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RESOLUTION NO. 15 

 
WHEREAS, according to the Centers for Disease Control and Prevention (CDC), in 2018 1 
the prevalence of obesity in American men was 40.3% among those aged 20–39, 46.4% among those 2 
aged 40–59 and 42.2% among those aged 60 and over; and in American women was 39.7% among 3 
those aged 20–39, 43.3% among those aged 40–59 and 43.3% among those aged 60 and over; and (1) 4 

WHEREAS, the CDC found the prevalence of severe obesity among U.S. adults to be 9.2% in 2018, with 5 
women having a higher prevalence (11.5%) than men (6.9%), and non-Hispanic Black adults having 6 
the highest prevalence of severe obesity (13.8%) among all races; and (1) 7 

WHEREAS, from 2000 through 2018, the age-adjusted prevalence of obesity increased from 30.5% to 8 
42.4%, and the prevalence of severe obesity increased from 4.7% to 9.2%; and (1) 9 

WHEREAS, obesity in adults was defined as a body mass index (BMI) of greater than or equal to 30 and 10 
severe obesity as a BMI of greater than or equal to 40; and (1) 11 

WHEREAS, the U.S. Preventive Services Task Force has established a Grade B recommendation that 12 
clinicians offer or refer adults with a BMI of 30 or higher to intensive, multicomponent behavioral 13 
interventions; and (3) 14 

WHEREAS, obesity has been linked to comorbidities—such as type 2 diabetes, coronary artery disease, 15 
stroke, hypertension, hyperlipidemia, sleep apnea, many types of cancer, osteoarthritis and mental 16 
illness—and all cause mortality; and (4) 17 

WHEREAS, obesity-related medical care cost the United States an estimated $147 billion in 2008 18 
dollars, and annually obesity-related absenteeism costs the US between $3.38 billion ($79 per obese 19 
individual) and $6.38 billion ($132 per obese individual); and (4) 20 

WHEREAS, behavior-based weight loss interventions were associated with more weight loss, less 21 
weight regain and a decreased risk of progressing from prediabetes to type 2 diabetes; and (3) 22 

WHEREAS, most physicians receive limited education on nutrition in medical school, with only 25% of 23 
medical schools offering a dedicated nutrition course; and (2) 24 

WHEREAS, U.S. physicians have limited time to counsel patients, with only 12% of office visits 25 
including counseling about diet and only 1 in 5 of the highest risk patients with CVD, diabetes or 26 
hyperlipidemia receiving nutrition counseling in 2017; and (2) 27 



WHEREAS, Medicare pays for obesity counseling 20 times per year through the G0447 billing code, but 28 
only 1% of eligible Medicare beneficiaries receive this counseling due to limited knowledge or time for 29 
physicians to counsel patients; and (2) 30 

WHEREAS, dietitian or nutritionist counseling services are excluded by Medicare, unless patients have 31 
the diagnosis of diabetes or renal disease; and (2) 32 

WHEREAS, managing obesity can improve the health outcomes of many other diseases and the overall 33 
health of patients, decreasing costs on the healthcare system, patients and the insurance companies; 34 
now, therefore be it 35 

RESOLVED, that the American College of Osteopathic Family Physicians (ACOFP) advocate that the 36 
Centers for Medicare and Medicaid Services provides medical nutritional therapy by a dietician or 37 
nutritionist as a covered benefit for patients with the diagnosis of obesity or morbid obesity.  38 

 

FINAL ACTION: APPROVED as of March 10, 2021 
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