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Obesity and the growing population of older adults are sig-
nificant public health concerns in the United States. In
2011, the Centers forMedicare andMedicaid Services intro-
duced a Medicare benefit for obesity counselling using In-
tensive Behavioral Therapy that would reimburse struc-
tured visits over a 12-month period. Although we applaud
this newbenefit that addresses the obesity epidemic in older
adults, three major shortcomings limit its utility and poten-
tial effectiveness: 1) weight loss interventions differ in older
and younger adults, yet the benefit relies predominantly on
data from interventions studied in younger populations; 2)
body mass index is not an accurate measure for identifying
obesity; and 3) tying reimbursement to clinician visits may
hamper the integration of this benefit into practice. To over-
come these shortcomings, we propose: 1) obesity treatment
should focus on improving quality of life and physical func-
tion and on mitigating muscle and bone loss rather than
focusing solely on weight loss; 2) waist circumference or
waist-hip ratio should be considered as additional anthro-
pometric measures in ascertaining obesity; and 3) allied
healthprofessionals shouldbe reimbursed for providing this
benefit. Incorporating these suggestions will improve its us-
ability in clinical practice and increase the chances that this
well-meaning benefit will improve patient outcomes.
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INTRODUCTION

Managing the growing public health concern of obesity has
been fraught with challenges, particularly in primary care.1

The prevalence of obesity, defined by a body mass index
(BMI) ≥ 30 kg/m2, exceeds 35 % across all ages, including
older adults.2 Obesity leads to adverse social, health and
metabolic outcomes, including increased risk of chronic dis-
ease.3 Obesity also is associated with premature mortality and
lower life expectancy.4

Although individuals with obesity may die prematurely,
those surviving into older adulthood are at high risk for im-
paired mobility and impairment in activities of daily living.
Older adults with a BMI≥30 kg/m2 are more likely to develop
functional impairments compared to those with normal
weight.5 Similar associations are observed in studies of waist
circumference (WC) or waist-hip ratio (WHR) and function.5

Although epidemiological studies focus mainly on mortality
and not function as a primary outcome, older adults tend to
value functional preservation and quality of life.6 Moreover,
older obese adults may not have increased mortality rates at
certain BMI levels. Known as the ‘obesity paradox,’ this is a
phenomenon where modestly obese older adults have greater
longevity.7

MEDICARE OBESITY BENEFIT

On 29 November 2011, the Centers for Medicare andMedicaid
Services (CMS) approved coverage for Intensive Behavioral
Therapy (IBT) for Obesity (CAG-00423 N), based on the
United States Preventive Services Task Force (USPSTF) rec-
ommendation8,9 for screening for obesity in adults:

“The evidence is adequate to conclude that IBT for
obesity, defined as a BMI≥30 kg/m2 is reasonable and
necessary for the prevention or early detection of ill-
ness or disability and is appropriate for individuals
entitled to benefits under Part A or enrolled under Part
B and is recommended with a grade of A/B by the
USPSTF.”

This regulation coverage determination was hailed as a
major victory for primary care, as practitioners would effec-
tively be reimbursed for obesity counseling. Initial intake
under this benefit requires screening an eligible beneficiary
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for obesity using BMI and performing a dietary assessment.
The benefit covers weekly visits during the first month and bi-
weekly visits during months two to six. Each session can be
billed separately. At six months, beneficiaries who have lost
3 kg of their initial documented weight can continue with
monthly visits through months seven to 12, with reimburse-
ment for each session. Those not meeting this goal require
reassessment of their readiness to change. To be covered,
treatment must consist of counseling and IBT that promotes
sustained weight loss through high intensity diet and exercise
interventions. Similar to motivational interviewing for
smoking cessation, the 5As are recommended as a framework
(Table 1).10 To encourage routine counselling in busy prac-
tices, each visit is expected to last 15 min and is billed
separately using code G0477 with up to 22 sessions covered
per calendar year. This intensive approach reflects findings
from randomized trials including the Diabetes Prevention
Program11 and Look-Ahead,12 which showed the importance
of regular and frequent visits to successfully change behavior
associated with significant weight loss.
Services must be rendered by “a qualified primary care

physician or other primary care practitioner,” defined as a
clinician specializing in family medicine, internal medicine,
geriatric medicine or pediatric medicine, or a nurse practition-
er, clinical nurse specialist, or physician assistant. The service
must occur in a primary care setting defined as a “practice
providing integrated, accessible health care services by clini-
cians who are accountable for addressing a large majority of
personal health care needs, developing a sustained partnership
with patients, and practicing in the context of family and
community.” Examples include: an independent clinic, an
outpatient hospital, a physician’s office or a state or local
public health clinic. Exceptions include ambulatory surgical
centers, emergency departments, hospices, independent diag-
nostic testing facilities, inpatient hospital and rehabilitation

settings, and skilled nursing facilities. No other specific thresh-
olds or standards are provided in the CMS memo.

SHORTCOMINGS OF THE REGULATION COVERAGE
DETERMINATION

We strongly support coverage for the treatment of obesity in
older adults. As with any coverage determination, a one-
month period of public comment was available, with 27
comments submitted. We recognize the constraints of the
legislative and policy process in addressing the concerns
raised forth in this commentary period. Additional evidence,
if introduced and incorporated during the comment phase,
may have had an impact on the content and structure of the
determination. Below, we identify three major components of
the policy that currently limit clinically appropriate and effec-
tive care for older adults with obesity.

Management Differences in Older vs. Younger
Adults

The determination cited 13 main studies supporting obesity
screening and intensive counseling and behavioral interven-
tions to promote sustained weight loss in adults. Each inter-
vention included in the determination: 1) had an evidence
grade of A/B by the USPSTF; 2) was reasonable and neces-
sary for the prevention or early detection of illness or disabil-
ity; and 3) was appropriate for Medicare beneficiaries.
Nearly half of the studies cited in the determination exam-

ined populations predominantly < 65 years of age.13–18 Only
three studies were pertinent to older adults: a weight-loss
systematic review;19 the ADAPT study;20 and a study by
Villareal,21 all aimed at encouraging functional improvement
following weight loss. Studies conducted in primary care
settings using IBTwere limited,22 as were those using function
as the sole outcome measure.23,24 Finally, the determination
referenced guidelines intended for the general population,
including initiatives led by the National Institute for Health
and Clinical Excellence, Joint National Committee-7, and
USPTF.
Extrapolating obesity interventions studied in the general

population to older adults may be misleading and result in
adverse outcomes. Studies demonstrate that intentional weight
loss in older adults may be associated with frailty, disability,
and premature mortality.25,26 This is partly due to the effect of
weight-loss induced declines in bone density and in muscle
mass and quality (sarcopenia).21 An estimated 25 % of total
weight lost in older adults undergoing weight-loss interven-
tions constitutes fat-free (muscle) mass.27 While it is difficult
to define muscle loss,28 mitigating the impact of weight loss-
induced muscle decline can prevent unintended conse-
quences.29 Because of these potential adverse outcomes, cli-
nicians may be reluctant to recommendweight loss in elders.30

Table 1.. The 5 As Approach Adopted by the USPSTF and CMS in
Obesity Counseling8,9

Assess Ask about and assess behavioral health risk (s) and
factors affecting choice of behavior change goals and
methods

Advise Give clear, specific, and personalized behavior change
advice including information about personal health harms
and benefits

Agree Collaboratively select appropriate treatment goals and
methods based on the patient’s interest in and willingness to
change behavior

Assist Using behavior change techniques (self-help or counseling),
aid the patient in achieving agreed-upon goals by acquiring
the skills, confidence, and social and environmental supports
for behavior change, supplemented with adjunctive medical
treatments when appropriate

Arrange Schedule follow-up appointments (in person or by tele-
phone) to provide ongoing assistance and support and to
adjust the treatment plan as needed, including referral to
more intensive or specialized treatment.

CMS Centers for Medicaid & Medicare Services; USPSTF United
States Preventative Services Task Force
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Losing trivial amounts of weight yet engaging in wellness
and physical activities results in improved cardiovascular fit-
ness, gait speed, short performance physical battery, and six-
minute walk tests,31–33 all measures that are likely more impor-
tant to patient long-term health and quality of life24 than weight
loss. This suggests that a wellness rather than a ‘weight-loss’
strategy may be more beneficial for a senior’s health.
Because greater than 90 % of Medicare beneficiaries are

over 65 years,34 the evidence used and interpreted by CMS
would be stronger if it focused specifically on elders. While
similarities exist in obesity interventions in older adults versus
younger adults, clinicians administering the CMS benefit
should be fully aware of the nuances in managing obesity in
older adults, including the importance of function and quality
of life, the potential dangers of weight loss, and the possible
health benefits of fitness without weight loss.

Measurement and Outcomes: Are They
the Same?

Body composition changes with age independent of weight
loss, leading to challenges in assessing adiposity (fat). BMI is

the clinical standard for measuring adiposity that is easy to use
and predicts disability and mortality.4,5 BMI lacks specificity
for assessing adiposity in older adults, as the BMI ratio ac-
counts for both fat-free mass and fat mass.35 A subset of elders
may have high body fat but normal BMI and not be eligible for
the CMS benefit, yet may be at high risk for adverse cardio-
metabolic outcomes, mortality36 and disability.37

The relationship between BMI and mortality differs in youn-
ger and older populations, as observed in Flegal’s analysis of
three waves of NHANES data (Table 2).4 While younger adults
who are overweight (BMI:25–29.9 kg/m2) or have class I
obesity (BMI:30–34.9 kg/m2) have higher mortality than those
with normal BMI, elder-specific studies demonstrate that over-
weight individuals may be at lowest all-cause mortality risk,
and those with class I obesity may or may not have slightly
higher mortality risk.38 This information should be incorporated
into practice, as providers often recommend lifestyle changes
and weight loss to individuals with BMI≥25 kg/m239

Basing treatment recommendations on BMI may increase
mortality in older adults both by falsely assuming that low
BMI is associated with improved health and that higher BMI
is associated with adverse health effects. Other clinically valid
anthropometric measures, including WC and WHR, are more
strongly associated with mortality and disability in older
adults,40 can be measured as easily in practice as BMI, do
not require sophisticated equipment, and provide additional
risk stratification among those with a BMI<30 kg/m2. Not
measuring WC or WHR is a missed opportunity to identify
individuals at risk for obesity-related health outcomes.

Practice Management Challenges

Clinical and financial constraints further limit implementation of
this benefit. Clinics often cannot provide effective IBT because of
high patient volumes and time constraints. The goal was to

Table 2.. Relative Risks by Age Group and BMI Level from the
Combined NHANES I, II and III Data set4

Relative risk (95 % confidence interval) by age
category

BMI level 25–59y 60–69 y ≥ 70y
< 18.5 1.38 (0.82–2.32) 2.30 (1.70–3.13) 1.69 (1.38–2.07)
18.5 –< 25 1.00 1.00 1.00
25<30 0.83 (0.65–1.06) 0.95 (0.80–1.13) 0.91 (0.83–1.01)
30 –< 35 1.20 (0.84–1.72) 1.13 (0.89–1.42) 1.03 (0.91–1.17)
≥ 35 1.83 (1.27–2.62) 1.63 (1.16–2.30) 1.17 (0.94–1.47)

BMI body mass index (measured as weight in kilograms divided by the
square of height in meters); NHANES National Health and Nutrition
Examination Survey (Reproduced by Permission from the American
Medical Association)

Table 3.. Obesity Coverage Requirements—Pre-Medicare and Post-Medicare Obesity Benefit

Previous Current Proposed Changes Interim Changes without
Practice Change

Office visit
duration

Regular office visit 15-min intensive
behavioral therapy

Ability to increase visit times Provide visit under regular E +
M time-based code

Frequency of
visits

Chronic care
management—no definite
time frame

Weekly × 1 month Bi-
weekly months 2–6 If ful-
filling criteria, monthly 7–
12

No change None needed—similar to
Diabetes Prevention Program,
Look-Ahead trials

Personnel MD, AP MD, AP, CNS Any provider providing
behavioral change

Delegate visit to Clinical Nurse
Specialist

Anthropometric
measure

— BMI BMI≥30 kg/m2 Males: WC≥
102; WHR > 0.95 Females:
WC≥88; WHR >0.85

Office staff to measure waist
circumference or waist-hip ratio
in addition to BMI

Behavioral
strategy

Various—provider
specific

5 As Intensive Behavioral
Therapy focusing on
weight loss

5 As focusing on diet+exercise Can discuss components
required for benefit+incorporate
counseling on exercise

Outcome measure — 3 kg weight loss Muscle & bone-sparing weight
loss, improvement in quality of
life or physical function

Incorporate longitudinal
monitoring of self-reported
questionnaires into practice

Charge/code 99210–99215 G0447 G0447 with increased
reimbursement

Either G0447 or E + M Code

AP Associate Provider; BMI Body Mass Index; CNS Clinical Nurse Specialist; E+M Evaluation and Management Code; MD physician; WC waist
circumference; WHR waist-hip ratio
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overcome these hurdles by requiring providers to spend only
15 min of face-to-face counseling for reimbursement. While we
embrace the provision of multiple sessions, the duration may be
too short to effect positive behavior change. In IBT trials,11,12

sessions lasted 20 to 30 min. Patient access to this benefit is
limited because of the undersupply of primary care clinicians and
the need to balance workloads, making it difficult to schedule
multiple, frequent visits with the same provider.
Whether the current reimbursement (Healthcare Common

Procedure Coding System code G0447) is sufficient to main-
tain a financially viable practice is unclear. G-codes track
demonstration projects, newer technologies and services not
classified by existing codes. G0447 must be billed with ICD-
10 codes for BMI≥30 kg/m2 (Z68.30-Z68.39;Z68.41–68.45),
and Medicare coinsurance and Part B deductibles are waived.
The Relative Value System Update Committee comprises
largely of specialty representation developing codes, and cog-
nitive services often consist of reduced ‘value.’ The American
Diabetes Association (and no Internal Medicine societies)
provided comments in the review process. The current benefit
does not cover services provided by exercise physiologists,
psychologists, dieticians, and health coaches, who are integral
to the interdisciplinary care of obese patients. These allied-
health positions can only bill ‘incident-to’ clinician services.
We believe that these multiple barriers to implementation will
dissuade clinicians from providing the benefit as it stands.
Other reimbursement strategies exist in primary care. The

Annual Wellness Visit requires BMI measurement and execu-
tion of a treatment plan focusing on prevention, offering a
higher level of reimbursement. Comorbidities related to obe-
sity can be billed as counseling and management using tradi-
tional E/M codes. Moreover, Medicare Advantage (Part C)
allows private insurance companies to provide the same tradi-
tional part A+B benefits, but they differ in rules, quality of
service, coverage, restrictions and cost. Some insurance com-
panies offer wellness benefits, including obesity counselling,
access to individualized clinical programs, educational mate-
rials, and case management beyond the G0447 benefit.

RECOMMENDED MODIFICATIONS

We propose that quality of life and physical function, in
addition to weight loss, need to be included as primary
outcomes of obesity interventions in older obese adults
(Table 3). Self-reported scales can assess quality of life
and simple objective measures of physical function can
easily be obtained by support staff. Other adiposity mea-
sures to identify patients with central obesity may be need-
ed. Combined aerobic and resistance exercise is important
to prevent sarcopenia and bone loss. Changing the prefer-
ential reimbursement from physicians to other health pro-
fessions (psychologists, dieticians, health coaches) will al-
low more effective delivery of this benefit and improve
quality of care and financial viability. A practice can charge

for the service, thereby encouraging those developing reim-
bursement codes to increase the practice expense compo-
nent of the RVU. While bundled payments may be consid-
ered, logistical challenges in monitoring compliance may
impact reimbursement should a patient not follow through
with treatment.

CONCLUSIONS

CMS has taken the right steps in identifying obesity as
a major health priority. A comprehensive focus on well-
ness, function, and quality of life in older adults,
steering away from traditional outcomes including BMI
and weight loss would increase the benefit’s effective-
ness. Emphasizing preservation of muscle is critical for
improving the success and safety of weight-loss inter-
ventions tailored to elders. All professionals providing
obesity counseling need to be reimbursed to create and
sustain the collaborative team approach necessary to
safely and effectively treat obesity.

Acknowledgements: Funding: Supported in part by the Dartmouth
Centers for Health and Aging, and the Department of Medicine, Geisel
School of Medicine at Dartmouth-Hitchcock Medical Center.

Conflicts of Interest: JA Batsis—Received prize for the American
Geriatrics Society/Merck New Investigator Award 2014.
KL Huyck—None.
SJ Bartels—Receives funding from the National Institutes for Mental
Health and the Centers for Disease Control.

Corresponding Author: John A. Batsis, Dartmouth Weight and

REFERENCES
1. Tsai AG, Wadden TA. Treatment of obesity in primary care practice in the

United States: a systematic review. J Gen Intern Med. 2009;24(9):1073–9.
doi:10.1007/s11606-009-1042-5.

2. Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of childhood and
adult obesity in the United States, 2011–2012. JAMA. 2014;311(8):806–
14. doi:10.1001/jama.2014.732.

3. Gregg EW, Cheng YJ, Cadwell BL, Imperatore G, Williams DE, Flegal
KM, et al. Secular trends in cardiovascular disease risk factors according
to body mass index in US adults. JAMA. 2005;293(15):1868–74.
doi:10.1001/jama.293.15.1868.

4. Flegal KM, Graubard BI, Williamson DF, Gail MH. Excess deaths
associated with underweight, overweight, and obesity. JAMA.
2005;293(15):1861–7. doi:10.1001/jama.293.15.1861.

5. Schaap LA, Koster A. Visser M. Muscle Mass, and Muscle Strength in
Relation to Functional Decline in Older Persons. Epidemiologic reviews:
Adiposity; 2012. doi:10.1093/epirev/mxs006.

6. Guiding principles for the care of older adults with multimorbidity: an
approach for c. Guiding principles for the care of older adults with
multimorbidity: an approach for clinicians: American Geriatrics Society
Expert Panel on the Care of Older Adults with Multimorbidity.J Am Geriatr
Soc. 2012;60 (10):E1-E25. doi:10.1111/j.1532-5415.2012.04188.x

7. Batsis JA, Singh S, Lopez-Jimenez F. Anthropometric measurements
and survival in older americans: results from the third national health and
nutrition examination survey. J Nutr Health Aging. 2014;18(2):123–30.
doi:10.1007/s12603-013-0366-3.

121Batsis et al.: Challenges with the Medicare Obesity BenefitJGIM

Wellness Center, Lebanon, NH, USA (e-mail: john.batsis@gmail.com).

http://dx.doi.org/10.1007/s11606-009-1042-5
http://dx.doi.org/10.1001/jama.2014.732
http://dx.doi.org/10.1001/jama.293.15.1868
http://dx.doi.org/10.1001/jama.293.15.1861
http://dx.doi.org/10.1093/epirev/mxs006
http://dx.doi.org/10.1007/s12603-013-0366-3


8. National Coverage Determination (NCD) for Intensive Behavioral Therapy
for Obesity (210.12). 2011.

9. Moyer VA, Force USPST. Screening for and management of obesity in
adults: U.S. Preventive Services Task Force recommendation statement.
Ann Intern Med. 2012;157(5):373–8.

10. Vallis M, Piccinini-Vallis H, Sharma AM, Freedhoff Y. Clinical review:
modified 5 As: minimal intervention for obesity counseling in primary care.
Canadian Family Physician Medecin de Famille Canadien. 2013;59(1):27–31.

11. Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM,
Walker EA, et al. Reduction in the incidence of type 2 diabetes with
lifestyle intervention or metformin. New Eng J Med. 2002;346(6):393–403.
doi:10.1056/NEJMoa012512.

12. Look ARG. Eight-year weight losses with an intensive lifestyle intervention:
the look AHEAD study. Obesity (Silver Spring, Md.). 2014;22 (1):5–13.
doi:10.1002/oby.20662

13. Brown T, Avenell A, Edmunds LD, Moore H, Whittaker V, Avery L, et al.
Systematic review of long-term lifestyle interventions to prevent weight gain
and morbidity in adults. Obes Rev. 2009;10(6):627–38. doi:10.1111/
j.1467-789×.2009.00641.x.

14. Dahn JR, Fitzpatrick SL, Llabre MM, Apterbach GS, Helms RL,
Cugnetto ML, et al. Weight management for veterans: examining change
in weight before and after MOVE! Obesity (Silver Spring, Md.). 2011;19
(5):977–81. doi:10.1038/oby.2010.273

15. Franz MJ, VanWormer JJ, Crain AL, Boucher JL, Histon T,
Caplan W, et al. Weight-loss outcomes: a systematic review and
meta-analysis of weight-loss clinical trials with a minimum 1-year
follow-up. J Am Diet Assoc. 2007;107(10):1755–67. doi:10.1016/
j.jada.2007.07.017.

16. Lin JS, O′Connor E, Whitlock EP, Beil TL, Zuber SP, Perdue LA, et al.
Behavioral Counseling to Promote Physical Activity and a Healthful Diet to
Prevent Cardiovascular Disease in Adults: Update of the Evidence for the
U.S. Preventive Services Task Force. Rockville MD2010.

17. McTigue KM, Harris R, Hemphill B, Lux L, Sutton S, Bunton AJ, et al.
Screening and interventions for obesity in adults: summary of the evidence
for the U.S. Preventive Services Task Force. Ann Intern Med.
2003;139(11):933–49.

18. Mozaffarian D, Hao T, RimmEB, Willett WC, Hu FB. Changes in diet and
lifestyle and long-term weight gain in women and men. New Eng J Med.
2011;364(25):2392–404. doi:10.1056/NEJMoa1014296.

19. McTigue KM, Hess R, Ziouras J. Obesity in older adults: a
systematic review of the evidence for diagnosis and treatment.
Obesity (Silver Spring, Md.). 2006;14 (9):1485–97. doi:10.1038/
oby.2006.171

20. Shea MK, Houston DK, Nicklas BJ, Messier SP, Davis CC, Miller ME,
et al. The effect of randomization to weight loss on total mortality in older
overweight and obese adults: the ADAPT Study. The journals of gerontol-
ogy. Series A, Biological sciences and medical sciences. 2010;65 (5):519–
25. doi:10.1093/gerona/glp217

21. Villareal DT, Chode S, Parimi N, Sinacore DR, Hilton T, Armamento-
Villareal R, et al. Weight loss, exercise, or both and physical function in
obese older adults. New Eng J Med. 2011;364(13):1218–29. doi:10.1056/
NEJMoa1008234.

22. Leblanc ES, O′Connor E, Whitlock EP, Patnode CD, Kapka T. Effective-
ness of primary care-relevant treatments for obesity in adults: a systematic
evidence review for the U.S. Preventive Services Task Force. Ann Intern
Med. 2011;155(7):434–47.

23. Park Y, Subar AF, Hollenbeck A, Schatzkin A. Dietary fiber intake and
mortality in the NIH-AARP diet and health study. Arch Intern Med.
2011;171(12):1061–8. doi:10.1001/archinternmed.2011.18.

24. Sui X, Laditka JN, Hardin JW, Blair SN. Estimated functional capacity
predicts mortality in older adults.J Am Geriatr Soc. 2007;55(12):1940–7.
doi:10.1111/j.1532-5415.2007.01455.x.

25. Cruz-Jentoft AJ, Baeyens JP, Bauer JM, Boirie Y, Cederholm T, Landi
F, et al. Sarcopenia: European consensus on definition and diagnosis. Age
Ageing. 2010;39(4):412–23. doi:10.1093/ageing/afq034.

26. Newman AB, Yanez D, Harris T, Duxbury A, Enright PL, Fried LP, et al.
Weight change in old age and its association with mortality.J Am Geriatr
Soc. 2001;49(10):1309–18.

27. Heymsfield SB, Gonzalez MC, Shen W, Redman L, Thomas D. Weight
loss composition is one-fourth fat-free mass: a critical review and critique
of this widely cited rule. Obes Rev. 2014;15(4):310–21. doi:10.1111/
obr.12143.

28. Batsis JA, Barre LK, Mackenzie TA, Pratt SI, Lopez-Jimenez F, Bartels
SJ. Variation in the prevalence of sarcopenia and sarcopenic obesity in
older adults associated with different research definitions: dual-energy X-
ray absorptiometry data from the National Health and Nutrition Examina-
tion Survey 1999–2004.J Am Geriatr Soc. 2013;61(6):974–80.
doi:10.1111/jgs.12260.

29. Stenholm S, Alley D, Bandinelli S, Griswold ME, Koskinen S, Rantanen
T, et al. The effect of obesity combined with low muscle strength on decline
in mobility in older persons: results from the InCHIANTI study. Int J Obes
(2005). 2009;33 (6):635–44. doi:10.1038/ijo.2009.62

30. Greiner KA, Born W, Hall S, Hou Q, Kimminau KS, Ahluwalia JS.
Discussing weight with obese primary care patients: physician and patient
perceptions. J Gen Intern Med. 2008;23(5):581–7. doi:10.1007/s11606-
008-0553-9.

31. Miller GD, Nicklas BJ, Davis C, Loeser RF, Lenchik L, Messier SP.
Intensive weight loss program improves physical function in older obese
adults with knee osteoarthritis. Obesity (Silver Spring, Md.). 2006;14
(7):1219–30. doi:10.1038/oby.2006.139

32. Messier SP, Mihalko SL, Legault C, Miller GD, Nicklas BJ,
DeVita P, et al. Effects of intensive diet and exercise on knee
joint loads, inflammation, and clinical outcomes among over-
weight and obese adults with knee osteoarthritis: the IDEA
randomized cl inica l tr ia l . JAMA. 2013;310(12) :1263–73.
doi:10.1001/jama.2013.277669.

33. Rejeski WJ, Brubaker PH, Goff DC Jr, Bearon LB, McClelland JW, Perri
MG, et al. Translating weight loss and physical activity programs into the
community to preserve mobility in older, obese adults in poor cardiovas-
cular health. Arch Intern Med. 2011;171(10):880–6. doi:10.1001/
archinternmed.2010.522.

34. Chronic Conditions Data Warehouse: Medicare Enrollment by Age Group
1999–2009. In: Centers for Medicare and Medicaid Services. 2014.
https://www.ccwdata.org/web/guest/medicare-charts/medicare-enroll-
ment-charts. Accessed April 23, 2014.

35. Romero-Corral A, Somers VK, Sierra-Johnson J, Thomas RJ, Collazo-
Clavell ML, Korinek J, et al. Accuracy of body mass index in diagnosing
obesity in the adult general population. Int J Obes (2005). 2008;32 (6):959–
66. doi:10.1038/ijo.2008.11

36. Batsis JA, Sahakyan KR, Rodriguez-Escudero JP, Bartels SJ, Somers
VK, Lopez-Jimenez F. Normal weight obesity and mortality in United
States subjects >/=60 years of age (from the Third National Health and
Nutrition Examination Survey). Am J Cardiol. 2013;112(10):1592–8.
doi:10.1016/j.amjcard.2013.07.014.

37. Batsis JA, Sahakyan KR, Rodriguez-Escudero JP, Bartels SJ, Lopez-
Jimenez F. Normal weight obesity and functional outcomes in older
adults. Eur J Intern Med. 2014;25(6):517–22. doi:10.1016/
j.ejim.2014.05.008.

38. Kuk JL, Ardern CI. Influence of age on the association between various
measures of obesity and all-cause mortality. J Am Geriatr Soc.
2009;57(11):2077–84. doi:10.1111/j.1532-5415.2009.02486.x.

39. Jensen MD, Ryan DH, Apovian CM, Ard JD, Comuzzie AG, Donato KA,
et al. 2013 AHA/ACC/TOS Guideline for the Management of Overweight
and Obesity in Adults: A Report of the American College of
Cardiology/American Heart Association Task Force on Practice
Guidel ines and The Obesity Society. Circulat ion. 2013.
doi:10.1161/01.cir.0000437739.71477.ee

40. Angleman SB, Harris TB, Melzer D. The role of waist circumference in
predicting disability in periretirement age adults. Int J Obes (2005).
2006;30 (2):364–73. doi:10.1038/sj.ijo.0803130

122 Batsis et al.: Challenges with the Medicare Obesity Benefit JGIM

http://dx.doi.org/10.1056/NEJMoa012512
http://dx.doi.org/10.1111/j.1467-789%C3%97.2009.00641.x
http://dx.doi.org/10.1111/j.1467-789%C3%97.2009.00641.x
http://dx.doi.org/10.1016/j.jada.2007.07.017
http://dx.doi.org/10.1016/j.jada.2007.07.017
http://dx.doi.org/10.1056/NEJMoa1014296
http://dx.doi.org/10.1056/NEJMoa1008234
http://dx.doi.org/10.1056/NEJMoa1008234
http://dx.doi.org/10.1001/archinternmed.2011.18
http://dx.doi.org/10.1111/j.1532-5415.2007.01455.x
http://dx.doi.org/10.1093/ageing/afq034
http://dx.doi.org/10.1111/obr.12143
http://dx.doi.org/10.1111/obr.12143
http://dx.doi.org/10.1111/jgs.12260
http://dx.doi.org/10.1007/s11606-008-0553-9
http://dx.doi.org/10.1007/s11606-008-0553-9
http://dx.doi.org/10.1001/jama.2013.277669
http://dx.doi.org/10.1001/archinternmed.2010.522
http://dx.doi.org/10.1001/archinternmed.2010.522
http://dx.doi.org/10.1016/j.amjcard.2013.07.014
http://dx.doi.org/10.1016/j.ejim.2014.05.008
http://dx.doi.org/10.1016/j.ejim.2014.05.008
http://dx.doi.org/10.1111/j.1532-5415.2009.02486.x

	Challenges with the Medicare Obesity Benefit: Practical Concerns & Proposed Solutions
	Abstract
	INTRODUCTION
	MEDICARE OBESITY BENEFIT
	SHORTCOMINGS OF THE REGULATION COVERAGE DETERMINATION
	Management Differences in Older vs. Younger Adults
	Measurement and Outcomes: Are They the Same?
	Practice Management Challenges

	Recommended Modifications
	CONCLUSIONS

	REFERENCES


