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besity management for most primary care 
providers (PCPs) is difficult, but they are 
ideal candidates for making positive health 

changes for obese patients. PCPs have medical exper-
tise and can promote obesity reduction by infl uencing 
patients and their families to make healthier lifestyle 
choices; providing patients with individualized, 
 evidence-based health information; encouraging 
healthcare systems and workplaces to provide healthy 
environments for all stakeholders; and advocating for 
local, state, and national healthcare policy changes. 
This article reviews the clinical implications of caring 
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awareness of the infl uence of health policy 
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management are needed.
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for obese patients and how PCPs can advocate for 
their patients by affecting change in health policy.

■ Obesity
Adult obesity is defi ned as a body mass index (BMI) 
30 kg/m2 or greater; obesity in children and adolescents 
is a BMI in the 95th percentile or greater for the same 
age and gender.1 Obesity is multifactorial, encompass-
ing genetic, physical, environmental, and psychological 
components and transcends region, race, and gender.1 
In the United States, obesity affects approximately 17% 
(12.7 million) of children ages 2 to 19 years and 35.7% 
(80 million) of adults.2,3 Obesity prevalence is higher 
among adults ages 40 to 59 (39.5%), followed by adults 
age 60 and over (35.4%) and younger adults between 
ages 20 and 39 (30.3%).1

Obesity is a global disease with many costly, chron-
ic, comorbid conditions, including type 2 diabetes 
mellitus (T2DM), hypertension, gallbladder disease, 
osteoarthritis, dyslipidemia, coronary heart disease, 
and some cancers.4 Obese individuals currently have 
improved access to obesity management, and PCPs 
have more reimbursement  options.5,6 Unfortunately, 
continuation of coverage for this costly disease is now 
uncertain.

■ Cost of obesity
Obesity is associated with increases in healthcare costs, 
and therefore has a negative infl uence on the economy. 
Approximately 34.4% of uninsured adults in the Unit-
ed States who are eligible for Medic-
aid are obese and require healthcare 
interventions.7 The probable annual 
impact of obesity on the global 
economy is $2 trillion, which ac-
counts for 2.8% of the global gross 
domestic product.8 The oldest baby 
boomers reached age 65 in 2011. Healthcare expenses 
of this large cohort, which is expected to live longer 
than previous generations, account for 66% of the U.S. 
healthcare budget.9

If current obesity trends continue, approximately 
half of all adults will be obese by 2030.8 Medicare and 
Medicaid cover an estimated 40% of the annual obesity–
related healthcare costs ($60 billion) in the United 
States, and current investigations suggest that a 5% 
reduction in the obesity rate would yield a healthcare 
savings of approximately $29 billion.3 Similarly, child-
hood obesity is costly. In the United States, an obese 

10-year-old child would have an estimated lifetime 
medical cost of $19,000 compared to a normal weight 
counterpart.10 Specifi cally, if the lifetime medical cost 
of $19,000 were multiplied by the number of obese 
10-year-old children, the results would be approxi-
mately $14 billion.10

However, if no incremental, lifetime adjustments 
for medical costs are made for children of normal 
weight (who may potentially gain weight during 
adulthood), the estimated costs for obesity treatment 
will range from $16,310 to $39,080 per person.10 The 
fi nancial implications of reducing obesity prevalence 
are huge, so addressing barriers to obesity reduction 
with a multidimensional approach, which encom-
passes environmental factors, is essential.

■ Obesogenic environment
The concept of the “obesogenic environment” first 
emerged in the 1990s.11 The obesogenic environment 
is a group of diverse community features that increase 
an individual’s risk for obesity and its related complica-
tions.12 Research suggests a link between obesity and 
“built environments” where people live, work, and 
play.12,13 The built environment can negatively affect 
physical activity and health outcomes. For example, a 
healthy built environment is a neighborhood with good 
aesthetics (more green space), sidewalks, safe traffi c 
conditions, and convenient full-service grocery stores.

This environment facilitates healthy lifestyle behav-
iors needed to reduce obesity.14-16 Understanding the 

possible association of a sedentary lifestyle paired with 
unhealthful eating behaviors within the built environ-
ment provides a framework for developing strategies 
aimed at reducing or eliminating the obesogenic 
environment.

Equally important are other  external factors in the 
built environment.15 According to the World Health 
Organization, walking is a primary mode of exercise 
for adults.16,17 Walkability (sidewalks, parks, or recre-
ation centers) and playability (yards and playgrounds) 
of a neighborhood are associated with physical activity 
in adults and children, respectively.18,19 Environments 

Approximately 34.4% of uninsured adults in 

the United States who are eligible for Medicaid 

are obese and need healthcare interventions.
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that are not conducive to physical activity may increase 
the risk of obesity. Therefore, the need exists for 
healthcare policies based on science and the popula-
tion’s values to create built environments that promote 
an active lifestyle in all communities, and thus, elimi-
nate or reduce obesogenic environments.

Research also suggests that Black Americans and 
low-income individuals are more likely to live in obe-
sogenic environments, with limited access to neigh-
borhood supermarkets and healthy food choices.20 A 
qualitative study of 34 obese minorities revealed per-
ceived discrepancies between the cost of healthy and 
unhealthy foods in their neighborhood supermar-
kets.21 These findings emphasized the perceived or 
actual barriers faced by vulnerable populations to 
achieve healthy eating behaviors.

■ Policy infl uence on obesity
Health policy is an offi cial statement or process that 
summarizes priorities and restrictions for actions ad-
dressing health needs, identifi es available resources, 
and responds to a systemic process or administrative 
pressures.17 Specifically, health policy is needed to 
establish a consensus and outline transparent, future 
direction of health outcomes for health systems, PCPs, 
and the general public.17 Policies may help create strat-
egies and built environments that promote healthy 
lifestyles and prevent obesity.

PCPs, especially pediatric providers, have a unique 
and important role in promoting policy change and 
environments that support obesity reduction because 
early childhood is a crucial time for healthy lifestyle 
development.22 During the fi rst 2 years of life, PCPs 
have multiple opportunities during well-child visits 
to educate parents about maintaining healthy lifestyle 
behaviors and referring families to community re-
sources to aid in obesity reduction.22

To ensure that healthcare outcomes and policies 
related to obesity are applicable, PCPs and scientists 
from appropriate disciplines must evaluate current 
obesity research fi ndings along with expert position 
papers from organizations such as the Academy of Nu-
trition and Dietetics and the National Academy of Medi-
cine.23,24 Because of the national urgency to provide 
preventive and proactive healthcare to individuals di-
agnosed with obesity, PCPs need to be present in all 
 levels of governmental decision-making committees 
associated with redesigning obesity healthcare and 
policy development.25,26

PCP expertise complements that of policy makers 
who rarely have the medical experience necessary to 
develop policies that address current obesity issues. 
Specifi cally, PCPs are poised to fi ll in the gap to advo-
cate for health policy changes to help vulnerable popu-
lations and to suggest appropriate changes in the 
 delivery of healthcare for obese patients.26

■ Obesity guidelines
New and revised clinical practice guidelines are a 
promising approach to encourage and advocate for 
health policy changes.27,28 Currently, published clinical 
practice guidelines identify obesity, metabolic syn-
drome, T2DM, and heart disease as chronic, interre-
lated conditions.29 Preventing these chronic diseases 
must encompass ongoing assessment of the patient’s 
BMI, waist circumference, and willingness to adhere 
to healthier lifestyle behaviors. Research consistently 
suggests that prevention of these problems should 
begin with early childhood screening and promotion 
of a healthy lifestyle by PCPs.30

With decreasing numbers of PCPs and increasing 
numbers of newly insured obese patients due to the 
Patient Protection and Affordable Care Act (ACA), the 
demand on PCPs to manage these patients will be over-
whelming.31 However, if all PCPs use clinical guidelines 
to manage and treat obesity, the continuity of care for 
this patient population may improve, which may lead 
to reductions in obesity prevalence. For example, clini-
cal guidelines should include therapeutic conversations 
with obese patients regarding healthier lifestyles to re-
duce obesogenic environmental infl uences and when 
to refer these patients to an obesity specialist.32

■ PCP infl uence on obesity healthcare policy
PCPs recognize the priorities and issues that accom-
pany treating obese and overweight individuals, such 
as suffi cient time for educating and counseling pa-
tients. PCPs need a minimum of 20 to 30 minutes to 
spend with obese patients—especially those with mul-
tiple comorbidities—as opposed to the usual 10 to 15 
minutes for an offi ce visit.33 Practice guidelines suggest 
specifi c interventions for this population require more 
time (even for follow-up visits).34 However, the PCP 
must comprehensively document the visit based on 
the insurer’s reimbursement standards in order to 
receive payment.

As a result, primary prevention is often no more than 
a caution that overweight and obesity are present and 
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patients should “get more exercise and watch their diet.” 
This is seldom effective without specifi city. Specialty 
clinics are available for some, and referrals are common 
but often not used until serious comorbidities have de-
veloped. Communication between PCPs and specialty 
providers is problematic with delays 
in both referrals and in receiving spe-
cialty reports/recommendations. Spe-
cialty providers sometimes think that 
in some instances, more timely con-
sults could have prevented problems 
or made some treatment options 
appropriate.25

Existing health policies at all levels of government 
have identifi ed that obesity is a major health concern, 
but there is a lack of infl uence toward a suffi cient 
resolution to this complex issue. For example, obese 
Medicare clients are allowed enough primary care 
visits to recommend changes, set goals, and evaluate 
outcomes. PCPs must be cognizant of current health 
policies and should advocate for their patients by 
highlighting the barriers to individualized care. In 
the community, PCPs and professional organizations 
can help identify common problems and organize 
support for providing quality health services and a 
safe environment for all. PCPs and organizations can 
seek support and assistance from governmental 
policy makers and legislators to influence policy 
development at local, state, and national levels; they 
may also pursue appointments to committees and 
elections to public offi ce that may offer opportunities 
to change policies.

■ Clinical goals for obesity management
One of the Healthy People 2020 objectives is to increase 
the percentage of PCPs who evaluate their patients’ 
BMI levels during each visit.35 In 2011, Medicare an-
nounced a coverage decision describing the criteria for 
intensive behavioral counseling and therapy for benefi -
ciaries classifi ed as obese.36 Furthermore, primary care 
experts recommend offering and referring all obese 
patients for obesity treatment interventions, including 
setting weight-loss reduction and self-monitoring 
goals, assessing facilitators and barriers to change, 
and planning how to achieve and maintain lifestyle 
changes.34

Unfortunately, many inconsistencies in healthcare 
plans exist related to the amount of primary care cov-
erage provided for obesity treatment.37 Research 

suggests obese children are more likely to become 
obese adults. The U.S. Preventive Services Task Force 
( uspstf) recommends that PCPs screen children age 
6 years and older for obesity and provide thorough 
behavioral strategies to promote a healthy weight.34

Adults should also be referred for multicompo-
nent behavioral programs, including nutritional and 
physical lifestyle behavioral counseling that is more 
likely to result in weight reduction.34,38 However, all 
PCPs should follow a standard protocol to ensure 
continuity of care for all overweight and obese pa-
tients for screening to be effective (see Clinical protocol 
for obesity management).

■ Health policy implications
Recommendations from the uspstf encourage PCPs 
to provide intensive, multidimensional behavioral 
strategies to all obese patients.34 Strategies include 
behavioral management activities, such as:
•  identifying weight-loss goals
•  improving diet or nutrition
•  increasing physical activity
•  addressing barriers to change
•  self-monitoring/sustainability of lifestyle change
•  participating in weight-loss interventions that include 

12 to 26 sessions a year and provide a variety of ap-
proaches to aid in successful weight reduction.34

Policies that address obesogenic environmental 
factors impacting a patient’s quality of life and health 
outcomes are needed.42 For example, an individual 
with limited access to safe housing compared with his 
or her counterpart living in a nice, comfortable home 
within a safe community may have poorer quality of 
life, which can directly affect health status.42 Specifi -
cally, PCPs are cognizant of the effects of socioeco-
nomic status on one’s health and adept in educating 
patients, peers, and policy makers on the effects of 
social inequalities among vulnerable populations.43 
Therefore, PCPs are equipped to encourage, persuade, 
and petition for policy changes to reduce obesogenic 
environments, which may subsequently lead to reduc-
tions in obesity rates.

If current obesity trends continue, 

approximately half of all adults 

will be obese by 2030.
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PCPs can advocate for policies supporting obesity 
prevention across the lifespan, such as increased activity 
and healthier food options in schools and in the work-
place (specifically, policies that focus on providing 
access to healthy, affordable food and more safe spaces 
to promote physical activity in all communities).44 
Another example of how PCPs can infl uence policy is 
to engage insurance companies. Insurer policies fre-
quently do not cover obesity or counseling for over-
weight or obese patients beyond their annual well visit. 
The ACA, if not appealed or underfunded, provides 
added support for annual visits.

PCPs can advocate for better policies to fund, 
such activities as gym subscriptions for patients or 
rewards for weight loss and other health outcome 
goals. Prior to the ACA, preventive screening and 
education were either not covered or inadequately 
covered to compensate for the extensive counseling 
required. Insurers mainly covered treatment for mor-
bid obesity with other comorbid conditions, which 

included surgery in some cases while overweight or 
moderately obese patients were encouraged to “ex-
ercise and eat less.”

PCPs are positioned to advocate for legislation, 
professional organizations, and insurance companies 
to focus on policies that relieve or remove major 
healthcare barriers to managing obesity. Specifi cally, 
emphasis should focus on obesity prevention and ac-
cess to obesity healthcare for all individuals at risk.39,40,45 
Encouraging more PCPs to become politically active 
may be an underused strategy to reduce obesity preva-
lence through policy.

Systematic reviews of evidence are particularly 
useful in evaluating existing health policies and health 
outcomes. For example, a systematic review of obe-
sity-related policy and environmental interventions 
were published for consideration of economic out-
comes.44 Such documents provide a template for PCPs 
to promote health policies addressing the diffi culties 
associated with obesity, metabolic syndrome, and 

Clinical protocol for obesity management39-41

Procedural steps Actions to take Subactions

Subjective: Assess: medical history, 
family history for obesity, 
patients’ review of systems

Assess readiness for change and motivation level, self-awareness of 
obesity status, and current activity level

Objective: Evaluate: degree of obesity •  Vital signs, complete physical exam, height, weight, BMI, and 
waist circumference

•  Labs: complete metabolic panel, thyroid-stimulating  hormone, 
cholesterol panel, glycated hemoglobin test

•  Presence of comorbidities (coronary heart disease, hypertension, 
T2DM, sleep apnea)

Treatment:

Step 1 Determine and contract 
 mutual goals with patient

Prevent further weight gain, reduce body weight, maintain weight 
loss

Step 2 Develop SMART goals with 
patient

For success, goals must be Specifi c, Measurable, Attainable,  Realistic, 
and Timely

Step 3 Generate lifestyle strategies 
to achieve SMART goals

Create charts with specifi c goals/timelines for mental, physical activ-
ity, and nutritional behaviors

Step 4 Provide assistance to 
achieve goals

•  Make referrals to dietitians, exercise trainers, counselors, 
 psychologists, pulmonologists as needed

•  Provide self-management tools such as websites that help  manage/
track food intake and activity level

•  Order activity tracking devices

Step 5 Frequent follow-up Schedule follow-up every 2–3 months for reevaluation of facilitators 
and barriers and adjustments as needed

Step 6 Consider pharmacotherapy Use short-term as adjunct therapy to improve nutrition and physical 
activity lifestyle changes

Step 7 Explore bariatric surgery Recommend this option for morbidly obese patients who have 
several comorbidities and have been repeatedly unsuccessful with 
weight loss attempts
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other comorbidities among individuals, communities, 
states, and the nation.

The WellRx Toolkit is an 11-item self-report 
screening tool that allows PCPs to identify and address 
social needs experienced by community-dwelling pa-
tients.43 Researchers used this tool to screen over 3,000 
patients from three primary care sites. Findings re-
vealed that 46% of patients screened positive for at 
least one social need, and 63% of those had multiple 
needs. If PCPs use this tool with their patients, address-
ing social barriers may improve overall patient health-
care outcomes.

Another approach PCPs may use is laypeople or 
community partners, such as community health work-
ers (CHWs), to assess peers for barriers to chronic care 
management, such as obesity treatment. CHWs have 
a unique set of skills to help patients navigate health-
care system processes.43 For example, a CHW can assist 
a patient with fi lling out paperwork for subsidies re-
lated to a diagnosed chronic disease.

■ Conclusion
Ultimately, PCPs need to become politically active 
at all governmental levels in order to improve obe-
sity management and treatment by reducing the 
infl uence of obesogenic environments. Future stud-
ies examining relationships between the obesogenic 
environment, health policy, health outcomes, and 
obesity may inform policy decision makers of need-
ed changes in healthcare policies at all levels of gov-
ernment. Researchers need to be cognizant of the 
obesogenic environment when developing tailored 
interventions for vulnerable populations across the 
lifespan. 
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swers in the test answer section of the CE enrollment form 
on page 53. You may make copies of the form. 
Each question has only one correct answer. There is no 
minimum passing score required.  
  Complete the registration information and course evalua-
tion. Mail the completed form and registration fee of $12.95 
to: Lippincott Professional Development CE Group, 74 Brick 
Blvd., Bldg. 4, Suite 206, Brick, NJ 08723. We will mail your 
certifi cate in 4 to 6 weeks. For faster service, include a fax 
number and we will fax your certifi cate within 2 business 
days of receiving your enrollment form. You will receive 
your CE certifi cate of earned contact hours and an answer 
key to review your results.
• Registration deadline is March 6, 2020.

For more than 271 additional continuing education articles related to 

Advanced Practice Nursing  topics, go to NursingCenter.com/CE. 

 Earn CE credit online: 
Go to www.nursingcenter.com/CE/NP and receive a 

certifi cate within minutes.
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