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Report Summary

This report is submitted pursuant Senate Resolution NO. 94 (SR 94) of the 2024 Legislative Session, which
was authored by Senator Royce Duplessis. SR 94 requests that Louisiana establishes and provides for the
Task Force on Obesity Care, Cost, and Value to study the health implications of obesity and to propose
recommendations by written report to the Senate, governor, and the David R. Poynter Legislative
Research Library.

The report must address the following issues associated with obesity prevention and management:

1. The health implications of the chronic disease of obesity

The cost to Louisiana's health care system associated with the disease

3. The various health treatments available to reduce the epidemic caused by the disease and
coverage of treatments within the state

4. The cost of providing access to anti-obesity medications approved by the United States Food and
Drug Administration for state employees and Medicaid recipients

5. How to promote the use of the data to influence decision making to better understand the cost
savings for prevention and treatment of the chronic disease of obesit

N
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Report Provisions

Task-Force Committee:

The Task-Force Committee must be comprised of the following members and sector representation:

1)

2)

Two members of the Senate, one of whom shall serve as the chair of the Task-Force, appointed
by the president of the Senate

One member who is a licensed certified gastroenterologist and board-certified obesity medicine
specialist appointed by the Louisiana State University Health Sciences Center New Orleans

One member who is an obesity expert appointed by the Pennington Biomedical Research Center
One member who is a licensed certified pediatrician and board certified in obesity medicine
appointed by the Louisiana Obesity Society

The commissioner of insurance or his designee

One member who is a primary care physician certified by the American Board of Obesity
Medicine appointed by the Louisiana State Medical Society

The chief executive officer of the Office of Group Benefits or his designee

The secretary of the Louisiana Department of Health or his designee

SR 94 Provisions:

The Task-Force Committee shall convene for its first meeting no later than September 1, 2024, at
the call of the chairman appointed by the Senate president.

Study obesity impacts to Louisiana by written report to the Senate, governor, and the David R.
Poynter Legislative Research Library as required by R.S. 24:771 and 772, no later than January 15,
2025.

Majority of the task force shall constitute a quorum for the transaction of business. All official
actions of the task force shall require the affirmative vote of a majority of the members.
Members of the task force shall serve without compensation, except per diem or expenses
reimbursement to which they may be individually entitled as members of their respective
organization.
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Section 1 - Causes and Factors of Obesity

The Centers for Disease Control and Prevention (CDC) defines overweight and obesity as a weight higher
than the recommended healthy weight for a given height. Body Mass Index (BMlI) is used as a screening
tool for overweight or obesity. Obesity in adults is defined as having an excessive amount of body fat that
can increase the risk of various health problems, such as heart disease, diabetes, and certain cancers. The
primary measure used to assess obesity in adults is BMI, which is calculated by dividing a person's weight
in kilograms by the square of their height in meters.

Subsection 1.1- Definitions

The CDC defines obesity in adults as having a BMI of:
e 30 or higher

BMI categories for adults:

Underweight: BMI < 18.5
Normal weight: BMI 18.5 — 24.9
Overweight: BMI 25 —29.9
Obesity: BMI > 30

Obesity is further classified into:

e Class 1 (Moderate obesity): BMI 30 — 34.9
e Class 2 (Severe obesity): BMI 35 -39.9
e Class 3 (Very severe or morbid obesity): BMI > 40

While BMI is widely used to categorize obesity, it is important to remember that it does not directly
measure body fat or account for muscle mass, so other factors like waist circumference, body
composition, and health conditions are taken into consideration. Error! Bookmark not defined.

For children and adolescents < 18 years old, growth chart percentiles define BMI. Obesity in children is
defined as having an excessive amount of body fat that may negatively affect health. It is typically
determined using BMI, which is a measure of a child's weight relative to their height.! For children and
adolescents, BMI percentiles are used to assess whether they fall into a healthy weight range compared
to others of the same age and sex.
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The CDC defines overweight and obesity in children as: '

Overweight: BMI between the 85th—94th percentile

Obesity (Class 1): BMI > 95th percentile

Severe Obesity (Class 2): BMI > 120% of the 95th percentile or BMI > 35 or >99th%
Very Severe Obesity (Class 3): BMI > 140% of the 95th percentile or BMI > 40

It is important to note that BMI is just a screening tool and does not directly measure body fat, so other
factors like family history, diet, physical activity, and overall health are considered when diagnosing and
managing childhood obesity.

Obesity Definition (Lancet)

The new Lancet definition of obesity, proposed by the Global BMI Mortality Collaboration, and the
introduction of pre-clinical obesity are part of efforts to refine how we understand and approach obesity,
especially in terms of prevention and early intervention.

In 2025, The Lancet published a revised definition of obesity, moving away from the traditional emphasis
solely on BMI and recognizing obesity as a chronic, relapsing disease that affects multiple organ systems.
The new framework reflects a more comprehensive understanding of obesity that includes its
pathophysiological and metabolic aspects.

Figure 1
Diagnosing Obesity
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Source: Diagnosing Clinical Obesity, 2025

This shift in definitions and understanding helps healthcare providers focus on prevention, early
diagnosis, and targeted treatments for people before obesity and its health consequences fully develop.
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Subsection 1.2- Contributing Factors

According to the CDC, obesity is a complex health issue to be addressed. Obesity results from a
combination of causes and contributing factors, including individual factors, such as behavior and
genetics. " Behaviors can include dietary patterns, physical activity, inactivity, medication use, and other
exposures.’ Additional contributing factors in our society include the food and physical activity
environment, education and skills, and food marketing and promotion.  Obesity is a serious concern
because it is associated with poor mental health outcomes, reduced quality of life, and the leading
causes of death in the United States (U.S.) and worldwide, including diabetes, heart disease, stroke and
some types of cancer. '

Genetic changes within the human population occur too slowly to be responsible for the obesity
epidemic. Nevertheless, the variation in how people respond to the environment that promotes physical
inactivity and intake of high-calorie foods suggests that both genetics and epigenetics may play a role in
the development of obesity. Genes give the body instructions for responding to changes in its
environment. ' The genes that a person inherits from his or her parents can determine many things, like
what a person will look like and whether the person might have certain diseases. Studies have identified
variants in several genes that may contribute to obesity by increasing hunger and food intake. " Rarely, a
clear pattern of inherited obesity within a family is caused by a specific variant of a single gene
(monogenic obesity). " Most obesity, however, probably results from complex interactions among
multiple genes and environmental factors that remain poorly understood (multifactorial obesity).

Health care practitioners routinely screen and collect family health history to help identify patients at
risk for obesity-related diseases such as diabetes, cardiovascular diseases, and some forms of cancer. A
history of family health issues may reflect shared genetics and environmental or living conditions among
close relatives. Genetics cannot be changed, however, lifestyle, behaviors, and environmental factors to
encourage healthy eating habits and physical activity can be controlled. These changes can improve the
health of family members and improve the health of the next generation. '
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Section 2 -Louisiana’s Obesity Burden

Louisiana has the 2nd highest rate of adult obesity in our nation. According to the annual Louisiana
Behavioral Risk Factor Surveillance System (BRFSS), the prevalence of obesity in Louisiana has soared in
the past three decades from 12.3% in 1990 to 40% in 2023. ' Despite some variation, the high rate of
obesity exists across all socio demographic populations. One significant disparity is in racial/ethnic
identity where the prevalence of obesity among non-Hispanic black adults (49.4%) is significantly higher
than among non-Hispanic white adults (35.8%). " Louisiana adults with less educational attainment and
a household income less than $15,000 per year are also more likely to experience obesity compared to
adults who graduated college.™ Louisiana’s obesity rate is a significant and concerning public health
problem given that it can lead to early mortality, increased susceptibility to other diseases, and have an
immense impact on the overall quality of life. More specifically, obesity is a major contributor to other
chronic health conditions in children and adults, including Type 2 diabetes, cardiovascular disease,
cancer and more. ' Louisiana ranks 50" for overall health due to factors consisting of health behaviors,
community and environment, policy, and clinical care. ' Louisiana has the 3rd highest rate of childhood
obesity in our nation. According to the 2022-2023 National Survey of Children's Health, approximately
23.1% of Louisianan children have obesity. ! Similar to adults, childhood obesity affects marginalized
racial/ethnic groups more than others as demonstrated by the high obesity prevalence among non-
Hispanic Black children (32.6%) and Hispanic children (26.8%) compared to non-Hispanic White (16.3%)
children. ™

Table 1
Louisiana’s Obesity Prevalence by Demographic
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Source: (Louisiana BRFSS, 2023)
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Figure 2
Louisiana’s Obesity Prevalence by Parish

Source: (CDC PLACES, BRFSS 2022)

Subsection 2.1 — Obesity and Chronic Disease

In Louisiana, chronic diseases pose a significant burden on public health and the overall well-being of the
population. Several chronic conditions are prevalent in the state, contributing to increased healthcare
costs, reduced quality of life, and premature deaths. Error! Bookmark not defined.

Louisiana Ranks (America’s Health):

e 43" highest state in the nation for cardiovascular disease among adults (11.5%)
® 44" highest state in the nation for diabetes among adults (14.7%)
e 49" highest state in the nation for obesity among adults (40.1%)

Certain factors can increase the risk of heart disease and diabetes, although many of these factors are
preventable. They include High Blood Pressure (HBP), High Cholesterol (HBC), Physical Activity, and
Obesity.

Louisiana Ranks (America’s Health):

40 highest in the nation for HBC among adults (37.7%)

45 highest in the nation for HBP among adults (40.2%)

45 highest in the nation for physically inactivity among adults (28.3%)
49 highest in the nation for obesity among adults (40.1%)
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Table 2
Prevalence of Heart Disease, Diabetes and Stroke in Louisiana

Over the last 10 years, the prevalence of Heart Disease in Louisiana has fluctuated,
Diabetes and Stroke have increased over time,
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Table 3
Louisiana’s Variations in Chronic Disease Risk Factors

Over the last 10 years, the prevalence of Obesity in Louisiana has increased.
High Cholestrol, Hypertension, and Physical Activity has had no statiscally
significant changes.
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Source: (Louisiana BRFSS 2014-2023)

Obesity and Cancer:

Not only is obesity a risk factor for heart disease, the leading cause of death in Louisiana, it is also a risk
factor for cancer, the second leading cause of death." In addition to increasing one’s risk for cancer
incidence, obesity decreases cancer survival rates. Cancer patients with one or more comorbid
conditions caused by obesity such as Type 2 diabetes, stroke, hypertension, liver disease, kidney disease,
Alzheimer’s disease, dementia, respiratory condition and osteoarthritis can experience treatment
disruptions or discontinuation in order to stabilize another condition." According to the U.S. Cancer
Statistics, cancer is the second leading cause of death in the U.S., exceeded only by heart disease, ¥ One
of every five deaths in the U.S. is due to cancer. For every 100,000 people, 180 people died of cancer in
Louisiana and more than 684,000 obesity-associated cancers occur in the U.S. each year. v
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Subsection 2.2 — Physical Activity, Healthful Diets, and Breastfeeding

Physical activity, healthful diets, and breastfeeding are significant modifiable risk factors of obesity.
Many factors can contribute to a person developing obesity. Although lifestyle change such as diet and
exercise are effective ways of addressing obesity, many communities in Louisiana have poor access to
fresh fruits and vegetables or safe places to get physical activity." According to the CDC, 40% of all US
households do not live within 1 mile of healthier food retailers. ¥ Physical activity in children and
adolescents can yield many benefits including, strong bones and muscles; reduction in body fat, healthy
body weight etc.

According to the CDC, children with obesity are more likely to experience obesity as adults. Making
healthy changes in early care and education settings can improve childhood development and can
provide protection against chronic diseases in adulthood. About 1 in 5 children and adolescents in the
U.S. have obesity. Vi

Implementing evidence-based policies, practices, and environments in early childhood can directly
influence children’s food/drink consumption and daily activity, such as reducing screen time and
supporting breastfeeding to build a foundation for healthy behaviors. Y Poor breastfeeding rates can
contribute to the likelihood of developing obesity in adulthood. In Louisiana, only 19.6% of babies are
breastfed for the recommended first 6 months of life." According to Women, Infants, and Children
Participant and Program Characteristics, 13.7% of children ages 2-4 years old have obesity.* Adopting
healthy behaviors in early care and education settings can significantly improve childhood development
and provide protection against developing chronic diseases in adulthood.
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Section 3 - Impact of Obesity on Health

Obesity is a condition of excess adiposity which is associated with several comorbidities and increases
the risk of developing other chronic diseases.** In 2013, the American Medical Association (AMA)
recognized obesity as a chronic disease that requires medical attention and treatment.*" In 2009, the
annual economic cost of obesity in Louisiana was estimated to be $2.4 billion, with 42.5% of the costs
being financed by Medicare and Medicaid*.

The Medical Complications of Obesity image (Figure 3) below provides an overview of the diseases and
conditions that have been associated with obesity. Each of these diseases and conditions has been
shown in scientific studies to be more prevalent in individuals with obesity, and in most cases, there is
sufficient evidence to causally link them to obesity.

Figure 3
Medical Complications of Obesity
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Obesity is associated with several metabolic abnormalities such as high blood lipids and hypertension
which lead to the development of cardiometabolic diseases such as heart disease, stroke, diabetes,
gallbladder disease, and gout. For example, in a prospective study of 2.9 million adults followed for a
median of 11.4 years, the RRs [95% Cl] of developing dyslipidemia were 1.83 [1.91-1.84], 2.15 [2.13-
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2.18] and 2.45 [2.41-2.49] for obesity class | (BMI 30-39.9 kg/m?), obesity Class Il (BMI 35 —39.9 kg/m?)
and obesity class Il (BMI 40-44.9 kg/m?), respectively, compared to the normal weight group. ™" Further,
in a meta-analysis of four studies, the pooled RR [95% Cl] for hypertension associated with obesity was
1.56 [1.15-2.11] and 2.42 [1.59-3.67] for men and women, respectively.* Obesity is also associated with
chronic inflammation. In a meta-analysis of 51 cross-sectional studies reported a Pearson correlation (r)
for BMI and In (CRP) of 0.36 (95% Cl: 0.30-0.42) in adults.*

In a meta-analysis of eleven studies, the pooled RRs [95% Cl] for heart disease associated with obesity
were 1.72 [1.51-1.96] and 3.10 [2.81-3.43] for men and women, respectively. In a meta-analysis of
seven studies, the pooled RRs [95% Cl] for stroke associated with obesity were 1.51 [1.33—-1.72] and 1.49
[1.27-1.74] for men and women, respectively. *

In a meta-analysis of nine studies, the pooled RRs [95% Cl] for type 2 diabetes associated with obesity
were 6.74 [5.55-8.19] and 12.41 [9.03-17.06] for men and women, respectively. ® In a meta-analysis of
three studies, the pooled RRs [95% Cl] for gallbladder disease associated with obesity were 1.43 [1.04—
1.96] and 2.32 [1.17-4.57] for men and women, respectively. ® In a meta-analysis of two studies, the
pooled RR [95% Cl] for unprovoked venous thromboembolism associated with obesity was 1.56 [1.15-
2.11]™" In a meta-analysis of ten studies, the pooled RR [95% Cl] for acute pancreatitis associated with
each additional 5 kg/m? of BMI was 1.18 [1.03-1.35].*/ I[n a meta-analysis of 10 studies the pooled RRs
for gout were 2.67 [2.16-3.30], 3.62 [2.95-4.46] , and 4.64 [3.49-6.18] for adults with a BMI of 30, 35 and
40 kg/m?, respectively, compared to adults with a BMI of 20 kg/m?X*

Cancer:

An expert panel of the International Agency for Research on Cancer (IARC) identified 13 cancers which
are linked with obesity. The 13 obesity-related cancers include renal cell kidney, colon and rectum,
gastric cardia, esophageal adenocarcinoma, pancreas, gallbladder, liver, postmenopausal breast,
uterine, ovarian, thyroid, meningioma, and multiple myeloma.®™ As noted above, cancer is the 2nd
leading cause of death in Louisiana.

Lung and Breathing Problems:

In a meta-analysis of four studies, the pooled RRs [95% Cl] for asthma associated with obesity were 1.43
[1.04-1.96] and 2.32 [1.17-4.57] for men and women, respectively. * In a prospective study of 2.9
million adults followed for a median of 11.4 years, the RRs [95% Cl] of developing sleep apnea were 5.1
[4.9-5.3], 10.5 [10.1-11.0] and 19.8 [18.9-20.8] for obesity class | (BMI 30-39.9 kg/m?), obesity Class Il
(BMI 35 —39.9 kg/m?) and obesity class Il (BMI 40-44.9 kg/m?), respectively, compared to the normal
weight group. ¥
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Mental Health Problems and Dementia:

In a meta-analysis of 8 Mendelian randomization studies, the pooled OR [95% Cl) for depression
associated with obesity was 1.33 [1.19-1.48). * Results of a meta-analysis of 23 studies of adults
showed that the frequency of anxiety in obesity had a pooled OR [95% Cl] of 1.32 [1.21-1.44].™ |n a
meta-analysis of 15 studies, the pooled RRs [95% ClI] for Alzheimer’s Disease and Any Dementia
associated with mid-life obesity were 2.04 [1.59-2.62] and 1.64 [1.34-2.00], respectively, compared to
those with mid-life normal weight.

Other Health Problems:

In addition to the conditions and diseases described above, obesity is also linked to several other health
problems, such as infertility; in a meta-analysis of 18 studies of women, the pooled OR for infertility
associated with preconception overweight/obesity was 1.60 [1.31-1.94]. *V In a meta-analysis of 63
studies, the pooled OR for polycystic ovary syndrome (PCOS) associated with obesity in women was 4.99
[3.74 — 6.67]. ™ Among men, a meta-analysis of 35 studies demonstrated significantly lower semen
volume when comparing men with obesity to normal weight men.™" In addition, obesity is associated
with bone/joint problems. In a meta-analysis of three studies, the pooled RRs [95% Cl] for osteoarthritis
(risk of joint replacement) associated with obesity were 4.20 [2.76—6.41] and 1.96 [1.88—2.04] for men
and women, respectively. * In a meta-analysis of nine studies, the pooled OR [95% ClI] for cellulitis
associated with obesity was 2.67 [1.91-3.71].* Obesity is also implicated in a large number of other
dermatologic diseases such as acanthosis nigricans, acrochordons, keratosis pilaris, hyperandrogenism
and hirsutism, striae distensae, adiposis dolorosa, and fat redistribution, lymphedema, chronic venous
insufficiency, plantar hyperkeratosis, skin infections, hidradenitis suppurativa, psoriasis, insulin
resistance syndrome, and tophaceous gout. *iiCataracts are another issue. In a meta-analysis of six
studies, the pooled RRs [95% Cl] indicated an increased obesity-related risk for nuclear cataracts (1.12
[1.01-1.25]), cortical cataracts (1.34 [1.07-1.66]), and posterior subcapsular cataracts (1.52 [1.31-1.77]).
*X|n a meta-analysis of 54 studies, the pooled ORs [95% Cl) for susceptibility to COVID-19 and COVID-19
severity associated with obesity were 2.42 [1.58-3.70) and 1.62 [1.48-1.76], respectively. **In a meta-
analysis of 25 studies, the pooled RR [95% Cl) for influenza-related pneumonia associated with obesity
was 1.31 [1.05-1.63].

A Special Note about Children and Adolescents:

Children and adolescents typically do not experience severe cardiovascular complications like heart
disease and stroke; however, pediatric obesity is related to a number of significant health concerns that
affect major organ systems (see Figure 4) >
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Figure 4
Complications of Pediatric Obesity
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Childhood obesity also tends to “track” into adulthood. For example, meta-analysis of 15 prospective
cohort studies including over 200,000 participants revealed that children and adolescents with obesity
were about five times more likely to have obesity in adulthood compared to those without obesity, and
that approximately 80% of adolescents with obesity will still have obesity as an adult.i

Burden of Obesity in Louisiana:

Given the association between obesity and several chronic diseases, it is not surprising that obesity has a
significant public health burden in the state of Louisiana, which currently has one of the highest
prevalences of obesity in the U.S.*" Table 4 presents the relative risks (RR) associated with obesity for
several prominent chronic diseases. For example, a RR of 1.51 for stroke in men is interpreted as a 51%
elevated risk of developing stroke in men with obesity compared to men without obesity. As is evident
from the tables the RRs associated with obesity are substantial, and vary from condition to condition,
and also differ among men and women. Table 4 also presents the population attributable fractions (PAF
%) for obesity for these diseases. The PAF% is a reflection of the public health burden associated with
obesity, and takes into account the population prevalence of obesity as well as the RR associated with
the disease. The PAF% values for these diseases range from 5.2% for breast cancer to 82.9% for diabetes
in women, and from 7% for esophageal cancer to 68.3% for diabetes in men.
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The PAF% is interpreted as the proportion of a given disease in the population that is directly
attributable to obesity. For example, 68.3% and 82.9% of the cases of diabetes in men and women,
respectively are attributable to obesity. Theoretically, if obesity was eliminated, then 68.3% of the
diabetes cases in men, and 82.9% of the diabetes cases in women would disappear.

Table 4
Population attributable Fractions for Chronic Diseases Associated with Obesity in Louisiana

Men Women
RR PAF% RR PAF%
Stroke 1.51 16.1 1.49 17.2
Heart Disease 1.72 21.3 3.1 47.2
Diabetes 6.74 68.3 12.41 82.9
Gallbladder Disease 1.43 13.9 2.32 35.9
High Blood Pressure 1.56 17.4 2.42 37.6
Asthma 1.43 13.9 2.32 35.9
Colorectal Cancer 1.95 26.3 1.66 21.9
Esophageal Cancer 1.2 7.0 1.21 8.2
Kidney Cancer 1.82 23.6 2.64 41.1
Pancreatic Cancer 2.29 32.7 1.6 20.3
Breast Cancer - 1.13 5.2
Endometrial Cancer - - 3.22 48.5
Ovarian Cancer - - 1.28 10.6
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Section 4 -Impact of Obesity on Louisiana’s Economy

Not only is the health impact of obesity on individuals in Louisiana staggering, the estimated annual
cost to the state of Louisiana is $13 billion per year. ™ Obesity significantly impacts the economy due
to increased healthcare costs associated with chronic diseases like diabetes, heart disease, and cancer,
which are often linked to obesity. >

Medical costs associated with overweight and obesity may involve direct and indirect costs. Direct
medical costs may include preventive, diagnostic and treatment services related to obesity. * Indirect
costs relate to morbidity and mortality costs including productivity. Productivity measures include
absenteeism (costs due to employees being absent from work for obesity-related health reasons) and
pre-absenteeism (decreased productivity of employees while at work) as well as premature mortality
and disability. **vi

Obesity’s impacts to Louisiana’s economy in fiscal year 2023 (July 1 2022-June 30 2023) include: >

e Economic impact
o Reduced overall economic activity by $6.9 billion
o $2.5 billion in higher healthcare, absenteeism, and disability costs to employers
o $823 million detrimental state budget impact
e Individual impact
o Obesity-attributed early mortality- 9,100 premature deaths occur annually
o Higher medical costs- $462 million spending per household
o Reduced labor force participation- 52,300 fewer adults with obesity working
o Reduced earnings for employed women- women with obesity earn 9% less than women
with healthy weight
e Workforce impact
o $696 million in higher healthcare costs to employers
o $1.8 billion in health-related lost workdays and disability
o 2.2% reduction in Louisiana‘s Gross Domestic Product
e State and local government impact
o $384 million in reduced tax revenues from lost economic activity
$249 million higher Medicaid spending
$168 million for employee healthcare coverage
$22 million in public assistance program costs
$439 million increased state and local government spending

O O O O

Overall, 5%-25% weight loss among adults with obesity age <65 over 10 years has the
potential to save 52.8 billion-513.7 billion in Louisiana’s medical costs due to obesity.

XXXV
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Subsection 4.1 — Cost of Obesity to Louisiana Medicaid

The figures listed below illustrate Medicaid’s obesity related claims and associated expenditures.
Medicaid’s cost analysis is reflective of the calendar year 2022. Figures are limited to paid and adjusted
claims, capitation claims were excluded. Members with evidence of dual/Third Party Liability (TPL)
eligibility at any point during the year were also excluded.

Pharmacy expenditures, all pharmacy claims (regardless of reason(s) for use for the identified recipients
were included in the calculation of total (all-cause) expenditures. For disease-specific expenditures, only

pharmacy claims for medications indicated for the diseases/conditions of interest were included, except
for prediabetes and insulin resistance where medications commonly used in treatment were included.
The 'Medication Identifiers' tab lists the specific medications utilized for this request. Of note, this cost
analysis does not consider the impact of any potential medication manufacturer rebates or federal-state
share (match) reimbursement methodologies.
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Table 5
Louisiana Medicaid Obesity Cost Analysis
Based on data from 2022
See Appendix A for Diagnosis Code Identifiers and Appendix B for Medication Identifiers

Obesity
Disease Specific Claims
All Cause (Includes All Claims) (Limited to Obesity-Related Claims)
Unduplicated
Count of
Unduplicated Total Members Total Total

Common Claim Count of Members Total Expenditures Receiving Expenditure | Expenditures
Categories Receiving Services | Expenditures per Member Services s per Member
Inpatient 14,645 $161,540,452 $11,030 5,760 $49,497,872 $8,593
Long Term Care 153 $5,205,141 $34,021

Outpatient 92,999 $195,518,787 $2,102 32,470($22,327,295 $688
Professional 114,975 $275,475,861 $2,396 99,983|$27,138,240 $271
Rehab 3,260 $1,483,211 $455 1,059 $129,651 $122
Home Health Outpatient 1,104 $1,695,905 $1,536 71 $46,703 $658
Transportation 15,496 $16,860,690 $1,088 2 $281 $141
Durable Medical 12,924 $13,400,342 $1,037 236|  $57,506 5244
Equipment

Pharmacy 108,873 $397,204,137 $3,648 39 $90,698 $2,326
Other 34,646 $11,201,116 $323 470 $78,785 $168
Total 115,176 $1,079,585,641 $9,373 115,176($99,367,031 $863

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Obesity Assignment Rule: If an individual had at least one claim for severe obesity
during the measurement year, they were placed in the severe obesity group. Their disease-specific claims included claims with
a diagnosis of obesity or severe obesity and also includes medications used in the treatment of chronic obesity. Diabetes
Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then type II; of the remaining members,
if ever prediabetes, then prediabetes; of the remaining members, members with a diagnosis of insulin resistance are categorized
as insulin resistant. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category included
claim types such as transportation, Medicare cross-over, long term care, and dental. Diagnoses/Conditions were identified in any
diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary
claims were excluded when identifying disease states/conditions of interest. For pharmacy expenditures, all pharmacy claims
(regardless of reason(s) for use) for the identified recipients were included in the calculation of total (all-cause) expenditures. For
disease-specific expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest were
included, except for prediabetes and insulin resistance where medications commonly used in treatment were included. The
'Medication Identifiers' tab lists the specific medications utilized for this request. This analysis does not consider the impact of
any potential medication rebates or federal-state share (match) reimbursement methodologies.

In summary, about 9% of total claims for patients with obesity are directly related to their obesity by
claims data.
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Table 6
Severe Obesity Cost Analysis

Severe Obesity (BMI 35 kg/m2 or higher or >99th% or >120th% of the 95th% in children)

Disease Specific Claims
All Cause (Includes All Claims) Severe Obesity-Related Claims)
Unduplicated Count of Total
Members Receiving Total Expenditures Unduplicated Count of Total Total Expenditures per
Services Expenditures | per Member Members Receiving Services | Expenditures Member

13,956 $179,067,821 $12,831 8,818| $101,383,490 $11,497

190 $5,934,042 $31,232 11 $203,905 $18,537

74,712| $188,352,786 $2,521 38,627 $34,804,460 $901

84,671| $244,387,149 $2,886 73,716 $25,132,915 $341

2,051 $1,326,502 $647 149 $25,039 $168

1,649 $2,671,752 $1,620 196 $170,231 $869

14,377 $17,777,354 $1,237 15 $24,601 $1,640

17,381| $20,222,945 $1,164 687 $1,318,706 $1,920

82,181| $423,728,531 $5,156 88 $219,571 $2,495

21,145 $6,751,875 $319 537 $130,092 $242

84,820 $1’090’220’7§ $12,853 84,820| $163,413,010 $1,927

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Obesity Assignment Rule: If an individual had at least one claim for severe obesity
during the measurement year, they were placed in the severe obesity group. Their disease-specific claims included claims with
a diagnosis of obesity or severe obesity and also includes medications used in the treatment of chronic obesity. Diabetes
Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then type II; of the remaining members,
if ever prediabetes, then prediabetes; of the remaining members, members with a diagnosis of insulin resistance are categorized
as insulin resistant. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category included
claim types such as transportation, Medicare cross-over, long term care, and dental. Diagnoses/Conditions were identified in any
diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary
claims were excluded when identifying disease states/conditions of interest. For pharmacy expenditures, all pharmacy claims
(regardless of reason(s) for use) for the identified recipients were included in the calculation of total (all-cause) expenditures. For
disease-specific expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest were
included, except for prediabetes and insulin resistance where medications commonly used in treatment were included. The
'Medication Identifiers' tab lists the specific medications utilized for this request. This analysis does not consider the impact of
any potential medication rebates or federal-state share (match) reimbursement methodologies.
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Table 7
Louisiana Medicaid Type 1 Diabetes Cost Analysis

Type | Diabetes
Disease Specific Claims
All Cause (Includes All Claims) (Limited to Obesity-Related Claims)
Unduplicated
Unduplicated Count Total Count of Total

of Members Total Expenditures Members Total Expenditures
Common Claim Categories | Receiving Services | Expenditures | per Member Receiving Services | Expenditures | per Member
Inpatient 2,519 $46,677,296 $18,530 1,453| $18,824,059 $12,955
Long Term Care 50| $1,507,377 $30,148 7 $241,767 $34,538
Outpatient 6,954| $26,898,527 $3,868 4,580 $5,683,856 $1,241
Professional 7,722| $31,773,964 $4,115 6,913 $5,911,407 $855
Rehab 178 $90,688 $509 21 $2,851 $136
Home Health Outpatient 321 $762,773 $2,376 77 $198,140 $2,573
Transportation 2,416 $4,042,357 $1,673 90 5106,462 $1,183
Durable Medical 3,454| $14,814,095 $4,289 2,269| $12,011,790 $5,294
Equipment
Pharmacy 7,626| $72,713,248 $9,535 7,209( $39,756,915 $5,515
Other 2,154 $890,242 $413 81 $44,126 $545
Total 7,755| $200,170,567 $25,812 7,755| $82,781,371 $10,675

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Obesity Assignment Rule: If an individual had at least one claim for severe obesity
during the measurement year, they were placed in the severe obesity group. Their disease-specific claims included claims with
a diagnosis of obesity or severe obesity and also includes medications used in the treatment of chronic obesity. Diabetes
Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then type II; of the remaining members,
if ever prediabetes, then prediabetes; of the remaining members, members with a diagnosis of insulin resistance are categorized
as insulin resistant. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category included
claim types such as transportation, Medicare cross-over, Long term care, and dental. Diagnoses/Conditions were identified in any
diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary
claims were excluded when identifying disease states/conditions of interest. For pharmacy expenditures, all pharmacy claims
(regardless of reason(s) for use) for the identified recipients were included in the calculation of total (all-cause) expenditures. For
disease-specific expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest were
included, except for prediabetes and insulin resistance where medications commonly used in treatment were included. The
'Medication Identifiers' tab lists the specific medications utilized for this request. This analysis does not consider the impact of
any potential medication rebates or federal-state share (match) reimbursement methodologies.
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Table 8

Type 2 Diabetes Cost Analysis Related to Obesity or Severe Obesity

Type Il Diabetes

Disease Specific Claims
All Cause (Includes All Claims) (Limited to Obesity Or Severe Obesity-Related Claims)
Unduplicated Count of Total Unduplicated Count of
Members Receiving Total Expenditures per Members Receiving Total Total Expenditures
Services Expenditures Member Services Expenditures per Member

13,337 $228,016,261 $17,097 10,686 $159,612,941 $14,937

424 $14,409,313 $33,984 95 $2,576,005 $27,116

72,707 $216,325,368 $2,975 53,997 $86,674,622 $1,605

82,718 $265,247,189 $3,207 75,348 $49,030,001 $651

1,880 $1,339,556 $713 98 $45,417 $463

2,282 $3,759,468 $1,647 1,684 $2,529,097 $1,502

17,333 $22,886,344 $1,320 494 $219,050 $443

17,194 $22,266,162 $1,295 3,677 $4,944,380 $1,345

81,275 $608,595,496 $7,488 65,810 $275,217,450 $4,182

18,259 $6,363,669 $349 1,838 $527,619 $287

83,088| $1,389,208,825 $16,720 83,088 $581,376,582 $6,997

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Obesity Assignment Rule: If an individual had at least one claim for severe obesity
during the measurement year, they were placed in the severe obesity group. Their disease-specific claims included claims with
a diagnosis of obesity or severe obesity and also includes medications used in the treatment of chronic obesity. Diabetes
Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then type II; of the remaining members,
if ever prediabetes, then prediabetes; of the remaining members, members with a diagnosis of insulin resistance are categorized
as insulin resistant. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category included
claim types such as transportation, Medicare cross-over, Long term care, and dental. Diagnoses/Conditions were identified in any
diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary
claims were excluded when identifying disease states/conditions of interest. For pharmacy expenditures, all pharmacy claims
(regardless of reason(s) for use) for the identified recipients were included in the calculation of total (all-cause) expenditures. For
disease-specific expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest were
included, except for prediabetes and insulin resistance where medications commonly used in treatment were included. The
'Medication Identifiers' tab lists the specific medications utilized for this request. This analysis does not consider the impact of
any potential medication rebates or federal-state share (match) reimbursement methodologies.

Page |23




Table 9
Prediabetes Cost Analysis Related to Obesity or Severe Obesity

Prediabetes
Disease Specific Claims
All Cause (Includes All Claims) (Limited to Obesity-Related Claims)
Unduplicated Count Total Unduplicated Total Total

of Members Total Expenditures Count of Members | Expenditure | Expenditures
Common Claim Categories | Receiving Services | Expenditures | per Member Receiving Services s per Member
Inpatient 2,120| $23,480,290 $11,076 608| $5,096,633 $8,383
Long Term Care 17 $513,287 $30,193
Outpatient 20,411 $38,309,730 $1,877 9,027 $2,945,151 $326
Professional 24,197 $56,974,657 $2,355 22,411 $4,931,448 $220
Rehab 625 $371,020 $594 29 $3,164 $109
Home Health Outpatient 177 $239,462 $1,353 14 $33,853 $2,418
Transportation 3,075 $2,709,044 $881
Durable Medical 2,962 $2,498,820 $844 14 $1,762 $126
Equipment
Pharmacy 23,517 $81,978,768 $3,486 5,898 $4,852,865 $823
Other 6,788 $2,017,508 $297 158 $10,657 $67
Total 24,254 $209,092,587 $8,621 24,254| $17,875,533 $737

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Obesity Assignment Rule: If an individual had at least one claim for severe obesity
during the measurement year, they were placed in the severe obesity group. Their disease-specific claims included claims with
a diagnosis of obesity or severe obesity and also includes medications used in the treatment of chronic obesity. Diabetes
Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then type II; of the remaining members,
if ever prediabetes, then prediabetes; of the remaining members, members with a diagnosis of insulin resistance are categorized
as insulin resistant. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category included
claim types such as transportation, Medicare cross-over, long term care, and dental. Diagnoses/Conditions were identified in any
diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary
claims were excluded when identifying disease states/conditions of interest. For pharmacy expenditures, all pharmacy claims
(regardless of reason(s) for use) for the identified recipients were included in the calculation of total (all-cause) expenditures. For
disease-specific expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest were
included, except for prediabetes and insulin resistance where medications commonly used in treatment were included. The
'Medication Identifiers' tab lists the specific medications utilized for this request. This analysis does not consider the impact of
any potential medication rebates or federal-state share (match) reimbursement methodologies.

Page |24



Table 10
Insulin Resistance Cost Analysis Related to Obesity and Severe Obesity

Insulin Resistance

Disease Specific Claims
All Cause (Includes All Claims) (Limited to Obesity Or Severe Obesity-Related Claims)
Unduplicated Count of Total Unduplicated Count
Members Receiving Total Expenditures per of Members Receiving Total Total Expenditures per
Services Expenditures Member Services Expenditures Member
349 $3,336,094 $9,559 82 $449,746 $5,485
1 $59,632 $59,632
3,484 $5,302,432 $1,522 1,269 $384,194 $303
4,235 $8,410,190 $1,986 3,878 $703,129 $181
119 $78,400 $659 4 $499 $125
17 $94,920 $5,584 1 $4,790 $4,790
358 $287,792 $804
460 $278,075 $605 2 $150 $75
4,121 $15,897,272 $3,858 2,071 $3,674,042 $1,774
1,257 $357,119 $284 3 $190 $63
4,246 $34,101,926 $8,032 4,246 $5,216,741 $1,229

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Obesity Assignment Rule: If an individual had at least one claim for severe obesity
during the measurement year, they were placed in the severe obesity group. Their disease-specific claims included claims with a
diagnosis of obesity or severe obesity and also includes medications used in the treatment of chronic obesity. Diabetes
Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then type Il; of the remaining members,
if ever prediabetes, then prediabetes; of the remaining members, members with a diagnosis of insulin resistance are categorized
as insulin resistant. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category included
claim types such as transportation, Medicare cross-over, long term care, and dental. Diagnoses/Conditions were identified in any
diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary
claims were excluded when identifying disease states/conditions of interest. For pharmacy expenditures, all pharmacy claims
(regardless of reason(s) for use) for the identified recipients were included in the calculation of total (all-cause) expenditures. For
disease-specific expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest were
included, except for prediabetes and insulin resistance where medications commonly used in treatment were included. The
'Medication Identifiers' tab lists the specific medications utilized for this request. This analysis does not consider the impact of
any potential medication rebates or federal-state share (match) reimbursement methodologies.
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Cost of Major Obesity Related Comorbidities to Louisiana Medicaid

Table 11

Total
Unduplicated Total Expenditures (All-Cause)

Obesity and Selected Comorbid Chronic | Count of Members |(All-Cause Expenditures| Expenditures per
Conditions Receiving Services Includes All claims) Member
Obesity or Severe Obesity & Diabetes

46,097 $909,107,942 $19,722
(Type | or Type )
Obesity or Severe Obesity &
Cardiovascular Disease (Including 104,656 $1,588,232,898 $15,176
Hypertension)
Obesity or Severe Obesity & Cancer 5,278 $193,158,590 $36,597
Obesity or Severe Obesity & Depression 54,107 $947,154,417 $17,505
Obesity or Severe Obesity & NASH 762 $22,032,519 $28,914
Total $3,659,686,366 $117,914

Notes: Limited to paid and adjusted claims. Capitation claims were excluded. Members with evidence of dual/TPL eligibility at
any point during the year were excluded. Diagnoses/Conditions were identified in any diagnosis position. The 'Diagnosis Code
Identifiers' tab includes the ICD-10 CM diagnosis codes used in this request. Ancillary claims were excluded when identifying
disease states/conditions of interest. This analysis does not consider the impact of any potential medication rebates or federal-
state share (match) reimbursement methodologies. The Comorbidities table is limited to paid and adjusted claims. Capitation
claims were excluded. Members with evidence of dual/TPL eligibility at any point during the year were also excluded.
Diagnoses/Conditions were identified in any diagnosis position. The 'Diagnosis Code Identifiers' tab includes the ICD-10 CM
diagnosis codes used in this request. Ancillary claims were excluded when identifying disease states/conditions of interest. This
analysis does not consider the impact of any potential medication rebates or federal-state share (match) reimbursement

methodologies.
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Section 5 -Diagnosis and Treatment of Obesity

Obesity is a complex, multifactorial, serious, relapsing, and costly chronic disease that is a major risk
factor for developing conditions such as heart disease, stroke, type 2 diabetes, renal disease, metabolic
steatohepatitis, and 13 types of cancer (which make up 40 percent of all cancers diagnosed). Therefore,
comprehensive treatment of obesity must also be multifactorial and personalized for each patient.

In 2008, The Obesity Society published its first position statement on obesity as a disease, which was
updated in 2018. Since 2013, when the AMA adopted a formal policy declaring obesity as a complex and
chronic disease and supporting patient access to the full continuum of evidence-based obesity care,
numerous federal and state policy organizations have echoed the AMA’s position. The American
Diabetes Association 2024 Standards of Care further underscore that “obesity is a chronic and often
progressive disease with numerous medical, physical, and psychosocial complications, including a
substantially increased risk for type 2 diabetes.”

Similarly, the National Council of Insurance Legislators, National Lieutenant Governors Association,
National Hispanic Caucus of State Legislators, the National Black Caucus of State Legislators, the VHA,
Department of Defense, and the Federal Office of Personnel Management (OPM) have all recognized
obesity as a chronic disease and echoed support for addressing this epidemic.

Despite this widespread recognition of obesity as a disease, some health care programs and
policymakers have outdated views that do not align with medical and scientific agreement that the
pathology of the disease of obesity is complex. Science has shown that obesity is not only a disease, but
that its causes are more complicated than lifestyle and nutrition choice alone.

Obesity can be caused by genetic, psychosocial, environmental, and metabolic imbalances between the
hunger, satiety, and energy metabolism pathways in the human body. Many still cling to the outdated
and biased misconceptions that obesity is a lifestyle choice or a personal failing. Others acknowledge
that obesity is a chronic and complex disease, but they believe that it can be addressed solely with
lifestyle and behavior change alone. These perceptions and attitudes, coupled with bias and stigma,
have resulted in health insurance plans taking vastly different approaches in determining what and how
obesity treatment services are covered for their members.

Many would not be surprised that obesity does not affect all races and ethnicities equally. Coverage and
access to comprehensive obesity treatment services presents an important issue of health equity. If the
largest percentage of patients with obesity in Louisiana are in the African American (47%) and Hispanic
(37%) populations, along with lower income populations (45% of patients with incomes $25,000 to
$39,999), then it would make sense that these are the populations who should have the greatest access.

Effective obesity treatment requires a personalized approach that provides access to obesity care across
the continuum of medical care including intensive behavioral therapy, pharmacological treatment, and
metabolic surgery.
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Comprehensive Obesity Treatment can be summarized by the following graphics:

Figure 5
Adult Comprehensive Obesity Treatment Pyramid
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Figure 6
Pediatric Obesity Treatment Pyramid
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Health and Financial Benefits of Obesity Treatment & BMI Reduction:

The health benefits of BMI reduction have been extensively and consistently documented. The American
Diabetes Association’s (ADA) 2023 Standards of Care reviewed the evidence and demonstrated that
obesity management can delay the progression from prediabetes to type 2 diabetes and is highly
beneficial in treating type 2 diabetes. In people with type 2 diabetes and have overweight or obesity,
modest weight loss clinically improves health including glycemia as well as reduces the need for glucose-
lowering medications. Larger weight loss substantially reduces A1C and fasting glucose and has been
shown to promote sustained diabetes remission through at least 2 years. Additionally, with greater
than 10 percent BMI reduction other significant health benefits can be achieved including reducing
osteoarthritis, cardiovascular disease, steatohepatitis and GERD.

The financial benefits of BMI reduction were demonstrated in the Veterans Health Administration’s
(VHA’s) experience providing access to a comprehensive medical benefit for obesity. In this study, they
demonstrated that the future health cost-savings that can occur if obesity is treated adequately. The
VHA compared the health and total medical cost differences over 6, 12 and 24 months for veterans who
participated in its intensive behavioral therapy program (MOVE!) compared to the MOVE! and obesity
medication. Veterans treated with obesity medication while participating in the MOVE! Program had
better cardiometabolic indices, greater weight, and BMI reductions, and lower Healthcare Resource
Utilization and medical costs compared with participants without obesity medication treatment.
Cardiometabolic endpoints were significantly improved with reduction in systolic and diastolic blood
pressure. Similarly, other risk factors including total cholesterol, low-density lipoprotein (LDL)
cholesterol, and hemoglobin A1C were also documented over 12 and 24 months. Total medical costs
were significantly lower in the obesity medication+MOVE! Cohort ($18,182 vs. $20,075); weighted mean
annual cost difference: -$1893 driven primarily by lower inpatient costs. Emergency room costs were
also lower for the MOVE! plus obesity medication cohort.

Subsection 5.1 — Intensive Health and Lifestyle Behavior Therapy

Scientific Evidence for Intensive Health and Lifestyle Behavior Therapy (IHBLT) in Children and
Adolescents:

According to the United States Preventive Services Task Force (USPSTF), clinicians should provide or
refer all patients age 6 yrs. and older with a body mass index (BMI) >95™% for age and sex to
comprehensive, intensive, behavioral interventions. Current evidence on IHBLT in children and
adolescents with obesity suggest that interventions that offer 26 or more contact hours of health
behavior and lifestyle counseling performed over 3-12 months can lead to an average of 0.7 to 1.4
reduction in absolute BMI, along with a mild improvement in quality of life and potentially lower blood
pressure and fasting plasma glucose. Effective evidence-based interventions should consist of multiple
components, including both individual and family sessions, provide health education on balanced
nutrition, safe exercise, reading food labels, incorporating behavior change techniques such as problem
solving, monitoring diet and physical activity, and goal setting .
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These types of interventions should be delivered by multidisciplinary teams, including physicians,
dietitians or nutritionists, psychologists or social workers, exercise physiologists or physical therapists, or
other behavioral specialists. In Louisiana, there is currently not any such intensive behavioral
interventions to refer a patient to. When these programs are available in Louisiana, these programs
must be covered by all health plans according to the Affordable Care Act (ACA), which requires coverage
without copay or coinsurance for all preventive care services for children and adolescents.

Scientific Evidence for IHBLT for Adults with Obesity:

The USPSTF’s September 18, 2018 Final Recommendation Statement entitled, “Weight Loss to Prevent
Obesity-Related Morbidity and Mortality in Adults: Behavioral Interventions,” recommends that adults
diagnosed with obesity (BMI 230) should “be offered or referred to intensive, multicomponent
behavioral interventions.

The evidence report defines both the frequency and intensity of these interventions as:

Group and individual sessions of high intensity (12 to 26 sessions in a year)
Behavioral management activities, such as weight-loss goals

Improving diet or nutrition and increasing physical activity

Addressing barriers to change

Self-monitoring

Strategizing how to maintain lifestyle changes

Subsection 5.2 — Treatment with Obesity Medications

Research in populations with diabetes, hypertension, and cardiovascular diseases has shown that just a
5% decrease in weight or a 0.2 kg/m2 reduction in absolute BMI results in clinically significant
improvements in these obesity-related comorbid conditions. All of the U.S. Food and Drug
Administration (FDA) approved OM result in at least a 5% weight loss, with newer approved drugs
approaching a 20% weight loss. Timely management of obesity can be cost effective, lower health risks,
and prevent disease progression. The landscape of pharmaceuticals available to treat obesity continues
to evolve and there are currently a variety of FDA approved medications available with different
mechanisms of action. The FDA indications for OMs reinforce that nutrition and physical activity
regimens should accompany drug treatment of obesity.

At the time of this report, there are 6 medications that are approved by the FDA to treat the disease
of obesity: liraglutide injection (Saxenda®), naltrexone/bupropion tablets (Contrave®),
phentermine/topiramate capsules (Qsymia®), semaglutide injection (Wegovy®), phentermine (Adipex®
or other names at other doses), and tirzepatide injection (Zepbound®), Orlistat (Xenical®).

Three of these medications (Liraglutide, Semaglutide, Phentermine/Topiramate) are FDA indicated for
adolescents with obesity age 12 yrs and up.
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Scientific Evidence for Pharmacotherapy Treatment in Adolescents with Obesity:

e Pharmacotherapy was associated with larger mean BMI reductions as compared to placebo in
most trials in adolescents.

o A systematic review conducted in support of the Endocrine Society pediatric obesity
treatment clinical practice guideline concluded that a BMI reduction of at least 1.6
kg/m2 could be considered clinically meaningful.

e Liraglutide was shown to be more effective than placebo in a randomized controlled trial of
adolescents with obesity age 12 yrs. and up (NEJM 2020).

o -5.01kg (-7.63 to -2.39) relative change in body weight as compared to placebo (95%
confidence interval)

o -1.58(-2.47 to -0.69) relative change in absolute BMI as compared to placebo (95%
confidence interval)

e Semaglutide Among adolescents with obesity in a randomized controlled trial, once-weekly
treatment with a 2.4-mg dose of semaglutide plus lifestyle intervention resulted in a greater
reduction in BMI than lifestyle intervention alone.

o -17.7 kg (-21.1 to -13.7) relative change in body weight as compared to placebo (95%
confidence interval with P<0.001)

o -16.7 relative reduction in absolute BMI from baseline to week 68 (95% confidence
interval [Cl], -20.3 to -13.2; P<0.001). Reductions in body weight and improvement with
respect to cardiometabolic risk factors (waist circumference and levels of glycated
hemoglobin, lipids [except high-density lipoprotein cholesterol], and alanine
aminotransferase) were greater with semaglutide than with placebo.

e Phentermine/Topiramate: In a randomized controlled trial in adolescents with obesity, at both
the mid and top doses offered a statistically significant reduction in BMI and favorably impacted
triglyceride and HDL-C levels in adolescents with obesity.

o -12.06 kg (-15.55 to -8.58) relative reduction in weight for lower dose and -15.80 (-18.82
to -12.77) relative reduction in weight (kg) for higher dose as compared to placebo.

o -8.11 Reduction in absolute BMI (-11.92 to -4.31) in the lower dose Phen/Top group as
compared to placebo and -10.44 (-13.89 to -6.99) greater reduction in the higher dose
Phen/Top as compared to placebo.

o This medication also showed a reduction in blood pressure at the higher dose level and
an 8% increase in HDL cholesterol, which is cardio protective.
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Table 12
Obesity Medication Comparison

Drug Generic Gut Doses Frequency Indication

Company Name Hormone/
Incretin

Eli Lilly Trulicity Dulaglutide GLP1 0.75mg, weekly injection Diabetes
1.5mg,
3.0mg,
4.5mg

Novo Victoza Liraglutide GLP1 0.6mg, daily injection Diabetes
Nordisk 1.2mg,
1.8mg

Novo Saxenda Liraglutide GLP1 0.6mg, daily injection Obesity
Nordisk 1.2mg,
1.8mg,
2.4mg,
3.0mg

Novo Ozempic Semaglutide GLP1 0.25mg, weekly injection Diabetes
Nordisk 0.5mg,
1.0mg,
2.0mg

Novo Wegovy Semaglutide GLP1 0.25mg, weekly injection Obesity
Nordisk 0.5mg, Cardiovascular
1.0mg, Disease
1.7mg,
2.4mg

Novo Rybelsus Semaglutide GLP1 3mg, daily oral Diabetes
Nordisk 7mg,
14mg

Eli Lilly Mounjaro Tirzepatide GLP1/GIP 2.5mg, weekly injection Diabetes
smg,
7.5mg,
10mg,
12.5mg,
15mg

Eli Lilly Zepbound Tirzepatide GLP1/GIP 2.5mg, weekly Injection Obesity
5mg, OSA
7.5mg,
10mg,
12.5mg,
15mg

e Current areas of investigation that are likely to lead to further indications include:
o Chronic Kidney Disease (CKD) Metabolic Dysfunction
o Associated Steatotic Liver Disease (MASLD)
e Other areas of interest that may lead to further indications include:
o Alzheimer’s/Dementia
o Addiction
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Subsection 5.3 — Treatment of Obesity with Bariatric Surgery

Metabolic and bariatric surgery is currently one of the most effective and long-lasting treatments for
severe obesity, offering significant weight loss and improvements in or remission of related conditions
such as type 2 diabetes, heart disease, hypertension, sleep apnea, and certain cancers. Studies indicate
that bariatric surgery can reduce the risk of premature death by 30-50% and is as safe as, or safer than,
common procedures like gallbladder surgery, appendectomy, and knee replacement.

Patients typically experience substantial weight loss within 1-2 years of surgery, with up to 77% of
excess weight lost within the first year and 50% maintained after five years. The procedure also leads to
high remission rates for obesity-related diseases, including type 2 diabetes (92%), obstructive sleep
apnea (96%), hypertension (75%), and dyslipidemia (76%). While the risk of death from bariatric surgery
is about 0.1% and major complications occur in roughly 4% of cases, these risks are outweighed by the

dangers of severe obesity.

The Laparoscopic Sleeve Gastrectomy, commonly referred to as
the “sleeve,” involves removing approximately 80% of the
stomach, leaving behind a smaller, banana-shaped stomach.
This procedure limits the amount of food and liquid the stomach
can hold, reducing calorie intake. By removing the portion of the
stomach responsible for producing most of the hunger
hormone, the surgery decreases hunger, increases fullness, and
supports weight loss, blood sugar control, and overall metabolic
health. This operation is technically simple, has a shorter surgery
time, and can be performed on patients with high-risk medical
conditions. It is often used as an initial step for severely obese
patients or as a bridge to other procedures like gastric bypass or
SADI-S. While it effectively promotes weight loss and improves
obesity-related conditions, the procedure is irreversible and

may cause or worsen reflux and heartburn. Additionally, its
impact on metabolism is less profound compared to bypass
surgeries.
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The Roux-en-Y Gastric Bypass, commonly known as the “gastric
bypass,” is a widely performed and effective bariatric surgery
with a history of over 50 years. Using a laparoscopic approach
refined since 1993, it is particularly successful in treating obesity
and related diseases. The procedure involves dividing the
stomach into a small pouch, about the size of an egg, while
bypassing the larger stomach portion, which no longer stores or
digests food. The small intestine is then restructured to connect
with the new stomach pouch, creating a Y-shaped configuration
that allows food to bypass a significant portion of the digestive
tract. This surgery works by restricting food intake due to the
smaller stomach pouch and reducing calorie absorption by
bypassing the first portion of the small intestine. It also alters
the gastrointestinal pathway, leading to decreased hunger,
increased fullness, and hormonal changes that improve
metabolic health. Many patients experience remission of adult-
onset diabetes and relief from reflux symptoms, sometimes
even before significant weight loss occurs. However, patients
must adhere to lifestyle changes, including avoiding tobacco and
non-steroidal anti-inflammatory drugs (NSAIDs). The gastric
bypass offers reliable and long-lasting weight loss and is
effective in treating obesity-related conditions. However, it is
more technically complex than other procedures like sleeve
gastrectomy or gastric banding and carries risks such as vitamin
and mineral deficiencies, small bowel complications, ulcers, and
“dumping syndrome,” a discomfort that occurs after consuming
certain foods, particularly sweets.

The Single Anastomosis Duodeno-lleal Bypass with Sleeve
Gastrectomy (SADI-S) is the newest bariatric procedure
endorsed by the American Society for Metabolic and Bariatric
Surgery. Similar to the BPD-DS, it is simpler and quicker,
involving only one surgical bowel connection. The operation
begins with a sleeve gastrectomy to create a smaller stomach.
The first part of the small intestine is then divided, and a loop of
the intestine is connected to the stomach, bypassing a portion
of the digestive tract.

This procedure directs food from the stomach pouch into the
latter part of the small intestine, where it mixes with digestive
juices, enabling sufficient nutrient absorption while promoting
weight loss. It reduces hunger, increases fullness, improves
blood sugar control, and can lead to diabetes remission.

The SADI-S is highly effective for long-term weight loss and type
2 diabetes management. It is simpler and faster than other
procedures like gastric bypass or BPD-DS and is a good option
for patients seeking further weight loss after a sleeve
gastrectomy. However, it may impair nutrient absorption more
than a sleeve gastrectomy or gastric banding, has limited long-
term data, can worsen or cause reflux, and may result in looser
and more frequent bowel movements.
https://asmbs.org/condition procedures/single-anastomosis-
duodeno-ileal-bypass-with-sleeve-gastrectomy/
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The Biliopancreatic Diversion with Duodenal Switch (BPD-DS) is
a bariatric surgery that combines a sleeve gastrectomy with
extensive small intestine bypass. It begins with creating a tube-
shaped stomach pouch, similar to the sleeve gastrectomy. The
first portion of the small intestine is then separated, and a
segment of the lower intestine is connected to the stomach
pouch, directing food directly into the latter part of the small
intestine. This procedure significantly reduces food intake due
to the smaller stomach and decreases calorie and nutrient
absorption by bypassing approximately 75% of the small
intestine—the most of any approved bariatric procedure. The
BPD-DS profoundly affects intestinal hormones, leading to
reduced hunger, increased fullness, and exceptional blood sugar
control, making it the most effective metabolic surgery for
treating type 2 diabetes. While the BPD-DS offers excellent
results in treating obesity and diabetes, it is a more complex
surgery with a higher risk of complications, including
malabsorption, vitamin and nutrient deficiencies, reflux, and
looser, more frequent bowel movements. It also requires longer
operative time and lifelong commitment to supplements and
dietary adjustments.

Revisional bariatric surgery is performed on patients who have
already had weight loss surgery and may need further
treatment. During a revisional surgery, your original bariatric
surgery may be converted to a different procedure. Patients
may need a revision if they have experienced complications
from their original surgery, have not lost enough weight, or if
the original surgery is no longer effective. Each revision is
unique and the surgical procedure will vary greatly depending
on the original surgery. Revisional surgeries can be more
complex than the original surgeries.

Economically, the average cost of bariatric surgery ranges from $17,000 to $26,000, but reductions in
obesity-related conditions and healthcare expenses enable third-party payers to recover these costs
within 2—4 years. Additionally, healthcare costs decrease by approximately 29% within five years post-

surgery.
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Subsection 5.4 — Bariatric Endoscopy

Primary Endobariatrics — endoscopic procedures performed on a native stomach to induce
weight loss

1. “Space Occupying” —includes Intragastric Balloons (IGB)
a. There are 2 commercially available IGBs (Orbera, Spatz)
b. “Gastric Remodeling” — colloquially known as Endoscopic Sleeve Gastroplasty
(ESG)There are 3 commercially available devices used in gastric remodeling but 1
(Boston Scientific’s Overstitch device used for ESG) is more widely available
while the others are restricted to certain states/providers (ESG, POSE, Endomina)

Secondary Endobariatrics — endoscopic procedures performed on surgically altered anatomy
(ie. patients who have already had bariatric surgery) usually to induce further weight loss or
treat weight regain.

1. “Outlet Reduction” — Transoral Outlet Reduction endoscopic (TORe)

Of note, secondary Endobariatrics can include endoscopic procedures that are used to treat the
complications of bariatric surgery such as leaks, strictures, or fistulas but this will not be
discussed since it is not used for additional weight loss. Additionally, there are other types of
Endobariatrics procedures that have come on and off the market over the years and those that
are currently being tested or redesigned. Most of these are interventions targeting the small
bowel but because they are not widely commercially available yet, they are not included.
Section 6 —Coverage and Access to Comprehensive Obesity Treatment in Louisiana

The STOP Obesity Alliance collaborated with the Obesity Action Coalition to analyze how states are
covering the treatment of obesity in their Medicaid programs. The review of Medicaid coverage
included the elements of comprehensive obesity care: nutrition counseling (NC), intensive behavioral
therapy (IBT), obesity medications, and metabolic and bariatric surgery (MBS). See Appendix C for
additional comprehensive Obesity Benefit coverage information.
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Section 6 - Access to Anti-Obesity Medication & Cost Coverage

Figure 7
Coverage of Comprehensive Obesity Treatment in Louisiana
See Full Details in Appendix D Louisiana Medicaid Obesity Coverage Summary
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Source: (LA State Snapshot | Medicaid Obesity Coverage, 2024)
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Insurance Coverage of Lifestyle and Behavioral Therapy:

To comply with ACA guidelines, all public and private payers in Louisiana must cover these screening and
lifestyle therapy visits, whether performed by a physician (MD, DO), advanced practice practitioner (NP,
PA), or another professional trained in lifestyle therapy for weight management (RD, LCSW, LPC, PsyD,
or potentially a community health worker). These visits must be covered at NO COST to the patient,
according to the ACA. The primary diagnosis of obesity should be covered as part of preventive care.
See Appendix E for an obesity billing and coding guide for suggested ICD10 and CPT codes that payors
can recognize on their fee schedules as part of obesity treatment.

OPM serves as a gold standard and road map for how health plans could create policies to ensure
coverage of screening and lifestyle treatment. Carrier Letter 2023-01 of the OPM states that “FEHB
Carriers must cover the full scope of required preventive services recommendations as outlined in
Appendix F Carrier Letter 2019-01. Specific to obesity, this means the benefit includes screening and, if
referred, the multicomponent, family centered programs that are part of intensive behavioral
interventions.

Figure 8

Employee Health Plan
Obesity Medication Coverage by State

SEHP AOM Coverage - July 23, 2024
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Source: (Novo Nordisk, State SEHP Coverage, 2024)
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Figure 9
State Medicaid Fee for Service
Obesity Medication Coverage by State

Medicaid FFS AOM Coverage - July 23, 2024
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Source: (Novo Nordisk, State Medicaid FFS Coverage, 2024)
Subsection 6.1 — Insurance Coverage of Obesity Medication

There is much discussion regarding potential costs associated with obesity medication insurance
coverage. The Institute for Clinical and Economic Review (ICER) published a comprehensive report
titled "Medications for Obesity Management: Effectiveness and Value®i in October 2022. This report
evaluates the clinical effectiveness and cost-effectiveness of various obesity medications.

Key Findings: >

e Phentermine/Topiramate and Bupropion/Naltrexone: Both combination therapies meet
commonly accepted cost-effectiveness thresholds when compared to lifestyle modification
alone. They are considered cost-saving when prescribed generically.

o Semaglutide: While semaglutide demonstrates significant effectiveness, it does not meet typical
cost-effectiveness thresholds at its current estimated net price. The health-benefit price
benchmark for semaglutide is between $7,500 and $9,800 per year.

e Liraglutide: Similar to semaglutide, liraglutide shows effectiveness but does not meet cost-
effectiveness thresholds at its current price. The health-benefit price benchmark for liraglutide is
between $3,800 and $4,800 per year.
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While we recognize that coverage of obesity medication can be costly, there are cost offsets which need
to be considered:

1. Participation in Medicaid Prescription Drug rebate programs.
a. See additional information in Appendix G Understanding the Medicaid
Prescription Drug Rebate Program
Federal Statutory Rebates (25-50% reduction on average if covered at full FDA label)
Supplemental Drug Manufacturer Rebates (varies)
Reduction in missed work due to obesity related health problems
Cost Offsets - By covering the cost of comprehensive obesity coverage, a payer may
reduce their cost of the comorbidities that may be caused by that obesity (such as
diabetes, hypertension, MASLD). This may mean reduced cost of inpatient and
outpatient visits, along with reduced surgeries and procedures.
6. Cost Shifting - By covering the cost of comprehensive obesity coverage, a payer may
reduce their total cost of medications related to comorbidities that may be caused by
obesity.

vk wN

Obesity Medication Utilization:

Utilization refers to the number of people with obesity who will “utilize” an obesity medication. A 2022
financial report from Morgan Stanley suggests dramatic price decreases could occur in the next few
years. While many payers fear widespread uptake of obesity medication if coverage is added, current
trends in utilization are in the 2-5% range as reflected in the recent VHA and Mississippi Medicaid
experience. Low utilization of obesity medical treatment has been consistently documented with only
3.4% of adults with obesity seeking health professional help for weight reduction. Prior authorizations
are one barrier that contributes to these low numbers because they are costly and burdensome for
providers to perform. Barriers to obesity care include individual perceptions of patients to side effects
and effectiveness of treatment, fear of stigma and bias within the healthcare field, and lack of
experience and confidence of healthcare providers in offering comprehensive obesity treatment.

In one study, of those who sought medical support for obesity, only 24% scheduled a follow-up visit to
an initial weight-related conversation. Furthermore, another study highlights that the average time that
individuals remain on obesity medication is 81 days. As with many types of treatment, the length of
time a member/patient would require medication therapy would depend. Such factors include, type of
medicine and physician/patient approach. Patients with clinically significant weight loss (5% or greater
than baseline weight) who do not experience side effects that cause discontinuation may be advised by
their healthcare provider to remain on medication to align to target treatment goals such as reversing
organ damage and improving function, not just weight loss.
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In a real work analysis of more than 26,000 patients who were newly prescribed obesity medication, less
than 50% of patients remained adherent to their drug therapy at 6 months.**iiAdherence rates for
other chronic conditions such as diabetes and hypertension are similar, between 50%-60%.°** It is
difficult to model the projected use of obesity medication in a population because they are prescribed to
a small proportion of eligible pop. *il For example, one study showed that obesity medications are
prescribed to less than 3% of eligible pop. *i! Another retrospective claims study showed on 2.4% of
members with obesity had evidence of obesity medication utilization. ** Common modeling for
utilization should include the entire category of obesity medications used to treat obesity, including
generics. According to IMS Health’s Longitudinal Access and Adjudication Data (LAAD) about 20% of
obesity medications prescribed in 2022 were branded. Generic obesity medications compose of about
80% of all prescriptions to treat obesity.”

OPM for Federal Employees Health Benefits (FEHB) program serves as a gold standard for guidance on
obesity medication coverage. As per Carrier Letter 2023-01 and Carrier Letter 2022-03, OPM stated that
“FEHB Carriers are not allowed to exclude obesity medications from coverage based on a benefit
exclusion or a carve out. Carrier Letter 2022-02 outlines the requirements for Non Discriminatory
Formulary Design, namely, that a non-discriminatory formulary design does not have cost or access
barriers imposed by disease or condition. FEHB Carriers must have adequate coverage of FDA approved
obesity medications on the formulary to meet patient needs and must make available their exception
process to members. Carriers must cover at least one obesity medication from the Glucagon-like
Peptide-1 (GLP-1) class for weight loss and cover at least 2 additional oral obesity medication options.
As new obesity medications are approved by the FDA, OPM expects Carriers to evaluate and update
their coverage of obesity medications. Carriers should provide access to a range of obesity drugs on the
formulary in order to satisfy OPM'’s requirement in Carrier Letter 2022-02 that Carriers must ensure
non-discriminatory access to safe, clinically appropriate drug therapy for members with chronic
conditions. This includes drug therapies indicated for adolescents’ age 12 years and older. OPM FEHB
Carriers are not allowed to exclude obesity medications from coverage based on a benefit exclusion or a
carve out.

Subsection 6.2-Medicaid’s Estimated Obesity Medication Cost

Estimating the cost to Louisiana Medicaid for obesity medication coverage, specifically for medications
like GLP-1 receptor agonists (e.g., Wegovy and Ozempic), requires several factors to be considered,
including

Prevalence of Obesity in Louisiana
Population Eligible for Medicaid
Medication Utilization and Costs

Impact of Medicaid Drug Rebates
Projected Savings from Obesity Treatment

arMwdE
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As mentioned above, medications approved by the FDA for use in chronic weight management
include: liraglutide injection (Saxenda®), naltrexone/bupropion tablets (Contrave®),
phentermine/topiramate capsules (Qsymia®), semaglutide injection (Wegovy®), setmelanotide capsules
(Imcivree®), phentermine, and tirzepatide injection (Zepbound®), Orlistat (Xenical®). Setmelanotide
capsules (Imcivree®) were not included in this analysis since its use is limited to chronic weight
management in adult and pediatric patients 2 years of age and older with monogenic or syndromic
obesity due to certain genetic conditions. A separate cost analysis would likely be required to address
the fiscal impact of this agent on Medicaid. The current NADAC (National Average Drug Acquisition Cost)
was used to estimate the annual drug cost per recipient for Saxenda®, Wegovy®, and Zepbound®. The
Average Wholesale Price (AWP) was used to estimate the annual drug cost per recipient for Contrave®
and Qsymia®. The 'Estimated Annual Drug Cost per Recipient' was calculated as an average cost of all
drugs included in the specified groups in the tables below.

Estimated Drug Mix for Obesity Medications:

The estimated drug mix for obesity medications typically varies depending on the specific population,
healthcare provider prescribing habits, and the drugs available on the market at any given time.
However, as of recent years, GLP-1 receptor agonists have become the dominant class of obesity
medications due to their proven efficacy in weight loss and their approval by the FDA for obesity
treatment. GLP-1 receptor agonists are currently the most prescribed obesity medications in the U.S.,
accounting for approximately 60-70% of the total obesity medication prescriptions, based on their
recent surge in popularity and efficacy. Non-GLP-1 medications, while still widely prescribed, are less
frequently used compared to GLP-1 receptor agonists. They may account for 30-40% of obesity
medication prescriptions.

Key Drivers of Prescription Trends:

e Efficacy and Weight Loss: GLP-1 agonists are more effective in achieving weight loss compared
to most non-GLP-1 medications, which drives their increasing share of prescriptions.
Semaglutide, for example, has shown weight loss of around 15-20% of body weight in clinical
trials, a much higher degree of weight loss compared to many other medications

e Side Effect Profiles: GLP-1 medications have an established safety profile, although side effects
like nausea can be a limiting factor for some patients. Non-GLP-1 medications like phentermine
may have higher risks for side effects, including cardiovascular issues, which can limit their use
in certain populations.

The 'Estimated Drug Mix Among Recipients' used in this analysis was based on the efficacy of the GLP-1
class of medications that are indicated for chronic weight management and the popularity of this class
among the general public. A Kaiser Family Foundation (KFF) survey found that nearly half of adults (45%)
say they would be interested in taking a prescription drug to lose weight if they heard that it was safe
and effective. Additionally, according to the survey, results indicate that the share who say they are
interested in taking prescription drugs for weight loss increases to two-thirds (67%) among those who
have been told by a doctor or health care provider that they are overweight or obese in the past five
years. In projecting costs, this analysis only considers the cost of obesity medications and does not
consider any ancillary costs that may be associated with prescribing such as laboratory costs or physician
office visits. For this analysis, it was assumed that the recipients received 12 months of therapy with the
same agent. This analysis is based on current drug costs, Medicaid enrollment, and provider medical
coding practices that existed at the time of calculation of this estimated fiscal impact. If any factors
change the estimated cost would be impacted. Additional information can be found in Appendix H
Diabetes and Obesity Claims Analysis and Appendix | Comorbidities Claims Analysis.

Page |42



Louisiana Medicaid Chronic Weight Management Denied Pharmacy Claims Analysis:

Table 13

Chronic Weight Management Denied Pharmacy Claims Analysis for 12-17 Years of Age on
Louisiana Medicaid
Claims with a Date of Service from January 1, 2023 to December 31, 2023

FFS MCO Total FFS/MCO
Age Group Drug Name Unduplicated Unduplicated Unduplicated
. Claim Count Recipient Claim Count Recipient Claim Count
Recipient Count
Count Count
CONTRAVE - - 3 3 3 3
ORLISTAT(ALLI,XENICAL
) - - 5 17 5 17
QSYMIA 4 16 42 171 45 187
12 to 17
SAXENDA 1 2 19 70 19 72
WEGOVY 9 39 128 548 134 587
ZEPBOUND - - 1 8 1 8
Total 12 to 17 13 57 188 817 195 874

Note: Age calculated as on the claim Date of Service
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Table 14

Chronic Weight Management Denied Pharmacy Claims Analysis for 18+ Years of Age on
Louisiana Medicaid
Claims with a Date of Service from January 1, 2023 to December 31, 2023

FFS MCO FFS/MCO
Age Group Drug Name Unduplicated Unduplicated Unduplicated
L. Claim Count Recipient Claim Count Recipient Claim Count
Recipient Count
Count Count
CONTRAVE 17 39 592 1,356 603 1,395
ORLISTAT(ALLI,XENICAL) 14 94 458 2,338 470 2,432
QSYMIA 138 281 502 1,567 629 1,848
18+
SAXENDA 8 17 245 693 253 710
WEGOVY 171 722 4,231 15,279 4,354 16,001
ZEPBOUND - - 303 973 303 973
Total 18+ 344 1,153 6,013 22,206 6,285 23,359

Note: Age calculated as on the claim Date of Service
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Table 15
Chronic Weight Management Denied Pharmacy Claims Analysis for ALL Ages on Louisiana
Medicaid
Claims with a Date of Service from January 1, 2023 to December 31, 2023 for ALL Ages

FFS MCO FFS/MCO
Age Group Drug Name X Unduplicated Unduplicated
Unduplicated . L. . . 3
. Claim Count Recipient Claim Count Recipient Claim Count
Recipient Count
Count Count
CONTRAVE 17 39 595 1,359 606 1,398
ORLISTAT(ALLI,XENICAL) 14 94 463 2,355 475 2,449
QSYMIA 142 297 542 1,738 672 2,035
ALL
SAXENDA 9 19 264 763 272 782
WEGOVY 180 761 4,359 15,827 4,488 16,588
ZEPBOUND - - 304 981 304 981
Total ALL 357 1,210 6,199 23,023 6,478 24,233

Note: Age calculated as on the claim Date of Service
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Table 16
Louisiana Medicaid Obesity Medication Projected Cost Analysis
Projected Costs for 12-17 Years of Age

Projected Costs far 18 Fears of Age and up
Courd 68 Undoplic aled Recipient s Ages l Projected Costs = *5es Motes 1 and 2°*
18 Years and up |Medicaid including TPL, |
eaciuding daals] with a Diagnosss of Estmatia :
Qesuityin CYI033, Excluding Recipiens | Estirmabed Dirug Mix Among Recipsents | Araal Druig Cenii
Diagrosed wih Type 2 Slabeles | o P bl
(Cowflinn: Dbesdy diagnoss codes e | 1% Uipd ok 4 Uplakp 35 Up i
wradar:neporied in madical claims. |
— - . — ey, — — - - -
] IB:I% GLP-L | Saeends®, Wegow® , o Zephound®) E-L:I.Bl!'l: 'S-LB.TUE'.I.'-LEII 5-33.-1'.9.2’53: §59, 128 30
|5% non-GLP-1 |Contrave®, Quyma®, or Kenical’) | 56,054 5450475 $500,956| 51,3514
ToAm| RIE01T5 B0 390480 T

Table 17
Louisiana Medicaid Obesity Medication Projected Cost Analysis
Projected Costs for 18 Years of Age and Up
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Table 18
Louisiana Medicaid Obesity Medication Projected Cost Analysis
Projected Cost Summary (12 Years of Age and up)
Projected Costs Summary (12 Years of Age and up) **See Notes 1 and 2**
Total Projected Costs
1% Uptake $24,726,609
2% Uptake $49,453,218
3% Uptake $74,179,826
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Cost of Obesity Medication to Commercial Plans in Louisiana:

A recent analysis of the cost of obesity medication coverage by the Department of Insurance estimates a
$200 million per year cost in the state-regulated group market, with an additional $340 million cost to
provide coverage in the remaining commercial markets.

Consideration of Rebate Savings:

When obesity medications are covered with full FDA indication on a health plan, that plan may be
eligible for federal statutory rebates and/or rebates from manufacturers, which can significantly reduce
the cost of medications. For example, Federal Medicaid drug rebates start at 23.1% of the Average
Manufacturer Price (AMP) for most drugs, and the exact rebate for GLP-1 medications can vary and
often increase as the drug remains on the market.

Louisiana Medicaid does not currently reimburse or receive rebates for obesity medications. In order for
Louisiana Medicaid to reimburse and receive rebates for obesity medications, several steps would need
to be taken by Louisiana Medicaid including approvals and policy amendments.

Additionally, pharmaceutical manufacturers may offer supplemental rebates to states to negotiate
better pricing. Therefore, these projected costs are overinflated and do not take into account rebates.
Of note, Louisiana Medicaid currently provides coverage for semaglutide injection (Wegovy®) for
recipients who are at least 45 years old and who are overweight or obese, have certain comorbid
conditions, and meet specified clinical criteria. Recipients who have obesity and meet all the Wegovy®
criteria are included in this cost analysis. However, recipients who are overweight and meet all the
Wegovy® criteria are not included in this cost analysis, as the cost analysis is limited to the cost of
treating only chronic obesity.

Projected Savings from Coverage of Obesity Treatment:

Obesity medications can help reduce the long-term costs associated with obesity-related comorbidities,
such as heart disease, diabetes, and hypertension. Studies suggest that for every $1 spent on obesity
treatment, there could be up to $3 in savings from reduced healthcare utilization (hospitalizations,
medications, long-term care). If obesity medications help reduce healthcare spending annually in
Louisiana due to fewer hospitalizations and complications from obesity-related conditions, this would
offset a significant portion of the costs of coverage.

Subsection 6.3— Office of Group Benefits Estimated Obesity Medication Cost

The Louisiana State Office of Group Benefits (OGB) expects to spend approximately $105 million in 2024
for obesity medication for individuals with type 2 diabetes. This reflects approximately 16,000 members.
If OGB were to cover obesity medications for weight loss, OGB currently has 36,106 members with a
diagnosis of obesity that are not currently on an obesity medication. If 100% of these members were to
participate in the benefit, OGB would expect the cost to increase to an additional $480 million per year.
While it is not expected for all eligible members to participate, OGB would plan and prepare for the
worst case scenario as a self-funded plan. Additionally, Obesity is typically under-coded, resulting in
conservative cost estimates.
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Section 7 - Promoting the Use of the Data to Influence Decision Making

The fight against this public health crisis has been constrained by many factors, including limited access
to longitudinal data (that is, the same variables studied over time) collected in many different settings.
Understanding which weight-intervention programs work for which populations requires the ability to
follow children across both health and community settings over time. Every systemic and individual
factor provides important obesity-related data. ¥ The problem is that data is collected in many different
systems. Without suitable data capability, progress to provide practitioners and researchers with data
needed to monitor programs and outcomes in obesity will remain slow. *

Alongside healthy eating and physical activity, additional socioeconomic factors play a significant role in
obesity. For example, access to healthy foods, physical activity, healthcare, and living in a safe
environment. Individual-level factors directly influence children, adults, and families struggling with
obesity.

Data-driven decision making in the context of obesity involves utilizing large datasets, including health
records, environmental factors, and behavioral data, to analyze trends, identify high-risk populations,
and inform targeted interventions aimed at preventing and managing obesity *, allowing for more
effective policy decisions and personalized treatment plans based on individual data points, rather than
relying solely on traditional methods. **¥

Challenges in using data-driven approaches for obesity include the following:

e Data quality: Ensuring accurate and complete data collection, including addressing potential
biases in self-reported information.

e Privacy concerns: Protecting sensitive health data while utilizing it for research and
interventions.

e Data integration: Combining data from multiple sources to create a comprehensive picture of
obesity risk factors.
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Subsection 7.1 — Targeted Data Driven Interventions

Data-driven approaches in obesity management use algorithms to identify individuals at high risk of
developing obesity based on their demographics, lifestyle habits, and genetic factors. ¥ An example of
data driven approaches include mobile health apps or smartphone data to track food intake, physical
activity levels, and provide real-time feedback to promote behavior change. Additionally, analyzing data
from community-level interventions to identify areas with high obesity rates and design tailored
interventions like community gardens, walking trails, or educational campaigns.

Evidence-based data-driven approaches for obesity prevention and management include the
following:

e Data collection
O Gathering diverse data sources like electronic health records (EHRs), wearable devices,
dietary logs, geographic information systems (GIS), and socioeconomic data to create a
comprehensive picture of obesity risk factors.
® Analysis techniques
o Employing statistical methods, predictive modeling to identify patterns and associations
between lifestyle factors, environmental cues, and obesity risk.

e Population-level insights
o ldentifying geographic "hotspots" with high obesity rates to target community-based
interventions, such as improving access to healthy foods or promoting physical activity
in specific areas.
e Personalized interventions
O Using individual data to tailor weight management strategies, including dietary
recommendations, exercise plans, and behavioral support based on an individual's
unique needs and preferences

Evidence shows the ability to adequately track and link systems, community, and state level data, over
time, at an individual level can drastically improve the ability to understand, prevent, and treat obesity.

XXXV
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Section 8 - Barriers and Facilitators in Obesity Management

Addressing the root causes of chronic disease has shown to effectively and sustainably reduce persistent
prevalence rates of heart disease, diabetes, and obesity. *Root causes, or upstream causes, are system
or environmental factors that result in significant lack of access to healthcare and resources among our
residents. Lack of healthcare access is directly connected to poorer health outcomes. The majority of the
existing chronic disease prevention initiatives in Louisiana focus on individual and medicalized solutions
(education on lifestyle and behavior change such as healthy eating and exercise), which are also referred
to as midstream approaches. **V

Examples of midstream and upstream barriers include the following:

Midstream Barriers
o Healthcare staffing shortages that directly affect Louisiana’s rural population access to medical
providers.
O Louisiana residents in rural areas often do not have access to medical providers who are
trained in obesity medicine.
® Healthcare systems have competing and immediate health issues that they need to address.
O Preventative medicine programs are often deprioritized.
e Lack of coordinated data systems (EHRs, state data, etc.) to assess the problem and make data-
driven decisions.
e Current lifestyle programming is resource (money and time) intensive.
e High program staff turnover additionally contributes to the resource intensiveness.
o Complexities of healthcare reimbursement for lifestyle programs through insurance.
o0  Without supplemental funding (usually through the program), clinics are not reimbursed
or are not at a high enough rate to cover the cost of the program.
O This makes it especially difficult for smaller and rural healthcare clinics with fewer
resources to sustain lifestyle programs.

Upstream Barriers

e Health outcomes are inextricably linked to household income, minimum wage, and

employment. **
o The cost of housing, food and other necessities that determine health are rising while
wages remain the same.

e Exposure to environmental hazards such as, secondhand smoke exposure, quality housing and
water affect health.

e The nationwide healthcare worker shortage leads to poor patient outcomes.

e Environmental disasters such as hurricanes and tornadoes cause both immediate and long-term
health impacts caused by displacement, lost wages, and shift in funding priority.
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Section 9 - Conclusions and Recommendations

The factors contributing to chronic disease are multi-faceted, making the efforts to find the most
effective solutions complex. * The solutions to improve health behaviors, health conditions, and other
health determinants is largely influenced by the capacity to support prevention and deliver
comprehensive health promotion strategies that target a wide range of people, places, and behaviors.
Fully addressing the chronic disease burden will require public health, health care, and many other
disciplines to integrate approaches that bring together strategies and interventions to address many risk
factors and conditions simultaneously. ** This will leverage public-private partnerships and stakeholder
involvement to create population-wide changes, target the population subgroups most affected, and
deploy the efforts across multiple sectors. *

Subsection 9.1 — Obesity Prevention and Management Recommendations

Evidence-based approaches to effectively combat obesity and reduce the prevalence of obesity include
the following: **¥

I. Increased funding and sustainability for chronic disease prevention and self-management
efforts
a. Identifying new funding streams and diversifying sources of funding through key
stakeholders and partners.
Il. Increased health systems capacity
a. Align efforts and funding to increase resources for activities that support incentivizing
practicing in targeted healthcare settings.
[Il. Prioritizing prevention
a. Provide technical assistance and support clinics to help them address barriers to
providing preventative medicine.
b. Support implementation of evidence-based processes and systems at clinic sites to
sustain technical assistance provided.
V. Established community and clinical linkages
a. Align programmatic efforts, funding, and staffing to expand community-based outreach
and resources in targeted regions.
b. Expanded clinical quality improvement strategies to align clinical care with social
services and resources in target regions throughout the state.
V. Coordinated programmatic evaluation and clinical data collection systems (EHR, State data
collection, etc.)
a. Educate on the benefits of data driven decision making and evaluation outcomes to key
stakeholders and partners.
b. Collaborate with partners and clinic sites to create solutions on decreasing the workload
required to sustain data systems.
VI. Comprehensive insurance coverage/reimbursement
a. ldentify opportunities to collaborate with public and private health insurance plans to
develop systems for disease management reimbursement and/or expand prevention
lifestyle change programs.
VII. Strategic partnership coordination
a. Ensure alignment of statewide obesity prevention and management initiatives through
an established coalition of state, local, and national partners (The Louisiana Chronic
Disease Collective).
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Policy, Systems, and Environmental Change:

“Policy, systems, and environmental change" (PSE change) refers to a strategy for improving
community health by modifying the environment to make healthy choices more readily available and
accessible to everyone. Examples of evidence-based PSE policies that can be implemented on the
organization, local, or state-level to impact Louisiana’s obesity burden include the following: *'

e Community design laws

o Community design laws aimed at increasing physical activity typically focus on creating
"activity-friendly routes" by connecting everyday destinations and encouraging people
to walk, bike, or use public transportation more often instead of driving.

o Complete Street policies prioritize pedestrian and cyclist safety, zoning regulations
promoting mixed-use development, and standards for park access and quality within
neighborhoods.

Healthy food access laws

O Growing local, regional, and statewide food economies within which low-income
populations have access to fresh, affordable, and healthy food by connecting
agricultural producers to federal food assistance programs.

0 Healthy food incentive program for supplemental nutrition assistance program (SNAP)
recipients.

0 Expanding the use of the Women, Infants, Children Supplemental Food Program (WIC)
at farmers' markets.

o Providing and/or schools residents of food desert communities with access to fresh and
affordable produce.

e Improving nutrition, physical activity, and breastfeeding in early child care and education
programs
O Establishing policies and activities that implement, spread, and sustain Family Healthy
Weight Programs.
o Implementing policies and activities that achieve continuity of care for breastfeeding
e Strengthening food service and nutrition guidelines
o Strengthened guidelines can be implemented in worksites, food pantries, schools and
faith-based organizations.
e Increased funding
o Expanding or enhancing existing evidence-based obesity prevention and intensive
lifestyle and behavior management programs and community interventions.
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Subsection 9.2 — Comprehensive Obesity Treatment Suggested Policy Solutions

Covering comprehensive obesity care including obesity medication under Louisiana health plans should
be strongly considered. Obesity is costing our state billions of dollars every year. As highlighted in
Section 4: Obesity’s impacts to Louisiana’s economy in fiscal year 2023 (July, 1 2022-June, 30 2023)
include: ™

e Economic impact
o Reduced overall economic activity by $6.9 billion
o $2.5 billion in higher healthcare, absenteeism, and disability costs to employers
o $823 million detrimental state budget impact
e Individual impact
o Obesity-attributed early mortality- 9,100 premature deaths occur annually
o Higher medical costs- $462 million spending per household
o Reduced labor force participation- 52,300 fewer adults with obesity working
o Reduced earnings for employed women- women with obesity earn 9% less than women
with healthy weight
e Workforce impact
o $696 million in higher healthcare costs to employers
o $1.8 billion in health-related lost workdays and disability
o 2.2% reduction in Louisiana‘s Gross Domestic Product
e State and local government impact
o $384 million in reduced tax revenues from lost economic activity
o $249 million higher Medicaid spending
o $168 million for employee healthcare coverage
o $22 million in public assistance program costs
o $439 million increased state and local government spending

® As highlighted in our report under Section 4, obesity is costing Louisiana Medicaid
approximately $3.6 billion dollars annually. >

® As calculated in our report under Section 6, obesity is costing LA commercial plans
approximately $540 million per year.

e One Analysis estimated that coverage of comprehensive obesity treatment by LA health plans
could lead to 5%-40% weight loss among adults with obesity age <65 over a 10 year period,
which could have the potential to save Louisiana $2.8 billion-$13.7 billion in Louisiana’s medical
costs due to obesity.

Although the data is complex, the math is simple. ECONOMIC COST OF OBESITY TO OUR STATE=
BILLIONS

+ ECONOMIC COST OF OBESITY TO LA MEDICAID= BILLIONS
+ ECONOMIC COST OF OBESITY TO COMMERCIAL PLAN= BILLIONS
- THE COST OF TREATING OBESITY IS IN THE MILLIONS

=THE SAVINGS TO LOUISIANA AND LA HEALTH PLANS WOULD BE IN THE BILLIONS

COVERING COMPREHENSIVE OBESITY TREATMENT IN LOUISIANA WOULD BE A SMART INVESTMENT
INTO THE ECONOMY, HEALTH, AND PEOPLE OF LOUISIANA. Research indicates that for every S1 spent
on obesity treatment, healthcare savings can reach up to $3 in reduced medical costs for managing
chronic diseases.
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Obesity-related conditions such as heart disease, diabetes, and hypertension place a substantial
financial burden on our nation’s healthcare systems, with direct medical costs estimated to exceed $170
billion annually in the U.S. alone.

Studies have shown that the use of obesity medications can lead to substantial weight loss, improving or
even reversing many obesity-related conditions. Furthermore, when patients lose weight and
experience improvements in comorbidities, there is a notable decrease in hospitalizations, medication
use, and long-term care, ultimately reducing the overall financial strain on health plans. Therefore,
covering comprehensive obesity treatment not only aligns with improving health outcomes but also
presents a clear opportunity for cost-effective healthcare management.

Covering obesity medications under health plans in Louisiana would offer significant cost savings and
improve health outcomes for residents. In Louisiana, obesity is a major public health issue, with nearly
40% of adults affected, contributing to high rates of obesity-related conditions such as heart disease,
diabetes, and hypertension. These conditions result in substantial healthcare costs, with estimates
suggesting that obesity-related medical expenses in the state of Louisiana exceed $4 billion annually. In
summary, estimates on the cost of obesity medications for Louisiana Medicaid recipients diagnosed with
obesity are upwards of $370,899,132. Additionally, OGB estimates the cost of obesity medications for
individuals diagnosed with obesity would increase in cost by additional $480 million per year. An
analysis of the cost of obesity medication coverage by the Department of Insurance estimates a $200
million per year cost in the state-regulated group market, with an additional $340 million cost to
provide coverage in the remaining commercial markets.

An ALTERNATIVE solution to health plans having to pay full price is to think outside of the box.

Given the high costs of traditional coverage of these medications, the state should consider measures to
encourage alternative funding mechanisms and payment designs, either to subsidize coverage costs, to
encourage non-utilization-based purchasing, or both. For example, volume-delinked, subscription-style
payments, often known as “Netflix models” have shown some promise in breaking deadlocks in cases
where medications provide high-value outcomes but are not covered due to cost. Under a Netflix model
agreement, the payer agrees to make fixed, periodic payments to a drug manufacturer in exchange for a
specified supply of a medication. Louisiana Medicaid has used this model in the past to arrange the
purchase of a highly effective hepatitis C regimen from Asegua Therapeutics. In the case of obesity
medications, the state should encourage Louisiana Medicaid, state and local governmental plans, and
the state’s commercial insurance carriers to evaluate whether there is an opportunity for a similar
arrangement to negotiate a payment structure that will allow for coverage of obesity medications at a
cost that will not place additional burden on taxpayers and ratepayers.

The state may have several roles to play in encouraging such a model:

o The state can invest directly into such a venture to stimulate the downstream economic benefit
of reduced obesity across its population;

e The state can facilitate collective negotiation power by providing a vehicle for entities spanning
the commercial coverage and government-sponsored benefits markets to collectively negotiate
necessary funding arrangements and distribute access to those most in need; and

o The state can ease insurance coverage restrictions to allow commercial insurance policies to
align benefit coverage and restrictions with the medication access that results from these
negotiations.
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Subsection 9.3 — Final Task Force Goals and Recommendations

The OVERARCHING goal of the Task-Force Committee is to provide the catalyst to:

l.
II.
I.
V.

Reduce the incidence of obesity and chronic disease in Louisiana

Increase productivity of our workforce

Lower the cost of health care to our State and health plans

Improve the health and quality of life of the 1.84 million adults + 300,000 children currently
living with obesity in Louisiana.

Final Task-Force Committee Recommendations:

Screen all patients for overweight and obesity, and assess health risk for developing
obesity-related comorbidities

Provide comprehensive obesity medical management including: visits to primary care or
obesity medicine specialists, nutritional and behavioral counselling, pharmacotherapy,
and bariatric surgery and procedures.

Provide barrier-free access to all FDA-approved obesity medications for youth and adults
with overweight and obesity.

Final Task-Force Committee Recommendations:

Louisiana health plans, including OGB and Medicaid (given the inequity that exists in
prevalence of obesity is this population) should explore opportunities to cover comprehensive
obesity treatment.

A. Explore direct contracting with pharmaceutical manufacturers related to obesity
medication cost.

B. Explore opportunities to tie obesity coverage through value-based contracting and/or
value added benefits to incentivize healthcare providers and beneficiaries.

C. Explore support coverage of obesity care to state health plans through diverse state and
federal funding streams, such as House Bill 1.Explore pilot programs to cover
comprehensive obesity treatment for patients with the most high risk health conditions.

Ensure strategic partnership coordination. Increase alignment and ensure coordination
obesity prevention and management initiatives through an established network of national,
state, and local partners.

A. Developing a stronger and well integrated public health and health care system to
create greater capacity to deliver prevention-focused initiatives that support and enable
healthier choices to be the easiest choice. Such as the Louisiana Chronic Disease
Collective and the Senate Resolution 94 Obesity Cost, Care, and Value Task Force.

The State should support a culture of prevention and use its resources to promote health and
wellness in communities and organizations of all types throughout Louisiana by:

A. Implementing PSE approaches to increase access to healthy foods and physical activity.

B. Establishing community and clinical linkages to align clinical care with social services and
community based resources.

C. Increasing health systems capacity through aligned efforts that supports incentivizing
health care providers specializing in obesity treatment practicing in target healthcare
settings.
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Appendices

Appendix A
Louisiana Medicaid
Diagnosis Code Identifiers
Diagnosis Diagnosis Diagnosis Code Description
Description Codes
Obesity (not E66.09 Other obesity due to excess calories
severe) E66.1 Drug-induced obesity
E66.811 Obesity, class 1 [BMI 30-34.9 info found elsewhere]
268.30- BMI 30.0-34.9
768.34
E66.812 Obesity, class 2 [BMI 35-39.9 info found elsewhere]
268.35- BMI 35.0-39.9
768.39
E66.89 Other obesity not elsewhere classified
E66.9 Obesity, unspecified
Severe Obesity E66.01 Morbid (severe) obesity due to excess calories
E66.2 Morbid (severe) obesity with alveolar hypoventilation
E66.813 Obesity, class 3 [BMI > 40 info found elsewhere]
768.4* BMI > 40 adult
Type 1 Diabetes E10* Type 1 diabetes mellitus
Type 2 Diabetes E11* Type 2 diabetes mellitus
Prediabetes R73.03 Prediabetes
Insulin E88.81 Metabolic Syndrome
Resistance E88.811 Insulin resistance syndrome, Type A
E88.818 Other insulin resistance - Insulin resistance
syndrome, Type B
E88.819 Insulin resistance, unspecified
Cancer C00*-C96* Malignant neoplasms
Depression F31.3% Depression
F31.4,F31.5,
F31.75,
F31.76,
F31.81,
F31.9,F32.%,
F33.% F34.1
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Cardiovascular [05*-109* Chronic rheumatic heart diseases
Disease - 110* - 11A* | Hypertensive diseases
including 120*-125* Ischemic heart diseases
hypertension [30*-I5A Other forms of heart disease
[70*-179* Diseases of arteries, arterioles and capillaries
NASH (or MASH) K75.81 Nonalcoholic steatohepatitis (NASH)
New codes eff.
10/1/24

Note: This list contains current and
historical codes.
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Appendix B

Louisiana Medicaid

Medication Identifiers

Medications TC | HICL TC Description
Diabetes C40 DISEASE MODIFYING AGENTS FOR TYPE 1 DIABETES
C4 ANTIHYPERGLY. DPP-4 INHIBITORS-HMG COA RI(STAT
A
C4 ANTIHYPERGLYCEMIC-GLUCOCORTICOID RECEPTOR BLOC
B
C4C ANTIHYPERGLY,DPP-4 ENZYME INHIB.-THIAZOLIDINED
C4 ANTIHYPERGLYCEMIC-SOD/GLUC
D COTRANSPORT2(SGLT?2)
C4E ANTIHYPERGLYCEMIC-SGLT?2 INHIBITOR-BIGUANIDE CO
C4F ANTIHYPERGLYCEMIC,DPP-4 INHIBITOR-BIGUANIDE CO
C4 INSULINS
G
C4 ANTIHYPERGLYCEMIC, AMYLIN ANALOG-TYPE
H
C41 ANTIHYPERGLY,INCRETIN MIMETIC(GLP-1 RECEP.AGON
C4] ANTIHYPERGLYCEMIC, DPP-4 INHIBITORS
C4 ANTIHYPERGLYCEMIC, INSULIN-RELEASE STIMULANT T
K
C4L ANTIHYPERGLYCEMIC, BIGUANIDE TYPE
C4 ANTIHYPERGLYCEMIC, ALPHA-GLUCOSIDASE INHIBITOR
M
C4 ANTIHYPERGLYCEMIC, THIAZOLIDINEDIONE(PPARG AGON
N
C4 ANTIHYPERGLYCEMIC, THIAZOLIDINEDIONE-SULFONYLU
R
C4S ANTIHYPERGLYCEMIC,INSULIN-RELEASE STIM.-BIGUAN
C4T ANTIHYPERGLYCEMIC, THIAZOLIDINEDIONE AND BIGUA
C4 ANTIHYPERGLYCEMIC - DOPAMINE RECEPTOR AGONISTS
\%
C4 ANTIHYPERGLYCEMIC, SGLT-2 AND DPP-4 INHIBITOR
|\
C4X ANTIHYPERGLY,INSULIN,LONG ACT-GLP-1 RECEPT.AGO
Cc4Y ANTIHYPERGLY-SGLT-2 INHIB,DPP-4 INHIB,BIGUANID
C47Z ANTIHYPERGLYCEMIC - INCRETIN MIMETICS COMBINAT
Medications for D5 FAT ABSORPTION DECREASING AGENTS
Chronic Obesity A
03934 | ANTI-OBESITY - ANOREXIC AGENTS (Qsymia)
7
]8D ANTI-OBESITY-OPIOID ANTAG-NOREPI,DOPAMINE RU I
JBE ANTI-OBESITY GLUCAGON-LIKE PEPTIDE-1 RECEP AGO
]18G ANTI-OBESITY - INCRETIN MIMETICS COMBINATION
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Medications for 00476 | METFORMIN

Prediabetes (off- 3

label) 02032 | PIOGLITAZONE HCL
4

Medication for 02032 | PIOGLITAZONE HCL

Insulin 4

Resistance (off-
label)

TC: Therapeutic
Class

HICL: Hierarchical Ingredient Code List

Note: This list contains current and historical codes.
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Appendix C

Developing a Comprehensive Benefit for Outcomes-based Obesity
Treatment in Adults

Clhesity i5 a complex disease with detnmental empacts on the health, wealth, and longevwty of
Amencans. There are evidence-based treatments for people with obesity that mitigake the
impacts of the deease and improve healh outcomes, The present landscape of obesity cane
coverage 5 mecamaal, and proveders requeniy cife mconsestent andfor madequate
reimbursement for chesity-related seraces as bamers to delivening appropniate care.
Without guidance on how 1o operationaize evidence-based behavioral, nulribonal,
pharmacological, and surgecal chesity treatment modalibes as health benefits, health inswrance
plans have laken vasily different approaches m determaning what and how obesity treatment
senvices are covered for their members, The lack of consistent coverage is a bamier to needed
e for many LS. adults with obe-sity, As a first step toward standardizng the provision of
obesity care acnoss plans, we have designed a comprehensive banefit for outcomes-based
obesity treatrment that provides gusdance on mEnimum acceplable coverage for medically-
necessary components of obesity care and conditions under which these senaces andior ilems
ought to b covered . Developrment of this compretensnie benelit was informed by mput from
key stakeholders, nchsding representabives from large employers, health plan admimistators,
payers, patienis, and providers. This document i miended io:
1. Mdentify evdence-based obesity treatment modaltees that can suppon chimcally-sagnificant
weight boss (35% reduction in body weight) among persons with obesity
2. Provide guidance on the appropnale amoun, scope, durabion, and delivery of obesity-
retated benefit offenngs
3. Highhghl real-world examples from plans that cover obesity treatment modalibes
4. Support efforts to standandize the soope and availability of obesity treatment modalites ol
are covered across plans [ systems.

Although we recognize thal e design and successiul admenestration of a health benefits a
complicated process, we hope that this tool will inspire employers, payers, and others imvolved
|nmmwmwhmmemwﬂmmMHﬂml
services in curmen] plan offenings. Whens coverage for evidence-based cbesity sernces 15
absant or limited, we hope that thes comprehensive benefit will provide plans with useful
guidance for how they can improve obesity cane for their members. Whene coverage for obesity
care is available, we encourage plans to include detaled gusdance on whal consiiubes
approprate provision of obesity-related seraces m their provider manuals and other relevant
communications.

Inguners may choose fo admnister edements of this obesity benedit n different wanes. Although

w sought and incorporated feadback from industry experts regarding the feassality of
implementing each component of the comprehensive benefit, this tool does not address

expecied care costs or specific processes, related o benefit administration that likely differ
across geographies, systers, and plan types. We limited discussson of resmbursement o
suggested cost-shanng armangements (e.g. copayment), because thene were nsufficent data lo

Wesea 1.1 1
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determine which reimbursement mechanisms (e.g. FFS, episodic, capitation) are most likely to
optimize provider participation, enrollee engagement, overall benefit usage, and health
outcomes in the context of obesity care.

Real-world examples of various reimbursement and care delivery strategies currently in use can
be found in the Examples column of each section. The examples are selected from our research
on the coverage of obesity treatment across state Medicaid and State Employee Health
Insurance programs. (Obesity 2018;26:1834)

We have also not identified particular points at which care should be intensified, because as
outlined in our proposed standards of care (Obesity 2019, 27: 1059), the decision to escalate
care should be a product of joint decision-making by the provider and patient, informed by
prudent clinical judgement and specific needs of the patient. Furthermore, the various provider
types mentioned throughout the benefit ilustrate current care practices but are not an
exhaustive list of the providers who may deliver various components of care. We encourage
payers to reimburse various types of providers who can reliably and safely deliver obesity care
that achieves the desired treatment outcomes, regardless of their discipline and beyond those
specifically mentioned herein.

In the pages that follow, we have outlined what we consider to be the core components of an
obesity benefit package that are essential for effective and evidence-based treatment of obesity.
We follow this with a section of expanded components. These provide an additional option for
the delivery of the core benefits. The expanded components are recommendations based on
anecdotal or emerging evidence.

Version 8.1.21 2
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KEY TERMS

Benehoary. & person and hes of har dependents for which a premium has been pad o a haallh
insurer, Also called an enrolles, subscnber, or member,

Benefit design. Rules goveming the terms under which medical care items or senices oblained
by beneficianes are considered covered benefits. Benefit design sets oul the parameters by
which envollees can obtun medical Senices (e.g. provider networks, pror authonzaton and
PCP refermal requirements) and their financial kalslty assccated with recept of this care (eg
deductbles, copayments, consurance).

Ciowered benafits. The medical care ilerms or senices obtained by & subacnber that a haalth
plan agrees o pay for, under certain lerms and imitabons, Covered banefits and excluded
saraces, and the lerms and limtations of coverage, are defined n the health plan’s coverage
documents o te subscnber conlracl

Health plan. An indwidual or group plan that provides, o pays the cost of, medical care. Tha
rode of a health plan is disSinct from the role of payer. Even though an entity can be in both roles,
miot all health plans are payers and not all payers are health plans.

Medical necessly. Refers to tests, procedures, and treatments whech may be ustified as
regsonable, necessary, andior approprale fior an mdradual patient's crcumstances, based on
ewdence-basad chical standards of care. Health plans typecally require medical necessity as a
condition of benefit coverage. and receipt of a medical care itern or senvice does not in and of
it=edf indicate that the ilem or serace was medically necessany

Cul-of-pocket costs. Expenses for medical care that are not reimbursed by nsurance. These
include deduchibles, co-nsurance, and co-payments for covered sapaces n adddion io all costs
for non-covered senices.

Payer. Ay enfity fhat is responsible for final processing of claims, member enroliment,
presmium payments, andior inquines retated 1o eligbility and utilization review may be
congdered a payer, Privale payers are lypically insurance compansgs conbracted by employers,
bid this 15 nol alvays e case. Public pavers are federal or stale govemments

Libkzation managerment. The process of evaluating and defermning coverage for and
approprateness of medical care senvices to ensure appropnate use of pooled resources,
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OBESITY CARE BENEFIT DESIGN
Core Componeants

Exairphes

Treatmest Type Scope of Senvice " AmoL + D adion

For adults with obesiy (BMI = 30 diatates (labs, umalyss)
ke, wiaisd aireuenierence = 102 o PCPs should provice sorsening tesls f peramed
= A0 i) for Fnen = B8 om (= 35 in) for anlicpainy pUEdante on NG e anrLal SCressning
womn, or Bl 35 welh obesity- nuirion and physcal acthity for  exam
- oiffer or neler b imlensive idestyie .
intervention (ses IBT sachon) e
- sicresn fof ohesiy-redabed - FPG
eomplcalions’ mpaired glocods - Hidag
taderance (FPG and HibAx: ), - Liphd pansi
dysipecermia (ko paned), depression - PHOSE
(PHCHD), and Inypenension I suggested by
hesiory andior
vl ey
- e aphed
- PCOS
« irvet unclion
[ALT / AST)
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Tregtrnend Type Scope of Servecs Mmoiat + Do pfion Dhadeaeady E xamipdes

Thee mutntion
Tactors o assisl  gp o 14 wicis /yegr (D8 Oelvered Dy & regisiensd rereaniions
with changing enermy hatance o wemgh? koSS aeiian, UAntonsl, of PCP Wil b ceree o) and community
tithariars. gt
+ continue therapy 108 iy v 3 nutntion assessment:
atloast § momins  gevedenment of a phar

i A
-ﬂmhﬂﬂ:ﬂ'&uﬂ MEECAIT
: Corrers medical rurition
inesisaon of delary sirategy as e e
resgesiened deEboian (up o
NOTE: Thens shouid be kew or no oul- iery low-calonie diets (VILCDE = ;imm-n:m:mh
of-pocket casts 1o actvely-engaged SO0 Lo e oroered by PCP, but
DACENES, rEgandbess of wesgni oss ““‘“_ mum:anﬂﬂ.u.m deetician can bl Medicad
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Treatment Ty

Scope of Sernios '

Amoamd * Duration

[ xdmipdes

Pharmacotheragy *

HOTE Betduts § dired MERE oty ool S ihm or mad oanne preferemies thil windd D SO0biatle W o Danalanied 0dn ol
SRR D poanehoa by e, phnegiang §nd Banttostas Wity gbhesny shiukd gyt S0es B W JpDEd medoanond 1 abos ior e

Prescribed a5 shor-lem adunct Wisconsin Medicaid
o obesity management care Cowerage aealtable for all
pian. Combnalions scoeplabie  a0ents with B0 = 30 (or
wehen iniommed Dy sourd cinical | B = 27 W e nisk
juigoment

mmﬂﬁ
F'mm“,,m“u““mfm&?" in bessty troatment pian
contirued renevel of and mesal wesght loss
DFRSCription at Quantery check-in e OF contnued
wilh PCP f Rusapeutic CoveTage
PErSESS {mEnbenancs of wesght
K My corsiiute sufficent
Emisrniefil )

Presoribers should be knowiedgeabls abou the ndicalions
and redatree efficacies of weighl-nautral andior waesghi-

corrronly presscried mmmm Foeze wraidl B EFECHT CONTRTION

wale and sffective whon of tale pharmaoctherapy
Sheort-term medications: :'IlTH.‘.l'ﬂ't;:lH
etipropion HOI ER, "‘m"'"s :Hn o ik
Phersemirs HC) consituRes Off-abed
L1~ ]
oy varies by
b . I-monins ndal il
HEImalt recng HC
(Contrave), g {Saenda). w"‘m”
!Hlnjjﬂl:h- (Wegaony), onistal Pﬁ#lml
ER {Cisyrvica) R vanes Ly
Weighi -cendric prescribing
Fuwmmmwgr,mm {5ea Appancix A for
should AETONIR: COVRra0e: an
medcation that i not SR R
associated wilh wesghl gain when e s uone i
standard formidany agenbis) used 1o
e 3 covened comorbid cemion by

- Care providers should recognice whien a bensficiary with
ohesity has been prescribad 2 weight-posfve medication
ard torut with the prescnbng proider 1o dertty an
acceptable weight-neuiral or weght-negative atemanve.

- The fisks of Si0ppINg of changing medication shoukd be
balancrd agamns the risks of obesty and reted co-
morhidies
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ALLIANCE

Trestiment Type Scope ol Servioe | Amcaant + Durstion Deedivery Examgies

regan ae megral o of wesghl stalus (saisl oroumferencs. | minimum) 10 prevert wesighl regesn,
the obesty e plan.  BMI). Changes in weaht skaus [% il i LG !
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- Feasire weight each week
Manierance of chnically-significant Emm . Ghgning exiemal Suppor via
medical bene 10 wamant coverage f  appropriate services  Pro] NEMWOME, Siciuned
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ey inchuce continued BCeess. o ek The plan i
ical andlor befenioral | shouid adopt
therapies as appropriate MII promoie MONONNG Sysiems /
surgery | sion of
e LIy
Follow-Up & Intervention: " comsullation wilh the palien,
Re-rifiabon of mersification of ohesiy ‘st obesity care plan as
treafment plan when patient: necEssary 10 Fall and revenss
wesghl regain andior 10 rescive
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presents with 3 New of WOrsening complication
pbesity complication; o
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OBESITY CARE BENEFIT DESIGN
Expanded Components

Treatment Type Scope of Service’ Aot + Durakion Cielrvery
Intensive Behavioral Therapy (IBT)
Cogritie Bl iy aks0 inchidé
Component

- additional senices andfor resources. PRN On case-ly- Oflenngs and delivery vary by
o meet the peychosodial nesds of  case basis aspartof  health sysiem, community
patients with weight management an obesty care plan  sssats, other banefil affenngs

challenges and compaosition of plan
P Ay Benefit ey aiss inchude
Component iy
- clinical of communily-based pIOgRaM 2.3 spesions [week  REIMDUSe with PCP referral ko
1hat inciudes execice, health for af least 12 woeks,  PROQRaM; My inciudd mddcl
educalion, counseling and Suppor B0 . myiipie etime Enecise classes (small-group)
[patientichent, atternpds, allowed  SNEON INdvidual personal
. speciafy care neaded 10 300MESS PRN oncasedy. DT sessins’
functional impairments that inhibit of  cgon basis g5 partof - PGPS and beneficianes should
sutrstantially imil a benefciany's anobesity careplan  Nave ccess 10 current list of
ability 1o engaos in physical adivity plan-approved faciities,
5 preescribed Contiruad programs, and resources
Tacility Tees | gy membership el rsere pimsruidﬂ_m:iﬂ
engagement* s SEMVIBES JNd TeLEemenls 1D
bl | rainkain coverage
g Ty 15 msfsalsiweik
- I Bl iy abso ifchude: - iritial 3-monh briak PEP or RD prescribes as
s of home-gelivensd meals” andion | gt dults with obesity and impained
comimecial meal ] DIHEHWI;BUM glucoss folerance andior
optimize nutrbon ouleomes for evidence of food nsecunty
- d-wenk package
CRfain patkents with obesity ancilary io berl
DRy
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Bariatric Surpery
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Lifeslong coverage far
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Wiedgitt Maintenance
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* Indications for these procedures / medical treatments are detailed in the following clinical practice guidelines:
- 2013 AHAAGG/TOS Guideline for the Management of Overweight and Obeaily in Adults
- Managing Overweight and Obesity in Adulis: Systematic Evidence Review from fhe Obesity Expert Panel, 2013
- AACEAGE Gomprehensive Clinical Pracfice Guidelines for Medical Care of Pafients with Obeaify
- Phamacological Management of Obesify: An Endocrine Sociefy Glinical Practice Guideline
- Ghnical Practice Guidelines for the Penoperative Nuirifional, Mefabolic, and Nonsurgical Support of the Bariafric Surgery Patient
Z Plan may impose reasonable imits on multiple program attempts within a single calendar year
# Virtual or telephonic components can be used to supplement in-person contacts (multi-modal).
Electronically-delivered components must include personalized feedback. Tauro 5J, Gold EGC.
The Feasibility of Using Internet Support for the Maintenance of Weight Loss. Behav Mod 2002;28(1):103-116.
* Minimum prescribing threshold is BMI 2 30 or BMI 2 27 with obesity-related complication(s)
5 Minimum threshold to refer is BMI 2 40 or BMI 2 35 with cbesity-related complication(s)
% Klem ML, Wing RR, McGuire MT, Seagle HM, Hill JO.
A descriptive study of individuals successful at long-term maintenance of substantial weight loss.
American Journal of Clinical Nufrtion. 18997 ;86(2):238-48.
" Medically-tailored meals reimbursable under Medicare (CHROMIC Act);
pilots in Commonwealth Care Alliance (MA), Medi-Cal (CA), Health Partners (PA) add more detail on Medi-Cal pilot program
£ The plan should consider supporting 2 50% the costs of ancillary services / resources needed to
enable adherence to prescribed physical activity regimen for certain populations
(e.g. beneficiaries with most severe disease, lack of access to safe spaces for physical activity.
income within 100% FPL, andior limited local access to needed specialty care)
# Plan may cover through normal claims process, contract directly with vendor f provider,
or request that beneficiary pay out-of-pocket and submit for reimbursement
18 K @iser Permanente Bariatric Surgery Program provides useful reference points for acceptable
OOF costs [/ patient engagement reguirements.
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APPENDIX A: Possible Altematives to Medications Associated with Weight Gain

The following table of medications is neither exhaustive nor authontative. The mechanisms by which
weight-positive medications contribute to weight gain vary and may include:

stimulation of appefite
stimulation of fat storage (lipogenesis)

reduced enerngy expenditure via [a] slowed metabolism and/or [b] impaired exercise tolerance
fluid retention

Therapeutic Class

Condition(s) Treated

Weight-Positive Medications

Preferred Alternatives

weight-negative

Anticonvulsants

GABA augmenting
agents
Orther

Antidepressants

(=T I - )

tricyclic
MADIs
S5RIs
Cither

Antihyperglycemics

an & o

Insulins
Sulfonylureas
Thizzolidinediones
Meglitinides

Antihistamines

H1-recepior
antagonists
HZ-recepior
antagonists

Antihypertensives

B-blockers
a-blockers

Antipsychotics

b
C

Typical, 1% gen.
Atypical, 2™ gan.
Treatment-resistant

Epilepsy
Migraines
Meuropathy
Bipolar disorder
BFD

Depression
Bipolar disorder
ocD

PTSD
Drysthymia
Panic disorder

Diabetes

Allergies
GERD

Hyperension

Schizophrenia
Psychaosis
MNausea

3  gabapentin, pregabalin
b divalproex, valproic acid

amitriptyline HCI, doxepin,
imipramine HCI, mirtazapine,
moririptyline, trimipramine
phenelzing sulfate,
tranylcypromine sulfate

c paroxetine HCI, citalopram

4 lithium

3 ALL insulins

b glimepiride, glipizide,
glyburide

pioglitazone HCI,
rasiglitazone maleate
nateglinide, repaglinide

cyproheptadine HCI,
diphenhydramine HCI,
fexofenadine

B ranitidine HCI

atenolol, metopralol,
proprancicl, acebutolol
clonidine

a haloperidol, perphenazine

azelastine HCI, cetinzine HCI,

AN

Ll

L

<4

topiramate *

Sodium channel blockers
{zonisamide *, lamofrigine,
carbamazepine)
felbamate *

bupropion HCI"
S5RIs (flugxetine, sertraline)
nefazodone HCI

imsulin + pramlintide
Biguanides {metformin HCI) *
GLP-1 agonists (exenatide,
albiglutide, dulaglutide,
liraglutide, semaglutide} *
SGLT-2 inhibitors [canagliflozin,
dapaglifiozin, empagliflozin) *
AGls (miglitol, acarbose) *

H2-receptor antagonists
{loratadine}
non-pharmacological methods
(e.g. nasal irrigation]

ACE inhibitors [enalapril,
lisimopril, captopril) *
ARBs (losartan, telmisartan) ®

Ziprasidone
aripiprazole
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clozaril, olanzapine,
risperidone, quetiapine

fumarate
¢ clozapine HCI
Corticostercids
a Glucocorticoids Asthma a prednisone, prednisolone, ¥ MNSAIDs (celecoxib, diclofenac,
o Mineralocorticoid Allergies methylprednisalone ibuprofen, naprosen)
Arthritis ¥ fludrocortisone ¥ DMARDs (leflunomide)
Dermatological disorders v PDE# inhibitors (apremilast)
Autcimmune diseases
Contraceptives
2 Synthetic Unwanted pregnancy ?  progestin-only ¥ UDs
progestins PCOS contraceptives; ¥ physical barriers
Endometriosis medroxyprogesterone, ¥ pral preferred fo injectable
norethindrone, levonorgestrel
Sources:

Apovian CM, Aronne L), Bessesen DH et al. Phamacologic Management of Obesity: An Endocrine Society Chinical
Practice Guideline. J Clin Endocrino! Mefab 2015; 100(2):342-82

Wharton 5, Raiber L, Serodio K.J, Lee J, Christensen RA. Medications that cause weight gain and altermnatives in
Canada: a narative review. Diabefes Metab Syndr Obes 2018;11:427.
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Appendix D

Medicaid State Snapshot
Obesity

Coverage |.Ol.l iSia I'Ia

Louisiana Quick Facts

LA Population: 4,573,749 Adults with obesity: 40.1%
Medicaid coverage: 44.2% Adults with diabetes: 14.7%

The data used in this snapshot were extracted from state Medicaid manuals, fee schedules, statutes,
regulations, preferred drug lists, and managed care coverage. Included are specific limitations and restrictions

that often pose barriers to the utilization of these benefits. Visit the STOP Obesity Alliance website to download

a more detailed description of the limitation s and restrictions (PDF), as well as our project methodology (PDF).

§= Nutrition Counseling @’Metahulic & Bariatric Surgery
Covered with limbtations

and restrictions

Limitations /restrictions:
= BMI

a, Obesity Medication
* Qualifying comorbidities

Mot covered * Doumentation of wt loss attempt

* Recency of wt loss attempt
Covers only over the counter medication
(Xenical). * Mumber of wt loss attempts
* Mental health evaluation

* Wt loss program required

@ Intensive Behavioral Therapy

Covered with limitations

This space intentionally left blank.
IBT services not specific for obesity. .

Louisiana Contacts & Resources
O Medicaid office: 1{888) 342-6207 () Louisiana Medicaid Website
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Appendix E

2024-5 OBESITY OUTPATIENT BILLING & CODING QUICK REFEREMCE GUIDE

CcPT Level of Service TIME Management & Decision Making (MDM) Clinical Examples for an
Code [mim) [must meet 23 bullet points) obesity/weight management visit:
99203 Mew Lewvel 2 30-44 - Problems: 2 or more self-limited or - Patient with a history of obesity now
99213 Established Lavel 3 20-29 minor problems OR 1 stable chronic (=1 normal stable BMI% <35"9% or <30
LOW MDM yr) iliness OR 1 acute, uncomplicated and parent is historian
illness or injury - Patient with cwverweight has
- Data: Parent is historian OR 23 constipation, snoring without O5A, and
{reviewed external record, ordered or parent is historian
reviewed each unique test) - Patient with new ons=t abnormal or
- Risk: Low risk of morbidity from ordering excessive weight gain and order 2 lab
of tests or treatment tests
99204 New Level 4 45-59 - 1 Problem: 1 or more chronic illnesses - Patient with obesity, increasing BMI
99214 Established Level 4 30-39 wif exacerbation, progression or side AND parent is historian AND ordered 2
MODERATE MDM effects of treatment OR 2 or more stable unique labs
chronic illness OR 1 undiagnosed new - Patient with obesity and new onsst
problem with uncertain prognosis OR 1 snoring with signs of O5A AND
acute illness with systemic symptoms OR discussed with pulmonologist
1 acute complicated injury - Patient with cbesity and hypertension
- Data Categories (Meed 1/3): and treatment limited by food
Category 1: any 3 of the following: imsecurity or other SDOH- Consider
Independent historian, reviewed each adding statement “Patient’s care may
unique test, order each unique test, be negatively impacted by food
reviewed external note insecurity/SDOH."
Category 2: Independent interpretation - Patient with ocbesity and increased
of tests thirst, parent is historian & fasting
Category 3: Discussed with amother glucose and HgBALC is ordered
prowvider *  Patient with stable obesity (BEMI stable)
- Risk: prescription drug OR managed with chronic hypertension and you
chronic drug OR decision to perform refill their blood pressure medication
minor surgery with risk OR elactive
major surgery without risk OR dx or
treatment limited by SDOH
99205 Mew Lewvel 5 60-74 - Problems: 1 or more chronic illnesses - Patient with severe obesity with BMI%
99215 Established Level 5 40-54 with severs exacerbation, progression, abowve 93™% or BMI>40 AND parent is

HIGH MDM

or side effects of treatment O/ Acute or
chronic illness posing threat to life or
bodily function

- Data Categories (Meed 2/3):
Category 1: any 3 of the following:
Independent historian, reviewed each
unique test, order each unique test,
reviewed external note
Category 2: Independent imterpretation
of tests
Category 3: Discussed with another
provider

- Risk: Drug therapy reguiring intensive
monitoring for toxicity OR Decision
regarding elective major surgery with
risk OR decision to perform emergency
major surgery OR decision regarding
hospitalization OR decision to not
resuscitate or to de-escalate care
because of poor prognosis

historian AMND reviewed 2 external
notes AMD discussed with the dietitian

- Patient with obesity and depression
with suicidal ideation AND decision is
made to hospitalize patient

- Patient with severe obesity AMD 3 labs
ordered AND independently
imterpreted their EKG

- Patient with severe obesity and
discussion of risk/benefit by bariatric
surgeon about bariatric surgery with
patient (ewven if decision was made to
MOT do surgery) — add statement that
elective major surgery with risk (severe
obesity and comorbidities) was
discussed

- Patient with obesity and new onsst
hypertensive urgency and decision
about hospitalization discussed (even if
hospitalization did mot occur)

Created by Katie Queen, MD. FAAFP. FOMA, DABOM w3.13_24
Email: katiequeen3@gmailcom for Permission to Duplicate, Corrections, Clarfications, Comments, and/or Collaboration
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Obesity Related ICD-10 Diagnosis Codes: Noted in Red if NEW as of 10.1.2024
*Coverage depends on individual payor and plan. This guide does not guarantee reimbursement.

Hypowventilation

ICD-10 Weight Related Diagnosis Codes Motes
E66.81 Obesity, Endogenous by Class =~ Can be used as a primary
*  EGG.811 Obesity, class ] *  Class 1: >35"% BMI for age diagnosis code under EPSDT
- E6E.812 Obesity, class or BMI=30 kg/m2 to less sarvices
*  EGE.813 Obesity, class than 35 kgfm2
*  Class 2- >120"% of the
95™% for age or BMI=35
kg/m2 to less than 40 kg/m2
*  Class 3: >140"% of the
55™% for age or BMI =40
kg/m2
EGE.E2 Ohesity, Due to Disruption in the ~ Use for hypothalamic obesity
MCAR pathway syndromes by POMC, LEPR, BBS,
PCSK1
EGG.1 Ohbesity, Drug Induced ~ Consider using if weight gain
was mostly caused by a
medication
E66.2 Severe Obesity with Alveolar

EE6E.9, EBE.ED

Obesity, Unspecified

~Least specific, less preferred

E6b6.0% Obesity, Exogenous (due to excess ~ May contribute to obesity
calories, Nutritional) stigma/bias as most cbesity is
E66.01 Obesity, Severe, "Morbid” [due to endogenous and not caused by
excess calories) nutrition or extra calories alone
* =93¢ BMI for age or ~ recommend trying to avoid the
BM =40 word “morbid” to help reduce
stigma/bias
E66.3 Overweight: BMI 25-29 or 85'™% to ~Can use as primary code, but
<95 BM| for age maore likely to be paid if
comorbidity is used as primary
code
Z68.3 Adult BMI30-39 - Age 20 yrs +
Z68.4 Adult BMI 40 or greater L Mot a billable/primary
code
Z68.54 ~ Pediatric BMI_>95™% for age and - Age 0-19 yrs
=120% of the 95™% [Class 1) * Mot a billable/primary
ZEE.55 ~ Pediatric BMI >120™% of the 35™M% code
for age and <140™% for age (Class 2]
ZEB.56 ~ Pediatric BMI >140™% of the 35™%
for age [Class 3)
Other Common Weight Related ICD-10 Diagnoses
EEB.B10 Metabolic Syndrome or Dysmetabolic Syndrome X
EE8E.B1 Insulin Resistance, Unspecified
aa7.83 Bardet-Biedl Syndrome
I98.84 Status-Post Metabolic Bariatric Surgery
£59.41 Food Insecurity
115.9 Hypertension, Secondary
EFB.5 Dyslipidemia aka Hyperlipidemia Unspecified (any abnormality in
lipids)
EFE.O Hypercholesterolemia [elevated LDL or WVLDL)
E7E.1 Elevated Fasting Trighycerides
E7B.2 Mixed hyperlipidemia aka Combined hyperlipidemia {elevated LDL,
VLDL, and/or TG)
E78.6 Lipoprotein Deficiency {low HDL]

Created by Katie Queen, MO, FAAP, FOMA, DABOM v9.13.24
Email: katiequeen3@gmail.com for Permission to Duplicate, Comections, Clarifications, Comments, and/or Collaboration
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E2B.2 Polycystic Ovarian Syndrome

ES5.9 Witamin D Deficiency

R73.09 Other abnormal glucose; (blood sugar or OGTT)

R73.01 Impaired/Elevated Fasting Glucose

G47.33 Dbstructive Sleep Apnea

EGE.2 Obesity Hypoventilation Syndrome

K76.0 Non-Alcoholic Fatty Liver Disease (MAFLD, MASLD)

K21.9 Ezophageal Reflux Disease

F50.9 Eating Disorder, unspecified
Common Weight Related Signs/fSymptoms: [choose most specific
code available)

La3 Acanthosis Migricans

L30.6 Striae

EGS Localized adiposity

RO3.0 Elewvated blood pressure without diagnosis of hypertension

R63.1 Polydipsia [excessive thirst)

R35.0 Polyuria {frequent urination)

M21.90 Warus MEC [Bow Legs)

G47.9 Disorder of sleep

Additional Billing Codes: *coverage depends on state, payor, and individual plan details

CPT/HCPCS | Description Type of Provider
52211 Medically Complex Care Provider (MDD, NP, PA)
~ Add on to EEMN 22202-93215 if you are seeing patient long-term for
their obesity or other chronic comorbid disease
~ Can't use with other modifier 25, 24, or 53 situations
~ Approved by CMS Medicare, other payors TBD
29453,4,7,.8 | Remote Patient Monitoring {RPM ) [e-scale, blood pressure, etc) Provider [MD, NP, PA)
39091 Must be an established patient, collected for =16/30 days
G447 Medicare Face-to-face behavioral counszeling for cbesity, individual, 15 Provider [MD, NP, PA)
G0473 min
Medicare Face-to-face behavioral counseling for obesity, group (2-10]},
30 min
Max uze is 22 times in 12-mmonth pericd
S7EO2 Medical nutrition therapy; initiod assesszment and intervention, Registered Dietitian
individual, each 15 minutes (R}
97803 Medical nutrition therapy; reassessment and intervention, individual,
each 15 minutes
97804 Medical nutrition therapy groupg {2 or more individuals), each 30 min
GO270 Medical Nutrition Therapy: Reassessment and subsequent RLCM
interventionis) following second referral in same year for change in
diagnosis, medical condition or treatment regimen, individuol face-to-
face, each 15 min
G271 Group, face-to-face, each 15 min
S0791 Psychiatric Dimgnostic Evaluation MD, NPP, LMISW,
LC5W, Licensed
Psychologist, RN,
LMHC, LMFT, LCAT
S0792 Psychiatric Diagnostic Evaluation with Medical Services MD, NPP
50832, 4,7 Psychotherapy, 16-37 minutes, 38-52 minutes, =53 minutes MD, PA, LCSW, LPC, or
0833, 6, B Psychotherapy, with E&M, 16-30 min, 31-45 min, 46-60 min [ *MD only) LAC, LMSW
Q0845 Family Psychotherapy (without patient present] =26 min MDD, LCSW, LMW,
S084T Family Psychotherapy (with patient present] =26 min LPC, LMFT, LAC
S0B4A9 Multiple Family Group Psychotherapy

Created by Katie Queen, MDD, FAAP, FOMA, DABOM v9_13.24
Email: katiequeen3@gmail.com for Permission o Duplicate, Corrections, Clarifications, Comments, and/or Collaboration
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S0853 Group Psychotherapy |other than multiple family groups)

96156.8,9 Health Behavior Assessment, or Re-Assessment LCSW, MFT, MHC
96164-8 Health Behavior Intervention

59449 Weight management classes, per session MNon-Providers
59452 Mutrition classes, per session Some Private Payers
59470 Mutrition counseling, dietitian visit ROM, some private

- Additional Codes for SDOH/Psychosocial Screening:
o 96127 = adolescent behavioral health screen (Ex. PHOS, GADT)
o 96160/96161= social determinant of health evaluation (patient/caregiver focused)

- Time Based Billing Tips (use if NOT billing by MDM level):

o Includes ALL time spent on MON face-to-face + face-to-face patient care on the dote of service
anly - Example time statement: “This encounter took X total minutes of time, including taking a
thorough history, performing a physical exam, reviewing any labs and for imaging, reviewing any
prior notes, counseling the patient, coordinating care, as well as dooumenting in the electronic
health record on the date of service.”

o Prolonged Service Codes:

- Private Payors: 99417 x # = 15 min increments above Level 5 est pt time (55-69 min) &
new patient time [75-89 min)

= CMS: G2212 x #= 15 min increments above Level 5 est pt time [62-83 min} & new pt
time [29-103 min)

- Interprofessional Telephone/Internet Consultation (non-patient facing. aka E-Consults)
= Consider using if a primary care provider is requesting a expert/specialist consultation on a
patient but they do not intend to transfer care to them within 14 days.
= Consider using statement “More than 50% of the service time was spent in verbal and/or written

communication with the consulting physician/QHP”

CPT Code Time Report Required Reported by

93446 5-10 min Werbal & Written Consultant

95447 11-20 min Werbal & Written Consultant

5934438 21-30 min Werbal & Written Consultant

95445 31+ min Werbal & Written Consultant

93451 5+ miin Wiritten only Consultant

93452 16+ min Preparing for the Treating/Requesting
consult & time Physician /QHP
spent {qualified health
communicating professional)

- Physician Preventive Counseling Codes [optional to add if billing by MDM}
= Can be used as an additional Ef/M code for specific time spent counseling during an obesity
problem visit {cannot be reported during a preventive medicine fwell visit)
= Associate with supporting Diagnosis codes Z71.3, Z71.89
= Example statement: “Patient was counseled on *** (diet & nutrition OR physical activity] ***
including a discussion of current behaviors with appropriate educational material given. Patient
was/was not referred for further education (to dietician, psychologist or physical therapist].”

CPT Code Counseling Time Group CPT Code Group Time
93401 E-15 minutes 25411 15-30 min
99402 16-30 minutes 959412 20-60 min
95403 31-45 minutes

953404 46-50 minutes

Created by Katie Queen, MD, FAAF, FOMA, DABOM v9.13.24
Email: katiequeen3@gmailcom for Permission to Duplicate, Comrections, Clarifications, Comments, and/or Collaboration
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Appendix F

FEHB Prﬂgram Carrier Letter U.s. Office of Personnel Management
All FEHB Carriers Healthcare and Insurance

Letter Number 2023-01 Date: January 18, 2023

Fee-for-service [1] Experience-rated HMO [1] Community-rated HMO [1]

Subject: Prevention and Treatment of Obesity

Long recognized as a disease that impacts children and adults in the U.S.,
obesity is a complex, multifactorial, common, serious, relapsing, and costly
chronic disease that serves as a major risk factor for developing conditions
such as cardiovascular disease, type 2 diabetes, renal disease, non-alcoholic
steatohepatitis, and certain types of cancer. Obesity disproportionally affects
some ethnic and/or racial groups with non-Hispanic Black adults having the
highest prevalence, followed by Hispanic adults. There are also significant
psychosocial burdens experienced by those with obesity.?

This Carrier Letter supplements and updates OPM’s previous guidance on
obesity treatment and coverage and supersedes guidance that was
previously issued to the extent it is inconsistent with this guidance. We
request that each Carrier review and update their medical policies
accordingly.

Background

OPM requested that plans propose specific services to reduce the incidence
of obesity in Carrier Letter 2011-05. The following year, Carrier Letter 2012-
09 outlined OPM's expectation that FEHBE plans offer programs to help
members attain and maintain a healthy weight. Both letters focused on
nutrition and exercise as primary options. In response, many plans refined
wellness activities, health coaching, nutrition counseling and disease
management to achieve a greater focus on obesity. Carrier Letter 2013-10

1 The Psychosocial Burden of Obesity
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provided detailed guidance on bariatric surgery and in 2014, OPM issued
Carrier Letter 2014-04 clarifying that it is not permissible to exclude weight
loss drugs from FEHB coverage on the basis that obesity is a "lifestyle”
condition and not a medical one or that obesity treatment is “cosmetic.”

Screening and Prevention

Recognizing that obesity continues to be a significant public health problem,
the United States Preventive Services Task Force (USPSTF) published
updated recommendations that all adults, children and adolescents, and
pregnant women be screened for risk factors associated with obesity. These
recommendations are referenced in:

* Healthy Weight and Weight Gain In Pregnancy: Behavioral Counseling
Interventions (2021)

. : . ' Physi ity for Cardi : :
Prevention in Adults With Cardiovascular Disease Risk Factors:
Behavioral Counseling Interventions (2020)

 Weight Loss to Prevent Obesity-Related Morbidity and Mortality in
Adults: Behavioral Inferventions (2018).

The USPSTF reaffirmed their recommendation that adults with a body mass
index of 30 kg/m? or higher be referred for intensive, multicomponent
behavioral interventions such as behavior-based weight loss and weight loss
maintenance interventions. The purpose of this recommendation is to
prevent or mitigate the health conditions associated with obesity. USPSTF
rated this recommendation as Grade B.

The USPSTF recommendation, Obesity in Children and Adolescents:
Screening (2017), is currently under review and expected to be updated by
Weight Management in Children and Adolescents: Interventions. The USPSTF
recommends that clinicians screen for obesity in children and adolescents 6
years and older and offer or refer them to comprehensive, intensive
behavioral interventions to promote improvements in weight status. As
stated in Carrier Letter 2022-03 adolescents experienced sharp increases in
their rates of weight gain during the COVID-19 pandemic, particularly
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school-aged children and those who already had obesity. The focus on
obesity coverage for children and adolescents is critical with more children
and families needing support in achieving and maintaining optimal weight for
long-term health.

As a reminder, FEHB Carriers must cover the full scope of required
preventive services recommendations as outlined in Carrier Letter 2019-01.
Specific to obesity, this means the benefit includes screening, and if
referred, the multicomponent, family centered programs that are part of
intensive behavioral interventions.

Pediatric screenings and preventive care endorsed by the American Academy
of Pediatrics Bright Futures Guidelines and Women's Preventive Services
recommended in guidelines issued by the Health Resources and Services
Administration (HRSA) are also included in this requirement.

Treatment Options

Anti-Obesity Medications

Research in populations with diabetes, hypertension, and cardiovascular
diseases has shown that a 5% decrease in weight results in clinically
significant improvements in these obesity-related comorbid conditions.
Many of the Food and Drug Administration (FDA) approved anti-obesity
medications result in at least a 5% weight loss, with newer approved drugs
approaching a 20% weight loss. Timely management of obesity can be cost
effective, lower health risks, and prevent disease progression. The
landscape of pharmaceuticals available to treat obesity continues to evolve
and there are currently a variety of FDA approved medications available with
different mechanisms of action. The FDA indications for anti-obesity
medications reinforce that nutrition and physical activity regimens should
accompany drug treatment of obesity.

Treatment with anti-obesity medications is highly individualized and will
depend on the individual’'s comorbidities, their current medication regimen,
and the potential for adverse effects.
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Anti-obesity medications also provide an important therapy option for
members who do not meet bariatric/metabolic surgery criteria (discussed
below) or those for whom the surgical option is otherwise deemed
inappropriate. Carriers should also support the use of anti-obesity
medications in consultation with the patient when there are ineffective
surgical outcomes such as insufficient weight loss or excessive weight regain
post-surgery.

In Carrier Letter 2022-03, OPM stated that FEHB Carriers are not allowed to
exclude anti-obesity medications from coverage based on a benefit exclusion
or a carve out. Carrier Letter 2022-02 outlines the requirements for Non-
Discriminatory Formulary Design, namely, that a non-discriminatory
formulary design does not have cost or access barriers imposed by disease
or condition.

FEHB Carriers must have adequate coverage of FDA approved anti-obesity
medications on the formulary to meet patient needs and must make
available their exception process to members. Carriers must cover at least
one anti-obesity drug from the GLP-1 class for weight loss and cover at |east
2 additional oral anti-obesity drug options. As new anti-obesity drugs are
approved by the FDA, OPM expects Carriers to evaluate and update their
coverage of anti-obesity drugs. Carriers should provide access to a range of
obesity drugs on the formulary in order to satisfy OPM’s requirement in
Carrier Letter 2022-02 that Carriers must ensure non-discriminatory access
to safe, clinically appropriate drug therapy for members with chronic
conditions. This includes drug therapies indicated for adolescents age 12
years and older.

In cases where utilization management edits are applied, the process and
evidence-based criteria for coverage must be transparent, readily accessible,
and follow OPM required turnaround timelines for standard and expedited
reviews. We recognize the progress made in covering anti-obesity
medications; our goal is to have all Carriers offer adequate coverage.
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Bariatric/Metabolic Surgery

surgical procedures to restrict the size of the stomach or induce
malabsorption of ingested calories were first introduced to treat severe
obesity in the 1950s. Currently, two of the most performed bariatric surgical
procedures are Roux-en-Y gastric bypass and sleeve gastrectomy. The major
effect of these surgeries is gastric restriction, causing weight loss, which is
then augmented by hormonal changes and leads to improved
cardiometabolic outcomes. Bariatric surgery can result in durable weight
loss along with improvement of obesity related conditions such as type 2
diabetes and cardiovascular disease. These procedures are now referred to
as metabolic surgery given the mechanism of action. Surgical techniques are
now more refined, improving the safety of these procedures. Evidence now
supports surgical procedures for adolescents.

Recent studies report both improved mortality and cardiovascular outcomes
with metabolic surgery in individuals with type 2 diabetes and obesity
(BMI>35) with suboptimal control of hyperglycemia, despite both optimal
medical therapy and lifestyle intervention.? Metabolic surgery is now
considered a treatment option in the 2022 guidelines?® put forth by the
American Diabetes Association. OPM requests that plans promptly adjust
their criteria for metabolic surgery to reflect the most current guidelines.

For questions about this Carrier Letter or other aspects of comprehensive
obesity management for the FEHB Program, please e-mail your Health
Insurance Specialist.

Sincerely,

Laurie Bodenheimer
Associate Director
Healthcare and Insurance

undergoing bariatric procedures - 2019 update

3 , WA

in Diabetes—20322

A3 v b
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Movember 2019 | Issue Brief

Understanding the Medicaid Prescription Drug
Rebate Program

Rachel Dalan

Drug prices are at the center of health policy debates at both the state and federal levels. Medicaid
provides health coverage for millions of Americans, including many with substantial health needs.
Prescription drug coverage is a key component of Medicaid for many beneficianes who rely on
medications for both acute problems and for managing ongoing chronic or disabling conditions. Without
Medicaid, many prescription drugs would be prohibitively expensive to low-income heneficiaries. Both
state and federal policymakers are underiaking efforts to control prescription drug costs, and there is
renewed policy interest in the Medicaid Prescription Drug Rebate Program (MDREFP) as part of these
efforts. Policymakers are also currently debating significant changes to payment for prescription drugs
through Medicare and commercial insurers that may also have implications for Medicaid and the MDRP
as well. This brief explains the MDRP fo help policymakers and others understand how Medicaid pays for
drugs and any potential consequences of policy changes for the program by answering the following
questions:

+« What is the MDRP and how does it work?

« What is the impact of the MDRP?

« What is the role of managed care plans and pharmacy benefit managers in Medicaid rebates?
« How does the 3408 program interact with the MDRP?

« What are policy proposals related to the MDRP?

What is the Medicaid drug rebate program and how does
it work?

In response to rising drug prices and projected increased Medicaid spending, the Medicaid
Prescription Drug Rebate Program (MDRP) was created in 1990 by the Omnibus Reconciliation
Act.? Under the program, a manufacturer who wants its drug covered under Medicaid must enter into a
rehate agreement with the Secretary of Health and Human Services stating that it will rebate a specified
portion of the Medicaid payment for the drug to the states, who in tum share the rebates with the federal
government. Manufacturers must also enter into agreements with other federal programs that serve

Haadquaners / 195 Berry Strest Suits San Francisco CA 84707 7 &30 834 9400
Wiashinglon Offices and Confere {1330 G Streat NW Washington DC 20005 J 202 347 5270
kflorg + Email Aberts: ki orglermail / facebook_com/KaiserTamilyFoundation ¢ twitles. com™FF

Faling the neesd for trusted informaton on national heslih issues, tha Kaisar Family Foundation is & nomprofit HEMRY J KAISER
organization basad in San Francisco, California FAMILY FOUMNDATION
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vilnerable populations. In exchange, Medicaid programs cover nearly all of the manufacturer's FDA-
approved drugs, and the drugs are ehgible for federal matching funds. Though the pharmacy benefil is a
slate option, all states cover it, but, withm federal guidelines abouf prcing and rebates, administer
phamacy benefits m somewhat different ways

The MDRP affects state and federal Medicaid payment for prescription drugs, while Medicaid
beneficiaries” out of pocket cost for drugs is limited to nominal amounts set in statute. Due 1o
Medicaid's role in financing coverage for high-need populations with low incomes, it is designed fo
prowvide access to prescriplion drugs with little cost to enrollees. Federal rules Emit beneficiary cost-
sharning to nominal amounts: up to 54 for preferred drugs and 58 for non-preferred drugs, for individuals
with incomes al or below 150% of the federal poverty level (FPL) and shighily higher for those with hagher
incomes.! Mot all states impose cost-sharing for prescription drugs * and some beneficiary groups are
exempt from cost-sharing requirements

The Affordable Care Act (ACA) made significant changes to the prescription drug rebate program.
The law mcreased the rebate amount for both brand drugs and genernic drugs. It also extended rebates to
outpatient drugs purchased for beneficianes covered by Medicaid managed care organizations (MCOs).*
Previously only drugs purchased through Medicaid fee-for-service were efigible for rebates even though
mast states contract with MCOs fo provide services to Medicaid beneficanes *

The Medicaid rebate amount is set in statute and ensures that the program gets the lowest price
{with some sxceptions).” The formula for rebates vanes by type of drug: brand® or genenic. The rebate
formuzla s the same regardiess of whether states pay for drugs on a fee-for-senvice basis or through
payments 1o managed care plans. The specfic rebate on a given drug is considered propnetary. For
brand name drugs, the rebate is 23 1% of Average Manufaciurer Prnice (AMP) or the difference between
AMP and “best price,” whichever is greater. Certain pediatnc and cotting drugs have a lower rebate
amount of 17.1% (Figure 1). Best price is defined as the lowest available price to any wholesaler, retaier,
or provider, excluding certain government programs, such as the health program for veterans * AMP is
defined as the average pnce paid to dreg manufacturers by wholesalers and retail pharmacies.""" For
generic drugs, the rebale amount i 13% of AMP, and there is no besl price provisson.
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Figure 1

Medicaid Statutory Rebate Amounts
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The rebate calculation also includes an additional inflationary component to account for rising
drug prices over time. This rebate is calculated as the difference between the drug’s curment quarter
AMP and its baseline AMP adjusted to the current period by the Consumer Price Index for All Urban
Consumers {CPI-U)."? In other words, if a drug's price increases faster than inflation, the manufacturer
has to rebate the difference to Medicaid. The inflationary component is an increasing share of brand drug
rebates, accounting for more than half of the total brand drug rebate amounts in 2012."% Because of the
inflationary component, the calculated rebate on a drug whose price increases quickly over time could he
greater than the AMP for that drug. However, the total rebate amount currently is capped at 100% of
AMP.™4

In addition to federal statutory rebates, most states negotiate with manufacturers for
supplemental rebates. As of June 2019, 47 states and DC had supplemental rebate agreements in
place."* These supplemental rebates are not subject to the best price floor. States often use placement on
a preferred drug list (PDL) as leverage to negotiate supplemental rebates with manufacturers. States
encourage providers to prescribe drugs on the PDL over other drugs and create incentives for them to do
so if possible. For example, a state may require a prior authorization for a drug not on a preferred drug
list. Often, drugs on PDLs are cheaper or include drugs for which a manufacturer has provided
supplemental rebates. A few states have used their supplemental rebate authority to negotiate altemative
payment models with manufacturers. States have also formed multi-state purchasing pools when
negotiating supplemental Medicaid rebates to increase their negotiating power. More than half of states
participate in 2 multi-state supplemental rebate pool.'® In addition, Medicaid managed care plans may
negotiate their own supplemental rebate agreements with manufacturers.

Understanding the Medicaid Prescription Drug Rebate Program
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Both states and the federal government play a role in administering the MDRP. Manufacturers must
report AMP for all covered outpatient drugs to HHS and report their best price for brand name drugs. HHS
uses this price data to calculate the unit rebate amount (URA) based on the rebate formula and
inflationary component and provides the URA to states.'” States multiply the units of each drug purchased
by the URA and invoice the manufacturer for that amount. Manufacturers then pay states the statutory
rebate amount as well as any negotiated supplemental rebates.

Prescription drug rebates are shared between the federal and state governments. States and the
federal government share in the statutory rebate amount based on the federal medical assistance
percentages (FMAP), which is the share of Medicaid spending in each state paid for by the federal
government. Manufacturers submit rebates directly to states '? The ACA increased rebate amounts from
15.1% to 23.1% for brand drugs and from 11% to 13% for generics, but the state share is only calculated
off the pre-ACA rebate amount, which means the federal government now gets a bigger share of the

rebates.!?

What is the role of managed care plans and pharmacy
benefit managers in Medicaid rebates?

As more states have enrolled additional Medicaid populations into managed care arrangements
over time, managed care organizations (MCOzg) have played an increasingly significant role in
administering the Medicaid pharmacy benefit. More than two-thirds of Medicaid beneficiaries received
their coverage through MCOs in 2017 % States pay MCO= a monthly fee (capitation rate) to cover the
cost of services provided to enrollees and any administrative expenses. States may include all Medicaid
services in these contracts or they may “carve-out” cerain services, like prescription drugs, from
capitation rates. Managed care plans whose confracts include coverage for prescription drugs are
allowed to negotiate their own rebates with manufacturers. As with supplemental rebates negotiated by
states, additional rebates for managed care plans can be used to determing placement on the PDL.

The ACA extended federal statutory rebates to prescription drugs provided under Medicaid
managed care arrangements, and most states now “carve in" prescription drugs. Prior to the ACA|
manufacturers only had to pay rebates for outpatient drugs purchased on a fee-for-service basis, not
those purchased through managed care. This encouraged states to “carve out” prescription drugs so they
would be able to get rebates. Extending rebates to drugs purchased through managed care has resulted
in more states carving drug coverage back into managed care. Of the 40 states contracting with
comprehensive risk-based MCOs in 2018, 35 states reported that the pharmacy benefit was carved in,

with some states reporting exceptions such as high-cost or specialty drugs '

Many states also use pharmacy benefit managers (PBMs) in their Medicaid prescription drug
programs. PBEMs perform financial and clinical services for the program, administering rebates,
maonitoring utilization, and overseeing preferred drug lists.** PEMs may be used regardless of whether the

state administers the benefit through managed care or on a fee-for-service basis. Some states are

Understanding the Medicaid Prescription Drug Rebate Program
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reassessing their use of PBMs in managed care due to issues with the lack of transparency around PEM
payments and the prevalence of “spread pricing.” Spread pricing refers to the difference between the
payment the PBM receives from the MCO and the reimbursement amount it pays to the pharmacy.® In
the past, PEMs have been able to keep this “spread” as profit, but & number of states are implementing
policies to curb or altogether prohibit this practice.®

How does the 340B program interact with the MDRP?

The Medicaid rebate program interacts with other programs that receive manufacturer discounts
on drugs. As a condition of participation in the Medicaid Drug Rebate program, manufacturers must also
participate in the federal 3408 program. The 3408 program offers discounted drugs to certain safety net
providers that serve vulnerable or underserved populations, including Medicaid beneficiaries. ™ 3408
ceiling prices are calculated to match Medicaid prices net of the rebate, but manufacturers can provide

additional discounts to 3408 providers that are not subject to the best price rule ™

Because the 340B program is administered separately, as stipulated by federal law, states and
safety net providers must ensure that manufacturers do not pay duplicative discounts for
Medicaid beneficiaries.”” Safety net providers eligible for 340B dizcounts can choose whether or not
they provide drugs purchased with the program discounts to Medicaid beneficiaries within state
guidelines. *** States may require providers to make the same decision for FFS and managed care
enroliees to streamline the process of determining which claims are eligible for rebates. To avoid charging
manufacturers a duplicate dizscount, state Medicaid programs reference a list of safety net providers that
provided drugs under 2406 to Medicaid beneficiaries, and the Medicaid program will exclude their drug
claims from their invoices to manufacturers.*® The file does not include drugs paid for by managed care
plans or those dispensed at contract pharmacies, but MCOs also are required to exclude 340B claims
from reports they provide to states for rebate purposes_*'.3* There are concems the list can be out of date
or inaccurate, so some states maintain their own lists or use claims data to avoid duplicate dizcounts.
Although Medicaid best price and 3406 ceiling prices are closely related, the rules states set for how they
reimburse pharmacies may have implications for drug costs 3334

What is the impact of the MDRP?

The rebate program offsets Medicaid costs and reduces federal and state spending on drugs. In
2017, Medicaid spent $64 billion on drugs and received nearly $35 billion in rebates. Net spending on
outpatient drugs comprises 5% of total Medicaid benefits spending. While gross prescription drug
spending has increased substantially over time (from $43 billion in 2014 to 364 billion in 2017} rebates
have held net spending growth to a much lower rate (Figure 2). Gross spending on drugs increased 45%
from 2014-2017, while net spending only increased 25% over the same time perniod. Net spending
actually declined from 2016-2017.* In comparisen te other programs, like Medicare Part D, rebates in
Medicaid are a much larger share of drug spending. Medicare actuaries predicted Medicare Part D
rebates to reach 23% of drug spending in 2017 and 25% in 20183 In confrast, Medicaid rebates

Understanding the Medicaid Prescription Drug Rebate Program
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accounted for 535% of drug spending in 2017.

Figure 2
Medicaid Drug Spending and Rebates, FY2014-17
£ Bilfions: $60.9 M
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The structure of the rebate program essentially creates an open formulary. When a manufacturer
enters into a rebate agreement with HHS, Medicaid agrees to cover nearly all FDA-approved drugs from
that manufacturer. This approach is different from private insurers who can enter into negotiations with
manufacturers about whether or not drugs will be on their formulares, leveraging rebates for drugs that
are included or covered with lower patient cost-sharing. While the Medicaid rebate structure enables
beneficianies to access a wide range of drugs, it also places some limits on states’ ability to negotiate with
manufacturers. This challenge is parficularly acute for new, blockbuster drugs that Medicaid programs
must cover with little leverage to negotiate lower costs.

Medicaid prices and the rebate program may have implications for prices paid by other payers.
There has been increased attention by policymakers and the public to high list prices, with some brand
name drugs launching with price tags of hundreds of thousands of dollars or more. Amidst the discussion
of high launch prices, analyses of potential sclutions have highlighted the role of the MDRP in the larger
drug pricing system. Some have suggested that the “best price” provigion and the rebate requirements
inflate launch prices to account for the rebate and reduce rebates for other payers (like private insurers)
to aveid triggering the best price provision. Medicare Part D rebates are not included in the best price
calculation. An analysis from CBO was conducted in 1996, shortly after the creation of the Rebate
Program, and showed some initial price increases but found increases due to MDRP ceased within a few
years " In analyzing the potential impact of the ACA rebate provisions, which increased the rebate

amount, CBO estimated a small impact on launch prices.

Understanding the Medicaid Prescription Drug Rebate Program
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What are policy debates and proposals about the MDRP?

There iz renewed policy interest in the MDRF as states and the federal government explore policies
related to drug costs. Proposals at both the state and federal level would make changes directly to the
MDRP, and proposed changes to other programs may have implications for Medicaid as well.

Increasing the Effective Rebate Amount in the MDRP

Becausze the MDRP is a complex program that has evolved over fime, it contains some technical issues
and provisions that lower the rebate amount paid for some drugs. Policymakers are considering several
changes to address these issues and increase the effective rebate amount. While these changes would
produce savings for both the federal and state government, authority for undertaking them rests at the
federal level, since the MDRP is in federal statute.

One proposed approach is to lift the cap on rebates, which is currently 100% of AMP. Because of rising
prices over time, a number of drugs have reached the rebate cap. Increasing or eliminating the cap would
generate savings for the program and lower revenues for drug manufacturers 3® The Medicaid and CHIP
Payment and Advisory Commission (MACPAC) recommended eliminating the cap entirely_** A bipartisan
bill addressing drug costs passed out of the Senate Finance Committee includes a provision to increase
the cap to 125% of AMP.

Another policy proposal to increase the Medicaid rebate amount is to change the rebate calculation.
Some manufacturers have reduced their rebate obligations by blending the price of an authorized generic
with a brand name drug, which reduces the AMP of the brand drug. This cccurs when a brand drug
manufacturer also produces the authorized generic and the price of both drugs iz included in the brand
drug's AMP. Because the rebate calculation is based on AMP, an arificially low AMP reduces the rebate
a manufacturer pays. Leqgislation enacted in Fall 2019 prohibits manufacturers from engaging in this

practice *'** Preventing this practice is projected to save about $3.1 bilion over the next decade **4

A third set of technical changes to MDRP relates to data and reporting. The rebate calculation relies on
price data and product information submitted by manufacturers to CM5. Misclassified drugs or inaccurate
price information in these files affects the rebate calculation. A number of policy proposals would
strengthen price enforcement mechanizsms at the federal level to improve the accuracy of information and
ensure appropriate rebates are paid and allow for penalties for reporting inaccurate information.
Propozals include providing the Secretary of HHS with the authority to reclassify drugs that are incomectly
clazsified, increasing oversight of rebates by requiring CMS to conduct regular audits of drug
manufacturers’ pricing information, providing the Secretary additional authorty to impose a penalty on
manufacturers that submit inaccurate information and increasing the penalties for not complying with

reporting requirements. *¥4°

Understanding the Medicaid Prescrption Drug Rebate Program
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Increasing Supplemental Rebates
Due to the structure of the MDRP, state levers to negotiate supplemental rebate agreements have

primarily been limited to PDL placement. In addition, as statutory rebates have increased over ime, state
supplemental rebates have grown much more slowly and declined as a share of total rebates **#n

recent years, states have been exploring new approaches to try to obtain larger supplemental rebates
from manufacturers.

Some policy proposals focus on increasing purchasing power to negotiate additional supplemental
rebates. For example, aligning PDLs across FFS and MCOs may provide more leverage for a state
negotiating with a manufacturer. As of fiscal year 2019, at least 17 states had a uniform PDL for one or
more drug classes ** California has proposed negotiating rebates across all state programs, not just
Medicaid.*®

FPBM= have been another area of focus for state efforts to increase supplemental rebates. Much activity in
this area involves increased fransparency about PBM practices by, for example, requiring PEMs to report
their discounts, rebates and profits to the state to ensure that the state is receiving the maximum rebates
pozsible. More than half of states have passed a law addressing some aspect of PEM practices and
transparency.”’ Other states have enacted or are considering broader transparency laws to obtain pricing
information from manufacturers in an effort to better understand prices paid by different parties in the
production and payment chain for prescription drugs.

Other state efforts include expanding the scope of supplemental rebates—ifor example, by extending

153

supplemental rebates to MCOs—or adding an inflationary component to supplemental rebates.

VALUE-BASED PURCHASING

A final way in which states have been pursuing supplemental rebates iz through value-based purchasing.
With the increasing number of high-price, breakthrough drugs that cost hundreds of thousands up to
millions of dollars, states are examining ways to pay for these therapies within their constrained budgets.
Some states are pursuing alternative payment methods, or paying for value, as possible solutions. States
have authority to pursue these agreements, but they must fit within the parameters of the MODRP. Given
the best price provision, which leads manufacturers to hesitate to offer lower prices, states have opted to
craft their amangements under the umbrella of supplemental rebates, which are exempt from best price.
While referred to colloguially as “value-based payment,” most agreements so far do not condition
payment on clinical cutcomes.

As of October 2019, six states have approval to implement alternative payment models via supplemental
rebates.?® These states include Louisiana and Washington, both of which are implementing a subscription
model (also known as the “Netflix model®) to pay for hepatitis C drugs. Some legislative proposals would
provide further authority for states to enter into risk-sharing, value-based contracts with manufacturers for

Understanding the Medicaid Prescrption Drug Rebate Program
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outpatient drugs that are potentially curative treatments **** These agreements would be treated like
supplemental rebates for the purpose of calculating AMP and best price.

Opting Out of the MDRP

Some policy dizcussion in recent years has been about opting out of or eliminating the MDRP, which
essentially creates an open formulary, to allow states to use closed formulanes in Medicaid, under which
only specific drugs in each therapeutic class are covered. Some argue that allowing states to implement
these “widely-used commercial tools™” would allow states to negotiate greater rebates, because each
manufacturer would want their drug to be included as one of the few drugs for the therapeutic class. The
Trump Administration has expressed interest in this approach, and the FY 2019 budget called for a new
Medicaid demonstration authority to enable up to five state Medicaid programs to create their own
formularies and negotiate directly with manufacturers instead of participating in the Medicaid Drug Rebate
Program.*®.*® States are showing limited interest in the idea, though some states have expressed interest

in a closed formulary that still obtains MDRP rebates.™ " However, as of October 2019, the federal

government has not approved waiver requests for this approach.™

Changing Rebates or Prices in Other Programs

While not specifically targeted to Medicaid or MDRP, policy proposals to change the structure of rebates
or prices in Medicare and the private market alzo affect Medicaid. These indirect effects occur because
many proposals affect list prices or AMP, which in turn affect Medicaid rebate calculations. For example,
in earty 20193, the Trump administration released a proposed rule that would have excluded rebate
payments by drug manufacturers to PEMs, Medicare Part D plan sponzors, and Medicaid managed care
organization (MCQ) plan sponsors from “safe harbor” protections that make these payments exempt from
anti-kickback penalties. The Administration withdrew the idea, but analyses of the proposal at the time
indicated that it would increase Medicaid spending. This outcome would occur through decreased list
prices by manufacturers, which would lower the inflationary Medicaid rebate.®? Similarly, proposals (such

as those made by the Administration™ and by House Democrats) to align Medicare drug prices more
closely with drug prices in other countries could have implications for Medicaid rebates and ultimately
Medicaid drug spending by changing drug list prices. Policy changes that would allow the federal
govemment to negotiate Medicare prices also may have implications for Medicaid, depending on how the

price applies to the wider marketplace and the prices used to set Medicaid rebates ®

Summary

The MDRP helps offset federal and state costs of most outpatient prescription drugs dispensed to
Medicaid beneficiaries and ensures access to medication for Medicaid beneficiaries. While gross
prescription drug costs continue to grow, the Medicaid Drug Rebate Program has held net Medicaid costs
largely flat over the past few years. There continues to be growing national attention around the issue of
high drug prices and as a resul, both states and the federal government are congidering a variety of
policies to address prescription drug costs. Because of the key role Medicaid plays in providing drugs for
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beneficiaries and setting the floor for prices, it is important for policy makers to understand the
implications of any proposed policies for the rebate program.

This work was supported in part by Ameld Ventures. We value our funders. KFF
maintaing full editerial control over all of ite pelicy analysis, polling, and journalism
activities.
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Appendix H

Louisiana Medicaid-Diabetes and Obesity Analysis
Additional Claims Analysis Information

Notes:

1. Limited to paid and adjusted claims.

2. Capitation claims were excluded.

3. Members with evidence of dual/TPL eligibility at any point during the year were excluded.

4. Obesity Assignment Rule: If an individual had at least one claim for severe obesity during the
measurement year, they were placed in the severe obesity group. Their disease-specific claims included
claims with a diagnosis of obesity or severe obesity and also includes medications used in the treatment
of chronic obesity.

5. Diabetes Assignment Rule: If ever Type 1, then Type 1; of the remaining members, if ever type Il then
type IlI; of the remaining members, if ever prediabetes, then prediabetes; of the remaining members,
members with a diagnosis of insulin resistance are categorized as insulin resistant.

6. 'Treatment Categories' were derived from the Medicaid claim type. The 'Other' treatment category
included claim types such as transportation, Medicare cross-over, LTC, and dental.

7. Diagnoses/Conditions were identified in any diagnosis position. The 'Diagnosis Code Identifiers' tab
includes the ICD-10 CM diagnosis codes used in this request.

8. Ancillary claims were excluded when identifying disease states/conditions of interest.

9. For pharmacy expenditures, all pharmacy claims (regardless of reason(s) for use) for the identified
recipients were included in the calculation of total (all-cause) expenditures. For disease-specific
expenditures, only pharmacy claims for medications indicated for the diseases/conditions of interest
were included, except for prediabetes and insulin resistance where medications commonly used in
treatment were included. The 'Medication Identifiers' tab lists the specific medications utilized for this
request.

10. This analysis does not consider the impact of any potential medication rebates or federal-state share
(match) reimbursement methodologies.
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Appendix |

Louisiana Medicaid-Comorbidities
Additional Claims Analysis Information

Notes:

1. Limited to paid and adjusted claims.

2. Capitation claims were excluded.

3. Members with evidence of dual/TPL eligibility at any point during the year were excluded.

4. Diagnoses/Conditions were identified in any diagnosis position. The 'Diagnosis Code Identifiers' tab
includes the ICD-10 CM diagnosis codes used in this request.

5. Ancillary claims were excluded when identifying disease states/conditions of interest.

6. This analysis does not consider the impact of any potential medication rebates or federal-state share
(match) reimbursement methodologies.
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