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BACKGROUND OF TELEMEDICINE

The World Health Organization defines telemedicine as “the delivery 
of health care services, where distance is a critical factor, by all health 
care professionals using information and communication technologies 
for the exchange of valid information for diagnosis, treatment, and 
prevention of disease and injuries, research and evaluation, and the 
continuing education of health care providers, all in the interests of ad-
vancing the health of individuals and their communities” (1). Based on 
a search of English- language documents in the PubMed database, this 
narrative review will survey the use of telemedicine for weight man-
agement in adult patients. For this review, we will explore the land-
scape of telemedicine according to the World Health Organization’s 
definition to highlight the ways in which telemedicine can help over-
come barriers to effective long- term weight- management care.

With the growth of the internet for commerce and communica-
tion, health care providers (HCPs) have been increasingly able to im-
plement telemedicine approaches, such as web- based (e.g., text and 

email messaging, tele- consultations, videoconferences) and multi-
media (e.g., video, digital imagery) collaborations (1). Such innova-
tions enable new possibilities and herald still greater opportunities 
for the use of telemedicine in health care.

The use of telemedicine has grown rapidly in recent years. Data 
from a large private health plan in the US show that annual tele-
medicine visits increased from 206 in 2005 (0.020 per 1,000; 95% 
CI: 0.018- 0.021) to 202,374 in 2017 (6.57 per 1,000; 95% CI: 6.54- 
6.60). The use of telemedicine in primary care and mental health 
services accounted for most of these visits (2). In a 2016 report by 
the US Department of Health and Human Services, it was estimated 
that 61% of health care institutions in the US were using some ver-
sion of telemedicine (3).

The COVID- 19 pandemic has led to further and even more rapid 
expansion in the use of telemedicine, because most patients have 
been unable to attend, unwilling to attend, or dissuaded to attend 
in- person care. According to the US Centers for Disease Control and 
Prevention, there was a 154% increase in telehealth visits during 
the last week of March 2020 compared with the last week of March 

Received: 6 August 2021  | Revised: 19 October 2021  | Accepted: 12 November 2021

DOI: 10.1002/oby.23382  

R E V I E W

C l i n i c a l  T r i a l s  a n d  I n v e s t i g a t i o n s

The benefit of telemedicine in obesity care

Scott Kahan1,2 |   Michelle Look3 |   Angela Fitch4,5

1National Center for Weight and Wellness, 
Washington, DC, USA
2Johns Hopkins Bloomberg School of 
Public Health, Baltimore, Maryland, USA
3San Diego Sports Medicine and Family 
Health Center, University of California San 
Diego, San Diego, California, USA
4Massachusetts General Hospital Weight 
Center, Boston, Massachusetts, USA
5Harvard Medical School, Boston, 
Massachusetts, USA

Correspondence
Scott Kahan, National Center for Weight 
and Wellness, 1020 19th St NW, Suite 
450, Washington, DC 20036, USA.
Email: scott.kahan@gmail.com

Funding information
Funding for this study was provided by 
Gelesis, Inc.

Abstract
It has been estimated that, by 2030, nearly 80% of adults in the United States will 
have pre- obesity or obesity. Despite the continued rise in obesity prevalence and the 
difficulty for many affected patients to lose weight and maintain lost weight, the use 
of guideline- supported treatments, including pharmacotherapy, intensive behavioral 
counseling, and bariatric surgery, remains low. There are many potential barriers to ef-
fective use of antiobesity treatments, including limited access to guideline- supported 
obesity care (often driven by practical challenges, geographic barriers, limited insur-
ance coverage, and high cost of care) and a dearth of specialists and comprehensive 
treatment teams. Driven in part by the COVID- 19 pandemic, the recent expansion of 
telemedicine offers unique opportunities to mitigate these factors. This review dis-
cusses the use of telemedicine to facilitate obesity treatment. Continued growth and 
utility of telemedicine for obesity care require further formative and experimental re-
search to determine best practices, assess challenges for implementation, and evalu-
ate long- term outcomes, as well as proactive policy changes to promote ongoing use 
of telemedicine beyond the COVID- 19 pandemic.
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2019 (p < 0.05) (4). Results from a study conducted from January 1, 
2020, to April 14, 2020, at a large academic health care system in 
the US showed a sizable increase in the volume of telemedicine use 
for both urgent and nonurgent care (5). For urgent care, the volume 
of telemedicine increased from 82 visits on March 4 to 1,336 visits 
155 days later. On the first day of expanded telemedicine visits for 
all ambulatory care, the number of visits increased from the pre- 
COVID- 19 average of 50 to greater than 1,000; more than 7,000 vis-
its were reached within 10 days. Telehealth claims for private payers 
in the US increased 3,060% from October 2019 to October 2020, 
coinciding with the onset of COVID- 19 in the US in early 2020 (6).

In response to the COVID- 19 pandemic, federal agencies relaxed 
regulations and increased funding for telemedicine. For example, 
waivers were approved allowing Medicare reimbursement for tele-
medicine visits equivalent to that for in- person visits. In addition, 
agencies suspended enforcement of certain software- related vio-
lations of the Health Insurance Portability and Accountability Act 
and allowed patient care across state lines. Although these mea-
sures were intended to remain in effect only temporarily during 
the COVID- 19 public health emergency, there has been extensive 
interest in continuing or adapting these measures to support ongo-
ing use and growth of telemedicine and virtual care (7). However, in 
some states, emergency orders to expand telehealth are expiring, 
and modified requirements for telehealth are being rolled back to 
pre- COVID- 19 policies (8).

Although the responses to COVID- 19 have accelerated its adop-
tion, telemedicine was already being integrated into health care 
practice. For example, among patients enrolled in a large private 
US health plan, from 2005 to 2017, telemedicine visits increased 
at an annual compound growth rate of 49% (95% CI: 41- 58) (2). 
Telemedicine visits for primary care increased 26% annually before 
2016 and grew rapidly to 136,366 visits in 2017; the rise in 2016 
and 2017 occurred after an expansion of coverage for prescribing 
via telemedicine. By 2017, telemedicine was used most frequently in 
primary care practice (2).

Although telemedicine has been most frequently used in primary 
care practice (2), several medical specialties, including mental health 
care, dermatology, and radiology, have incorporated telemedicine 
to overcome limited patient access to care (9- 11), due in part to a 
dearth of specialty providers in these areas, and to decrease costs 
(10,12). From 2005 to 2017, the use of telemedicine in mental health 
care grew steadily (2). A review of the tele- mental health literature 
for the period between July 2003 and March 2013 found that vid-
eoconferencing appeared to be as effective as in- person care with 
respect to feasibility, age of patient, outcome, satisfaction with a 
single assessment, and consultation or follow- up use for conditions 
that include depression, substance use, posttraumatic stress disor-
der, and developmental disabilities (10).

A systematic search of the literature relating to telemedicine 
in dermatology found that, of 204 articles reviewed, 138 reported 
that tele- dermatology was feasible, reliable, and effective (13). A re-
cent randomized controlled trial evaluated an online, collaborative, 
connected- health model for psoriasis care from the perspective of 

both patients and providers. Patients considered collaborative, con-
nected telehealth to be accessible, efficient, effective, safe, equita-
ble, and patient centered. HCPs, including primary care providers 
(PCPs) and dermatologists, reported that they found telehealth to 
be valuable in delivering high- quality, coordinated care (9). Results 
from a survey of 937 US radiologists showed that tele- radiology has 
become widely employed in many practice settings and subspecial-
ties and that it is used across numerous imaging modalities. Most 
respondents reported that tele- radiology was valuable in reducing 
turnaround times and increasing after- hours, geographic, and sub-
specialty coverage (11).

In aggregate, these data suggest that patients are interested 
in and may prefer virtual visits with their doctors. The increase in 
patient demand for telemedicine may be due to several factors, in-
cluding the convenience of appointments, the decrease in the time 
commitment required for visits, the increased availability of reim-
bursement for visits, and the development of technology leading to 
improvements in the quality of the video interaction. Overall, the 
landscape of telemedicine will continue to evolve well beyond the 
COVID- 19 pandemic.

BARRIERS TO OBESIT Y TRE ATMENT

By 2030, nearly 80% of adults in the US are projected to have pre- 
obesity (BMI of 25- 29.9 kg/m2) or obesity (BMI ≥ 30 kg/m2) (14,15). 
(“Pre- obesity” is used in lieu of “overweight” throughout this review 
because the authors believe that the term better reflects the ten-
dency for continued weight gain to obesity and the nature of obe-
sity as a chronic disease.) Excess weight is associated with increased 
morbidity (12,16) and mortality (16,17). Additionally, patients with 
obesity are at increased risk for severe COVID- 19 and have increased 
morbidity and mortality due to COVID- 19 (18); this risk extends to 
those patients at lower levels of excess weight (19,20).

Guideline- based treatments for obesity, including intensive 
behavioral treatment, pharmacotherapy, and bariatric surgery, are 
overwhelmingly underutilized. According to a cross- sectional anal-
ysis of data from the 2011- 2018 National Health and Nutrition 

Study Importance

What is already known?

► Prior publications have examined the use of telemedi-
cine in obesity care prior to the COVID- 19 pandemic.

What does this review add?

► This work reviews the landscape for telemedicine in obe-
sity care in the pre-  and post- COVID- 19 environments.

► This work discusses how the expansion of telemedicine 
may address barriers to effective weight management.
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Examination Survey, only 19.6% of patients with pre- obesity 
and 57.5% of patients with obesity reported receiving weight- 
management counseling from an HCP in the previous 12 months (8). 
Only 1% to 2% of patients with pre- obesity or obesity are managed 
with pharmacotherapy (21,22). Despite its efficacy, only about 1% 
of eligible patients receive bariatric surgery (23). Notable barriers 
to the use of these treatments, and to effective long- term weight 
management overall, include limited access to specialized care, high 
cost, and limited insurance coverage.

Poor access to an HCP with training in obesity medicine and in-
terdisciplinary treatment teams (e.g., obesity medicine physicians, 
behavioral therapists, dietitians, health coaches, exercise physiol-
ogists) pose a significant barrier to effective care (24). Geographic 
barriers, particularly in rural areas, further reduce access to care 
(24,25). Access may also be limited by a perceived shortage of time 
and the relatively low priority given to obesity treatment during pri-
mary care office visits. In a recent survey, only 38% of patients with 
obesity reported discussing a weight- loss plan with an HCP within 
the past 6 months (26). The reason cited most frequently (52%) by 
clinicians who did not initiate discussions about weight loss was a 
lack of time during the appointment (26). Another study found the 
most common limitations to obesity counseling were lack of time 
(67% of HCP respondents), lack of training in obesity management 
(56%), poor insurance reimbursement (53%), and limited tools to help 
patients recognize obesity risks (53%) (27).

Although addressing cost barriers does not always improve up-
take of care (28), cost and reimbursement issues present additional 
obstacles to effective weight- management care (25). Success in 
weight- management programs improves with more frequent visits 
(29). Even when insurance coverage exists, time off work for travel 
to specialist centers, as well as the economic burden of insurance 
copays required for numerous visits, may be prohibitive for many 
persons in need of ongoing care. Lack of coverage by health care 
systems for weight- management interventions is a persistent chal-
lenge, adding to the cost barrier (25). Traditionally, insurance cover-
age for obesity counseling and treatment has been limited. Medicare 
explicitly excludes the prescription of pharmacotherapy to treat 
obesity for its beneficiaries, and most private health insurance plans 
have limited coverage for antiobesity medication (30,31).

Another hindrance to effective treatment is lack of patient 
adherence to weight- management plans. In a systematic review, 
Burgess et al. (32) identified numerous determinants of patient at-
trition from behavioral interventions. Key barriers to behavioral 
change included the patient’s lack of time, health and physical lim-
itations, and socioeconomic constraints. Moreover, obesity (16) is 
a chronic condition for which the pathophysiologic underpinnings 
make long- term weight maintenance difficult and weight regain 
common. A meta- analysis of 29 long- term weight- loss studies found 
that >50% of weight lost was regained within 2 years and >80% of 
weight lost was regained within 5 years (19,33). To address these 
issues, ongoing management (often including frequent clinical inter-
action) is indicated, placing a significant burden of time, resources, 
and expense on both HCPs and affected patients.

Telemedicine offers emerging opportunities to reduce barri-
ers faced by both HCPs and patients alike, improve access to care, 
and ultimately improve long- term weight management and weight- 
related health outcomes. In this review, we discuss the landscape 
of telemedicine for weight management and describe opportunities 
for telemedicine to facilitate interactions between patients and their 
HCP.

OPPORTUNITIES FOR TELEMEDICINE TO 
ADDRESS SE VER AL KE Y BARRIERS TO 
BET TER OBESIT Y TRE ATMENT

Access

Analogous to PCP referrals for areas of medicine with constrained 
availability of specialized HCPs, such as mental health and derma-
tologic care (2,9), telemedicine can improve access to specialized 
obesity care. Telemedicine may be used by PCPs to make refer-
rals for their patients with pre- obesity or obesity, both within their 
communities and beyond their geographic locations. Telemedicine 
may also be useful for increasing access to treatment for patients 
with severe obesity who have mobility limitations. Moreover, there 
is considerable need for physicians who practice obesity medicine 
and related integrated teams (including obesity medicine specialists, 
psychologists, nurses, registered dietitians, and exercise therapists) 
to serve patients living in rural areas, who often have higher rates of 
obesity and severe obesity compared with patients living in urban 
and suburban areas (24,34,35). Specific barriers that patients in rural 
areas may encounter when trying to access effective care include 
long travel times to reach a medical practitioner, adverse weather 
conditions, and a lack of available local services (36). Whereas the 
use of telemedicine in rural areas may not have been feasible in the 
recent past because of technological limitations (such as require-
ments for access to high- speed internet and computer hardware), 
routine telemedicine visits can be performed with mobile phones 
(37), making visits for behavioral counseling and obesity treatment a 
feasible option for most patients.

Telemedicine has been used successfully to provide weight- 
management intervention to patients in rural and medically under-
served areas (35,36,38- 42). A multidisciplinary behavioral weight 
program implemented in seven primary care practices in South 
Carolina provided group sessions with clinical psychologists, regis-
tered dietitians, and exercise physiologists using two- way videocon-
ferencing. Patients who completed the program lost an average of 
3.5% (SD = 3.9%), a significant weight loss (p < 0.001) compared 
with weight measurements at baseline. Patient satisfaction was 
high; 97% of patients reported that they would recommend it to 
others. Critically, almost 95% of patients stated that, if not for the 
format provided, they would have been unable to participate in a 
weight- management program (35).

Specific interventions have been developed for certain commu-
nities, including patients with obesity who are members of racial/
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ethnic minority populations (43). For example, a primary- care– based 
intervention focused on weight- gain prevention was developed for 
Black women that included behavioral goals, skills- training materials, 
and a gym membership, as well as telemedicine elements including 
weekly self- monitoring via interactive voice response and monthly 
counseling calls. In a randomized clinical trial to evaluate the pro-
gram’s efficacy in preventing weight gain among premenopausal 
Black women with a BMI in the range of 25- 34.9, 62% of patients 
were at or below their baseline weights at month 12, compared with 
45% of patients receiving usual care (p = 0.03). At 18 months, pa-
tients had maintained significantly greater weight loss compared 
with a control group (mean difference −1.7 kg; 95% CI: −3.3 to −0.2 
kg; p = 0.03) (44). Another randomized clinical trial demonstrated 
that a weight- loss intervention combining a digital app and clinician 
counseling could achieve clinically meaningful weight loss among 
socioeconomically disadvantaged patients. The study included men 
and women with obesity (BMI of 30.0- 44.9) at an elevated risk for 
cardiovascular disease. Patients receiving the intervention showed 
greater weight losses relative to usual care at 6 months (net effect: 
−4.4 kg; 95% CI: −5.5 to −3.3; p < 0.001) and 12 months (net effect: 
−3.8 kg; 95% CI: −5.0 to −2.5; p < 0.001). A significantly greater pro-
portion of patients lost ≥5% of their baseline weight at 6 months 
(43% vs. 6%; p < 0.001) and 12 months (40.4% vs. 16.7%; p < 0.001) 
(45).

Telemedicine has also been utilized to improve access to 
obesity treatment for patients who are active- duty members of 
the military, military families (46), and veterans (36,47). A retro-
spective cohort study evaluated the effectiveness of providing a 
weight- management program to veterans via videoconferencing. 
The care team for the study included three registered dietitians, 
a psychologist, a physical therapist, and a wellness nurse. The 
veterans who participated in videoconferencing lost a significant 
amount of weight compared with controls; the mean difference 
between the groups was −5.5 (2.7 kg) (95% CI: −8.0 to −3.0; p < 
0.0001) (36).

Although there are many programs addressing telemedicine 
in rural areas, most telemedicine users live in urban settings (2). 
While telemedicine can increase access to HCPs and team members 
trained in obesity medicine for underserved populations, telemedi-
cine has the potential to also facilitate similar access for a wide va-
riety of patients.

Cost

Telemedicine may reduce the costs of obesity care. Virtual interac-
tions between patients and HCPs may be less expensive and more 
cost- effective than in- person visits (48). Krishnan et al. (49) reported 
a cost- effectiveness analysis of a digital behavioral weight- gain pre-
vention trial that included telephonic coaching by health- system 
personnel, personalized behavioral goals, a skills- training curriculum, 
patient self- monitoring via an automated interactive system, coun-
seling calls with a registered dietitian, and a gym membership. The 

program was shown to be cost- effective in preventing weight gain 
(49).

Spring et al. (50) evaluated individual components of behavioral 
obesity treatments, including those delivered remotely, to assess 
their cost- effectiveness in contributing to weight loss over a pe-
riod of 6 months; a goal of this study was to optimize a weight- loss 
treatment package for ≤$500 per person. A treatment package was 
identified that provided maximum weight loss for $427 per person. 
This package combination, which led to 57.1% of participants losing 
≥5% of body weight and 51.8% losing ≥7% body weight, included 
a smartphone app, personalized goals, online lessons, 12 coaching 
calls, training a support buddy, and progress reports sent to a PCP 
(50).

Additionally, telemedicine may reduce health care costs by sup-
porting integrated, efficient team- based care and use of auxiliary 
personnel. A study in the UK reported that a web- based weight- 
management intervention supplemented by remote nurse support 
was more cost- effective than the same program using in- person 
nurse support. The estimated incremental overall cost per kilogram 
of weight lost compared with the control group was 18 pound ster-
ling (£18 [US $24]) (95% CI: −£129 to £195) for the program with 
in- person support and −£25 (95% CI: −£268 to £157) for the pro-
gram with remote support. The probability of being cost- effective 
(at a threshold of £100 per kilogram lost) was 88% for in- person sup-
port and 98% for remote support (48). Moreover, use of virtual care 
reduces indirect costs of health care interactions, such as time off 
work to travel to in- person appointments.

Adherence

By decreasing the time and resource commitments needed for fre-
quent counseling appointments, telemedicine may also help improve 
long- term adherence. In one study, a comparison between patients 
who participated in a weight- loss intervention visit via videocon-
ference and those who attended in person showed a significantly 
higher retention rate (96%) for those who participated by videocon-
ference compared with those who attended in person (70%) (46). 
In a fully online, medically monitored weight- management program, 
Alencar et al. (51) investigated whether weekly health coaching de-
livered via videoconferencing could increase adherence to the use of 
remote- monitoring devices (scale and tracker). The patients receiv-
ing video coaching demonstrated significantly greater adherence 
to use of both the scale and the tracker, compared with self- guided 
controls (92% [0.10%] vs. 75% [5%], p < 0.05, 80% [0.14%] vs. 49% 
[15%], p < 0.05, respectively).

Long- term efficacy of current weight- loss 
treatment options

Weight regain represents another barrier to effective weight- 
management care for patients. Ahrendt et al. (36) reported that an 
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intervention provided via videoconference produced significant 
weight loss in participants compared with controls (mean difference: 
−5.5 [2.7] kg; 95% CI: −8.0 to −3.0; p < 0.0001) that was maintained 
for up to 1 year. A combined intervention has been adapted to in-
tegrate with population health- management support in the primary 
care setting. A recent randomized clinical trial evaluated the long- 
term effectiveness of this approach (52). The intervention, which 
combined an online weight- management program (BMIQ) with pop-
ulation health management that included additional outreach and 
support from nonclinical staff, was compared with the online pro-
gram alone and usual care (patients were mailed information about 
weight management). Among primary care patients with a BMI be-
tween 27 and <40 and hypertension or type 2 diabetes, the com-
bined program produced a small but significantly greater weight loss 
at 12 months compared with the online program alone (−1.2 kg [95% 
CI: −2.2 to −0.3 kg; p = 0.01]) or usual care alone (−1.9 kg [97.5% CI 
−2.9 to −0.9 kg; p < 0.001]) (52).

Telemedicine can be used by primary care and other medical 
teams engaged in obesity care to deliver behavioral and pharma-
ceutical treatment for weight management. Care is also more fre-
quently being delivered by stand- alone telemedicine companies that 
combine accountability and behavioral management with clinician- 
directed medication management. Patients with obesity now have 
many options to access care; however, there are few rigorous stud-
ies of these programs, and the effectiveness of many of these care 
platforms remains undetermined. For example, are there preferred 
design elements for a behavioral program delivered by telemedicine 
in the context of obesity care? Whether a patient receives treatment 
by their PCP, obesity medicine specialist, or a telemedicine provider, 
in the context of a stand- alone virtual clinic, a virtual clinic that 
works with a primary care team, or virtual care that is integrated 
into the existing clinician’s multidisciplinary practice, the potential 
benefits, risks, and challenges of each of these care delivery models 
warrant further research.

POTENTIAL LIMITATIONS AND OBSTACLES 
TO THE USE OF TELEMEDICINE

Although the use of telemedicine has been increasing, substantial 
obstacles have constrained continued growth. These include regula-
tory challenges (such as unclear and insufficient cross- jurisdictional 
licensing laws) (53) and inconsistencies between federal- level guide-
lines and local- level implementation, among others. Although re-
sponses to the COVID- 19 pandemic have addressed many of these 
issues, some of these remedies may be temporary (53). Additional 
potential barriers include the need for HCP training to implement 
telemedicine (54), the licensing of videoconferencing software that 
is compliant with the Health Insurance Portability and Accountability 
Act, and the need to address security concerns (37).

For providers, there may be limitations in technological capabil-
ities, particularly outside of large health systems. Such barriers may 
include the failure of software to integrate with electronic medical 

record and scheduling systems (55). Maintaining a reliable internet 
connection may be a challenge for both practitioners and patients 
(7,35). Many patients do not have a reliable internet connection, po-
tentially contributing to socioeconomic disparities for care access 
(56). Concerns regarding insurance reimbursement may also limit 
participation by both providers and patients (54). Although some 
patients may prefer telemedicine, drawbacks include the physician’s 
inability to perform a comprehensive physical examination and 
take vital sign measurements using calibrated scales. In addition, a 
patient may need to visit an outpatient laboratory for further lab-
oratory testing after the telemedicine visit, adding further burden 
and inconvenience for the patient. Similarly, some drug and device 
options may be better suited for in- person prescribing rather than 
through telemedicine. Notably, prescribing of controlled substances 
(e.g., phentermine) via telemedicine is restricted in some states. 
Furthermore, some medications require specific training by a health 
care professional, such as showing patients the proper administra-
tion techniques for injectable treatments. Others require the moni-
toring of vital signs. These tasks may be more challenging to conduct 
in a virtual setting.

Additionally, telemedicine requires patients to be sufficiently 
computer literate to navigate app- based systems. HCPs may require 
the use of multiple platforms to integrate a variety of information, in-
cluding food logs, weights, vital- sign capture, and body composition 
measurements. Patients may also require specialized equipment, 
such as app- based phones or other devices, an electronic scale, a 
blood pressure cuff, or a tape measure.

CURRENTLY AVAIL ABLE TELEMEDICINE 
PL ATFORMS FOR WEIGHT MANAGEMENT

Currently available approaches to weight management via telemedi-
cine encompass a variety of designs. These include web- based be-
havioral modifications, videoconferencing with lifestyle coaches, 
videoconference visits with clinicians, access to prescriptions, and 
various combinations of these elements, offered with or without in- 
person visits. Table 1 summarizes several currently available plat-
forms for weight- management care encompassing telemedicine.

UNANSWERED QUESTIONS AND FUTURE 
DIREC TIONS

Physicians who treat patients with obesity have seen firsthand the 
improvements that telemedicine can make to patient care. For ex-
ample, access to care for patients who have severe obesity (e.g., BMI 
> 70) can be limited because of mobility and transportation chal-
lenges. By using telemedicine, many more patients can be seen from 
home. Additionally, many patients experience weight stigma when 
riding the subway or traveling to the office in a ride share. Patients 
feel stigmatized when the only way they can get to the clinic is to be 
transported in an ambulance.
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From a provider perspective, telemedicine has also provided 
helpful insight into the lives of our patients. For example, through 
video, a patient can now invite a dietitian to see into their home to 
advise them about what they are eating. Registered dietitians have 
found this to be helpful as patients can show them the contents of 
their cupboards and refrigerators. They can also gain insight into the 
facilities the patients have available for cooking.

Future research should focus on patient engagement, reten-
tion, and specific patient phenotypes that create successful long- 
term results in a virtual- only program. Obesity treatment has been 
available for years in person, and now that treatment is available 
via telemedicine, it remains difficult to predict which patient will do 
well with a particular treatment. Consideration should be given to 
determining the ideal patient profile (e.g., younger, few obesity co-
morbidities, and few other medications) for prescribing via telemed-
icine. Characterization of the ideal profile for a drug or device is also 
warranted. For example, a drug or device may be better suited to 
the telemedicine approach if it has a demonstrated favorable safety 
profile, an easily understood mechanism of action, a patient- centric 
route of administration, and a regulatory status that permits it to be 
prescribed via telemedicine.

Many current platforms only offer isolated treatment, rather 
than comprehensive care. This raises the question of whether it 
is better to provide multiple options or to focus on one option, 
even if that approach is not successful for all patients. It is also 
important that programs recognize when patients need additional 
support and refer them appropriately. Overall, because only about 
1% of patients with obesity are prescribed medication, it is likely 
that any program that helps patients gain access to medication and 
encourages them to continue taking it long term would be ben-
eficial. It is also reasonable to assume that technology will help 
patients remain engaged based on the ability to connect the pa-
tient, the care team, and the pharmacy to encourage continued 
medication use.

From the HCP perspective, the array of different telemedicine 
options available, including many that are cash based and separate 
from a PCP’s care, can create confusion in developing a treatment 
plan. Communication between systems, devices, and obesity care 
teams is not standardized, creating an obstacle for introduction into 
the practice. The means to integrate these components of an obesity 
telemedicine team will require further research.

The advancement of telemedicine in weight management entails 
ensuring that coverage for these services remains in place. Using 
remote patient monitoring can improve engagement with the care 
team and possibly improve outcomes. Combining telemedicine tools 
with antiobesity medications and procedural interventions can im-
prove comprehensive care delivery.

CONCLUSION

Telemedicine and virtual care have the potential to improve ac-
cess to, and the efficiency of, obesity treatment by addressing Pl
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several barriers to effective and ongoing weight- management 
care, including the challenges of access, cost, and time limita-
tions. Analogous to the management of many other chronic dis-
eases, obesity- related care is well suited to telemedicine. There 
exists a need to determine best practices for the implementation 
of telemedicine in obesity care and continued qualitative and 
experimental research to understand clinical, health, and cost 
outcomes.O
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