
1928     Obesity | VOLUME 27 | NUMBER 12 | DECEMBER 2019 www.obesityjournal.org

Obesity

The Obesity (Under) Treatment Conundrum
William H. Dietz

This issue of Obesity includes an article by Saxon et al. (1) in which 
the authors demonstrate the low frequency with which drugs are pre-
scribed by primary care providers for the treatment of adult obesity. 
Using electronic health record data from more than 2 million adults 
with BMI > 30 or BMI between 27 and 29.9 with an obesity-associated  
comorbidity, the authors found that only 1.3% of the cohort was pre-
scribed a medication approved for obesity treatment. Phentermine  
accounted for more than 75% of all prescriptions, more than half of 
the phentermine prescriptions were prescribed for more than 120 days, 
and almost 34% of prescribers filled prescriptions for more than a  
year despite US Food and Drug Administration (FDA) approval of 
the drug for only short-term use. Of those few providers who pre-
scribed medication, 24% wrote almost 90% of all prescriptions that 
were filled.

These observations illustrate the obesity treatment conundrum: why, 
despite five effective FDA-approved drugs for weight loss, is the highly 
prevalent problem of obesity undertreated? A variety of factors contrib-
ute to the conundrum. The first may be lack of recognition. Although 
Saxon et al. (1) established the diagnosis of obesity from electronic 
health records, they did not assess whether the diagnosis of obesity was 
recognized and recorded by a provider and whether a treatment plan 
other than pharmacotherapy was specified. Therefore, we do not know 
the frequency with which any treatment plan was prescribed or the fre-
quency with which pharmacotherapy was used compared with other 
treatments, such as counseling. In a chart review of data collected in 
2010 and 2011, medical residents were knowledgeable about how to 
assess obesity, but BMI was not reported in either the admission or 
discharge note. Furthermore, obesity was noted in the admission note 
or assessment plan only  in 6% of patients with obesity and 15% of 
patients with severe obesity (BMI > 40) (2). If obesity is not recognized, 
it should be no surprise that it is not treated.

A second problem may be the lack of patient demand. Among patients 
with obesity, less than 10% sought help for weight loss from a health 
professional, although more than 50% tried to lose weight on their own 
(3). Because more than 80% of patients with obesity reported that they 
are completely responsible for their weight (4), patients may not expect 
or ask their provider for advice regarding weight loss.

Provider knowledge, attitudes, and bias may also contribute to the 
conundrum. In a 2016 survey, less than 20% of internists, family practi-
tioners, obstetricians, and nurse practitioners knew the guidelines for the 
duration of obesity therapy recommended by the US Preventive Services 
Task Force, the appropriate BMI cut points for the use of pharmaco-
therapy, or the duration of pharmacotherapy (5). Only 8% of providers 
correctly identified the recommended threshold for the initiation and 

continuation of pharmacotherapy for obesity (5). In addition, 69% of 
people with obesity reported experiencing weight bias from physicians, 
and the frequency with which people with obesity experienced bias 
increased with the severity of obesity (6). The perception that people 
with obesity are responsible for their weight is a bias that may contribute 
to low rates of treatment.

Even if a provider is knowledgeable and the patient engaged, time and 
cost may be additional barriers. Few providers and patients may be able 
to meet the recommendation of the US Preventive Services Task Force 
that patients with obesity receive intensive behavioral therapy delivered 
in 12 to 26 visits over the course of a year (7). As with state employee 
and Medicaid plans, health insurance plans may limit the frequency of 
counseling and may not cover pharmacotherapy at all (8). Even when 
pharmacotherapy is included in a plan at low or no cost, providers and 
patients may not be aware of the benefit, which may account for low 
rates of the use of pharmacotherapy (9).

Although treatment alone will not end the obesity pandemic, resolv-
ing the treatment conundrum will be essential to improve the lives and 
reduce the costs of those people already affected. Resolution of the 
conundrum will require the integration of multiple strategies, including 
empowerment of people with obesity to demand appropriate and effec-
tive care, overcoming bias and stigmatization, documentation of obe-
sity, shared decision-making about care with competent providers (10), 
adherence to a standard of care (11), and inclusion of pharmacotherapy 
in health plan formularies. Federal and state policy makers should work 
to ensure that public insurance programs, such as Medicaid and state 
employee health plans, cover FDA-approved drugs for obesity. None of 
these efforts alone is likely to improve obesity care. The most effective 
strategy may be to recognize that obesity is a disease and needs to be 
treated as such and to hold providers accountable for the care that they 
provide—or don’t. O
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