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Letter from the Legislative Task Force on Obesity Chaiy

Overweight and obesity are among the most important
health problems we face as a society. Obesity is related to
many other health conditions and is a leading cause of pre-
ventable deaths due to lifestyle choices, second only to
tobacco use. Medical costs associated with obesity are sky
rocketing. Medical costs associated with overweight and
obesity involve direct and indirect costs. According to a
study of national costs attributed to both overweight and
obesity, medical expenses accounted for 9.1 percent of total
U.S. medical expenditures in 1998 and may have reached as
high as $78.5 billion ($92.6 billion in 2002 dollars).

The health department acknowledges the importance of
every person, no matter what size. Our concern is with the
ill effects of improper weight on the body. While it is true
that being too thin is just as unhealthy as being obese, the
state is currently facing an epidemic associated with too
much weight. Eight out of ten obese persons have addition-
al health problems; we must address obesity as a disease
state and find various approaches to reach the solution.

The Alabama Legislature passed House Joint Resolution
HJR40, Act No. 2005-257 establishing the Legislative Task
Force on Obesity. As chair of this task force, I led the
process in producing this report for Governor Riley and the
Legislature. As charged by the resolution, this report notes
gaps in existing service related to reducing obesity in

Alabama. This report is an important tool when considering the approaches taken in our state to reduce obesity
and improve overall health. This report also helps illustrate that with the support of private/public partners we

have an opportunity to improve our state’s health.

Obesity is very complex. Even though most studies continue to indicate that the majority of cases of obesity
are associated with improper diet and lack of physical activity, it will take a sustained effort over time from busi-
ness, government, schools, communities, places of faith, and individuals to make lasting improvements in the

health of our citizens.

) TloT—

Donald E. Williamson, MD, State Health Officer
Chair, Legislative Task Force on Obesity



LEGISLATIVE TASK FORCE ON OBESITY

JANUARY 2006

Executive Summanry

During its regular 2005 session, the Alabama
Legislature passed House Joint Resolution HJR40, Act
No. 2005-257 establishing the Legislative Task Force
on Obesity. The Task Force was charged to study the
various approaches available to address the impact of
obesity on Alabama’s citizens, including, but not limit-
ed to, educational awareness, lifestyle or behavioral
choices, community based environmental strategies,
and medical or pharmacological interventions. A
report identifying the gaps in services was mandated.
The resolution specified organizations to be represent-
ed. Members, serving without compensation, met
monthly and reviewed the State Obesity Task Force
State Plan, the Alabama State Department of

Education’s health plan, as well as other agency and
private approaches in addressing obesity. The review
also used information obtained from literature reviews,
analyses of available surveys and other reports, existing
compilations of research and data related to the issues
under study, and input from a broad range of stake-
holders. Areas noted as lacking intervention are
explained in detail in this report. The Legislative Task
Force on Obesity made recommendations in three
areas: medical interventions, state legislature or local
government policy involvement, and population based
incentives. The task force dissolved upon completion
of this report.
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Full Report January 1, 2006

INTRODUCTION

In the United States, obesity has risen at an epi-
demic rate during the past 20 years. Approximately
119 million Americans weigh too much. Of the 64.5
percent of adult Americans who are either overweight
or obese, 28.9 percent are obese and 35.7 percent are
overweight. Estimates of the number of obese
American adults rose from 23.7 percent in 2003 to
24.5 percent in 2004. According to the Alabama
Behavior Risk Factor Surveillance System (BRESS),
from 1991 to 2001 obesity rates increased 76 percent. )

In 2003, 15 states had obesity prevalence rates of
15 to 19 percent; 31 states had rates of 20-24 percent;
and four states had rates more than 25 percent.
Alabama was one of these four states. In November
2004, Alabama had the highest percentage of over-
weight/obesity in the nation. In 2005, Alabama
dropped to second place, not because of weight loss,
but because Mississippians gained more pounds.

Approximately 28 percent of adults in Alabama are
obese, with rates similar for men (27.1 percent) and
women (29.6 percent). In addition, approximately 35
percent of the adults are overweight -- considerably
more males (42.9 percent) than females (27.3 percent).
Racial and socioeconomic differences in prevalence
rates are also evident. In the overweight category, the
Hispanic population is at 50.3 percent, the Caucasian
population at 34.7 percent, and the African American
population at 32.4 percent. Obesity is prevalent in 37
percent of African American versus 26.5 percent of
Caucasian, and only 14 percent of Hispanics. The
prevalence of obesity among persons at the lowest
income levels (less than $15,000 annually) is approxi-
mately 32 percent, compared to a prevalence of almost
25 percent among persons with annual incomes at or
exceeding $50,000. Obesity occurs in approximately
28 percent of adults with less than a high school edu-
cation, as compared to 22 percent among college grad-
uates. A geographic study of obesity in Alabama was
completed utilizing BRESS obesity data from 1995 to
2000 combined with US Census 2000 data. The geo-
graphic distribution of obesity illustrates the highest

burden is located in the Black Belt region of Alabama;
however, even counties outside this region exceed the
national average. No county in Alabama can boast of
low obesity rates. ©

The causes of obesity are complex. The most
widely accepted reason is consuming too many calories
as compared to the physical expenditures made.
Genetics or family history is a valid point for some,
but the rapid increase of obesity for the general popu-
lation indicates lifestyle issues instead of changes in
human genetics.

It is well established that consuming five or more
servings of fruits and vegetables a day and three serv-
ings of low fat milk are beneficial in weight control.
However, in Alabama 77.4 percent of adults do not eat
five servings of fruit and vegetables a day. There is lit-
tle doubt that regular physical activity is good for over-
all health. Physical activity decreases the risk for dis-
eases such as colon cancer, diabetes, and high blood
pressure and is beneficial for bone health, enhancing
mental clarity, and as a stress reducer. It is very impor-
tant in weight control. Despite all the benefits of
being physically active, most Alabamians are sedentary.
Alabama ranks as the tenth worst state in terms of
prevalence of leisure time physical activity. Twenty-
seven percent of Alabama adults reported participating
in no leisure time physical activity. In addition, 60
percent of the population did not meet the national
guidelines for moderate physical activity, and 79 per-
cent did not meet the guidelines for strenuous activity.

The life expectancy rate for an Alabama citizen is
74.1 years as compared to 77.2 years for the average
adult in the United States. In 2001, the life expectan-
cy for an Alabama adult was comparable to the
American adult in 1981. This places Alabama 20
years behind the average state in terms of average life
expectancy in the United States. Unless changes are
made in lifestyles and behaviors, today’s youth may be
the first generation in history not to outlive their par-
ents. Rates of chronic diseases in which obesity is a
risk factor are high in Alabama, including the top two
causes of death in Alabama, cardiovascular disease
(CVD) and cancer. Alabama ranks above the national
average in deaths due to heart disease, ranks third in
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terms of adult hypertension, and has one of the high-
est rates of diagnosed diabetes (8.4 percent). Diabetes
is the sixth leading cause of death in Alabama with
3,964 or 3 percent of all deaths from 1998 to 2000."
Population-based statistics are not yet available regard-
ing the prevalence of type 2 diabetes in schoolchildren.
Verbal reports, however, indicate that diabetes in chil-
dren is growing. Because of elevated risks in Alabama
school students, Alabama experiences an even greater
potential for type 2 diabetes in school-age children.

Obesity costs are of importance as well. Costs are
incurred at different levels; namely the individual’s
physical and mental health care costs, business’ costs
related to employees, and population based costs
directed by hospitals, businesses, and insurances —
including Medicaid and Medicare. Based on research
by MetLife, the CDC, and the American College of
Cardiology, three conditions related to obesity - dia-
betes, arthritis, and heart disease - cost employers more
than $220 billion annually in medical care and lost
productivity. ® A study published in the “American
Journal of Health Behavior” showed that annual med-
ical expenses for a large city’s employees increased from
$114 for normal-weight individuals to $573 for the
overweight - to $620 for the obese.*? Obesity is
associated with 39 million lost workdays; 239 million
restricted-activity days; 90 million bed days; 63 mil-
lion physician visits. Obese individuals have higher
health care utilization rates: 36 percent higher inpa-
tient and outpatient spending; 77 percent higher med-
ication spending; 45 percent more inpatient days; 48
percent more expenditures over $5000 11 percent
higher annual health care costs.”’  The report, "F as in
Fat: How Obesity Policies are Failing in America,”
stated that Alabama spent the equivalent of $293 per
person on its 4 million plus residents last year paying
for health care costs related to obesity - the ninth high-
est amount in the nation.” Because of increases in
health care costs and health insurance for state
employees and public education employees, the
Legislature held a special session in November 2004 to
address ways to contain the rise in health insurance
costs.
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Current Alabama Interventions:

Despite limited resources, the Alabama
Department of Public Health (ADPH) and the
University of Alabama in Birmingham (UAB) pledged
to work together to address healthy opportunities for
all Alabamians. The first State Obesity Task Force
meeting was held in May 2004. Over 70 representa-
tives attended from public health, academia, health
care, education, businesses, and community groups.
The charge of the task force was to develop and imple-
ment a comprehensive state plan to reduce obesity in
Alabama among all segments of the population. The
purpose was not to change the approaches already in
progress, but rather to help Alabama work together as
a whole. The task force members agreed to utilize evi-
denced based practices in developing the plan.
Members agreed to address weight concerns through
emphasizing a healthy relationship with food, a
healthy body weight, and a physically active lifestyle.
Pharmacological and medical interventions were not
addressed, as the plan focused on interventions suit-
able for any person, regardless of their weight status.
In May 2005, the Alabama Obesity Task Force’s
Strategic Plan for the Prevention and Control of
Overweight and Obesity in Alabama was released.

Also in May 2004, a joint resolution from the
Alabama Legislature urged Alabama schools to provide
age-appropriate and culturally sensitive instruction to
help students develop the knowledge, attitudes, skills,
and behaviors to adopt, maintain, and enjoy healthy
lifestyle habits relating to eating habits and being phys-
ically active. The State Department of Education con-
vened a statewide committee to review and make rec-
ommendations that address the state of health of
Alabama’s youth. This committee developed specific
recommendations for implementation in all public
schools addressing the nutrition and physical activity
opportunities during the school day. The State Board
of Education adopted the recommendations and
implementation began in the 2005-2006 school year.
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Legislative Task Force on Obesity Appointed:

The two state plans, the State Obesity Plan and
the Department of Education’s committee report, were
coordinated to prevent duplication of efforts.
However, in comparing plans, it was noted that all
approaches to address obesity were not covered.
Therefore, during its regular session the Alabama
Legislature passed House Joint Resolution HJR40, Act
No. 2005-257 establishing the Legislative Task Force
on Obesity to study the various solutions available to
address the impact of obesity on Alabama’s citizens,
including, but not limited to, educational awareness,
lifestyle or behavioral choices, community based envi-
ronmental strategies, and medical or pharmacological
interventions. The resolution listed the organizations
to participate. Members served without compensa-
tion. The task force dissolved upon completion of the
report. (Member listing is Attachment 1.)

Donald E Williamson, MD, State Health Officer,
convened the first Legislative Task Force on Obesity
meeting on September 26, 2005. At this meeting,
members began the process of studying various solu-
tions available to address the impact of obesity. Dr.
Williamson provided an overview of obesity in
Alabama. The two statewide plans, various non-relat-
ed interventions occurring at the county and local lev-
els, research initiatives from state universities, interven-
tions through other state agencies, such as the
Department of Agriculture and Industries, and “for
profit” weight loss programs were presented. In addi-
tion, the Women’s Health Advisory Council provided
an example from volunteer health related councils.
The task force members understood these examples
were non- inclusive and that obesity was being
addressed by others, such as the Cooperative Extension
Service, private physicians, wellness groups, and oth-
ers. All used comparable interventions.

The packet of materials provided included the
State Obesity Plan; the State Board of Education’s
adopted recommendations and additional explanatory
materials used to implement the recommendations;
materials from the American Heart Association; hand-
outs from the Women’s Health Advisory Council and
from the Department of Agriculture and Industries;
excerpts from the Trust for America’s Health Report;

and highlights from states receiving funding from
CDC to address obesity. These materials provided
information on state activities as well as actions out-
side Alabama. Dr. Williamson’s PowerPoint presenta-
tion to the task force was also provided.

In preparation for the second meeting, members e-
mailed comments to Dr. Williamson on the charge
given, which was:

» To verify existing interventions were targeted
to all races, ages, both genders, different eco-
nomic levels, and different educational levels

* To identify gaps or areas not addressed
e To list interventions not utilized in Alabama

At the second meeting, October 19, 2005, the
committee received information on a surgical interven-
tion used in addressing obesity. Following the discus-
sion, Dr. Williamson began the process of reviewing
the comments emailed while providing opportunity
for additional comments to be made. A summary of
the gaps was e-mailed to members for review and com-
ment. The summary was used at the third meeting,
November 16, 2005, to enable members to discuss
thoroughly the aspects of each recommendation.



LEGISLATIVE TASK FORCE ON OBESITY

JANUARY 2006

Recommendations:

The members of the Legislative Task Force on
Obesity identified three areas where gaps existed or
enhancements were needed in the current efforts to
address the obesity epidemic in Alabama. The areas
are listed below.

e Medical interventions

*  State legislature or local government policy
involvement

* Population incentives

MEDICAL INTERVENTIONS

The etiology of obesity includes multiple factors
that need to be addressed in order to sustain signifi-
cant and sustained weight loss. One is recognition of
obesity as a disease state, instead of only a lack of indi-
vidual will power. Physicians play a key role in assess-
ing, evaluating, and treating the patient. Despite the
prevalence and health complications of obesity, some
physicians may be reluctant to address this condition
with their obese patients.>® Less than half of obese
adults report being advised to lose weight by health
care professionals.®”’ There are various reasons for the
lack of counseling. Some physicians feel that giving
advice to patients about weight loss will go unheeded,
while others are concerned with the amount of time
that appropriate counseling requires. Without ade-
quate reimbursement, physicians and other health care
workers may be hesitant to take on long-term patient
obesity management.”® Examples of possible reim-
bursement include plans from Blue Cross/Blue Shield
of North Carolina offering some of the most extensive
coverage for obesity treatment in the nation. The
insurer assumes that the cost of helping people slim
down will be lower than that of treating obesity-related
diseases. Some physicians point to a lack of tools and
training to implement these interventions. Still others
avoid talking about weight because they fear offending
their patients. However, persons who reported receiv-
ing advice to lose weight from their physicians were
significantly more likely to report trying to lose weight
than those who did not.”

Weight counseling, somewhat different from other
disease states, has better outcomes utilizing a team
approach. Patient care skills from nurses, registered
dietitians, psychologists, and exercise therapists are
important for making long-term changes.” All
providers need effective communication skills to talk
to a person about overweight/ obesity.

Committee members voiced several concerns. The
first concern was that medical doctors might not be
adequately educated in clinical nutrition during college
or residency, resulting in a weaker background in
nutrition for weight loss. A second area of concern
was in counseling skills. It was agreed that all medical
providers, regardless of discipline, needed to have
appropriate counseling skills. These skills include
motivational interviewing and techniques for behav-
ioral changes to help people understand how to change
instead of only what to change. Committee members
also voiced the concern that even trained providers
may feel they do not have the time to provide a serv-
ice, such as weight loss counseling if there is no reim-
bursement. However, the committee did not feel a
mandate requiring such coverage was appropriate.
Therefore, recommendations for managing overweight
and obese persons are:

* DProviders should receive appropriate training
and adequately assess patients for obesity.

*  Obesity should be recognized as a disease state.

e If obesity is a covered benefit, the provider
should receive appropriate reimbursement.

Bariatric surgery involves reducing the size of the
gastric reservoir, with or without a degree of associated
malabsorption.” As a result, the amount of food con-
sumed is lessened, and weight loss occurs. It must be
emphasized that these procedures are in no way to be
considered as cosmetic surgery. While obesity, of
itself, is a risk factor,"” most associated mortality and
morbidity is associated with co-morbid conditions.
Weight loss surgery is an option for carefully selected
patients with clinically severe obesity; i.e. a BMI> 40,
or a BMI > 35 with co- morbid conditions when less
invasive methods have failed and the patient is at high
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risk for obesity associated morbidity or mortality.""'?
Bariatric surgery was recognized by the National
Institutes of Health Consensus Conference, 1992, as a
treatment option.""

Data supports the fact that patients are more likely
to have successful surgical outcomes if the surgery is
performed in a facility that is adequately equipped and
staffed by a surgeon who is properly trained and has
performed a number of surgeries.”*'¥ The benefits of
the surgery must be balanced against the risk of peri-
operative death and short-term adverse outcomes. The
risk and complications are not well known by the pub-
lic."** The complication rates are reported primarily
from academic centers with specialized programs.®*'®
Patients aged 65 and older seem to have a substantially
higher risk of death in the early postoperative period
than younger patients do; however, there is no consen-
sus regarding the efficacy and safety of this surgery in
older adults."” Similarly, performing surgery for older
children and teenagers continues to be an unresolved

debate.

Committee members expressed the desire for success-
ful surgeries, with low to zero complication rates, to be
available in Alabama with strict safety codes in place.
Barriers, including costs, were identified. Whereas
total insurance coverage would be one solution, the
realities of small businesses not being able to cover the
premium costs, an increasing turnover rate of employ-
ees resulting in businesses not receiving the direct ben-
efit from employee weight loss, and the need for addi-
tional cost benefit studies with risk factors considered
were acknowledged. The rate at which bariatric proce-
dures are being performed is rapidly increasing. The
committee unanimously agreed to the following rec-
ommendations for bariatric surgical procedures for the
State of Alabama:

*  Develop or adapt specific guidelines, such as
the National Institutes of Heath, statewide in
order to qualify persons for weight loss surgery.

* Require all weight loss surgery be performed
within a comprehensive surgical weight loss
program that provides a medical team
approach (e.g., The American Society of
Bariatric Surgery’s standards for recognition as

a Bariatric Surgery Center of Excellence or
their equivalent).

* Recommend that businesses consider potential
benefits to be gained from providing coverage
to their employees.

¢ Inform business leaders of the benefits, risks,
and cost from validated research studies.

Most medical reviews of the benefit for pharma-
cotherapy on weight loss are from studies that include
advice or behavioral therapy promoting reduced ener-
gy intake and increased physical activity. Such data
reports weight loss from these drugs after one year is
modest. However, since 1995, the use of the prescrip-
tion drugs for weight loss has increased greatly. The
increased interest in drug treatment of obesity derives
from the poor long-term results often obtained with
behavior therapy, including diet and physical activity.
The pharmacotherapy recommendation from NIH
states: “Weight loss drugs approved by the FDA for
long-term use may be useful as an adjunct to diet and
physical activity of patients with a BMI> 30 and with-
out concomitant obesity related risk factors or diseases.
Drug therapy may also be useful for patient with a
BMI > 27 who also have concomitant obesity related
risk factors or diseases.”"” Continual assessment of
drug therapy for efficacy and safety is necessary."”
Although diet, behavior modification, and physical
activity will always be appropriate, forecasting indi-
cates new, effective medication with minimal side
effects for treatment will be in the near future."”

Due to the rapidly evolving information regarding
the use of pharmacotherapy for weight loss the com-
mittee’s recommendation for pharmacotherapy is:

Payers should have the option of providing
coverage with more drug options for weight
loss treatment.
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STATE LEGISLATURE OR
LOCAL GOVERNMENT
POLICY INVOLVEMENT

Physical activity and energy expenditure is much
more than planned exercise; it also includes physical
activity aspects of the total day. The opportunity to be
physically active is primarily dependent upon the
organization of the community. Obesity is linked with
areas of residence, resources, television, community
‘walkability’, land uses, sprawl, and level of depriva-
tion." An assessment will assist in determining the
community’s ability to help or hinder physical activity
and healthful eating and will review the built environ-
ment."” The built environment includes urban design
factors, what the land is used for, available public
transportation for a region, and the available activity

options. Measures of the built environment and travel
patterns are important predictors of obesity across gen-
der and ethnicity.”” The American Institute of
Architects encourages community planning that sup-
ports continuous pedestrian linkages among the resi-
dential, institutional, commercial, and recreational
places that support our daily lives.*? In addition,
experts in law, urban planning, and public health are
increasingly calling for changes to zoning that will
facilitate pedestrian-friendly development.?? Policy
makers can reform zoning regulations and land uses
policies. The results provide a walking- friendly envi-
ronment and supports walking/ biking as an attractive
alternative to driving for a more physically active and

healthy citizenry.®

The committee agreed that the environment influ-
ences a person’s choice to be physically active.
Committee members voiced that barriers in communi-
ties included the lack or poor repair of sidewalks, the
lack of safe walking and biking paths, and poor light-
ing could be a deterrent to walking in some communi-
ties. Therefore, the committee recommends:

* An evaluation of ways to encourage increased
physical activity in communities and housing
developments should be made widely available
to policy makers, community planners,

builders, and others, as the Legislature deems
appropriate.

When an issue is considered a priority, attention and
resources are received to address the concern. The
committee also felt that obesity issues should be a pri-
ority. The committee agreed that public and private
partnerships are needed to provide the leadership nec-
essary to reduce and prevent obesity by making the
issue a priority and communicating its importance.
This effort will require increased and sustainable fund-
ing. The committee recommends:

* The Legislature should consider allocating
funds to implement the plans from the State
Obesity Task Force and the Department of
Education’s Student Health Task Force without

increasing taxes.

10
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POPULATION INCENTIVES

According to a study of national costs attributed to
both overweight (BMI 25-29.9) and obesity (BMI
greater than 30), medical expenses accounted for 9.1
percent of total U.S. medical expenditures in 1998 and
may have reached as high as $78.5 billion ($92.6 bil-
lion in 2002 dollars.®**** That figure does not
include the additional $56 billion in associated indi-
rect costs, bringing the total to about $149 billion.®
The difference in spending on people who are over-
weight and those of normal weight were, for the most
part, not statistically significant by themselves.
However, major differences appeared for those who
were obese. The average increase in spending over a
person of normal weight was $732 per year -- 37.4
percent more.*”

Because the financial burden now rivals that attrib-
utable to smoking and is increasing, incentives from
government and health insurance companies are rec-
ommended to help people lose weight.?” The incen-
tive programs, for persons who reach and/ or main-
tain appropriate body anthropometrics, would not
penalize the overweight or obese person but reward the
employee for achieving and maintaining healthy life.
Although some insurers subsidize memberships to
health clubs to promote physical activity, most do not
include incentives to encourage weight loss. There are
aspects about health insurance that could increase per-
sonal responsibility and harness the free-market power
to encourage good decisions on diet and activity. In
short, health insurers could compete with each other
to contrive a system that best balances the consumer
health and self-interest.®*>" Incentives at the business
place can be attractive to the employee. A wide variety
of corporations and health benefit plans have devel-
oped comprehensive prevention and treatment plans
including discounted health-club and weight-loss pro-
gram memberships and insurance coverage for medical
nutrition therapy, and physician-supervised medical
weight management.

Therefore, the committee’s recommendation is:

* Businesses and employers should be encour-
aged to consider incentives, through insurance

plans or other means, offered to employees
who engage in a wellness program to achieve a

healthy body.
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Additional comments:

The committee discussed two additional areas.
The first area was in strengthening recommendations
made through the Alabama Obesity Task Force’s
Strategic Plan and the State Department of Education’s
Statewide Committee to Review the State of Health of
America’s Youth with Particular Emphasis on
Alabama’s Youth. The second area of discussion was
taxation.

Recommendations to strengthen the section of the
Alabama Obesity Task Force’s Strategic Plan targeting
specific groups in the population were noted. In par-
ticular, plans directed toward those persons with dis-
abilities need expansion and clarifications to include
specific methods to address barriers to mobility,
teacher certifications, and referral.

The committee recognizes the benefits of routine
physical activity and of annual physical education
courses during the school day. Upon reviewing the
recommendations of the State Department of
Education’s Statewide Committee to Review the State
of Health of America’s Youth with Particular Emphasis
on Alabama’s Youth, the absence of physical education
requirements in the tenth through twelfth (10 — 12)
grades was noted. The committee felt this was an area
for possible reconsideration in the future.

While discussing other states’ actions taken to
address obesity, taxation was noted. The committee
agreed that although it is the individual who must
change his or her behavior, many factors in the envi-
ronment will influence those decisions. It was agreed
that behavioral change occurs through both positive
and negative reinforcements. In some states, docu-
mentation appears to support that taxes, even at lower
levels, generate revenue used to address obesity; how-
ever, changing behavior practices in relation to pur-
chasing empty calorie foods are not well documented.
Therefore, after much consideration, the committee
voted against recommending legislative efforts to pass
a sales tax on empty calorie foods and beverages as well
as on activities encouraging the lack of physical activity.

12
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The Legislative Task Force on Obesity made rec-

ommendations in three areas: medical interventions,

JANUARY 2006

State legislature or local government policy
involvement

13

state legislature or local government policy involve-
ment, and for population based incentives. A summa-
ry of those recommendations are as follows:

Medical Interventions

Recommendations managing overweight and
obese persons are:

* providers should receive appropriate train-
ing and adequately assess patients for obe-
sity

* obesity should be recognized as a disease
state

 if obesity is a covered benefit, the provider
should receive appropriate reimbursement

Recommendations for bariatric surgical proce-
dures for the State of Alabama are:

* to develop or adapt specific guidelines,
such as the National Institutes of Heath,
statewide in order to qualify persons for
weight loss surgery

* require all weight loss surgery be per-
formed within a comprehensive surgical
weight loss program that provides a med-
ical team approach (e.g., The American
Society of Bariatric Surgery’s standards for
recognition as a Bariatric Surgery Center of
Excellence or their equivalent)

 for businesses to consider potential benefits
to be gained from providing coverage to
their employees

e to inform business leaders of the benefits,
risks, and cost from validated research
studies

The recommendation for pharmacotherapy
used for weight loss is that payers should have
the option of providing coverage with more
drug options for weight loss treatment.

An evaluation of ways to encourage increased
physical activity in communities and housing
developments should be made widely available
to policy makers, community planners,
builders, and others, as the Legislature deems
appropriate.

The Legislature should consider allocating
funds to implement the plans from the State
Obesity Task Force and the Department of
Education’s Student Health Task Force without
increasing taxes.

Population incentives

Businesses and employers should be encour-
aged to consider incentives, through insurance
plans or other means, offered to employees
who engage in a wellness program to achieve a

healthy body.

Together

LIFE AT
OHC A TIME

A M A
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