates in this disease area for the normal PBM contract period.

2. Another subset of bundled programs might include an “a la carte” option, where
providers make available a range of medical and ancillary services for a set patient pop-
ulation. While the services are covered, it is up to the patient to identify the appropriate
range of medical and ancillary programs in which they will engage. Payers in this case
would delegate the menu of services to provider groups. Providers might then engage
patients to identify a specific range of services. In these cases, payers would require less
direct oversight, but patients and providers would likely share decision-making over
treatments and services.

D. Outcome-based contracts: Traditional outcome-based contracts are challenging in the
context of uncertain care pathways and heterogeneity of patient needs. Obesity care is still in
transition, where what to track remains in flux. As broader access and patient population size
stabilize, payers, providers, PBMs and manufacturers will be able to agree upon what out-
comes to track. Finally, outcome-based contracts will require the coding infrastructure and
the claims data to be well established and accessible before stakeholders would agree to these
arrangements.
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Action Components of 2D) Aligning incentives

Continued experimentation: Stakeholders, from patients to providers, payers and manufacturers,
share an interest in improving patient health. Stakeholders must continue to experiment, design-
ing programs that improve health outcomes in well-defined, data-rich environments that contrib-
ute to our knowledge of obesity care and the necessarily varied patient journeys.

Share research/outcomes from private contracts: All stakeholders can benefit from other’s experi-
ences. Sharing outcomes from various contract models; what encourages best adherence? Best
outcomes? How will maintenance periods be best structured in the patient’s journey? What results
to measure before deciding to shift to maintenance therapy?

Build a resource navigation tool to share information and decision tools: Currently, bespoke pro-
grams are developing but they are siloed. A means for sharing key information is needed, in-
cluding outcomes data, patient journeys, sub-population identification tools and effective patient
engagement practices.

3: Integrated care

In this third solution area, we build on the systems-wide solutions outlined for patient identi-
fication, diagnosis and care, and the shared capabilities required to move the systems forward.
Integrated care options make concrete how obesity care can be organized and delivered, as an
outgrowth of the infrastructure changes outlined above. To provide people with obesity the com-
prehensive, integrated care options necessary to produce long-term results, we propose enhancing
health systems in three ways (Figure 9):

« Offering a validated set of treatments and services that support the best health outcomes
for each sub-population and that recognize patient preferences in socio-economic context.
These validated treatments offered would cover the full set of services for obesity management,
recognizing and shaping how care is provided. Elements to be actively engaged will include
nutrition services, physical activity programs, food provision, comorbidity management, psy-
chological support services, and medical treatment.

« Evidence-based care path development that nuances sub-population best practices based on
disease severity. In this heterogeneous disease, evidence-based care path development will be
designed to support patients at different stages of their disease and recovery, recognizing that
this chronic condition will not follow one, set path over time.

« Customized delivery in a shared decision-making process, where patients’ environment, cul-
ture and socio-economic conditions are considered when customizing their care pathway.

In Figure 9 below, the first two enhancements (validated treatments and evidence-based care path
development) would likely be encapsulated and disseminated in treatment guidelines, best prac-
tices and (eventually) codes and quality measures. The customized delivery enhancements would
be decided in a local, shared decision-making context among payers, providers, and patients. As
telehealth and digital applications that create touchpoints with patients are embraced, tailored de-
livery enhancements that save time and travel will support more equitable access to obesity care.
Ideally, data from the local level would be developed and used to inform clinical best practices,
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establishing an ongoing learning process that will advance care over time. Together, these three
health system enhancements will establish an appropriate approach to comprehensive obesity care
management systems.

Figure 9: Solution elements
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3A: Validated treatments

With obesity firmly understood as “a serious, chronic, relapsing and treatable disease” with a
complicated range of obesity related diseases, treatment is not complete with medicine or surgery
alone. Currently, obesity medication labels awarded by the FDA identify medicines as “adjunct”
to diet and exercise regimens.”® Complications of obesity, including obesity related diseases, are
wide-ranging, and patients often have more than one additional condition (see Figure 10 below).
With such a heterogeneous disease, weight loss is one important aspect of the patient journey but
does not address the disease comprehensively.
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Presence of co-morbidities in obese patients
(by BMI cohort; US patient population)
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Figure 10: Obesity-related disease rate suffered by patients with obesity (taken from
Gores, M., “When the dust settles: The future shape of the obesity market,” IQVIA Blog,
May 13,2024)

To achieve comprehensive obesity care, the validated treatments will be based on a patient’s needs
holistically, including required treatment intensity and patient engagement. In addition, patient
needs will shift over the course of treatment, with more intense use of certain services early (or
later) along the patient pathway. Elements of these validated treatments are included in Table 2
below:

Culture of care Active engagement Psychological Medical treatment
programs support services elements

Patient encourage- < Medical nutrition + Behavioral health + Intensive Behavior-

ment (motivation & therapy access al Therapy (IBT)

care planning) - Dietaryplans,con- -+ Mental healthpro- - Obesity medica-

Patient navigation sults grams tions

(access) + Food provision, + Peer mentoring + Metabolic surgery
food access and devices

Physical activity/
fitness monitoring
Obesity-related
diseases manage-
ment

Table 2: Elements of validated treatments

In addition to these validated treatments, the overall integrated care must conform to best prac-
tice care that combines clinical guidelines with integrated care elements and systematic tracking
of outcomes measures. Over time, integrated care design will improve as clinicians and other obe-
sity care specialists update the most effective patient care pathways. Coordinating these integrated
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care elements is a key design element for care delivery structures that we expect will require sig-
nificant development. Some level of clinician authority will be necessary to oversee the integrated
use of the validated treatments and to encourage appropriate transitions in care over time.

Action Components of 3A) Validated treatments

Share research results that assess ancillary services’ use and effectiveness. These results can be used
to further best practices and patient/provider incentive programs. The evidence generated can
bind best practices to healthcare service delivery, speeding the process of care improvements.

Publish a quality review of telehealth and digital technology (e.g., apps) that support customized de-
livery of obesity care while maintaining care quality. Identify and establish institutional networks
between app developers and patient/ provider organizations.

3B: Evidence-based care path development

The validated treatments will provide the foundation for positive health outcomes for patients
with obesity. At the same time, evidence-based care path development — the sequenced use of
the validated treatments based on disease severity — will best serve patient health equitably when
the systems of care are organized to measure what works and use that knowledge to improve care
interventions over time. Payers and providers may best support patients by:

1. Basing programs on expert-designed best practices in obesity care; and
2. Segmenting patient populations by disease severity, number of obesity related diseases, andthe
patient’s level of engagement or other characteristics that may refine the treatment regimen.

To ensure that care pathways are evidence-based, best practices must be shared broadly and
integrate HCPs approach to obesity care. With clinical best practices clear and up-to-date, pa-
tients can be supported in their health journey by providers who adhere to known treatments to
address the complexity of this disease: the elements of validated treatments outlined above will be
combined differently in patient journeys, but always along expert-developed best practices in care.
Evidence-based care pathways will advance over time, recognizing changing patient conditions
and growing clinical evidence.

« Evidence-based care path development might assess patient needs based on the severity of
obesity or coding that go beyond BMI, combined with risk scores that identify challenges
beyond the clinical, e.g., social determinants of health, adherence to treatment, or the num-
ber of obesity-related diseases, and the patient’s level of engagement. At the diagnostic phase,
care systems require clear strategies for identifying and supporting patients to seek care, with
transparent methods for differentiating access to care once the patient’s needs have been diag-
nosed. As discussed above, ICD-10 codes have recently been updated for obesity. However, the
debates continue: with continued evidence generation and improved medical education, HCPs
might use BMI in tandem with a waist-height circumference measurement that will be coded
and authorized.”
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As more evidence accumulates, integrated care for each subpopulation of patients can be im-
proved, with health outcomes data that will be reflected in changes to the care recommended as
the disease reaches lower levels of severity (or with chronic resurgence of disease). The process of
regular integration of new evidence and best practices into care pathways will remain a compli-
cated project, but the benefits will be significant. Patients and providers will be engaged in obe-
sity management practices that will have incorporated more comprehensive diagnostics earlier,
and more nuanced care pathways that were developed with evidence. The validated treatments,
evidence-based care path development, and patient journey phases (diagnosis, induction treat-
ment, maintenance treatment) should interact to create differentiated ‘ideal’ care paths for each
sub-population over time that vary in the number and intensity of interventions.

Action Components of 3B) Evidence based care path development

Build patient journeys for obesity sub-populations that are based on analysis of successful utiliza-
tion of the full, validated treatments and are structured to respond flexibly to new evidence.

Work with relevant medical societies and patient associations to establish regular and timely updates
to standards of care, in consideration of new evidence.

3C: Customized delivery

In the short-term, effective medicines and care pathways for this complicated disease will become
more robust, and patients will also be more knowledgeable, as they accept obesity as a disease
that requires medical attention and support. With more confidence and increased collaboration,
people with obesity will share in the decision-making process that structures the care they will
receive. Appropriate elements of the validated treatments will be offered, but it is the patient with
their provider team who can best understand what additional flexibility will be needed in service
delivery. The customization of how services are delivered will be influenced by practical consider-
ations of daily life and socio-economic circumstances (see Table 3).

Patient’s level of knowledge, readiness for Patient’s access constraints

treatment, personal preferences

Stigma & bias history

Cultural differences, racial/ ethnic prefer-
ences

Readiness to change

Peer and family support level

Learning style

Time of life (work/ family responsibilities,
availability for travel)

Self-care advocacy capabilities/ trauma-in-
formed care needs

Treatment and provider options available in
their geographic area or virtually

Internet access limitations (e.g., due to work
environment, remote location)

Social influences of health (including so-
cio-economic circumstances, race/ class
biases, proximity to healthy food outlets,
care centers)

Obesity related disease burden (mobility
limitations, complexity of care, access to/
ability to manage care coordination)
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Clinical guidelines, recommendations

With such a complicated chronic disease as obesity, many
medical associations have weighed in with guidelines

and recommendations for treatment since the American
Medical Association designated obesity as a disease on
2013 (see below for a current list of organizations). Ear-
lier guidelines established consistent steps for clinicians,
and recent updates have included the new medical treat-
ments available, the FDA labels granted, and weight-re-
lated complications to be considered in establishing
comprehensive patient care.

Each guideline or recommendation considers diet, ex-
ercise and behavioral modifications as a mainstay of all
obesity management approaches. There remains agree-
ment that BMI measurement is recommended to initiate
evaluation and determine disease classification, but for

a full diagnosis, a clinical assessment of weight-related
complications and waist circumference measures are rec-
ommended.’ Obesity medications and bariatric surgery
can also be considered in combination with behavioral
changes and increased physical activity. Evidence shows
that when medicines (specifically GLP-1s) are used in
tandem with behavioral modifications, greater and more
sustained weight loss is achieved.”

Preventive care is also addressed in the guidelines. It is
recommended that patients who are overweight stop
gaining weight or lose weight to avoid progression to
obesity and additional comorbid conditions. As identi-
fication of patients at risk for, or experiencing obesity, is
very often first identified via a PCP office, the American
Academy of Family Practitioners has also developed a
comprehensive overview of clinical guidance and practi-
cal resources about obesity for PCPs.

List of organizations providing guidelines and/or recom-
mendations since 2013:

» 2008: The Obesity Society published their first state-
ment designating obesity as a disease.

o 2014: The American College of Cardiology (ACC), the
American Heart Association (AHA) and The Obesity
Society (TOS) joint clinical practice guidelines.

 2016: The American Association of Clinical Endocri-

nologists (AACE) and the American College of En-
docrinology (ACE), jointly published evidence-based
clinical practice guidelines.

o 2021: The American Heart Association.

o 2022: The American Gastroenterological Associa-
tion (AGA) issues new clinical practice guideline on
pharmacological interventions for adults with obesity,
they identified the specific OM in their report.

o 2022: American Society for Metabolic and Bariatric
Surgery (ASMBS) and the International Federation
for the Surgery of Obesity and Metabolic Disorders
(IFSO) updated clinical guidelines to expand patient
eligibility for weight-loss surgery, now to include
surgery for individuals with BMI >35 and for a BMI
of 30-34.9 with metabolic disease.”

o 2023: The American Academy of Pediatrics.

o 2023: Guidelines from the American Diabetes Associ-
ation were updated.”

o 2024: The Obesity Medicine Association updated a
tool for clinical practitioners, “the 2024 Obesity Al-
gorithm®” that includes advice on starting an obesity
medicine practice and how to use telehealth options."
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Table 3: Key considerations in the customization of care delivery

Patients will be empowered to customize how care is delivered, and they will do so in partnership
with their healthcare provider. Healthcare providers will be part of healthcare delivery systems
that engage patients, supporting their identification, diagnosis and care. Healthcare providers
will also support patients by building healthcare systems that can incorporate new evidence and
update what works for patients with obesity. In other words, how a patient customizes their care
delivery will be in partnership with, and influenced by, the institutional structure through which
their care is delivered.

Obesity care delivery structures

With the aspects of care for people with obesity better understood and care options integrated,

we must address how healthcare delivery structures can meet the high volume of patients in a
timely manner and with consistent quality across a wide array of services and a wide array of
customized service delivery options. The transformation of care practices outlined above will only
succeed when the current three main models of obesity care delivery are prepared, coordinated,
and structured to deliver current, non-biased, patient-customized care that can adapt to quality
and monitoring standards as they develop. The three main models of obesity care delivery are:
centers of excellence, PCP-centered care, and consumer-centered care delivery systems. Crucial to
our ability to manage the quality and timeliness across a high volume of patients, these three main
care delivery models must differentiate across patient populations, with the CoE model working
with the most severe patients (Class 3 Obesity), the PCP-centered care model supporting patients
designated Class 2 Obesity and the consumer-centered care model addressing the needs of pa-
tients in Class 1 Obesity (see ICD-10-CM E Code Classifications, above).

These main models must align with the advancements outlined above, including a more educated
and sensitive process of patient engagement, identification and diagnosis. Each model will have
different strengths in how they support shared capability building, but nonetheless, each must be
flexible to apply new metrics and integrate new best practices as evidence develops. In addition
to quality consistency and expanded, timely support, each model must be prepared to provide all
aspects of integrated obesity care to their patient populations, staying current with best practices,
shifting care pathways as new evidence builds, and customizing care in partnership with their
patients. It will require substantial work to incorporate the multi-faceted improvements proposed
in this roadmap into each model, but the expected transformation of obesity patient outcomes
justify building upon the solid foundation of each current main model.

Obesity Centers of Excellence

Traditional Centers of Excellence (CoEs) are centrally located to provide access to many patients
across a large geographic area. Primary care and subspecialty providers refer patients to such
centers which include specialists that concentrate on patient care with the targeted conditions

for patients with Class 3 obesity (i.e. BMI of 40 or greater) while serving all who seek their care.
Similar to other disease areas, obesity centers of excellence could serve as a geographic center and
be central in developing best practices in obesity healthcare.

An obesity CoE will provide specialized care and access to best practices in obesity care, while
collaborating with other institutions to deliver the full validated treatments that obesity care
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requires. Most often, CoEs are part of a larger institution (e.g., a hospital) where they can have
administrative scope to maintain a longitudinal database of their patients’ complete obesity care
experience. The evidence these institutions create will contribute to best practices in the field and
improve care delivery, perhaps with contractual support from payers.As their patients require,
CoEs will likely integrate non-traditional service applications, such as telehealth appointments for
care coordination and updates, or reporting mechanisms where patients log in to access aspects
of the validated treatments. Importantly, the CoE would have the specialists and administrative
support to review and advise on data from these reporting mechanisms.

Working with the patient population with the most severe obesity, the CoE model would likely
require more in-person medical care at certain periods in a care pathway. Depending on the care
pathway (e.g., bariatric surgery and its follow up treatment, coordination of medications across
obesity -related diseases, etc.), patients’ ability to customize delivery of services might change
over the course of care. At the same time, overall engagement from these patients would likely
remain high, given the intensity of treatment needs.

Primary Care Provider (PCP) obesity care delivery

The second main model for obesity care emphasizes Primary Care Providers (PCPs), or more
broadly, a patient’s main medical provider who would work with patients with a Class 2 obesity
severity designation (with BMI of 35 to less than 40). In this model, the PCP would be considered
a trustworthy partner with whom a person with obesity could engage to develop a customized
care plan through ongoing interactions. PCPs (and their staff) would:

« Develop a customized obesity care plan with each patient,

» Coordinate care services for each patient’s needs,

» Work with external health insurance structures,

o Provide referrals to services not directly available within the PCP practice,

o Aid the patient in navigating the healthcare system (or directly coordinating the care plan and
provider team), and

o Assess the quality and outcomes of services that their patients receive.

In this main model, PCPs would need the infrastructure (e.g., training, stable resources for inter-
vention element supply, robust reimbursement coding) available to work successfully with patients
with obesity and coordinate with other care providers. Given the current epidemic level of patient
needs, the PCP model has an important role to play in obesity patient care thanks to its founda-
tional presence in our healthcare systems. Yet to succeed, obesity bias and stigmas must be firmly
irradicated at this first point of contact, and providers must have the resources and training to
encourage patient engagement. PCPs may also benefit from digital and telehealth options and act
as coordinators of the full, validated treatments, supported by regular patient check-ins. This PCP
obesity care system would maintain a central role for medical expert oversight and coordination,
including referrals to CoEs when needed, and continued health check-ups with these patients.

As people with obesity choose to engage with their PCP office, we expect they will be more
proactive partners to share in decision-making, especially as PCP offices become more adept at
managing obesity care without bias or stigma in their approach. Obesity severity Class 2 patients
may have more flexibility to decide how their care is delivered, working with their PCP office to
customize how they receive a full validated treatments that best align with their life circumstances.
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Consumer-centric obesity care delivery

At the cusp of a radical change in care for patients with obesity, a consumer-centered care deliv-
ery model could provide greater scale, access to care and flexibility, with a less medicalized tone
that may encourage some to seek and adhere to obesity care. We expect that the consumer-cen-
tered care delivery model will manage patients with a Class 1 Obesity severity score (with a BMI
range from 30 to <35), delivering quality medical care while prioritizing patient convenience and
shared-decision making in services to be accessed. While this model may prioritize patient con-
venience for care (e.g., using apps, telehealth appointments or other digitally based services), the
model would benefit from being held to the same quality standards as other main models.

Currently, consumer-centered programs have aligned across the validated treatment options of
non-surgical services, from nutrition and exercise plans to patient support groups, and increas-
ingly, obesity medications. The coordination of these services could serve as an early strength of
this obesity care model, especially for those consumer-centered systems that align with accepted
medical practices and engage board-certified specialists in their physician consultation programs.
Consumer-centric programs have been working to incorporate telehealth and digital apps, where
they now include medical telehealth appointments to support the broader service programs.

This consumer-centric obesity care model will evolve to better coordinate with the other two
models as well as adhere to, and perhaps support the development of, health quality standards
and medical guidelines.

All patients with obesity will become more proactive to seek care as the bias and stigmas asso-
ciated with obesity lessen. Patients at severity class 1 will be no less impacted by this shift to an
assumption of obesity as a disease. Patient who seek care through these systems may not have
severe complications or obesity-related conditions, but they will still require support and advice in
the diagnosis and treatment of this disease. These patients will also require access to the full array
of validated treatments, customizing the delivery of that care to best suit their life circumstances.
These patients will benefit from coordination support to engage, monitor compliance, and ulti-
mately reach positive health outcomes.

Action Components of 3C) Consumer-centric obesity care delivery

Develop Artificial Intelligence (AI) programs to coordinate all services including booking of services
and appointments, monitoring of engagement with validated services (e.g., meetings attended,
hours of sleep daily, physical exercise tracking, weight measurements & etc.).

o Feedback to healthcare professionals in each of the care delivery systems must be built into
the services so that care will be responsibly measured and monitored for quality assessment
purposes. These metrics could then inform best practices on a systems-wide level.

o Al programs could also support healthcare delivery systems to share patient data and facilitate
the use of care coordination programs where data has been collected, and evidence is available
to measure and compare their success.

Integrate digital services that support customized access to resources where an app can help with
meal planning, linked to a shopping service that can deliver foods based on the meal plan.
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Compounding medications

As a new generation of obesity medications has come to mar-
ket, there have been supply shortages that disrupted availability
of certain GLP-1 products. In such circumstances, the Food

& Drug Administration (FDA) maintains a drug shortage

list, actively monitoring drug availability to ensure that drug
supply can meet patient demand. For medications on the drug
shortage list, the FDA may waive some restrictions on com-
pounding drugs that are “essentially copies” and so allow them
to be introduced to the market until that time when the drug
shortage has passed.!

Compounded medicines are not monitored, inspected or con-
trolled to the same degree as FDA-approved medicines. Meant
as a temporary measure, compounding companies are not held
to the same rigors of manufacturing quality controls to which
primary manufacturers of FDA-approved medicines are held
responsible.’ Indeed, the National Association of Attorneys
General petitioned the FDA to take action against compound-
ing companies that are taking advantage of the high demand
for approved GLP-1 medications. Signed by 38 Attorneys
General, they urged the FDA to take action to address counter-
feits, fake medications, illegal sales without prescriptions and
compounding pharmacies that are producing adulterated cop-
ies of GLP-1s under insanitary conditions.” The FDA declined
to take immediate action, presumably due to the ongoing
shortages, where doing so would harm patient access to initiate
and maintain obesity therapy prescribed by a physician.

As of this writing, all GLP-1s have been taken off the FDA drug
shortage list, meaning that the drug shortage has been resolved
in each case and compounding pharmacies are thus supposed
to stop selling their alternative products. The FDA regulations
allow the compounding companies to operate for 60 days to
dispense any orders they have received when the drug shortage
has been resolved.”

Some compounding pharmacies disagree that the GLP-1 prod-
uct shortage has been resolved, particularly for some dosages
not on the FDA labels of the reference products that nonethe-
less are prescribed by physicians. With their association, the
Outsourcing Facilities Association (OFA) they are currently
suing the FDA to allow continued GLP-1 compounding. They
further argue that the compounding companies will lose their
investment if no longer allowed to produce and sell their
products.

Beyond a general lack of manufacturing and final product
quality assurance, the FDA has limited oversight of adverse
event reporting for compounded products. Compounders also
do not provide FDA with evidence of their products’ safety and
efficacy.” At times of drug shortage crises when FDA- approved
medications are not available, compounded medications can
fill the gap with risks that the FDA evaluates are less than the
benefits of increased patient access. However, when no manu-
facturing-based shortage of the FDA approved products exist,
the added patient risks from compounded products “copies”
are inappropriate and fall outside of clinical standards creating
a two-tiered system of healthcare for people living with obesity.

NEWDIGS programs embrace the need for, and the opportu-
nities created by, data and evidence. Should evidence of patient
efficacy or safety from alternative compounded doses, formula-
tions, or active ingredient combinations be developed path-
ways for patient access and rewards for the developers should
be available.
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Build evidence from customized delivery services into communication and education programs so
that shared decision-making practices are taught that foster patients’ resilience and engagement
in the patient journey. Continue to investigate and report accessibility constraints, investing in
solutions.

Identify sub-populations that remain outside healthcare settings: In ongoing experiments to develop
feasible care journeys that incorporate customized delivery options, there is an opportunity to
identify why some people with obesity do not engage in healthcare solutions. For example, more
women than men engage health services for obesity care, and there are signs that a subpopulation
with high clinical need exists that are not seeking care. Investigating why would be a first step
toward proactive engagement in obesity care.

Obesity Roadmap Architecture:
Solution areas, elements, and action
components

Table 4-Table 6 capture the specific details that link our three solution areas, broken down into
key solution elements and finally action components that allow us to move from elucidation of the
challenges at hand to concrete recommendations on what to change, and how. Multiple stakehold-
ers, multiple leaders will be required to effect these changes. It is NEWDIGS’ hope that, through
the efforts of the full OM team, we have contributed clarity to the theories for change, and a
roadmap to get it accomplished that will serve many who will continue to effect systemic changes
in the dialogue, the diagnosis, and the care pathways for people with obesity.

Patient identification, engagement, and diagnosis

Solution Elements Action Components

A comprehensive, Message content that is tailored to specific audiences, utilizing
public communications evidence-based information

program

Breadth & Depth of Message Penetration: Disseminate across multi-
ple platforms simultaneously for a deep penetration that would gen-
erate a paradigm shift in our assumptions about obesity and its care

Apply measures of success on the communications program
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Solution Elements Action Components

Build more comprehen- Build obesity identification and care into medical, nursing and phar-
sive obesity education = macy school curriculum. Include obesity training in licensure tests.

for care providers
across healthcare
systems

Implement obesity care coordination training programs at nursing
schools

Create mandatory Continuous Medical Education (CME) training
programs for the disease and care of obesity

Educate health systems on federal accessibility and equipment
requirements to provide care for people living with obesity

Normalize patient Identify and engage new patients

outreach processes to
initiate medical treat- Consistent documentation of people with obesity by each HCP

ment for obesity care ) :
Create a pre-appointment checklist

Develop patient information materials that outline obesity as a
disease and obesity care options

Table 4: Solution elements and action components for patient identification, engagement,
and diagnosis

Shared capability building

Solution Elements Action Components

Metrics development Integrate training around obesity-related coding and billing
procedures in medical education programs.

Build improved and non-biased obesity coding system

Engage all Coding and Coding assessment agencies to coordinate
their updates to codes for obesity.

Identify and coordinate the diversity of coding and metric innova-
tions that are under development to navigate the pool of information
available beyond BMI assessments and pool the information to ac-
commodate best use of evidence for patients, providers and payers.
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Solution Elements

Action Components

Quality and Outcomes
Monitoring

Develop a strategic set of peer-review articles that bring attention to
the current state of coding and quality measures

Build partnerships across scientific agencies and institutions focused
on obesity care improvements

Create NCQA behavioral health awards that recognize quality obesity
care programs

Partner to develop an NCQA- sponsored Innovation Summit focused
on Obesity.

Data collection &
Evidence Generation

Embrace the current chaos: With evidence-based dialogues, clarify
specific data and analysis that is needed to a) move to clarity about
the differentiating factors that determine disease severity; b) convey
to patients what illnesses threaten their health, based on their specif-
ic disease profile

Encourage development of an aggregator marketplace to produce
outcomes-based evidence

Establish bridges across public-private partnerships to collect and
share data across institutional boundaries

Create evidence generation and evidence-sharing channels that
allow health systems infrastructure to be updated more quickly (e.g.,
clinical guidelines, coding for reimbursement and clinician education
programs)

Plan for data collected to meet requirements at different levels of
sophistication.

Include patient-reported outcomes in data collection processes

Align incentives across
stakeholders

Stakeholders must continue to experiment, designing programs that
improve health outcomes

Share research/outcomes from private contracts

Build a resource navigation tool to share information and decision
tools

Table 5: Solution elements and action components for Shared Capability Building
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Integrated care
Solution Elements Action Components
Validated Treatments Share research results that assess ancillary services’ use and

effectiveness

Publish a quality review of telehealth and digital technology (e.g.,
apps) that support customized delivery of obesity care while main-
taining care quality.

Evidence-based care path  Build patient journeys for obesity sub-populations that are based
development on analysis of successful utilization of the full, validated treatments
and are structured to respond flexibly to new evidence.

Work with relevant medical societies and patient associations to
establish regular and timely updates to standards of care, inconsid-
eration of new evidence

Customized delivery Develop Artificial Intelligence (Al) programs to coordinate all
services

Integrate digital services that support customized access to
resources

Build evidence from customized delivery into communication and
education programs

Identify sub-populations that remain outside healthcare settings

Table 6: Solution elements and action components for Integrated Care

Applying the roadmap architecture
in practice

Long-lasting, systemic change is not the purview of large, Federal health systems alone. All po-
tential patients for obesity care cannot be reached unless specific programs, including those for
managed populations, are able to implement the solution area, elements and action components
for their own patient populations. Table 7 provides a snapshot of example “micro applications” of
the Obesity care roadmap to real communities; to patient groups and subgroups that are unified
within a healthcare system and are willing and able to embrace the medical system where health-
care solutions for the disease of obesity can be managed.

Each of the organizations highlighted below have embraced a comprehensive approach to obesity
care while customizing their program for their context. While no one program follows the Road-
map exactly, each program seeks to identify patients and appropriately encourage diagnosis and
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care for people with obesity. Each of these programs also seeks to use metrics and track quality of
care and patient outcomes. Each program is generating data that will shape contracts and generate
payments for results as well as further our knowledge and understanding of how obesity

care can improve. Finally, the patients in these programs are provided a full set of validated
treatment options with care pathways shaped by evidence. These programs also encourage
patients to work with their HCPs to customize how they receive care including by apps and

remote monitoring devices.

These example programs in great part embraced most of the solution elements outlined in this
Obesity Roadmap. There are some solution elements that to date have not been included in all the
examples, such as comprehensive communication programs or broad HCP education programs.
Given the proscribed patient populations and provider groups involved in these programs, it is
reasonable to think that these more comprehensive agendas would not be central to the initial
efforts. However, as outlined above, comprehensive communication and education programs
require cross-functional and cross-institutional strategies to fully effect these necessary changes.
At the same time, many solution elements appear fundamental to these programs’ success
including that they have: experimented with outcomes measures to monitor patient success

and tracked data over time. While still early for some of these programs, the interest in tracking
outcomes and revising programs based on this evidence is an important progression in obesity
care and management.

Solution Element

AT&T (Examplar of
employer plan)

Point32Health-Good Mea-
sures Partnership (Exam-
plar of regional health plan)

Obesity Center of
Excellence Examplar

A comprehensive, public
communications program

None, introduced at
prescription filling

Press releases, social media
posts, reposts by other
organizations, direct mail-
ings, newsletters (provider,
member, broker, employers),
Sales and Marketing pre-
sentations, case manager
engagement.

N/A

Comprehensive obesity
education for care providers
across healthcare systems

None

None

Specialized/ dedicated team
that understands obesity;
can create provider network
and ensure credentialing

Normalized patient outreach
processes to initiate medical
treatment for obesity care

Post-script outreach

Direct mailings and personal
outreach for initial and long-
term obesity care regardless
of the stage.

None
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Solution Element

AT&T (Examplar of
employer plan)

Point32Health-Good Mea-
sures Partnership (Exam-
plar of regional health plan)

Obesity Center of
Excellence Examplar

Metrics development

Utilization (enroliment,
adherence), Net Promoter
Score (user experience),
Work Limitations Question-
naire (impact on productivi-
ty), Weight reduction

Member engagement
(targeted, Enrolled, en-
gaged, disenroll, avg # of
days logged-in, engaged

in personal coaching, etc.),
demographics, avg BMI, co-
morbid conditions, PDC with
AOM, % switch to alt AOM,
duration of AOM, etc), dis-
ease-specific metrics (avg
base A1C, changein AIC, avg
BP, change in BP, etc), Net
Promoter Score

Measures for sustainable
weight loss incorporated
into care plans

Quality and Outcomes
Monitoring

Outcomes measured at 6
months and 12 months; with
outcomes-based payments
to providers triggered every
month. Individual-level pay-
ments also supported based
on reaching established
goals

Program is formally and
holistically evaluated on a
quarterly basis

On Qrtly basis and in ad-
dition to above metrics,
change in BMI, change in
weight, % achieving = 5% wt
loss, % maintaining = 5% wt
loss, % achieving 210% wt
loss, % maintaining =2 10% wt
loss, % achieving = 15% wt
loss, % maintaining =215% wt
loss. For employer groups, %
engaged, % with weight loss,
avg % wt loss, A1C tracking,
BP tracking, etc). Goal track-
ing for patient self-use (app/
website).

Tracked over the perfor-
mance period

Data collection & Evidence
Generation

Claims, demographics, lab
values, mobile app inter-
action, including PROMs,
weight monitoring, BP via
integrated scales and mon-
itors.,

Rx claims data, coach and
patient reported data,

Wt, BP, A1C with integrated
scales and monitors
(add-on)

Can set up data-sharing
pipelines and business
agreements with employers,
TPAs, providers, PBMs.

Align incentives across
stakeholders

Provider outcomes-based
payments at a patient level

Incentives between Good
Measures and the payer

COE can offer various
financial structures based
on risk sharing capacity and
partner's preferences. COE
can contract with employer,
PBM, insurance.
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Solution Element

AT&T (Examplar of
employer plan)

Point32Health-Good Mea-
sures Partnership (Exam-
plar of regional health plan)

Obesity Center of
Excellence Examplar

Validated Treatments

Diverse set of options

Nutrition-focused but with
personalized lifestyle coach-
ing, educational opportuni-
ties, engaging and motivat-
ing challenges, tailored for
individuals seeking healthy
weight solutions, inclusive
of individuals on weight loss
medications and/or bariatric
procedures

Comprehensive care with
lifestyle support and phar-
maceutical & procedural
interventions

Evidence-based care path
development

Appropriate treatment in
relation to obesity staging
model

Program supports first-line
and long-term obesity care.

Incorporates obesity treat-
ment protocols

Customized delivery

Patient-specific determi-
nation by specialist; Patient
supported by medical and
behavioral team; Educate
patients on the validated
treatments; Mobile app

Patient-tailored guidance
by dietitians and coaches;
Additional tracking, support
and learning opportunities
through app

Coordinates care with pri-
mary and specialty providers

Table 7: Applying the Roadmap Architecture to three examples in the real world

In each aspect of the Roadmap, we have sought to identify those solution areas that hinder obesity
care and management and then clarify how to go about eradicating these limitations. From the
three solution areas and their solution elements, and then to more concrete action components,

the Roadmap for Transforming Obesity Disease Management encourages paradigmatic change to
fully treat obesity as a chronic disease. The example obesity care programs in Table 7 have begun
breaking down the bias and stigma amongst their patient populations, providers, and communi-

ties. They are providing care to their populations that normalizes care for these groups. As these
programs progress, and share information about their strengths and weaknesses externally, we
are confident that their successes will continue to mirror the Roadmap for Transforming Obesity
Disease Management.
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