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Current Guidelines for Obesity Treatment

(National Heart, Lung, and Blood Institute)

Low-calorie Diet,
Moderate Activity,
and Behavioral
Modification

AObese or overweight

patients
Medications A BMI 030 or
(FDA Approved) A BMI 027 wi-th obesity
related risk factors or
diseases

AcCarefully selected
_ patients @ high risk with
Weight Loss clinically severe obesity
Surgery ABMI 040, or
AB M1 O 35 with
comorbid conditions

National Institutes of Health. Obes Res 1998;6 Suppl 2:51S-209S. 16



Efficacy and Safety of Weight Loss Treatments

Efficacy Outcomes

% Weight Potential Safety
Treatment Loss @ 1 Year Reduced Risk of Concerns
: e Diabetes?3
- 041 '
Lifestyle Modification >-10% Cardiometabolic risk factors*®
i 7
FDA-approved Drugs 5-10%°6 DIl Orlistat: GlI,° liver toxicity0

Cardiometabolic risk factors®

Diabetes: 77%?*?
Hypertension: 62%?2

Bariatric Surgery 20-30%" Obstructive sleep apnea: 88%?12
Hyperlipidemia: 79%?12
Mortality: 30-40%1314

Complications: 33%?1°
Readmission: 20%16.17

Wadden TA. Gastroenterology 2007;132:2226-38. 10. http://www.fda.gov/Drugs/DrugSafety/PostmarketDrugSafetyln
Knowler WC. N Engl J Med 2002;346:393-403. formationforPatientsandProviders/ucm213038.htm

Tuomilehto J. N Engl J Med 2001;344:1343-50. 11. Sjostrom L. N Engl J Med 2004;351:2683-93.

Goodpaster BH. JAMA 2010; 304(16):(doi:10.1001/jama.2010.1505). 12. Buchwald H. JAMA 2004;292:1724-37.

The Look AHEAD Research Group. Arch Intern Med 2010;170:1566-75. 13. Sjostrom L. N Engl J Med 2007;357:741-52.

Li Z. Ann Intern Med 2005:142:532-46. 14. Adams TD. N Engl J Med 2007;357:753-61.

Torgerson JS. Diabetes Care 2004;27:155-61. 15. Encinosa WE. Med Care 2009;47:531-5.

Wadden TA. N Engl J Med 2005;353:21110-20. 16. Saunders J. Obes Surg 2008;18:1233-40. 17
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Kennett GA. Pharmacol Biochem Behav 2010;97:63-83. 17. Zingmond DS. JAMA 2005;294:1918-24



U.S. Expansion of Coverage for Bariatric Surgery

INCREASE IN PERCENTAGE OF
BARIATRIC SURGERIES COVERED BY
INSURANCE FROM 1998 TO 2002

480%

500% -

270%

250% -

0% -

Public Sector Private Sector

A From 1998 to 2002, the number of
bariatric surgeries covered by U.S.
public and private insurers
increased by more than 260-280%
and 480%, respectively!

1. Encinosa WE. Health Aff (Millwood) 2005;24:1039-46.
2. Avidor Y. Surg Obes Relat Dis 2007;3:392-407.

Despite increased coverage of bariatric surgery:

m Overall, physicians (n=478) prescribed bariatric
surgery for 15% of their morbidly obese patients,
with only bariatric medicine and family practice
physicians referring patients to surgery >20% of
the time?

m Reasons for hesitancy to refer:?

Not acquainted with local bariatric surgeon (37%)
Prefer to manage patients themselves (25%)

Patients not interested in surgery (21%)

Il nvol
NI H c

Too much Al eg wor ko

Patients dondt meet
Do not believe in referring to surgery (15%)

Most patients will not benefit long term (7%)

18



U.S. Medicaid Coverage of Obesity Treatments (2008)

Review of Medicaid provider manuals, codes and regulations, and fee
schedules from publicly available from state websites was conducted to
determine state-by-state coverage of three obesity treatments

Percent of U.S. States

Not
Obesity Treatment Excluded

Bariatric Surgery 88% 6% 6%
Nutritional Consultation  51% 10% 39%
Drug Therapy 20% 65% 16%

Lee JS. Public Health Rep 2010;125:596-604.



Do Stand-alone Financial Incentives Work?

® Deposit contract = Lottery © Control

A Financial incentives tied to goal of losing 1 o
60% 52.6%*
Ib/week over 16 weeks 47 A%+
A 57 health obese persons randomized to: *§ 40% -
. Deposit contract: each month patients met =)
weight loss goal, they were reimbursed their qg 0% -
own investment ($0.01-$3/day) plus S 10.5%
matched funds (1:1) and $3/day
. : : : 0% -
. Lot.tery. eligible for daily lottery prize of $3 if % Met goal of 16-pound weight
weight loss goal met loss
Control: no financial incentive .
R > _ _ _ o o _ B Deposit contract ™ Lottery Control
A Incentives results in significant initial weight 16
loss 14.093 1+
A However, weight loss was not fully sustained 12 1

after removal of incentive
A Limitations
No weight loss treatment was provided
Study limited to veterans at a single facility

N
1

5

>
Mean weight loss (Ibs.)
(o)

o
1

Through 16-week 3 months after end of
intervention intervention

20

Volpp CG. JAMA 2008;300:2631-7. *p<0.05 vs. control group
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Weight Regain Following Lifestyle and Medication
Interventions

m Patients who were treated with a group lifestyle intervention lost ~11% of body
weight over ~30 weeks, and regained ~33% of their lost weight in the year after

treatment!
B At 4 years of follow-up, patients who received a lifestyle intervention in the

Diabetes Prevention Program (DPP)? or orlistat plus a lifestyle intervention?
regained 50-60% of the weight they had lost at 1 year

m Predictors of weight loss maintenance appear to be flexible, restrained eating
pattern, intrinsic motivation to exercise, and exercise self-efficacy*

® Mean % weight loss @ 1 year % Weight Lost at 1 Year
Mean % weight loss @ 4 years Regained at 4 Years
12% - 60% - 57%
7]
2 9.6% g 46%
— 7.5% =
— O/ i ®
£ A 5.8% g
) X 30% -
i 4% - 3.2% £
e ]
@ =
g 0% - . . s 0% -
Lifestyle (DPP)2  Orlistat + Lifestyle 3 Lifestyle (DPP§  Orlistat + Lifestyle®

Wadden TA. Obes Res 2004;12(Suppl):151S-62S.

Diabetes Prevention Program Research Group. Lancet 2009;374:1677-86.
Torgerson JS. Diabetes Care 2004;27:155-61.

Teixeira TJ. Obesity 2010;18:725-35.
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Weight Regain Following Bariatric Surgery

In the Swedish Obesity Subjects (SOS) study, Retrospective study of 161 patients who

weight loss was maximized 1-year post surgery with underwent gastric bypass at a university-based

significant weight regain at 10 years of follow-up? bariatric surgery center and were followed for
>10 years?

W% Weight Loss @ 1 Year
<5 Years of Follow-up >10 Years of Follow-up

M % Weight Loss @ 10 Years
60% - 52%

8% Weight Regain From 1 to 10 Years of Follow-up 36% 350
0

29
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40% - 30%

- 38% 37% 37% 0

0

40% 34% 0 0 0% - I 18%

1) - [0)

30% 504 26% 0% -
g
v
=
)
=
o
O
[&]
>
L

20% -

10% -

Failure (BMI >35) -

Failure (BMI >35)

0%

Excellent (BMI<30)
Good (BMI30-35)

Gastric bypass Laparoscopic Vertical banded

gastric banding gastroplasty <5 Years of Follow-up > 10 Years of Follow-up

1. Sjostrom L. N Engl J Med 2004;351:2683-93. 22
2. Christou NV. Ann Surg 2006;244:734-40.



Rates and Costs of Complications Following
Bariatric Surgery

o 5\)‘93‘\1 1 year
Ba(\a“‘
G g0 o Approximately 20% readmitted
s\ to hospital23

e Over 2 times the hospitalization
‘ rate in the year prior to surgery?

Within 6 months

Body Contouring Surgery
e 33% experienced complications?!

¢ 7% readmitted to hospitalt

¢ Average 6-month health care
costs (2006 USD):1

A About 11% of patients undergo body
contouring surgery following bariatric
surgery*

Approximately 43% experience complications®

A $27,905 for all patients Cosmetic surgery is usually not covered by

5

A $38,175 for patients with insurance, but payers may incur costs when
complications cosmetic surgery is performed during surgery

A $69,960 for patients who were to correct covered complications (e.g., ventral
readmitted hernia) or when patients experience

complications after cosmetic surgery

Encinosa WE. Med Care 2009;47:531-5.

Saunders J. Obes Surg 2008;18:1233-40.

Zingmond DS. JAMA 2005;294:1918-24.

Gusenoff JA. Plast Reconstr Surg 2008;122:1e-9e. 23
Albino FP. Plast Reconstr Surg 2009;124:1675-82.
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Concerns About Bariatric Surgery

A The proportion of surgeries performed via Insurance Payments Before and
laparoscopy increased from 9% in 2001-2002 After Gastric Bypass*

to 71% in 2004-20051 150

A Simulation model estimated 7 to 13 years
required to recoup medical costs of bariatric
surgery performed during 2001-20022

A Retrospective claims analysis estimated a
return on investment of 2 years for
laparoscopic procedures performed during
2004-2005, and 6 years for open procedures
performed during 1999-20023

1000

i 500
A Cost Asavingso refl ect

group rather than reduced costs in the surgery

group®
A Study assumed that group differences remained

constant after 13-19 months* :
A Analysis of MarketScan data (figure) shows A A6 0Nl ) R

substantial variability in monthly costs after Months Before or After Gastric Bypass

surgery, and no reduction in costs during 54-

month post-surgery period*

Mean Monthly Payments for Patients With Gastric Bypass, $

Encinosa WE. Med Care 2009;47:531-5.

Finkelstein EA. Am J Manag Care 2005;11:641-6.
Cremieux PY. Am J Manag Care 2008;14:589-96.
Finkelstein EA. Am J Manag Care 2008;14:561-2.

PR
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Do Centers of Excellence Improve Bariatric Outcomes?

A A study compared outcomes of
Medicare patients who underwent
bariatric surgery during the 18 months
before and after implementation of the
National Coverage Determination
(NDC) covering surgery if performed at
a Bariatric Surgery Center of
Excellence (COE)!

Although authors reported improved
outcomes at COEs, critics noted that:?
Length of stay data were not
normally distributed; therefore p-
value was not valid

Effect size for reduction in
complications was very small (0.07)
45 additional patients would need to
be treated at a COE to avert 1
complication (NNT =45 to 1)
Patients treated after NCD were
lower risk and more likely to receive
laparoscopic gastric banding, which
may have a lower complication rate
than gastric bypass

>

5

1. Nguyen NT. Arch Surg 2010;145:72-8.
2. Livingston EH. Arch Surg 2010:145:605-6.

Before NCD_| _After NCD

% In-hospital mortality 0.3% 0.2%
Mean length of stay, days 3.5 3.1A
% In-hospital complications 12.2% 10.0%*
% 30-day readmissions 10.4% 10.0%
Mean cost of surgery $14,327 $14,405

*p<0.05vs Before NCD,Ap<0. 01 vs Before

Types of Bariatric Surgeries Before and After
NDC as a % of Total Bariatric Surgeries

80% - m Before NCD After NCD
N 63%
2
5 53%
2 0
0% 35%
© 19% 16% 17%
S 9% 5%
0% : : - I .
Open gastric  Laparoscopic  Laparoscopic  Laparoscopic
bypass gastric bypass gastric banding duodenal switch

25



Wh at Constitutes NSuccess

Stakeholder Definition of Successful Weight Loss

Physicians treating high volume | 71% considered a 5-10% weight reduction as a minimum
of obese patients threshold to demonstrate the effectiveness of a new weight loss
treatment plan after 6 months?

Employers 20% strongly agreed that 5-10% weight loss constituted success?

NIH A gradual initial weight loss of 10% of body weight achieved over 6
months3

Primary care physicians 75% agreed that a 10% reduction in body weight is sufficient to

significantly improve obesity-related health complications*

Payers A minimum 18% weight loss would be required to influence their
decision to place a new weight loss drug on their formulary and be
reimbursed by the plan?

FDA At 1 year:
(@ O5% di f inhmeaeweigh loss between the treated and
placebo groups, or

(b) At |l east 35% of the treated (¢
this proportion was double that achieved by the placebo
group®

Greenapple R. Am Health Drug Benefits 2010;3:88-94.

Gabel JR. Health Aff (Millwood) 2009;28:46-56.

National Institutes of Health. Obes Res 1998;6 Suppl 2:51S-209S.

Foster GD. Obes Res 2003;11:1168-77.

US FDA. February 2007. 26
http://www.fda.gov/downloads/Drugs/GuidanceComplianceRegulatorylnformation/Guidances/ucm071612.pdf.
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What Constitutes Clinically Meaningful Weight Loss?

A weight loss of 5-7% resulted in a 49-56% reduced risk of developing diabetes

Dlloies among overweight/obese persons with impaired glucose tolerance!

Glycemic control 010% weight | oss r es uHbAldnobesepersotsWithrdiabdtassst

- >10% weight loss was necessary to significantly reduce total cholesterol and LDL-C in

Lipids . : -
addition to triglycerides

010% weight | oss was requi r ed-86mmHg)iagdni f

BlEEe][EEsEIE diastolic (-5.8 mmHg) blood pressure among obese persons with hypertension®

010% wei ght | os sithiha greatest andnoost aonséstént decrease in

Inflammation . : .
biomarkers of vascular inflammation®

O010% weight | oss was required to signif

Endothelial function ;
severely obese persons

10-15% weight loss was associated with the maximum (33%) reduction in all-cause

et mortality risk among obese persons with diabetes?

Gilles CL. BMJ 2007;10;334(7588):299. Epub 2007 Jan 19. 5. Sharma AM. J Hypertens 2002;20:1873-8.

Wing RR. Arch Intern Med 1987;147:1749-53. 6. Forsythe LK. Nutr Res Rev 2008;21;117-33.

McNulty SJ. Diabetes Care 2003;26:125-31. 7. Bignornia SJ. Obesity 2010;18:754-9.

Wadden TA. Obes Res 1999:7:170-8. 8. Williamson DF. Diabetes Care 2000;23:1499-504. 27



What Will it Take for Health Plans to Expand
Coverage for Weight Loss Treatments?

A Clear demonstration of compelling public health benefit

Evidence-based, long-term, comparative clinical and cost effectiveness
research that differentiates among treatment options (current and
investigational)

3 Using meaningful outcomes (e.g., reduced cardiovascular disease-
related morbidity and mortality)

3 Showing sustained efficacy and safety

28



Thank you!
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Pitney Bowes |
A 90-plus year legacy r

A Fortune 500 company

A $5.6 billion leading mailstream technology solutions
provider

A Global team of more than 33,000 employees
A Presence in more than 130 countries worldwide

A More than 2 million customers
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The Cost of Ill Healthd research

Roughly 25% of employer direct medical care costs are
attributable to modifiable health risk factors in employees

A Sedentary lifestyle

A Excess alcohol use Annual

A Poor nutrition Medical Co = I |

A Smoklng $12,000 -

A Depression 59,000 -

A Stress 6,000 -

A High Blood Pressure 3,000 - | 2%

A Overweight S0 PEP P WL PL P vonraricipar
. 19-34 3544 4554 5564 65-74 75+

A High cholesterol Age Range

A H Ig h bIOOd g I ucose Edington. AJHP. 15(5):341-349, 2001

Anderson, Whitmer, Goetzel, et. al. 2000

== PitneyBowes



The Cost of Ill Healthd research

Workers Compensation costs increased with increasing
health risk status (average $2,178 per person in low risk
group to $15,162 per person in high risk group).

The rate of presenteeism and absenteeism per person

per month were significantly higher for those with one or
more medical conditions than those with none.

Status

Presenteeism rate

Absenteeism rate (hrs/mnth)

Low risk (0-2 health risks)

14.5% 2.4
Medium risk ( 3-4) 23.7% 3.1
High risk (5 or more) 32.7% 5.1

Musiich, hook Baaner, Edington 2006

== PitneyBowes




The Culture of Health

Healthy,
Engaged,
Productive

A Health Care Strategy Employees

A Health Care University

A Emergency and Pandemic Planning

== PitneyBowes




The Culture of Health

Fithess

[ Infection

s control Cessation

== PitneyBowes 35



The Culture of Health

Direct
Delivery

Consultation

Health Planning

Benefits Design

Funding/Underwriting

Vendor Sourcing

On-site Clinics Safety

Health Improvement Crisis Management

Disability Management Pandemic Prep

Travel Medicine PCl Team

Behavioral Health Benefits Administration

Workers Compensation

== PitneyBowes



The Culture of Health

AThe health of the organization begins with its people
AValue-based benefit design
ATo realize total value, understand total costs
AHi gher costs dondét al way's
AHealth begins and ends with the individual
AAvoid barriers to effective treatment
APrevention

A Carrots over sticks

== PitneyBowes




Health Benefit

Plan design: Preventive, Routine, Major Services
Pharmacy Benefit Design: adherence

Onsite Medical Clinics
ALow-level care / High touch
AAssist navigation of complex healtﬁsys_tem

Every clinic encounter is a teaching-opportunity *

Integratedf:fl\’/:le_dical, EAP, Disability/WC, Wellness

== PitneyBowes



The Culture of Health

A
A Health Care University
A

== PitneyBowes



Health Care University izl

University
Mission: To provide employees with the environment,
the tools, and the motivation to enhance their
health and well-being.

NoC _—
NG 2=y =

== PitneyBowes
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I
Health Care University iz d

are____
Weight Management Programs UanerSlty
tools/programs maintenance | <18.5 | 18.5-25 | 25-27 | 28-30 | 30-35 | 35-40 >40

Count Your Way to Health and Learn and
Earn (internal)

Why Weight (internal)

Weight Watchers on-line (external)

Weight Watchers At Work (external)

Change One (internal)

Change One My Portfolio (internal)

HCU motivation program including
Maintain Don't Gain

HCU Family Health Program

Disease Management (ext)

Structure House

Additional Residential and outpatient
programs

== PitneyBowes



Health Care University izl

University

Lifestyle Motivation Programs

A All employees eligible
A Internally developed and run
A Focus: Maintaining core health behaviors

A Targets: all

== PitneyBowes



Health Care University izl

University

R o

N A : Count Your Way to Health

a 0 — No Tobacco Use
) -- Login --
S =¥ L 1 — Floss at least once a day

E-Mail Address
Password

——

5 — Eat 5 servings of fruits and vegetables each day
25 — Maintain a BMI of 25 of less.

30 — Thirty minutes of activity each day
100 — 100% seatbelt and helmet use

He:alth Care University

== PitneyBowes



Health Care University izl

University
( Ma;e Change One Weight Management Program

A All employees and family members eligible
70 AInternally developed and run
A Focus: One healthy change each week
A Targets BMI > 27, but all are welcome
A Components
I Weekly webinar, and recorded version
I Fee to employees

I Weekly check in

== PitneyBowes


http://search.barnesandnoble.com/ChangeOne/Editors-of-Readers-Digest/e/9780762108336/?itm=1

Health Care University Health

Care
University
U Change One Weight Management Programd 2008
A 237 completed program

Jk? - :\% A Average BMI at start = 31.1

P o A Average BMI loss = 1.25 points (8 Ibs) at completion
A16% moved from fiobesed to fAQVe
A25% moved from fAover weighto |t
A Increased physical activity reported

A Reported increased energy, confidence, blood glucose,
cholesterol and blood pressure

== PitneyBowes


http://search.barnesandnoble.com/ChangeOne/Editors-of-Readers-Digest/e/9780762108336/?itm=1

Health Care University Health

Care___
University
-
Residential Treatment Program

A All employees

A External program, internally administered

A Focus: Uncover and target key issues that impair
achievement of healthy weight and lifestyle

A Targets BMI > 35, or > 30 with co-morbid conditions
A Components

I 4 weeks on-site program

I Short-term disability

I Cost-share with employee

== PitneyBowes


http://www.structurehouse.com/

Health Care University Health

Care___
University
STRUCTURE HOUS
Residential Treatment Program Study

A 13 women, 5 men

A Average changed immediate post treatment
Aweight loss® 5.82% of initial body weight
ABMI decreased 2.69
Awaist circumference decreased 2.0 inches
A Post treatment follow-up
A6 month: Four participants maintained 21.5% weight loss

A12 month: 3 participants maintained 28.1% weight loss

AOne participant at 155.4 Ibs at 12 months

== PitneyBowes


http://www.structurehouse.com/

Health Care University izl

University

Walkstation® Program

A Call center employees

A Internal program

A Focus: Increase activity within the worksite

A Targets: select employees, all BMI

A Components
I 12 week study
I Biometric and productivity measurements

I No charge

== PitneyBowes



The Culture of Health

A
A

A Emergency and Pandemic Planning

== PitneyBowes



Emergency Preparedness

\Bu{ldmg Hold‘ Ing ; BundlngUp
Syst‘&(ns‘ Up ems: n Systems: Holding
People Up People: Holding People: Down

Smoke, Water damage Fire Pandemic
Power, water disruption Explosion
Area evacuation Hurricane

Bomb threat Flood

== PitneyBowes 50



The Culture of Health

A Health Care Strategy
A Health Care University

A Emergency and Pandemic Planning

== PitneyBowes



The Culture of Healthd major initiatives

A Domestic Violence Awareness
A Caregiver support

A End-of-Life issues

A Personal health record

A Surgical readiness program

A Canada and UK Health Assessments

== PitneyBowes



Discussions: refocus

== PitneyBowes



End of Life: A workplace challenge

AEmponees are caregivers

AUnexpected health crisis for employee or partner
Achildhood health issues

AGrief

== PitneyBowes



End of Life: A workplace challenge

Discussions about end of life occur
... late
.. . too late

... ornot at all.

== PitneyBowes



End of Life: A workplace challenge

Caregiverdo WLQ® Summary

A49% of caregivers are caring for 2 or more people

AOf caregivers, planning to take leave of absence from
work:

== PitneyBowes
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Impact of Weight Loss on Lifetime Spending
among Obese and Normal Weight
Medicare Beneficiaries
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Emory University
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EMORY Truth #1: A substantial cause of rising health care spending is

UNIVERSITY preventable or poorly managed chronic disease

99% of Medicare
expenditures are spent
Two-thirds of the == = treating patients with one of
rise in health care =  — more chronic diseases
spending is due to [l miCE
the rise in treated i :
chronic diseases.

Many cases could . =" 13

be prevented. =

Most could be S _ Onethird of the rise alone
better managed. is due to obesity

Source: Health Affairs, AHRQ, other calculations




a

DAY (@)28'4 Truth #2: The U.S. spends very little on prevention, despite behavioral and
UNIVERSITY environmental factors accounting for 70 percent of U.S. deaths

Causes of Avoidable Mortality U.S. Investment in Prevention

30%- Other 1%- 3%
Contributors Prevention
(genetics,

health care,

etc.)

70%- 97 %- 9%-

Behavioral and Medical Care and
Environmental Biomedical

Research

Source: Institute of Medicine, Health Affairs, Journal of American Medical Association (JAMA)




EMORY

UNIVERSITY

above many proposals regarding coverage

Truth #3: Americans strongly support prevention in health reform,

Support Among Americans for Policy Solutions in Health Refor

When given the below choices and asked how important each proposal is on a scale| Percent ranking

zero to ten (where zero means not at all important and ten means very important),
seventy percent rank investing in more prevention between 8 and 10, with preventio 10
receiving a higher score than aother proposal

Invest in more preventiorto help people stay healthy and reduce diseases 70%
such as diabetes, cancer and hedidease

Providetax credits to small businessde help small businessgsovide 66%
affordable health insurance to their employees

Prohibitinsurance companies frogenying coveragdecause oage, 66%
medical history or preexisting condition

Require all Americarts have healthnsurancewhile providing financial 52%
assistance to those who cannot afford it

Requireall businesses to provide health cafer their employees or 50%
contribute to a fund to help pay for their coverage

Giveall Americans ahoiceof keeping theircurrentinsuranceor joining a 43%
national insurance pooWwith a choice of private and public plans
administered by the government

importance of 8-

70% of
Americans
rank investing
in prevention
as the number
one health

reform
priority, above
proposals
regarding
coverage or
affordability

{2dz2NDSY W20SNL 222R W2Kyazy C2dzyRIUAZ2Y I YR ¢ NMz U
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EMORY Truth #4: We can improve health and reduce overall spending by

UNIVERSITY preventing risk factors like obesity, a risk factor for many costly chronic
'" diseases

/ _ _ \ Ageadjusted* prevalence of overweight and
Being obese or overweight obesity among U.S. adults among U.S. adults, age
increases the risk of 20 years and over

developing the following

serious and costly conditions: 70% - 64.5 66.3
60% - 56
VType 2 diabetes 50%
V Coronary heart disease
V Hypertension (high blood
pressure) 30% -
V Cancer 20%
V Stroke

V Dyslipidemia(for example, high

total cholesterol or high levels of % -
triglycerides) 19881994 19992000 20032004

V Osteoarthritis B Overweight or obese (BMI greater than or equal to 25.0)
VLiver and gallbladder disease  Obese (BMI greater than or equal to 30.0)

V Sleep apnea and respiratory

wblems /

Source: Centers for Disease Control and Prevention (CDC) 5
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Truth #5: Some costs can be avoided altogether by averting disease

through reducing or eliminating risk factors

ProjectedLifetime Medicare Health Care Expenditurés

a Cohort of SeventyrearOlds, 2004 Dollars
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$36,886 =
difference
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obese and
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American
senior

Overweight Normal

citizens

FACT

Medicare will spend about
34% moreon an elderly obese
person over their lifetime*
than on someone of normal
weight, even though they will
live about as long.

*Lifetime costs refer to costs incurred
between Medicare enrollment and
death

Source: Health Affairs 63




