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Obesity across America 

Key Points 
 Obesity is a serious chronic disease that affects more than 4 in 10 adults in the US, but the 

health burden is not equally distributed across the country.  

 Obesity is more common in the Southeast and Midwest and less common in some areas in the 

Pacific Northwest and the western US. However, examining state- and county-level data shows 

obesity can vary significantly within states and regions, and pockets of high obesity prevalence 

exist across the US. 

 Black, Hispanic/Latinx, Native American and Alaska Native, and Pacific Islander communities 

experience higher rates of obesity than white and Asian adults. Awareness of these disparities 

and their root causes provides important context for assessing place-based differences and for 

understanding how averages can also mask important differences within communities. 

 Under the Affordable Care Act, all types of insurance nationwide provide preventive screening 

and counseling services, but coverage for other obesity treatment options varies substantially 

across the country. Consequently, coverage of the full range of recommended treatments is 

rare. 

 In general, the comprehensiveness of insurance coverage in a state is not highly correlated with 

the magnitude of the obesity epidemic in that state. 

Background 

Obesity, defined by the World Health Organization as “abnormal or excessive fat accumulation that 

presents a risk to health,” 111 is a serious chronic disease that has emerged as a major public health 

challenge in the last few decades. The American Medical Association recognized obesity as a disease in 

2013 (Kyle, Dhurandhar, and Allison 2016). More than 4 in 10 adults in the US are affected by 

obesity.222 The most common measure of adult obesity is having a body mass index (BMI) of 30 or 

higher, and a BMI of 40 or greater is characterized as severe obesity.333 Obesity is associated with 

increased risks for mortality and serious health conditions, including 

 hypertension; 

 dyslipidemia (imbalance of lipids, such as cholesterol); 
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 type 2 diabetes; 

 coronary heart disease; 

 stroke; 

 gallbladder disease; 

 osteoarthritis; 

 sleep apnea and breathing problems; and 

 clinical depression, anxiety, and other mental illnesses.444  

Obesity also increases the risks of 13 types of cancers, including cancers of the digestive, urinary, 

endocrine, and female reproductive systems. These cancers represent up to 40 percent of cancers 

diagnosed annually in the US.5  

Because obesity is associated with so many complex health conditions, it is also costly in both 

human and economic terms. At the individual level, obesity can impair daily function (Cheng et al. 2017), 

negatively affect labor market outcomes (Renna and Thakur 2010), and reduce quality of life (Puhl and 

Heuer 2010). Obesity is also associated with higher mortality rates (Flegal et al. 2018). Early insights 

from the COVID-19 pandemic suggest people with obesity may experience more severe disease and 

higher rates of mortality (Kompaniyets 2021; Yu et al. 2021).  

Though approaches to estimating the economic impacts of obesity vary, the literature documents 

significant economic burdens associated with obesity at both the individual and societal levels 

(Tremmel et al. 2017). One recent study examining data from the Medical Expenditure Panel Survey 

estimated that annual individual health care expenditures increase by approximately $3,500 for people 

living with obesity (Biener, Cawley, and Meyerhoefer 2017). Another recent analysis put the economic 

costs of obesity for the US at nearly $1.4 trillion in 2018, equal to 6.76 percent of the gross domestic 

product (Lopez, Bendix, and Sagynbekov 2020). 

Obesity in the US is a widespread chronic health condition, but marked disparities in the prevalence 

of obesity exist across racial and ethnic groups. This is an important consideration for understanding 

place-based differences and developing prevention and treatment strategies that can reach 

communities at highest risk. Long-standing and persistent structural racism in the US has resulted in 

residential segregation, lower income and assets, fewer health-promoting opportunities, and lower 

rates of health insurance for many communities of color, and many of these factors have been tied to 

obesity (Auchincloss et al. 2013; Keisler-Starkey and Bunch 2021; Kershaw and Pender 2016; Kim and 

von dem Knesebeck 2018; Maharana and Nsoesie 2018; Ogden et al. 2017; Rajbhandari-Thapa et al. 
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2020). Segregation has also increased exposure to environments considered “obesogenic,” meaning 

they promote and reinforce unhealthy factors that may increase the likelihood of obesity. Some 

research suggests the US obesity epidemic would be more severe if not for the lower rates of the 

condition among many immigrants(Hao and Kim 2009). However, immigrants’ comparative advantage 

appears to erode the longer they stay in the US.  

This report presents recent data on the geographic patterns of obesity and related diseases in the 

US and compares these trends with the availability of national and state-level health insurance, which 

affects access to obesity treatments. Examining the intersection of the burden of disease with the 

likelihood of insurance coverage is one step in assessing where policy changes at the state or national 

level may have the greatest impacts. Our future work will examine geographic variation in policies that 

affect diet and physical activity and variation in the availability and accessibility of health care services, 

even when they are covered. 

Obesity Prevalence  

Obesity is a widespread disease, affecting many people throughout their lives. People of all genders, of 

all races and ethnicities, and in all geographic areas experience obesity. Using data from the National 

Health and Nutrition Examination Survey, the Centers for Disease Control and Prevention reported 

that the age-adjusted rate of obesity among adults ages 20 and older in the US was 42.4 percent in 

2017–18. When combined with the proportion of adults who were overweight (with a BMI between 25 

and 30), the prevalence of adults affected rises to 73.6 percent. Obesity rates are not statistically 

significantly different between men and women or among different adult age groups.6 Some notable 

differences can help us understand who is most affected by obesity: 

 Approximately 9 percent of all adults experience severe obesity (BMI at or above 40), but 

women are more likely than men to experience it (11.5 versus 6.9 percent). 

 Black adults are more likely to live with obesity than adults of other racial and ethnic groups, 

and Black women experience the highest rate (56.9 percent; table 1). Asian adults are 

significantly less likely to have obesity than Black, Hispanic/Latinx, or white adults (17.4 

percent versus 49.6 percent, 44.8 percent, and 42.2 percent).  

 In the 2018 National Health Interview Survey, almost half (49.2 percent) of American Indian 

and Alaska Native adults reported having been told by a clinician that they have obesity.7 

Compared with other surveys, the National Health Interview Survey provides a greater ability 

to assess the prevalence of obesity in some Native populations (see the About the Data section 
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for more information on differences between data sources). Native Hawaiians and Pacific 

Islanders also have high rates of obesity, although surveys can seldom disaggregate data for 

this group because of smaller sample sizes(Hawley and McGarvey 2015). In 2014, the National 

Center for Health Statistics conducted a special focused study of health conditions among 

Native Hawaiians and Pacific Islanders and found that 42.6 percent of such adults experienced 

obesity, and prevalence was highest for Pacific Islanders (48.0 percent). 

Awareness of differences in obesity among racial and ethnic groups is important for several 

reasons, including recognition that strategies to address geographic disparities must address the 

structural disadvantages and segregation that influence geographic outcomes. Attention to differences 

in prevalence across groups is important because place-based averages may mask disparities among 

residents in a given community.  

TABLE 1 

Age-Adjusted Prevalence of Obesity among Adults Ages 20 and Older,  

by Sex, Race, and Hispanic/Latinx Origin, 2017–18 

Percent 

 Black 
Hispanic/ 

Latinx White  Asian 

All adults 49.6 44.8 42.2 17.4 
Male 41.1 45.7 44.7 17.5 
Female  56.9 43.7 39.8 17.2 

Source: National Health and Nutrition Examination Survey.  

Note: Black, white, and Asian adults are non-Hispanic/Latinx. 

Trends over Time 

Obesity has increased significantly in the US in the last few decades. In 1999–2000, the age-adjusted 

prevalence of obesity was 30.5 percent; by 2017–18, the rate had grown to 42.4 percent, a 39 percent 

increase. The share of US adults experiencing severe obesity nearly doubled during the same period, 

from 4.7 to 9.2 percent, a 95.7 percent increase (Hales et al. 2020).  

It is important to note that the shifting trends in obesity are not limited to adults. Childhood obesity 

has also been on the rise, and it carries short-term individual consequences for health and is a 

concerning precursor to adulthood experiences. In 2017–18, nearly one in five (19.3 percent) children 

and adolescents experienced obesity.8 Though this report focuses on adults, the public health obesity 

epidemic has roots earlier in life. 
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Obesity is a complex disease with multiple contributing factors, including metabolic, genetic, 

epigenetic, developmental, behavioral, and environmental mechanisms that promote fat accumulation 

and weight gain(Schwartz et al. 2017). Researchers continue to explore a wide range of pathways that 

may influence disease prevalence and outcomes across all adults. The abundance of evidence that 

documents the racial and ethnic disparities and inequities related to obesity (Hales et al. 2020), 

including the ways that structural racism may exacerbate risk among people of color (Mackey et al. 

2021), underscore the importance of the multilevel factors needed to address this public health 

challenge. Though obesity can be treated at the individual level, the larger public health challenge of 

reducing obesity must address the full range of factors driving the prevalence of this serious medical 

condition.  

State- and County-Level Data Maps of Obesity  

Place is an important consideration in developing and scaling obesity interventions. Though obesity is a 

widespread phenomenon in the US, obesity rates and associated comorbidities differ across states. As 

discussed later in this report, these variations occur in the context of geographic differences in health 

care coverage for obesity screening and treatment.  

Figures 1 and 2 present age-adjusted obesity estimates at the state and county levels. These maps 

help us understand some features of obesity at the population level. First, the state-level map in figure 1 

confirms that though obesity is prevalent across the US, its prevalence is higher in certain regions, such 

as the Southeast and Midwest, and is lower in other areas, such as western states and the Pacific 

Northwest. Examining county-level prevalence (figure 2), however, also shows important variations 

within states that are obscured by focusing only on state-level data. For example, approximately one-

third of South Dakota’s adult population has obesity, but in some counties, the rate exceeds 50 percent. 

To provide additional context, figure 3 shows state-level percentage-point increases in obesity 

between 2011 and 2020. Though obesity has increased significantly in many states, those with the 

highest percentage-point increases in the last decade include California, Delaware, Georgia, and Iowa, 

which are in different parts of the US. 

Racial and Ethnic Disparities in Obesity Prevalence 

Policies and place-based strategies should also be informed by how prevalence varies across racial and 

ethnic groups within states, as shown in table 2. As noted above, Black and Hispanic/Latinx adults 
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typically experience higher rates of obesity than white and Asian adults. Native American and Alaska 

Native and Pacific Islander communities also experience higher prevalence rates, although small sample 

sizes in many datasets prohibit the examination of these trends at smaller geographic levels.  

FIGURE 1 

State-Level Obesity Prevalence, 2020  

URBAN INSTITUTE 

Source: Behavioral Risk Factor Surveillance System, 2020.  

Notes: Obesity is defined as having a body mass index (BMI) of 30 kg/m2 or higher. Height and weight data used in BMI 

calculations were self-reported. Records with the following were excluded: height < 3 feet or ≥ 8 feet; weight < 50 pounds or ≥ 

650 pounds; BMI: < 12 kg/m2 or ≥ 100 kg/m2; and pregnant women. 
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FIGURE 2 

County-Level Obesity Prevalence, 2018 

URBAN INSTITUTE 

Sources: Estimates provided by the Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention 

and Health Promotion, Division of Population Health. The data sources used to generate these model-based estimates include 

Behavioral Risk Factor Surveillance System 2018 data, Census Bureau 2010 population estimates, and American Community 

Survey 2013–17 or 2014–18 estimates. For more information, see “Measure Definitions,” Centers for Disease Control and 

Prevention, PLACES: Local Data for Better Health, accessed December 22, 2021, https://www.cdc.gov/places/measure-

definitions/index.html. 

Note: Presented data are model-based estimates for the age-adjusted prevalence of obesity among adults ages 18 and older in 

2018.   

https://www.cdc.gov/places/measure-definitions/index.html
https://www.cdc.gov/places/measure-definitions/index.html
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FIGURE 3 

Percentage-Point Change in State-Level Prevalence of Obesity, 2011–20  

URBAN INSTITUTE 

Source: Behavioral Risk Factor Surveillance System, 2011–20.  

Notes: Obesity is defined as having a body mass index (BMI) of 30 kg/m2 or higher. Height and weight data used in BMI 

calculations were self-reported. Changes were statistically significant in all states except Florida, Massachusetts, Oregon, 

Vermont, and Washington. Records with the following were excluded: height < 3 feet or ≥ 8 feet; weight < 50 pounds or ≥ 650 

pounds; BMI: < 12 kg/m2 or ≥ 100 kg/m2; and pregnant women. 
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TABLE 2 

State-Level Prevalence of Obesity, by Race and Ethnicity, 2018–20 

 Overall (%) Rank White (%) 
Hispanic/ 
Latinx (%) Asian (%) Black (%) 

Alabama 39.0 3 34.3 35.3 15.6  46.2  
Alaska 31.9 27 29.0 34.0 25.5  41.6  
Arizona 30.9 33 27.6 35.9 12.3  35.7  
Arkansas 36.4 9 36.1 34.0  45.0  
California 30.3 37 24.4 36.2 10.5  41.7  
Colorado 24.2 53 21.8 30.9 6.3  31.0  
Connecticut 29.2 40 26.6 34.5 11.6  40.3  
Delaware 36.5 7 33.3 34.5 13.4  43.0  
District of Columbia 24.3 52 11.2 25.2 7.3  39.1  
Florida 28.4 44 27.4 29.7 14.9  35.7  
Georgia 34.3 18 30.7 35.7 11.6  40.5  
Hawaii 24.5 50 18.8 33.0 16.6  33.1  
Idaho 31.1 30 29.2 33.1 19.0  30.7  
Illinois 32.4 24 31.1 35.4 12.1  41.0  
Indiana 36.8 5 35.1 40.0  39.7  
Iowa 36.5 8 35.3 36.4 13.4  45.4  
Kansas 35.3 15 34.5 38.0 11.9  43.3  
Kentucky 36.6 6 36.5 33.2  43.0  
Louisiana 38.1 4 33.3 32.2 16.9  45.2  
Maine 31.0 31 31.1 28.2  34.8  
Maryland 31.0 32 28.9 31.3 11.8  39.9  
Massachusetts 24.4 51 25.3 30.4 9.6  30.9  
Michigan 35.2 16 33.9 43.1 8.8  42.3  
Minnesota 30.7 35 30.3 33.9 18.8  33.7  
Mississippi 39.7 1 36.2 33.0  46.7  
Missouri 34.0 19 33.6 39.5  42.2  
Montana 28.5 43 26.9 29.7   
Nebraska 34.0 20 33.9 35.8 9.3  41.1  
Nevada 28.7 41 28.9 33.1 13.4  37.3  
New Hampshire 29.9 39 30.7 25.8 13.7  31.3  
New Jersey 27.7 47     
New Mexico 30.9 34 24.8 35.7  37.9  
New York 26.3 48 26.6 30.4 11.4  34.8  
North Carolina 33.6 21 29.9 31.3 16.9  46.5  
North Dakota 33.1 23 33.9 37.9 16.7  25.8  
Ohio 35.5 14 34.2 39.7 10.5  40.5  
Oklahoma 36.4 10 35.1 36.2 12.2  43.4  
Oregon 28.1 45 28.3 35.4 16.7  33.0  
Pennsylvania 31.5 28 31.3 32.9 7.2  41.8  
Rhode Island 30.1 38 28.3 35.2  35.8  
South Carolina 36.2 11 32.4 30.9 23.7  43.9  
South Dakota 33.2 22 30.9 37.8  34.3  
Tennessee 35.6 13 34.1 35.0  44.3  
Texas 35.8 12 32.2 39.7 12.5  39.2  
Utah 28.6 42 28.0 32.3 11.6  34.7  
Vermont 26.3 49 27.1 21.7  37.2  
Virginia 32.2 26 30.3 31.3 11.8  42.6  
Washington 28.0 46 29.3 34.8 9.9  34.2  
West Virginia 39.1 2 39.4 39.3  46.3  
Wisconsin 32.3 25 31.9 39.0 18.1  45.6  
Wyoming 30.7 36 29.5 32.3  35.0  
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Source: Behavioral Risk Factor Surveillance System, 2018–20.  

Notes: Bolded states are the 10 states with the highest obesity prevalence. Italicized states are the 10 states with the lowest 

obesity prevalence. Blank cells indicate insufficient data, where the sample size is smaller than 50 people, the relative standard 

error (dividing the standard error by the prevalence) is 30 percent or more, or no data were available in a specific year. Black, 

white, and Asian adults are non-Hispanic/Latinx. State-level data on Native American obesity rates are not available. 

Figures 4 and 5 show another way of examining the advantage of white adults relative to other 

racial and ethnic groups, specifically Black and Hispanic/Latinx adults. These charts rank the size of the 

white-Black and white-Hispanic/Latinx disparities in obesity rates by state.9 The top five states with the 

largest differences in obesity prevalence between white and Black adults are the District of Columbia, 

California, North Carolina, Hawaii, and Wisconsin. The top five states with the largest differences in 

obesity prevalence between white and Hispanic/Latinx adults are Hawaii, the District of Columbia, 

California, New Mexico, and Michigan. 
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FIGURE 4 

White-Black Disparity in Obesity Rates, by State, 2018–20 

Percent 

URBAN INSTITUTE 

Source: Behavioral Risk Factor Surveillance System, 2018–20.  

Notes: Montana is excluded because of insufficient data on Black adults (fewer than 50 people or relative standard error 30 

percent or more). New Jersey is excluded because no data were available in 2019. Black and white adults are non-Hispanic/Latinx. 

For simplicity, the District of Columbia is considered a state. 
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FIGURE 5 

White-Hispanic/Latinx Disparity in Obesity Rates, by State, 2018–20 

Percent 

URBAN INSTITUTE 

Source: Behavioral Risk Factor Surveillance System, 2018–20.  

Notes: New Jersey is excluded because no data were available in 2019. White adults are non-Hispanic/Latinx. For simplicity, the 

District of Columbia is considered a state. 

The Intersection of Obesity and Related Chronic Diseases 

Examining obesity prevalence alongside other associated health conditions provides additional insight 

into place-based challenges related to obesity. Figures 6 through 10 present county-level obesity rates 

mapped in combination with rates of diabetes, high blood pressure or hypertension, cardiovascular 
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disease, stroke, and arthritis. The maps reveal counties in the top two or bottom two quintiles of the 

prevalence of obesity in combination with each major health condition. The maps also show similar 

patterns of concentrated health disadvantage across these conditions in many parts of the US, including 

the arc through the South sometimes called the “diabetes belt” and the “stroke belt” (Barker et al. 2011; 

Howard and Howard 2020).  

Mapping epidemiological data helps us conceptualize both the widespread nature of the obesity 

epidemic and the areas of highest concern with respect to comorbidities. In a later section, we provide 

maps of access to health care coverage to better understand how disease prevalence aligns with obesity 

screening and treatment interventions. 

State obesity rates range from 24.2 percent in Colorado to 39.7 percent in Mississippi. Obesity 

rates increased in all states from 2011 to 2020. However, the rate of increase is not perfectly correlated 

with current prevalence rates. Since 2011, obesity has increased the most in Delaware (7.7 percentage 

points) and has increased the least in Vermont (0.9 percentage points). Obesity is more prevalent in the 

Southeast and Midwest regions of the United States, but the increase in obesity is more widespread and 

not concentrated within any specific region. 

County obesity rates range from 15.7 percent in Boulder County, Colorado, to 50.1 percent in 

Holmes County, Mississippi. However, rates are as high as 33.3 percent in Colorado (Pueblo County) 

and as low as 33.2 percent in Mississippi (Madison County). County-level variation in obesity rates 

suggests state-level policies alone cannot address the obesity epidemic. Still, many counties in the top 

40 percent of obesity and related comorbidity rates are concentrated within states such as Alabama, 

Kentucky, Louisiana, Texas, and West Virginia. Similarly, counties in the bottom 40 percent of obesity 

and related comorbidity rates are concentrated within western states such as California, Colorado, and 

Wyoming and in northeastern states such as Massachusetts, New Hampshire, Rhode Island, and 

Vermont. State-level policies, such as expanding access to obesity treatments through Medicaid, are 

therefore important tools for treating and preventing obesity. 
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FIGURE 6 

Top and Bottom Two Quintiles of Obesity and Diabetes Prevalence, by County, 2018 

URBAN INSTITUTE 

Sources: Estimates provided by the Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention 

and Health Promotion, Division of Population Health. Data sources used to generate these model-based estimates include 

Behavioral Risk Factor Surveillance System 2018 data, Census Bureau 2010 population estimates, and American Community 

Survey 2013–17 or 2014–18 estimates. For more information, see “Measure Definitions,” Centers for Disease Control and 

Prevention, PLACES: Local Data for Better Health, accessed December 22, 2021, https://www.cdc.gov/places/measure-

definitions/index.html. 

Note: Presented data are model-based estimates for the age-adjusted prevalence of diagnosed diabetes and obesity among 

adults ages 18 and older in 2018.  

https://www.cdc.gov/places/measure-definitions/index.html
https://www.cdc.gov/places/measure-definitions/index.html
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FIGURE 7 

Top and Bottom Two Quintiles of Obesity and High Blood Pressure Prevalence, by County, 2017–18 

URBAN INSTITUTE 

Sources: Estimates provided by Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and 

Health Promotion, Division of Population Health. Data sources used to generate these model-based estimates include Behavioral 

Risk Factor Surveillance System 2018 data, Census Bureau 2010 population estimates, and American Community Survey 2013–

17 or 2014–18 estimates. For more information, see “Measure Definitions,” Centers for Disease Control and Prevention, 

PLACES: Local Data for Better Health, accessed December 22, 2021, https://www.cdc.gov/places/measure-

definitions/index.html. 

Note: Presented data are model-based estimates for the age-adjusted prevalence of high blood pressure among adults ages 18 

and older in 2017 and the age-adjusted prevalence of obesity among adults ages 18 and older in 2018. 

https://www.cdc.gov/places/measure-definitions/index.html
https://www.cdc.gov/places/measure-definitions/index.html
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FIGURE 8 

Top and Bottom Two Quintiles of Obesity and Coronary Heart Disease Prevalence, by County, 2018 

URBAN INSTITUTE 

Sources: Estimates provided by the Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention 

and Health Promotion, Division of Population Health. Data sources used to generate these model-based estimates include 

Behavioral Risk Factor Surveillance System 2018 data, Census Bureau 2010 population estimates, and American Community 

Survey 2013–17 or 2014–18 estimates. For more information, see “Measure Definitions,” Centers for Disease Control and 

Prevention, PLACES: Local Data for Better Health, accessed December 22, 2021, https://www.cdc.gov/places/measure-

definitions/index.html. 

Note: Presented data are model-based estimates for the age-adjusted prevalence of coronary heart disease and obesity among 

adults ages 18 and older in 2018. 

https://www.cdc.gov/places/measure-definitions/index.html
https://www.cdc.gov/places/measure-definitions/index.html
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FIGURE 9 

Top and Bottom Two Quintiles of Obesity and Stroke Prevalence, by County, 2017–18 

URBAN INSTITUTE 

Sources: Estimates provided by the Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention 

and Health Promotion, Division of Population Health. Data sources used to generate these model-based estimates include 

Behavioral Risk Factor Surveillance System 2018 data, Census Bureau 2010 population estimates, and American Community 

Survey 2013–17 or 2014–18 estimates. For more information, see “Measure Definitions,” Centers for Disease Control and 

Prevention, PLACES: Local Data for Better Health, accessed December 22, 2021, https://www.cdc.gov/places/measure-

definitions/index.html. 

Note: Presented data are model-based estimates for the age-adjusted prevalence of stroke among adults ages 18 and older in 

2017 and the age-adjusted prevalence of obesity among adults ages 18 and older in 2018. 

https://www.cdc.gov/places/measure-definitions/index.html
https://www.cdc.gov/places/measure-definitions/index.html
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FIGURE 10 

Top and Bottom Two Quintiles of Obesity and Arthritis Prevalence, by County, 2018 

URBAN INSTITUTE 

Sources: Estimates provided by the Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention 

and Health Promotion, Division of Population Health. Data sources used to generate these model-based estimates include 

Behavioral Risk Factor Surveillance System 2018 data, Census Bureau 2010 population estimates, and American Community 

Survey 2013–17 or 2014–18 estimates. For more information, see “Measure Definitions,” Centers for Disease Control and 

Prevention, PLACES: Local Data for Better Health, accessed December 22, 2021, https://www.cdc.gov/places/measure-

definitions/index.html. 

Note: Presented data are model-based estimates for the age-adjusted prevalence of arthritis and obesity among adults ages 18 

and older in 2018. 

Prevention and Management of Obesity 

Our review of obesity prevalence across the US documents that it is widespread but not evenly 

distributed across geographies and groups. In this section, we briefly review effective clinical and 

nonclinical approaches for preventing and treating obesity and experts’ recommendations about 

https://www.cdc.gov/places/measure-definitions/index.html
https://www.cdc.gov/places/measure-definitions/index.html
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standards of care. We then turn to a discussion of the availability of health insurance coverage that can 

facilitate treatment for obesity. 

Prevention Approaches 

Obesity can occur for many reasons, including unhealthy diet, sedentary lifestyle, genetic 

predisposition, and even as a side effect of medical treatment, but the common strategies to prevent 

obesity focus largely on healthy eating and physical activity. Studies of dietary and exercise 

interventions show they can be effective in preventing excess weight gain at key points in the life course 

(Bray et al. 2018). Both dietary modification and exercise programs during pregnancy have been shown 

to reduce excess gestational weight gain (Muktabhant et al. 2015). Because excessive weight gain in 

childhood and adolescence is often a precursor of adult obesity, educational settings are a logical place 

to conduct prevention interventions in groups. A recent systematic review found that programs that 

combine diet and exercise are effective for children under age 5, but programs that focus on exercise 

alone are not effective. In contrast, among children and adolescents ages 6 to 18, physical activity 

interventions are more effective (Brown et al. 2019). Among adults, worksites are a common location 

for obesity prevention programs, and one systematic review found that nutrition and physical activity 

programs in these settings had a modest effect on BMI (Anderson et al. 2009). Broader population-

based approaches to modify diets and physical activity are more difficult to implement and evaluate, so 

evidence on these approaches is limited. Still, suggested policy approaches include excise taxation of 

sugary beverages (Colchero et al. 2017) and changes to the built environment to promote physical 

activity.10  

Treatment Approaches 

Though population-based strategies are typically necessary for preventing obesity, treatment of those 

who have obesity is more often delivered to individuals. The National Institute of Diabetes and 

Digestive and Kidney Diseases summarizes common approaches to treating overweight and obesity.11 

Healthy eating and regular physical activity are typically considered the first steps in treatment, but 

self-management alone is often insufficient, and coaching has been shown to increase weight loss 

(Wadden et al. 2011). Based on studies of multicomponent behavioral interventions’ effectiveness, the 

US Preventive Services Task Force recommends such interventions to help patients achieve clinically 

important weight loss through dietary changes and physical activity (US Preventive Services Task Force 

2018). 
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Pharmaceutical treatments can also be effective in achieving weight loss and are a recommended 

component in most clinical guidelines. A recent review of randomized clinical trials of five antiobesity 

medications (AOM) approved by the US Food and Drug Administration as of 2016 found AOM to be 

effective (Khera et al. 2016). A recent analysis also found that the fiscal impact of 100 percent uptake of 

AOMs would reduce Medicare and Medicaid spending and increase tax revenue over 75 years (Kabiri et 

al. 2021). However, concerns about the side effects and the safety of early drugs have led to hesitancy 

among clinicians (Connolly et al. 1997), insurers, and patients in prescribing, paying for, and using these 

pharmacotherapies. Newer medications including semaglutide, recently approved for obesity 

treatment, and tirzepatide, still in phase 3 clinical trials, have shown promising increases in efficacy, 

improved safety, and reduced side effects that may decrease patient discontinuation (Yanovski and 

Yanovski 2014, 2021). 

People with severe obesity who have been unable to lose weight through other means are 

sometimes referred to surgical treatments. These treatments work by variously reducing the amount of 

food consumed or reducing the absorption of nutrients through the small intestine.12 The literature on 

these procedures finds them effective, but their safety and effectiveness vary by type of surgery (Chang 

et al. 2014). Clinical guidelines call for nutritional and behavioral support for patients undergoing 

surgery (Mechanick et al. 2020). 

Comprehensive Standards of Care 

Various organizations have studied the evidence on the effectiveness of standards of care and have 

developed recommended standards. More than 20 years ago, the National Institutes of Health 

convened an expert panel to review the available evidence and produce recommendations for the full 

spectrum of treatments discussed above (NHLBI Obesity Education Initiative Expert Panel 1998). More 

recently, the Departments of Veterans Affairs and Defense reviewed the current evidence and came to 

a similar conclusion (VA and DoD 2020); their strongest recommendation was for comprehensive 

lifestyle interventions that include behavioral, dietary, and physical activity components. However, 

their review also supported long-term pharmacotherapy and bariatric surgery for people with higher 

BMIs. In addition, the American Association of Clinical Endocrinology and the American College of 

Endocrinology have made similar recommendations (Garvey et al. 2016), and a recent Canadian review 

also supported these approaches to varying degrees (Wharton et al. 2020).  
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Variation in State Coverage Policies 

Though these reviews of clinical evidence support the use of comprehensive lifestyle interventions, 

pharmacotherapy, and surgery, patients’ access to the full spectrum of these services is limited by a lack 

of insurance coverage. As the largest national insurance plan, traditional Medicare generally covers 

only screening and counseling performed by a primary care provider and surgery.13 It covers weight loss 

programs only if they are part of a treatment plan to manage an associated condition like diabetes or 

hypertension.14 TRICARE (military health insurance) covers surgery and pharmaceuticals but not 

nutritional counseling. The Affordable Care Act requires that all private insurers cover screening and 

counseling as preventive care services. Private individual and group plans are not required to cover 

other treatments, though they may offer such coverage.  

At the state level, the coverage provided by state governments to their employees and to Medicaid 

beneficiaries or mandated for Affordable Care Act Marketplace plans varies considerably. The maps 

below describe the coverage landscape for four types of insurance coverage governed by state policies 

(box 1): Medicaid fee for service (figure 11), Medicaid managed care (figure 12), state employee 

insurance (figure 13), and the state benchmark plan governing Marketplace plan coverage 

requirements (figure 14).  

The common finding across all types of insurance coverage is that pharmacotherapy is the least-

covered treatment option. Only 15 Medicaid programs cover AOM in fee-for-service Medicaid, and 

only 4 additional programs cover AOM under at least one Medicaid managed-care plan. In only two 

states does the benchmark Marketplace plan cover AOM. Finally, 16 state employee plans offer such 

coverage. In contrast, all but two states cover some form of bariatric surgery under Medicaid, as do 23 

state benchmark plans and 42 state employee plans. Though preventive screening and counseling are 

covered by all types of insurance nationwide under the Affordable Care Act, only 26 fee-for-service 

Medicaid programs and 28 managed-care Medicaid programs cover specific nutritional counseling to 

support modified diets. In addition, such counseling is covered in 37 state benchmark plans and in 13 

state employee health plans. 

The correlations between the treatments covered and the obesity rates in each state are not 

obvious. For example, among the 10 states with the highest obesity prevalence (MS, WV, AL, LA, IN, KY, 

DE, IA, AR, and OK), 3 cover AOM in their Medicaid programs. On the other hand, 3 of the 10 states 

with the lowest obesity prevalence (CO, MA, HI, VT, NY, NJ, WA, OR, FL, MT) do so as well. In state 

employee plans, only one high-prevalence state covers AOM, whereas three low-prevalence states do 

so. Differences are more apparent in the coverage of nutritional counseling: three high-prevalence 
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states cover this service in Medicaid, whereas six low-prevalence states do so. Eight of the 10 low-

prevalence states cover nutritional counseling in state benchmark plans, whereas only 5 of the 10 high-

prevalence states do so. Nine of the 10 high-prevalence states cover this benefit in state employee 

plans, and 8 of the 10 low-prevalence states do so. 

Though we can say nothing about the causal relationships between comprehensive coverage and 

obesity prevalence, these differences suggest states with the largest obesity burdens may not be 

deploying the full range of available treatment options to help reduce that burden. 

BOX 1 

Notes on Coverage Definitions 

We consider a treatment to be covered if we observed a strong indication of coverage for all 

nonpregnant adults ages 21 and older. We did not consider a treatment covered if it only applied to 

children (ages 21 and under), pregnant women, patients with diabetes but not obesity, or other 

subpopulations of adults. Screening and counseling were considered covered if a plan offered any 

preventive measures to assess and treat obesity, including annual physical and routine wellness exams. 

Nutritional counseling was considered covered if dietary instruction or other nutrition services were 

available beyond routine visits. Pharmacotherapy was considered covered if the plan indicated 

coverage for any medication used to treat obesity, including phentermine, diethylpropion, orlistat, 

liraglutide, and semaglutide. Pharmacotherapy was not considered covered if a medication that could 

be used to treat obesity was only covered to treat conditions other than obesity. For example, if a plan 

only covered orlistat for the treatment of hyperlipidemia, that pharmacotherapy was considered to be 

not covered. Bariatric surgery was considered covered if a plan covered any type of bariatric surgery, 

including gastric bypass, gastric band, and sleeve gastrectomy. 

If coverage for an obesity treatment was unclear or unavailable, we did not consider the treatment 

to be covered. For all treatment options, we did not consider restrictions such as prior authorization 

requirements, BMI requirements, documentation of supervised exercise or diet regiments, documented 

weight loss, comorbidities, additional medical criteria, limited duration of benefits, copayments, and 

other criteria that might affect benefit coverage. Therefore, our determination of coverage for each 

treatment option may differ from actual coverage. 
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FIGURE 11 

State-Level Medicaid Fee-for-Service Coverage of Obesity Treatments, 2016–17  

URBAN INSTITUTE 

Source: Data for the 2016–17 plan year were accessed from “Coverage for Obesity Treatment Services – State Medicaid 

Programs,” the George Washington University, STOP Obesity Alliance, accessed December 22, 2021, 

https://stop.publichealth.gwu.edu/coverage/medicaid. 

https://stop.publichealth.gwu.edu/coverage/medicaid
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FIGURE 12 

State-Level Medicaid Managed-Care Coverage of Obesity Treatments, 2016–17  

URBAN INSTITUTE 

Source: Data for the 2016–17 plan year were accessed from “Coverage for Obesity Treatment Services – State Medicaid 

Programs,” the George Washington University, STOP Obesity Alliance, accessed December 22, 2021, 

https://stop.publichealth.gwu.edu/coverage/medicaid. 

https://stop.publichealth.gwu.edu/coverage/medicaid
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FIGURE 13 

State-Level Employee Health Plan Coverage of Obesity Treatments, 2020–21  

URBAN INSTITUTE 

Source: Data for the 2020–21 plan year were accessed from “Obesity Treatment Coverage,” the George Washington University, 

STOP Obesity Alliance, accessed December 22, 2021, https://stop.publichealth.gwu.edu/coverage. 

Notes: Coverage for nutritional counseling was undetermined for California, Hawaii, New Mexico, and Oklahoma. Coverage for 

pharmacotherapy was undetermined for Illinois, Missouri, Montana, North Dakota, Oklahoma, Oregon, and Vermont. Coverage 

for bariatric surgery was undetermined for Iowa, Montana, and Wyoming. Treatments for which coverage was undetermined 

were coded as "not covered." Undetermined coverage means information was unavailable or conflicting information was found in 

separate documents. 

https://stop.publichealth.gwu.edu/coverage
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FIGURE 14 

State-Level Essential Health Benefits Benchmark Plans’ Coverage of Obesity Treatments  

URBAN INSTITUTE 

Source: Data accessed from the Centers for Medicare & Medicaid Services.  

Notes: Most data come from plan years 2017–23, except for data for Illinois (2020–23), Michigan (2022–23), New Mexico 

(2022–23), Oregon (2022–23), and South Dakota (2021–23). For more information, see “Essential Health Benefits Benchmark 

Plans,” Centers for Medicare & Medicaid Services, accessed December 22, 2021, https://www.cms.gov/CCIIO/Resources/Data-

Resources/ehb#ehb. 

The composition of insurance coverage types in a state greatly influences the comprehensiveness 

of coverage experienced by the typical person in the state. In states where Medicaid covers a greater 

portion of the population, the Medicaid coverage policy has a greater impact on access to obesity care. 

Conversely, access to any of these services is more limited in states with higher proportions of residents 

who are uninsured. The next set of maps shows (1) differences in Medicaid coverage by states’ 

Affordable Care Act Medicaid expansion statuses (figure 15) and (2) the shares of state populations 

who are covered by Medicaid (figure 16), employer-sponsored coverage (figure 17), and Medicare 

(figure 18) or are uninsured (figure 19).  

https://www.cms.gov/CCIIO/Resources/Data-Resources/ehb#ehb
https://www.cms.gov/CCIIO/Resources/Data-Resources/ehb#ehb
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Comparing the Medicaid expansion statuses of states with high versus low obesity prevalence, 2 of 

the 10 highest-prevalence states have not yet expanded Medicaid; among the 10 lowest-prevalence 

states, 1 has not expanded Medicaid. However, the two nonexpansion states in the high-prevalence 

group have the highest (Mississippi) and third-highest (Alabama) obesity rates in the country. The 

nonexpansion state in the low-prevalence group, Florida, has the ninth-lowest obesity prevalence of all 

states. As of 2020, the shares of state populations covered by Medicare are similar in the high- and low-

prevalence states. The average share of the population with Medicaid coverage is slightly higher in high-

prevalence states than in low-prevalence states (22.6 versus 20.2 percent), and the share covered by 

employer-based insurance is higher in low-prevalence states than in high-prevalence states (50.3 

versus 46.7 percent). Finally, average uninsurance rates are 8.9 percent in the 10 highest-prevalence 

states and 6.8 percent in the 10 lowest-prevalence states.  

Again, though we cannot make causal claims about the correlation between insurance coverage and 

obesity, the potential impact of increasing insurance coverage of obesity treatment is likely to be muted 

by the higher uninsurance rates in high-prevalence states. The somewhat larger share of the population 

of high-prevalence states covered by Medicaid suggests making changes to Medicaid programs may 

have a greater impact in those states. Conversely, changes to employer-based coverage policies may 

have a relatively greater effect in low-prevalence states. 
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FIGURE 15 

State Affordable Care Act Medicaid Expansion Status as of November 2021 

URBAN INSTITUTE 

Source: “Status of State Action on the Medicaid Expansion Decision: Timeframe November 19, 2021,” Kaiser Family Foundation, 

accessed December 22, 2021, https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-

under-the-affordable-care-

act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D.  

https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
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FIGURE 16 

State-Level Medicaid Coverage, 2019 

URBAN INSTITUTE 

Source: “Health Insurance Coverage of the Total Population: Timeframe 2019,” Kaiser Family Foundation, accessed December 

22, 2021, https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-

care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D.  

https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
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FIGURE 17 

State-Level Employer-Sponsored Insurance Coverage, 2019 

URBAN INSTITUTE 

Source: “Health Insurance Coverage of the Total Population: Timeframe 2019,” Kaiser Family Foundation, accessed December 

22, 2021, https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-

care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D. 

https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
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FIGURE 18 

State-Level Medicare Coverage, 2019 

URBAN INSTITUTE 

Source: “Health Insurance Coverage of the Total Population: Timeframe 2019,” Kaiser Family Foundation, accessed December 

22, 2021, https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-

care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D. 

https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
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FIGURE 19 

State-Level Uninsurance Rates, 2019 

URBAN INSTITUTE 

Source: “Health Insurance Coverage of the Total Population: Timeframe 2019,” Kaiser Family Foundation, accessed December 

22, 2021, https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-

care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D. 

Summary 

Obesity is a complex condition with social, environmental, and individual causes. People of all genders, 

races, and ethnicities and across all geographies experience this condition. Obesity rates have 

continued to rise across the United States in the last decade, and prevalence is highest among women 

and Black, Hispanic/Latinx, Native American and Alaska Native, and Pacific Islander adults. People 

residing in the Southeast and Midwest tend to experience higher prevalence overall, but pockets of 

significantly elevated obesity exist throughout the country. Obesity is associated with other serious 

health conditions, higher rates of mortality, and high economic costs. Because social and environmental 

factors shape obesity prevalence, the treatment and prevention of obesity cannot solely address 

individual causes. Access to affordable health care that covers obesity treatment and prevention 

services, such as nutritional counseling, pharmacotherapy, and bariatric surgery, can mitigate the social 

and environmental causes of this public health emergency. However, states with the highest prevalence 

https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
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of obesity are often not providing insurance coverage for all effective obesity treatments, nor is the 

Medicare program. Expanding health insurance access through Medicaid and covering obesity 

treatments through Medicaid and Medicare would help states combat obesity. This is especially true for 

high-prevalence states, where both uninsurance and Medicaid coverage rates are higher than such 

rates in low-prevalence states. What changes in insurance coverage policy might have the largest 

impact on obesity depends, in part, on where high-prevalence populations obtain their health insurance. 

Enhancing coverage through the Marketplaces and state employee plans would also help address this 

epidemic. Thus, further analysis is required. Finally, though many policies and the prevalence of obesity 

vary at the state level, county-level data reveal that the prevalence of obesity and related disease varies 

within states, suggesting state-level policies alone may not completely address the obesity epidemic. To 

the extent that access to high-quality, local providers of comprehensive services or some other factor 

drives those intrastate differences, locally targeted interventions may also be necessary. 

About the Data 

We derived national and state- and county-level data on obesity and related health conditions from 

multiple datasets, including the National Health and Nutrition Examination Survey, the National Health 

Interview Survey, and the Behavioral Risk Factor Surveillance System (BRFSS). The National Health and 

Nutrition Examination Survey is a nationally representative study of about 5,000 people that collects 

data every two years, both via interview and physical examination. The Centers for Disease Control and 

Prevention’s National Center for Health Statistics uses these survey data to determine the prevalence 

of major diseases and risk factors for diseases. The National Health Interview Survey is a larger, cross-

sectional household interview (35,000 to 40,000 households with about 75,000 to 100,000 people). It is 

conducted annually under the auspices of the Centers for Disease Control and Prevention’s National 

Center for Health Statistics, and it collects information on diagnoses identified by a clinician. Because it 

is a large national survey, it can provide greater visibility into the demographic characteristics of people 

reporting various health conditions. The BRFSS is the primary method for collecting state- and 

community-level data. It is a large telephone survey conducted with more than 400,000 people each 

year. Most state health departments use the survey to identify the prevalence of chronic conditions in 

their populations. Although the survey was designed to collect data at the state and metropolitan 

statistical area levels, multiple years of BRFSS data are used to report information for smaller 

geographic areas like counties. To report county-level information, we used the Centers for Disease 

Control and Prevention's PLACES 2021 release, an effort to release information uniformly at a large 

scale for local areas. The data sources used to create these estimates include 2017 or 2018 BRFSS data, 
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Census Bureau 2010 population data, and American Community Survey 2013–17 or 2014–18 

estimates. See the PLACES data portal for more information on the county-level data.15 For more 

information about the other public health datasets, see the National and Community Health Data Sets 

appendix in Institute of Medicine (2011).  

Data on the insurance coverage of obesity treatment for state employees and Medicaid 

beneficiaries come from the STOP Obesity Alliance at the George Washington University. The alliance 

collected these data using administrative documents, health plan websites, provider manuals, 

subscriber handbooks, fee schedules, and drug formularies. Data on individual and small-group 

coverage of essential health benefits as mandated through state benchmark plans come from the 

Centers for Medicare & Medicaid Services.16 Data on state-level shares of insurance type come from 

the Kaiser Family Foundation’s analysis of the Census Bureau’s American Community Survey. 

https://chronicdata.cdc.gov/browse?category=500+Cities+%26+Places&sortBy=newest&utf8
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