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Acronyms 
AOMs: Anti-Obesity Medications 

BMI: Body Mass Index 

CCM: Chronic Care Management

CMMI: Center for Medicare and Medicaid Innovation

CMS: Centers for Medicare and Medicaid Services

Comm: Commercial

COPD: Chronic Obstructive Pulmonary Disease

CPT: Current Procedural Terminology

E&M: Evaluation and Management 

EMR: Electronic Medical Record

FFS: Fee-for-service

HCC: Hierarchical Condition Category

HCP: Healthcare Provider

HCRU: Healthcare Resource Utilization

HTN: Hypertension

ICD-10-CM: International Classification of Diseases, 10th Revision 

ICD-11-CM: International Classification of Diseases, 11th Revision 

KOL: Key Opinion Leader

MMCO: Medicaid Managed Care Organization

PCORI: Patient-Centered Outcomes Research Institute

PCP: Primary Care Provider

PPD: Postpartum Depression

RPM: Remote Physiologic Monitoring 

RTM: Remote Therapeutic Monitoring 

SDOH: Social Determinants of Health

U.S.: United States
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Executive Summary 
Obesity is a highly prevalent and serious chronic disease 

affecting over 42% of adults in the United States. 

Projections suggest that nearly 50% of adults will 

have the disease by 2030. Environmental and genetic 

factors contribute to the development and persistence 

of this complex disease and persons with obesity are 

at increased risk for a host of complications. Due to 

long-held social and medical misconceptions about the 

disease, persons with obesity consistently face clinical 

and non-clinical challenges in obtaining appropriate 

support and care. 

Diagnostic coding, medical billing, and reimbursement for 

obesity care can present complexities that may impede 

access to care for persons with obesity. To further assess 

level of impact, Avalere Health (Avalere) conducted a 

mixed-methods analysis, which included:

•  A diagnostic coding assessment across six different 

code-types (e.g., International Classification of 

Diseases, 10th Revision [ICD-10] Z-codes) to identify 

codes and code sets associated with diagnosis and 

care for persons with obesity  

•  A claims-based diagnostic coding and service utilization 

analysis of six million claims across payer types to 

understand variations in obesity coding and billing

•  Expert stakeholder interviews with nine obesity 

medicine providers and six payers to validate the data 

analysis, assess insights on administrative barriers to 

care, and identify potential solutions

The results of the analysis suggest that uptake of 

diagnostic coding, medical billing, and reimbursement 

practices for obesity-related services does not reflect 

incidence of obesity relative to other serious chronic 

diseases. These challenges ultimately impact how 

stakeholders view obesity as a chronic disease and 

consider appropriate treatment methods, as well as 

how patients access evidence-based obesity care. 

Understanding the impact of these challenges informs 

the need to address barriers to care for persons with 

obesity via targeted solutions. 

https://www.cdc.gov/obesity/data/adult.html
https://pubmed.ncbi.nlm.nih.gov/31851800/
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Background 
The estimated annual medical cost of obesity in the 

United States is approximately $260 billion and the 

medical costs for persons with obesity are double that 

for persons without obesity (defined as “normal weight” 

by the authors of the study). Improved care management 

of persons with obesity by both payers and providers can 

significantly impact overall healthcare resource utilization 

(HCRU), health outcomes, and quality of life. 

In September 2022, the  Biden administration released 

its National Strategy on Hunger, Nutrition, and Health, 

which included a proposed initiative for the Centers 

for Medicare and Medicaid Services (CMS) to advance 

access to nutrition and obesity counseling. As obesity 

care science advances and modern therapies indicated 

to treat obesity come to market, there is a growing need 

to understand the patient care journey and how to enable 

patient access to evidence-based obesity care. To 

understand this, stakeholders should define the current 

barriers to care.

Factors such as low utilization of obesity diagnosis codes, 

de-prioritization of obesity as a disease state compared 

to other diseases, low utilization of holistic care programs, 

and few opportunities for patients to engage in shared 

decision making can exacerbate administrative barriers 

to care. These administrative barriers are associated with 

lack of adequate coverage, diagnostic coding, medical 

billing, and reimbursement. Addressing these barriers 

requires engagement across all healthcare stakeholders, 

including payers, providers, and patients.  To catalyze 

change, stakeholders must understand the current state 

of coverage, coding, and reimbursement systems.

Diagnostic Coding, Medical Billing, 
and Reimbursement

Diagnostic coding, medical billing, and reimbursement 

are established components of the United States’ (U.S.) 

healthcare system and essential to care delivery across 

settings of care. Inaccuracies or insufficiencies in these 

areas can cause issues providing a complete patient 

diagnosis and impede access to care. 

Several coding systems capture elements (e.g., services, 

patient characteristics) of the patient journey. Code 

categories captured in this analysis include:

https://pubmed.ncbi.nlm.nih.gov/33470881/#:~:text=Much%20of%20the%20aggregate%20national%20cost%20of%20obesity-%24260.6,as%20well%20as%20writing%20support%20of%20the%20manuscript.
https://pubmed.ncbi.nlm.nih.gov/33470881/#:~:text=Much%20of%20the%20aggregate%20national%20cost%20of%20obesity-%24260.6,as%20well%20as%20writing%20support%20of%20the%20manuscript.
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
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As providers, we don’t want to wait for patients to get complex 
issues and get worse, [in order] to be able to approve them 
for medication or surgery, but unfortunately this is the reality.”

– Endocrinologist

Figure 1: Summary of Code Categories Reviewed

ICD-10 Diagnosis Codes

Code Subtype Description

ICD-10-CM 
Codes

Diagnosis codes used to accurately report and track the occurrence of diseases, injuries, and 
clinical procedures

HCC Codes Assigned to patients based on ICD-10 codes to quantify patient risk and are used to predict 
plan payments for Medicare Advantage patients

SDOH (Z Codes) Informational codes to identify circumstances related to the patient that may impact current 
disease processes and help depict a more complete picture of the patient’s overall health

Level I HCPCS Codes

Code Subtype Description

CPT Codes Level I HCPCS codes to describe physician and laboratory services and procedures

CCM Codes Describe both face-to-face and non-face-to-face services provided to patients who have multiple (two 
or more) chronic conditions expected to last at least 12 months, or until the death of the patient

RTM/RPM Codes Non-face-to-face monitoring, analysis, and management of physiologic (RPM) and therapeutic (RTM) 
data used to understand a patient’s health status

Interviewed providers cited both the lack of adequate 

diagnostic codes and insufficient reimbursement for 

the codes that do exist as factors that impact their 

diagnostic coding and medical billing decisions. These 

inadequacies are exacerbated by the lack of training 

around obesity-related coding and billing. Coding and 

billing challenges may contribute to barriers to care for 

persons with obesity at the point of diagnosis and can 

lead to barriers throughout the care journey.   

Avalere’s analysis found that evidence-based care 

(e.g., nutritional counseling) for persons with obesity 

is inconsistent and varies based on a patient’s primary 

or secondary diagnosis being obesity versus a related 

complication of obesity.

Effective care for a person with obesity should begin with 

accurate diagnosis and appropriate coding for obesity. 

Without a coded diagnosis of obesity, an evidence-

based care plan may be less likely to be initiated. Obesity 

management specialists interviewed by Avalere agree 

that an evidence-based, holistic treatment plan is the 

best way to manage obesity. However, administrative 

barriers can cause access issues and disrupt the care 

journey.

To investigate administrative barriers impacting access 

to care, Avalere followed a 3-step approach:
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Figure 2: Overview of Research Approach

Barrier One: Overall lack of 
understanding of appropriate 
coding for obesity contributes to 
underdiagnosis at all stages of a 
patient’s care journey

Providers use ICD-10 Clinical Modification (ICD-10-CM) 

codes to indicate patient diagnoses. However, providers 

may omit a diagnosis of obesity due to lack of incentives, 

deterrents to primarily code for obesity, and administrative 

burden. Persons with obesity and associated complications 

are often solely treated—and thus coded for—their 

complications.

Coding for obesity is starting to get better, 
but if they’re not prompted that the code 
is going to help their billing, then they’re 
not going to code for it. If there’s no 
financial reason for PCPs to add another 
code, they’re not going to do it.”

– Nutrition-Based Internist 

Part Two: Claims-Based 
Coding and Service 
Utilization Analysis

Part Three: Stakeholder 
In-Depth Interviews

Part One: Coding 
Landscape Assessment

Reviewed six code types 
(375 unique codes) to identify 
persons with obesity and 
associated services to gain 
insights into volume and 
trends in services and 
procedures performed by 
select providers across the 
care journey

Analyzed six million claims 
across four payer types to 
understand variation in 
obesity coding and billing 
by regions; examined 
service utilization for five 
HCRU measures   

Interviewed 15 payer and 
provider experts to under-
stand patient identification 
and care management of 
persons with obesity and 
inform solutions development

Barrier One:
Information 

Gap
Barrier Two Barrier Three Barrier Four Barrier Five

Five Key Diagnostic Coding and Administrative Barriers to Care for  
Persons with Obesity:

Avalere analyzed the Medicare Physician & Other 

Practitioners by Provider and Service dataset (2019) to 

understand how coding varies by physician specialty 

type. Avalere analyzed utilization of 21 remote therapeutic 

monitoring (RTM), remote physiological monitoring (RPM), 

and chronic care management (CCM) codes and identified 

six specialty provider types for further analysis based on 

greatest utilization of these codes (Figure 3).

https://pubmed.ncbi.nlm.nih.gov/32313667/
https://pubmed.ncbi.nlm.nih.gov/32313667/
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Figure 3: Coding Patterns Among Top Provider Types that Utilize RTM, PRM, and CCM Codes 

Avalere assessed use of nutrition, obesity counseling, 

and obesity-related codes and found these codes were 

minimally present in the top 200 codes for the six provider 

types analyzed.  

Interviewed providers reported that electronic medical 

record (EMR) systems may not be conducive to 

identifying correct diagnostic codes, and that the 

process of scrolling through codes is tedious and time 

consuming. Obesity management specialists reported 

being motivated to utilize diagnosis codes purposefully 

and accurately to describe a patient’s obesity but note 

that codes in the EMR should be ordered differently to 

aid in accurate and efficient diagnosis.

A few interviewees noted that some payers may not cover 

services if the patient’s primary diagnosis is obesity,  thus 

disincentivizing providers from appropriately coding for 

obesity. Interviewed stakeholders highlighted gaps in 

education and training on correct coding and billing 

practices for obesity. 

Avalere’s claims-based analysis illustrated the lack of 

consistent coding practices described by interviewees. 

Across all payer types, Avalere identified more 

patients with a primary diagnosis of an obesity-related 

complication and a secondary diagnosis of body mass 

index (BMI) indicative of obesity than patients with a 

primary diagnosis of obesity and a secondary diagnosis 

of an obesity-related complication. For example, our 

analysis identified patients with cardiovascular risk 

factors (dyslipidemia or hypertension) and obesity using 

two methods. The first method identified patients with a 

primary diagnosis of a cardiovascular risk factor and a 

secondary diagnosis for a BMI indicative of obesity. In the 

Medicare fee-for-service (FFS) population, this method 

accounted for 89% of patients with cardiovascular 

risk factors and obesity. The second method, which 

accounted for 11% of Medicare FFS patients, identified 

patients with a primary diagnosis of obesity and 

secondary diagnosis of cardio risk factors (Figure 4). 

Provider types that 
most often report use 
of every RTM, RPM, 
and CCM codes

• Internal Medicine

• Nurse Practitioners

• Family Practice

• Cardiology 

• Pulmonary 

• Physician Assistant 
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As a physician I want to put the most accurate diagnosis and don’t really care about how 
much the institution gets paid. I find the whole coding process totally tedious. What PCP is 
going to go through that trouble? Codes in the EMR need to be ordered differently; it would 
be helpful for them to be from most common to least common and I should have more boxes 
to select diagnosis.”

– Obesity Medicine Specialist

Figure 4. Diagnosis of Obesity and Cardio Risk Factors, Beneficiary Count, By Cohort, 2019

FFS
Cohort 1: Primary diagnosis of target comorbidity and secondary diagnosis for Z code indicative of obese BMI (30+)

Cohort 2: Primary diagnosis of obesity and secondary target comorbidity diagnosis

MA Comm MMCO

1,434,795 419,148919,330243,421

89%

11%

87%

13%

85%

15%

78%

22%

Note: Cohorts 1 and 2 are mutually exclusive

Collaborate with EMR entities to improve the functionality of EMR systems. This may include reordering obesity and associated 
complication diagnosis codes to be grouped more efficiently and building a “point-and-click” model that reduces provider 
burden and time to identify obesity diagnosis codes.

Provide comprehensive diagnostic coding and medical billing guidance to provider stakeholders (e.g., primary care providers 
[PCPs], obesity management specialists, endocrinologists, and other specialists) which explain the benefits of comprehensive 
coding in enabling patient care. The guidance will include detailed use of specific ICD-10-CM codes to indicate an accurate 
diagnosis of obesity.

Engage the Center for Medicare and Medicaid Innovation (CMMI) to enhance existing initiatives where complications are 
monitored, such as the Medicare Diabetes Prevention Program. Providers can leverage the existing infrastructure of these 
programs to identify persons with obesity and advance accurate diagnosis and coding in patient records. In addition, establishing 
a quality measure tied to use of diagnosis codes for obesity in partnership with CMS (including CMMI) and other organizations 
committed to advancing quality measures (e.g., National Committee for Quality Assurance) could help improve outcomes for 
patients with associated complications and enhance current or future innovative models. 

Potential  
Solutions
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Barrier Two: Treatments for 
complications associated with 
obesity are often prioritized over 
coding for and treating obesity 

Interviews indicated that payers and different provider types 
prioritize treatment for obesity and associated complications 
differently. This often results in treatment for these 
complications being prioritized over treatment for obesity. 
PCPs may place greater urgency on the treatment of other 
chronic conditions, and may have a more defined treatment 
pathway, more experience, and greater clinical direction 
to provide for other chronic diseases, such as diabetes or 
hypertension as opposed to obesity. Additionally, there 
may be less familiarity and application of evidence-based 
treatment guidelines for obesity at the primary care level. This 
is reflected in the lack of appropriate diagnostic coding for 
obesity across providers.  

Both payer and provider experts interviewed highlighted that 
obesity-related chronic diseases are prioritized over obesity 
as the index chronic disease. Though these related diseases 
may be predicated upon obesity, patients are less likely to 
engage with the healthcare system due to obesity. A payer 
outlined this paradox clearly, “What takes top priority is a 
high user of the healthcare system, obesity comes along 
with everything, but no one really gets hospitalized for just 
obesity.” All payers engaged shared a similar sentiment, with 
one payer noting, “Treatment for obesity is a lower priority—
patients don’t get hospitalized just because they have 
obesity, they get hospitalized because they have a cardiac 
event.” 

Another contributing factor to lower treatment priority for 
obesity is the overall lack of awareness and/or utilization of 
diagnostic codes that can be used to monitor obesity and 
associated complications. Contributing to this issue may be 
the lack of codes within the current ICD-10-CM coding set 
to sufficiently describe obesity and the complexities of the 
disease. Interviewed obesity specialists report that ICD-10-

Treating obesity is a lower priority [when 
compared to treating complications]; 
although it is getting better and there is 
more accessibility at primary care, there are 
still a huge number of cases where patients 
aren’t directed to specialists.”

– Director of Weight Management Program  

Barrier One
Barrier Two:
Treatment 
Priorities

Barrier Three Barrier Four Barrier Five

CM codes are insufficient to describe obesity as a serious, 
progressive disease and in need of modernization with 
more precise and non-stigmatizing language. Not only can 
these codes inaccurately describe persons with obesity and 
cause of the obesity, but erroneous descriptions may also 
contribute to negative bias. Advancements in understanding 
obesity as a disease due to underlying pathophysiology may 
not be adequately reflected in existing codes, which may 
further discourage providers from utilizing these codes or 
available codes appropriately. Updated diagnostic codes 
that are more specified and detailed may better reflect the 
advanced understanding of obesity. 

Efforts among key stakeholders to update the existing ICD-10-
CM codes are focused on ensuring that new obesity-specific 
codes are patient-specific (i.e., differentiating between child 
and adult weight status categorization) and reflective of the 
clinical nature of the disease. Additionally, proposals focus 
on new coding taxonomy that uses destigmatized, patient-
first language when describing persons with obesity. These 
proposed changes can ensure that diagnosis codes are 
more precise and accurate for specific patient sets, capture 
the multi-faceted nature of the disease, and reduce any bias 
that may result from use of stigmatizing language.

Since obesity is seldom coded or coded secondary to a 
complication related to obesity, associated care is captured 
poorly. This may preclude persons with obesity from 
accessing continuous care, including appointments with 
weight management specialists, nutritional and behavioral 
counseling, anti-obesity medications (AOMs), and surgical 
interventions.  

https://diabetesjournals.org/clinical/article/40/1/10/139035/Standards-of-Medical-Care-in-Diabetes-2022
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8740276/
https://www.cmaj.ca/content/192/31/E875/
https://www.cmaj.ca/content/192/31/E875/
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Collaborate among professional organizations and key opinion leaders (KOLs) to update healthcare provider (HCP) 
education programs (such as medical school curriculum and continuing education requirements) to include evidence-based 
obesity care, management, and treatment content. This may include collaboration with the ICD-10-CM Coordination and 
Maintenance Committee to update ICD-10-CM codes to ensure that diagnosis codes reflect the advanced knowledge 
about obesity as a disease state, as well as use of contemporary obesity disease state language. Engage with payers to 
1) underscore the benefit of early diagnosis and treatment as well as obesity as a chronic disease in the context of existing 
wellness and preventive services, and 2) advance potential updates to diagnosis codes (e.g., revisions to ICD-10-CM, future 
implementation of ICD-11-CM) to demonstrate how accurate coding is connected to appropriate treatment, which may 
reduce downstream payer costs.

Conduct research on the magnitude of denied claims based on inaccurate diagnostic coding and thus, how the rate of 
reimbursement can be leveraged to educate providers on how to reduce claim denials. As clinical guidance and education 
is developed and updated, professional diagnostic coding and medical billing guidelines should align with updated obesity 
management science and guidelines. 

Assess existing literature and identify specific gaps in value messaging of obesity management. Consider partnerships to 
conduct evidence-based assessments to address identified gaps and demonstrate how early obesity diagnosis and treatment 
can positively impact short and long-term health outcomes and reduce overall resource utilization and costs. 

Potential  
Solutions

Barrier Three: System challenges 
deter providers from utilizing  
obesity-specific diagnosis codes, 
which results in underutilization 

Obesity management specialists interviewed report 
deterrents (including financial) tied to using obesity-specific 
codes, which impacts provider inclusion of these codes 
on reimbursement claims documentation. When patients 
are prescribed treatment based on a diagnosis of obesity, 
providers may be subjected to lower reimbursement than if 
the patient was coded for an associated complication as a 
primary diagnosis. Additionally, patients might not be covered 
for the treatment associated with an obesity diagnosis.

Providers face various administrative hurdles that may 
further deter obesity-specific coding. An obesity specialist 
outlined the administrative barriers that specialty providers 
face: “Coding and billing tie to physician reimbursement. The 
system is financially driven…. People don’t bill for obesity 
because it’s not covered.” Providers reportedly face a 
significant range of administrative barriers to provide obesity 

Barrier One Barrier Two
Barrier Three:
Operational 
Challenges

Barrier Four Barrier Five

care, including time- and resource-intensity of coding, 
assessing coverage, and challenges using an EMR. The 
spectrum of barriers at each step of the medical billing and 
coding process likely contribute to underutilization of obesity 
services.

Avalere researchers identified an example of this type of 
underutilization in the claims analysis. As described above, 
Avalere identified a sample of patients with cardiovascular 
risk factors and obesity – 89% of Medicare FFS patients 
were identified with a primary diagnosis of cardiovascular risk 
factors while 11% were identified with a primary diagnosis 
of obesity. Avalere’s claims analysis found that the smaller 
Medicare FFS patient cohort with a primary diagnosis of 
obesity (11%) drove service utilization, accounting for 76% 
of nutritional therapy services (Figure 5). Sub-optimal or 
delayed care can lead to great burden and higher overall 
costs to the patient, payer, and healthcare system. Without 
a formal diagnosis of obesity, rather than a BMI indicative 
of obesity as a secondary diagnosis, patients may face 
challenges accessing the full spectrum of evidence-based 
obesity care management and treatment options.
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Figure 5. Diagnosis of Obesity and Cardio Risk Factors, Beneficiary Count, By Cohort and Nutritional Therapy/

Counseling Services, Patient Count, 2019 

Cohort 1: Primary diagnosis of target comorbidity and secondary diagnosis for Z code indicative of obese BMI (30+)

Cohort 2: Primary diagnosis of obesity and secondary target comorbidity diagnosis

Cardiovascular Risk Factor 
Beneficiary Count By Cohort, 2019

Nutritional Therapy/Counseling Services 
 Per 1,000 Cardio Risk Patients per Month

FFS

1,434,795

89%

11%

MA

243,421

87%

13%

Comm

919,330

85%

15%

MMCO

419,148

78%

22%

FFS

102

24%

76%

MA

133

33%

67%

Comm

162
13%

87%

MMCO

262

28%

72%

80K 13K 46K 35KPatient count 
w/ 1+ services

Spotlight: Misalignment in Coding Priorities and Impact to Patient Care 

Throughout this engagement, payers and providers were interviewed to understand the administrative and coding 
barriers of a patient’s clinical care journey. The interviews revealed there is a general misalignment between 
stakeholders on the importance of coding. 

Within the obesity specialty, some clinicians report that every patient’s diagnosis includes a code for obesity. Other 
specialists report that due to coverage issues at the payer level, they never code for obesity. Often a patient’s 
insurance will not cover obesity care, so to ensure coverage providers will prioritize coding for the patients’ 
associated complication.  

•  “Since I am an obesity medicine specialist, if you are going to see me, it is very clear. Obesity is a primary diagnosis 
100% of the time.” – Obesity Medicine Physician Scientist

•  “Yes – we document as much as possible. Document as many complications as possible so you can have 
justification for treatment. High BMI alone without complications may not be enough to justify treatment.”  
– Endocrinologist

•  People don’t bill for obesity because it’s not covered. I learned never bill for obesity first…always bill for a 
complication for obesity that you know would be covered.” – Obesity Medicine Specialist

Some specialists report that PCPs inconsistently code for obesity and inconsistently refer patients to obesity 
specialists.  Patients may face difficulty being referred to obesity management specialists.

•  “Primary care does not prioritize it because it’s not mandated – you’re mandated to treat blood sugar, hypertension, 
lipids, chest pain, but no mandate to treat increasing BMI.” – Medical Director

At the payer level, there is very low prioritization of ICD-10-CM codes. Providers also report that they do not use 
ICD-10-CM codes for collecting quality metrics or for data assessment. 

•  “Many times, in private practices you have to know to look for changes. In primary care, we had no billing and 
coding training. We would go by what the practice physician did. And, since providers aren’t taught to treat and 
manage obesity in school, they don’t think they need to bill and code for it.” – Physician Assistant 

Note: Cohorts 1 and 2 are mutually exclusive
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Collaborate with measure development organizations such as the National Quality Forum to develop, validate, and establish 
obesity care diagnosis and related obesity care quality metrics which could  be added to the Healthcare Effectiveness Data and 
Information Set or other quality measures to track diagnoses and increase provider willingness to code for obesity.

Advance initiatives to support coding for obesity. This can include building upon existing initiatives (e.g., Quality Payment 
Program/Merit-Based Incentive Payment System pathways) to connect diagnosis of obesity with financial reimbursement 
incentives and/or gaining organizational buy-in. 

Potential  
Solutions

Barrier Four: Low utilization of 
preventative care and CCM  
programs to treat persons with 
obesity exists due to coverage 
burden or associated hurdles 

Interviewed providers explained that payers may reserve 
preventive care and CCM programs for patients considered 
to be at higher risk for obesity related complications. These 
patients can be identified through social determinants of 
health (SDOH) Z-codes or Hierarchical Condition Category 
(HCC) codes. However, none of the commercial payers 
interviewed indicated that their organization monitors SDOH 
Z-codes or HCC codes to develop risk profiles or identify 
factors contributing to a patient’s health. Furthermore, SDOH 
and HCC codes are not connected to reimbursement; 
interviewed providers noted there is not an incentive to include 
these in a patient’s record. One obesity medicine specialist 
indicated that “SDOH Z-codes are very rarely used. We only 
use them when there is a patient who is unable to get to the 
office but might need to, or for some patients with significant 
social circumstances. We don’t use [them] because it doesn’t 
impact reimbursement.” Providers noted that they are not 
incentivized by the current coding and reimbursement 
system to utilize Principal Care Management and CCM 
codes for persons with obesity, though these services can 
provide additional support to patients throughout the care 
journey. 

Barrier One Barrier Two Barrier Three
Barrier Four:

Coverage 
Challenges 

Barrier Five

The claims-based utilization analysis indicated a lack of 
CCM code use across payer segments. For example, 
among patients with cardiac risk factors in our claims 
analysis, only eight cardiac risk patients per 1,000 with 
commercial coverage utilized CCM codes per month. 
Among those patients, 65% had a primary diagnosis of 
obesity and a secondary diagnosis of a cardiac risk 
factor (Figure 6). These results were consistent across all 
obesity related complications and payer types, with the 
lowest CCM utilization among commercially insured 
patients. Across all payers and target comorbidities, 
patients with a primary diagnosis of obesity accounted for 
more CCM service utilization than patients with a primary 
diagnosis of an obesity-related complication.

Just because [codes] are out there, it 
doesn’t mean you use them. You have 
to have a rationale for using them and 
how does it change how your practice 
pays claims, those types of things. Now 
if we paid claims differently based on the 
codes, well then of course they would be 
very important. But we don’t.”

– Medical Director

https://www.qualityforum.org/About_NQF/
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Figure 6. CCM Services Patient Count Per 1,000 Cardio Risk Patients Per Month

Develop robust patient support solutions that encompass care coordination/navigation, provider locators—to find a specialist—
and patient/caregiver support. Provide access to a single point of contact to assist throughout the treatment journey that can 
direct patients to these programs. 

Establish stakeholder partnerships across payers, providers, and manufacturers that align around common incentives to 
improve identification of persons with obesity. This is particularly critical as payers become more vertically integrated and build 
partnerships for integrated cross-benefit management programs that are tailored to the risk profile of their patient population. For 
example, if obesity is accurately and actively being coded and monitored by payers, they can build a risk profile of their patients 
to identify those that may be susceptible to longer term health risks. Employers and payers can tailor obesity interventions 
(beyond preventive or wellness programs) to meet the needs of individuals with obesity and at increased risk of associated 
complications. 

Potential  
Solutions

FFS

Cohort 1: Primary diagnosis of target comorbidity and secondary diagnosis for Z code indicative of obese BMI (30+)

Cohort 2: Primary diagnosis of obesity and secondary target comorbidity diagnosis

MA Comm MMCO

119

51

8

75
29%

71%

32%

68%
35%65%

36%

64%

80K 13K 46K 35KPatient count 
w/ 1+ services

Note: Cohorts 1 and 2 are mutually exclusive
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Barrier Five: Provider challenges in 
diagnosing and coding patients for 
obesity can create barriers to shared 
decision making 

Patient empowerment is a key part of successful treatment 
for obesity. Shared decision making between persons 
with obesity and their providers is critical in ensuring that 
treatment is tailored to the individual patient and feasible. The 
barriers that providers face to diagnose and  appropriately 
code persons with obesity may also impact patients’ ability 
to self-advocate and be involved in treatment decisions 
because of challenges that provider billing may have on 
access to specific treatments. Appropriate diagnostic coding 
enables access to evidence-based treatment options and/
or referral to specialist care and is a key step toward patient 
empowerment.

Strict coverage requirements can be highly burdensome for 
patients and providers. Providers highlighted that among 
other factors, time and patient sensitivities can be barriers 
to care. Patients are often required to complete behavioral 
intervention programs before receiving other treatments 
for obesity. Interviewed providers explained that restrictive 
coverage polices for accessing AOMs and other forms of 
care combined with prior authorization policies can create 
excessive barriers to access for patients. Prior authorization 
may require patient weight loss or participation in weight loss 
programs that are time consuming and may not account for 

Barrier One Barrier Two Barrier Three Barrier Four
Barrier Five: 

Shared 
Decision 

Challenges

person-specific causes of obesity. Furthermore, interviewees 
noted that restrictive coverage policies create challenges for 
healthcare staff to connect patients with resources covered 
by their health plans.

Avalere’s claims-based analysis showed that evaluation 
and management (E&M) services were the most frequently 
used HCRU measure across all patient cohorts, payer types, 
and obesity related complication groups. Use of nutritional 
therapy or counseling, CCM, and RTM/RPM services 
followed use of E&M services and there was minimal use of 
exercise and nutrition class services.

Results demonstrate challenges that patients face in 
accessing obesity care services such as nutrition and 
behavioral counseling. Patient education, empowerment, 
and shared decision-making initiatives can support 
patients in advocating for appropriate access to care. This 
access is directly influenced by the inadequate coding and 
reimbursement related to obesity care.

I had to document [a] minimum of 3 months 
of lifestyle intervention within the last 12 
months–except for patients with more 
urgent need. If it ended up being longer 
than 12 months ago, they had to repeat the 
process over again… Some of those lifestyle 
intervention programs only took place at 
times when [the] majority of patients were 
busy working. Time is an issue.”

– Clinical Research Physician

Advance initiatives that empower patients’ voice and support shared decision making. Engage with patient advocacy and 
research-based organizations such as Patient-Centered Outcomes Research Institute (PCORI) to support initiatives to develop 
an evidence base for patient-centered care in obesity to help patients become more empowered in their treatment journey. 

Develop strategies to expand coverage of nutrition and obesity counseling and other related services (e.g., benefits counseling) 
via government-funded initiatives (e.g., Biden-Harris Initiative on Nutrition Hunger and Health) or patient support programs.

Potential  
Solutions

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6689555/
https://www.pcori.org/about/about-pcori
https://www.pcori.org/topics/obesity
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Conclusion 
Primary and secondary research found that persons with 

obesity are primarily coded and treated for complications 

associated with obesity, without treating obesity itself. 

This contributes to patient health burden, lower quality of 

life, additional and often undue resource utilization, and 

higher cost to the healthcare system. Emphasis on obesity 

as a chronic, treatable disease can highlight to both the 

patient and the healthcare system the value of accurate 

coding to characterize and treat obesity. Advances in 

obesity care present an opportunity to bring increased 

visibility to the obesity care space. However, additional 

effort to change underlying perception of obesity among 

stakeholders, including payers and providers, is key to 

expanding services to treat obesity. 

As stakeholders consider opportunities to address these 

barriers, it is critical to also invest in patient education 

and empowerment initiatives to encourage shared 

decision-making. Though the current reimbursement 

landscape may deter providers from utilizing obesity-

related code-types, ensuring that patients are aware of 

their treatment options and feel confident in their ability to 

advocate for themselves is critical. Advancing initiatives 

that spotlight the importance of adequate diagnostic 

coding, medical billing, and reimbursement and how that 

impacts a patient’s diagnosis and subsequent treatment 

journey will enable patients to receive more holistic and 

equitable care. Though administrative barriers are not 

the only factors impacting how persons with obesity 

access healthcare services, assessing these barriers 

and educating stakeholders how to overcome them can 

advance actionable solutions towards improving care.
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Data Sources for this Study
The data for this study have multiple sources. FFS data 

were sourced from a 100% sample of Medicare Part B 

Medicare FFS claims and enrollment data, accessed by 

Avalere via a research collaboration with Inovalon, Inc., 

and governed by a research-focused CMS Data Use 

Agreement (DUA). The Medicare Advantage, Commercial, 

and Managed Medicaid data were sourced from the 

MORE2 Registry®, accessed by Avalere via a research 

collaboration agreement with Inovalon, Inc.
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Barriers
Throughout 
the Patient 

Journey System challenges 
deter providers from 

utilizing 
obesity-specific 

codes, which results 
in underutilization   

Treatment for 
complications 

associated with 
obesity are often 
prioritized over 

coding for obesity 

Provider 
challenges in 

diagnosing and 
coding patients for 
obesity can create 
barriers to shared 
decision making   

Overall lack of 
understanding of 

appropriate coding 
for obesity 

contributes to 
underdiagnosis at all 
stages of a patient’s 

care journey

Low utilization of 
preventative care 

and CCM programs 
to treat persons with 
obesity exists due to 
coverage burden or 
associated hurdles

Engage CMMI and other 
organizations to expand 

initiatives where 
obesity-related complications 

are monitored and build 
consensus on advancing 

related quality measures tied 
to diagnosis of obesity 

Collaborate with EMR 
organizations to improve 
the functionality of EMR 
systems for diagnosing 

and treating obesity

Provide 
comprehensive 

obesity diagnostic 
coding and medical 
billing guidance to 

providers
Assess gaps in 

literature regarding 
value messaging of 

obesity management 
and the impact of early 
obesity diagnosis and 
treatment on HCRU 

Explore the magnitude 
of denied claims-based 
on inaccurate coding to 

ensure coding and 
billing guidelines align 
with updated obesity 
management science 

and guidelines

Collaborate with 
professional organizations 
and KOLs to incorporate 

advanced knowledge 
about obesity as a disease 
state into HCP education 
and engage with payer 

entities to position benefits 
of diagnosing and treating 

obesity as a chronic 
disease 

Establish obesity 
care diagnosis 

and related 
obesity care 

quality metrics

Develop robust 
patient support 
solutions that 

encompass care 
coordination and 

navigation
Establish stakeholder 
partnerships across 

payers, providers, and 
manufacturers that align 

around common 
incentives to improve 

identification of persons 
with obesity

Develop advocacy 
efforts to expand 

coverage of nutrition 
and obesity 

counseling and 
related services

Advance patient 
support and 

empowerment 
initiatives 

Advance 
initiatives to 

support coding 
for obesity

Figure 7: Summary of Barriers and Solutions
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Appendix- Coding Index: 
Avalere assessed ICD-10-CM codes for each complication, including all related and associated conditions per 
official coding guidelines. Criteria for the ICD-10-CM codes included in the landscape assessment are as follows:

Disease Category Comorbidities Additional Codes Included Codes Excluded

Cardiovascular 
Risk Factors

Dyslipidemia and 
Hypertension (HTN)

•  Secondary HTN
•  HTN urgency, emergency, or crisis
•  Elevated blood pressure w/out HTN diagnosis
•  Combination codes for all related and 

associated conditions for HTN
•  High cholesterol

Secondary codes for any 
associated condition

Respiratory 
Disorders

Asthma and Sleep 
Apnea 

Combination codes for all related and associated 
conditions for COPD; If a patient has both COPD 
and an unspecified type of asthma, they will only 
be coded for COPD

N/A

Pain Disorders
Back Pain and 
Osteoarthritis (OA)

•  OA for all weight bearing joints --  weight-
bearing joints include those of the hips  
and below

•  Spondylosis
•  Lumbago with sciatica
•  Chronic pain

N/A

Mental Health 
Conditions

Depression and 
Anxiety 

N/A
Post-partum depression/
neonatal depression and other 
mood disorders

Type 2  
Diabetes (T2D)

Type 2 Diabetes
Combination codes for all related and associated 
conditions for T2D 

Type 1 Diabetes

Coding System Maintained By Uses / Settings Payer Use Example Code 

ICD-10-CM
Diagnosis 
Codes

National Center 
for Health 
Statistics

•  All care settings to describe 
patient conditions 

•  Used to inform Medicare 
inpatient payment 

Medicare, Medicaid 
and Commercial 
payers

E66.01 Morbid (severe) 
obesity due to excess 
calories

Level I HCPCS 
CPT

American 
Medical 
Association

•  All settings of care to describe 
medical procedures and 
laboratory services

•  Used for Medicare hospital 
outpatient and Medicare 
physician services payment

All payers

43843 Gastric restrictive 
procedure, without 
gastric bypass, for 
morbid obesity; other 
than vertical-banded 
gastroplasty

Avalere assessed coding options across sites of care to understand the care journey:
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ICD-10-CM codes for the selected complications were then identified:

Obesity
22 codes were identified within the diagnosis of obesity
Ex: E66.01 - Morbid (severe) obesity due to excess calories

Cardiovascular 
Factors

24 codes were identified within the diagnoses of hypertension & dyslipidemia
Ex: E78.5 - Hyperlipidemia, unspecified

Respiratory 
Disorders

25 codes were identified within the diagnoses of asthma and sleep apnea
Ex: J45.42 - Moderate persistent asthma with status asthmaticus

Osteoarthritis/ 
Pain Disorders

64 codes were identified within the diagnoses of osteoarthritis and pain
Ex: M16.11 - Unilateral primary osteoarthritis, right hip

Type 2 Diabetes
87 codes were identified within the diagnosis of Type 2 diabetes 
Ex: E11.9 - Type 2 diabetes mellitus without complications

Mental Health 
Conditions

23 codes were identified within the diagnoses of depression and anxiety
Ex: F32.0 - Major depressive disorder, single episode, mild

SDOH
52 codes were identified within the category of SDOH
Ex: Z63.79 - Other stressful life events affecting family and household

Corresponding HCC codes were then identified:

HCC17
Diabetes with Acute Complications
•  Type 1 diabetes mellitus with ketoacidosis without coma
•  Type 2 diabetes mellitus with ketoacidosis without coma

HCC18
Diabetes with Chronic Complications
•  Type 2 diabetes mellitus with diabetic chronic kidney disease
•  Type 2 diabetes mellitus with other circulatory complications

HCC19 Diabetes without Complications

HCC22
Morbid Obesity
•  Body mass index (BMI) 40.0-44.9, adult
•  Class 2 (BMI 35-39.9) severe obesity with serious comorbidity in adult
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