September 27, 2022
Dr. LaShawn McIver
Director
Office of Minority Health
Centers for Medicare and Medicaid Services
7500 Security Boulevard
Baltimore, MD 21244
Dear Dr. McIver,
The National Rural Health Association (NRHA) is writing to urge the Centers for Medicare and
Medicaid Services (CMS) to take an agency-wide approach to considering obesity as a health equity
issue when promoting treatment and prevention in its programs.
NRHA is a non-profit membership organization with more than 21,000 members nationwide that
provides leadership on rural health issues. Our membership includes nearly every component of
rural America’s health care, including rural community hospitals, critical access hospitals, long-term
care providers, doctors, nurses, and patients. We work to improve rural America’s health needs
through government advocacy, communications, education, and research.
Obesity is a highly prevalent and serious chronic disease affecting more than 100 million Americans.
Rural populations experience obesity at higher rates than urban populations and this disparity
appears to be growing. It is estimated that almost 39% of men and 47% of women living in rural
areas have obesity compared to 32% and 38% of men and women in large metropolitan areas.1 The
obesity epidemic accounts for 47.1% of the total cost of chronic diseases nationwide.2 As one of the
greatest contributing risk factors for other chronic diseases in the country, obesity is a significant
health equity issue facing rural America.
Given the higher rates of obesity in rural areas, rural areas are more often affected by associated risk
factors and worse health outcomes, furthering health disparities. For example, obesity increases the
risk for severe COVID-19 and 78% of COVID-19 patients admitted to an intensive care unit had an
underlying disease, many being obesity-related.3 Obesity is a risk factor for other adverse health
outcomes such as heart disease, stroke, diabetes, certain types of cancer, sleep apnea, and problems
during pregnancy.4 Rural residents have a greater risk of obesity-related diseases, such as diabetes
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and heart disease, than their urban counterparts.5 Treating obesity is a solution to mitigating some
rural-urban disparities in chronic diseases and other adverse health outcomes.
Further, NRHA is concerned about the stigma associated with obesity. Society still views and
considers obesity as a lifestyle issue rather than a treatable chronic disease as recognized by the
American Medical Association since 2013.6 Obesity is treatable through a combination of intensive
behavioral therapy, bariatric surgery, pharmacotherapy, improved access to healthy and nutritious
food choices, and safe, accessible opportunities for physical activity.
NRHA urges CMS to take a thoughtful, coordinated approach to obesity as both a treatable
chronic disease and a health equity issue, particularly at the crossroads of rural obesity. NRHA
suggests two actions that CMS could take to address health disparities associated with obesity.
First, NRHA believes that Medicare coverage of all obesity treatment is critical including antiobesity medications (AOMs). Unlike CMS, the Veterans Health Administration, Tri-Care, and Medicaid
in 17 states cover AOMs. Beginning in 2023, the Federal Employee Health Benefit Plans will cover
AOMs as well. Many commercial plans also cover AOMs, leaving Medicare as the sole payer that does
not provide coverage.
CMS must update its regulatory guidance to allow Part D coverage of AOMs. AOMs are Food and Drug
Administration (FDA) approved as safe and effective through clinical trials. NRHA believes that
because of our evolving understanding of obesity as a chronic disease, CMS’ interpretation of the
statute excluding drugs for “anorexia, weight loss, or weight gain” is too narrow.7 Modern AOMs are
not weight loss drugs. FDA guidance requires that AOM manufacturers ensure that AOMs are
effective in demonstrating clinical improvements in obesity other than weight.8
Medicare covers other obesity treatments, like bariatric surgery and intensive behavioral therapy
(IBT). However, IBT coverage is limited to services with a physician, nurse practitioner, physician
assistant, or clinical nurse specialist only in a primary care setting.9 IBT services with a specialist, like
a nutritionist or dietitian, are not covered by Medicare, so when a beneficiary is referred to a
specialist they must pay out of pocket. Lack of access to the full suite of obesity treatments under
Medicare is a health equity issue for rural beneficiaries.
Second, CMS should consider covering produce prescriptions in Medicare plans and support
for updated health coding infrastructure to allow providers to integrate food as medicine into
clinical care. Addressing social determinants of health, like lack of access to healthy food options, is
also critical for preventing and treating rural obesity.
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Produce prescription programs are a medical treatment or preventive service for patients who are
eligible due to diet-related health risks or conditions or face other documented challenges in
accessing nutritious foods. Produce prescription coverage would create incentives for beneficiaries
to purchase fresh fruits and vegetables, thus promoting a nutritious diet. Using food as medicine or
as a preventive measure would create long-term health care savings for both CMS health plans and
health systems generally. This is critical as the total cost of chronic diseases due to obesity and
overweight was $1.72 trillion in 2016 alone.10
CMS’ focus on obesity moving forward should be through a health equity lens, particularly for rural
beneficiaries. Support for obesity requires allowing Medicare beneficiaries access to the full suite of
obesity treatments. We thank CMS for all of its hard work and focus on rural beneficiaries and look
forward to its continued support of NRHA’s members through equitable and accessible programs.
Sincerely,

Alan Morgan
Chief Executive Officer
National Rural Health Association
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