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Executive Summary

Massachusetts is at a critical inflection point. Like
many states, obesity is on the rise. Currently, 61%
of adults in Massachusetts struggle with obesity or
are overweight. This trend disproportionately
affects communities of color, with roughly 43% of
Black and 40% of Latinos in Massachusetts
suffering from obesity. And the problem is only
getting worse, over the past decade, the
percentage of adults with diabetes, a common
condition coinciding with obesity, has increased
28%. Despite these concerning trends, and at the
urging of Gov. Maura Healey, Massachusetts’
Medicaid program, MassHealth, decided to end
coverage for GLP-1s, one of the most effective
treatments for obesity. While this decision may
save some money for Massachusetts in the short
run, in the long run it will only further this health
equity crisis and pose a threat to the state’s
Medicaid program, public health infrastructure,
and long-term economic stability.

As obesity rates climb, Massachusetts will face an
urgent challenge: without early, evidence-based
intervention, today’s obesity crisis will become
tomorrow’s diabetes, cardiovascular disease, or
disability crisis, all leading to ballooning Medicaid
expenditures. Obesity is a chronic disease linked
to more than 200 serious health conditions,
including type 2 diabetes, heart disease, stroke,
kidney disease, and certain cancers.

Treatments like GLP-1s, are increasingly
recognized as part of the clinical standard of care
and are covered in other public and private health
plans. This policy gap undermines health equity,
limits access to medically necessary care, and
leaves low-income patients in Massachusetts

without effective treatment options. The sudden
emergence in this gap also disrupts doctors'
treatment plans and causes many patients to
regress in the treatment of their disease.

When safe, evidence-based care is inaccessible,
patients are pushed toward unsafe alternatives,
including counterfeit and illegally compounded
drugs. These products are increasingly marketed
in low-income communities and pose serious
health risks.

Massachusetts has the opportunity to reverse
this decision and continue to provide Medicaid
coverage of FDA-approved anti-obesity
medications (AOMs) like GLP-1s for the
treatment of weight loss and obesity.
Re-expanding Medicaid coverage allows patients
to continue on treatment plans that work for
them and provide stable, reliable care that
prevents them from seeking out cheaper and
potentially dangerous alternatives. We know that
covering obesity treatments advances health
equity, improves health outcomes, and helps
bend the cost curve, it’s time we maintain our
investments so we can reap the rewards and
protect patient health.

The evidence is clear, the need is urgent, and the
timing is right. This is why we urge Governor
Healey, the Massachusetts Executive Office of
Health and Human Services, and state
lawmakers to take the necessary administrative
and legislative steps to restore MassHealth
coverage of FDA-approved AOMs and
strengthen protections against unsafe and
illegally marketed compounded medications.



INVESTING IN HEALTH EQUITY | October 2026

Obesity Is a Health Equity Crisis

Obesity affects more than 42% of adults
nationwide and is among the leading drivers of
chronic disease in the United States, with
profound implications for healthcare costs,
workforce participation, and public programs
such as Medicaid.!

Despite its scale and impact, obesity has been
widely stigmatized and for years was viewed
as a matter of individual behavior rather than a
chronic and multifactorial disease. As the
American Academy of Pediatrics observed in
2023, obesity has been “long stigmatized as a
reversible consequence of personal choices,”?
even though it is shaped by complex genetic,
physiologic, socioeconomic, and environmental
factors. This misunderstanding has real
consequences for policy, particularly because
the burden of obesity is not evenly distributed
across the population.

Nationally, disparities are stark. Nearly 46% of
Hispanic adults live with obesity, and close to
79% of Hispanic women are overweight or
obese, compared with 64% of non-Hispanic
white women.3 Black Americans are 28% more
likely than U.S. adults overall to have obesity.*

These national trends are reflected in
Massachusetts where 43% of Blacks and 40%
of Hispanics struggle with obesity.® These
trends can also be compounded by other
factors such as income and unequal access to:

affordable healthy food

safe outdoor and recreational spaces
reliable transportation

primary and preventive care

chronic disease management
culturally competent healthcare
providers

Because Massachusetts’ Medicaid program
disproportionately serves low-income
individuals, communities of color, and people
with chronic diseases, obesity rates among its
beneficiaries are often higher than those
observed across racial or income groups
individually. Medicaid is therefore uniquely
positioned to address these health inequities.
Rolling back coverage will only exacerbate
existing disparities, particularly as access to
obesity treatments increasingly depends on
individuals’ ability to pay out of pocket through
direct-to-consumer channels.

Though the decision to roll back coverage
may save money in the short term, leaving
obesity unaddressed represents not only a
threat to individual health outcomes and
economic stability, but a growing risk to the
sustainability of MassHealth, and the broader
healthcare safety net. Treating obesity as the
chronic disease it is is no longer optional; it is a
fiscal and public health imperative. For
Massachusetts, failing to act now does not
save money, rather it defers costs until they are
larger, harder to manage, and more
inequitable.

Obesity is more common among Black
and Hispanic adults in Massachusetts

Adults with obesity (BMI 30+), 2024 - All Massachusetts adults: 27.0%

sack [ 36.1%
Hispanic _ 33.0%
White _ 26.8%
Asian g::;f;cr - 12.5%

Source: KFF analysis of CDC Behavioral Risk Factor Surveillance System (BRFSS), 2024.
Based on self-reported height and weight.
Asian / Pacific Islander includes Native Hawaiian adults.
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The Cost of Inaction | Obesity as a Gateway to Medicaid

Spending Growth

Obesity is not an isolated condition. It is a
primary risk factor for type 2 diabetes,
cardiovascular disease, and numerous other
costly chronic illnesses. An estimated 60% to
90% of individuals with type 2 diabetes also
live with obesity or have a history of obesity.®

This connection has direct fiscal
consequences:

e Diabetes drives lifelong medication use,
frequent hospitalizations, dialysis,
amputations, and disability-related care.

e These downstream costs are predictable,
recurring, and fall heavily on public
payers -- particularly programs like
Medicaid and Medicare.

Evidence shows that treating obesity earlier
can significantly reduce the incidence of type 2
diabetes by as much as 58%’ and delay or
prevent the onset of other high-cost
complications. Yet despite the availability of
effective treatments, obesity pharmacotherapy
remains severely underutilized: fewer than 2%
of eligible adults nationwide receive
anti-obesity medications.® Failing to address

prevention and treatment of obesity means we
are giving up on the more than 100 million
Americans who already live with this disease
and continue to face social stigma.

Already, obesity places tremendous strain on
the healthcare system and Bay Staters. Citing
cost as its primary justification, Massachusetts
rolled back MassHealth coverage of
anti-obesity medications in July 2026,
disrupting treatment for 22,000 beneficiaries
who had relied on these medications to
manage their obesity. This decision put these
beneficiaries’ health at risk and reinforced the
stigma folks so often face by suggesting the
state's bottom line is more important than their
care and that effective treatments like GLP-1s
are not a right but a privilege. However,
ensuring that all eligible Bay Staters can
access effective FDA-approved weight-loss
therapies would not only improve health
outcomes, but also deliver enormous
economic value to the Commonwealth. Fewer
obesity-related complications mean less
disability, less pain, and nationally up to $100
billion annually in combined healthcare savings
and quality-of-life gains.

AOMs Are Evidence-Based, Cost-Effective Care

FDA-approved anti-obesity medications are
now widely recognized as part of the standard
of care for chronic obesity management,
particularly when combined with nutrition
counseling and lifestyle interventions. It is
unacceptable that many patients do not
receive the standard of care needed for
obesity, a chronic disease that requires a
continuum of evidence-based interventions,
beginning with nutritional counseling and
structured physical activity and, when clinically

appropriate, extending to metabolic and
bariatric surgery and FDA-approved
anti-obesity medications.® Clinical evidence
shows that these medications can:

e produce sustained weight loss

e improve quality of life

e |ower the risk of progression to type 2
diabetes

e reduce cardiovascular risk



INVESTING IN HEALTH EQUITY | October 2026

Independent economic evaluations
increasingly demonstrate that FDA-approved
AOMs can deliver substantial health benefits
relative to their costs. In its December 2025
assessment,'® the Institute for Clinical and
Economic Review (ICER) concluded that
semaglutide and tirzepatide were highly
cost-effective, reflecting their ability to
improve health outcomes and reduce the
incidence of serious obesity-related
complications. And even though the
widespread need for treatment presents
legitimate budget challenges, these findings
demonstrate that the value of obesity
treatment cannot be assessed through
pharmacy expenditures alone. A
comprehensive fiscal assessment must also
account for avoided medical complications,
improvements in patients’ quality of life, and
the long-term economic burden of untreated
obesity in a diverse population like the
Commonwealth of Massachusetts.

Cost concerns often reference official list
prices that do not reflect the real, net cost.
After rebates and concessions, the estimated
net price for medications such as Wegovy is
substantially lower — approximately $274 per
month" — than official list prices. In addition,
the federal government pays part of a state’s
Medicaid costs through the Federal Medical
Assistance Percentage (FMAP). The federal
government’s FMAP payment to
Massachusetts is around 50%,"” meaning the
federal government pays for approximately
50% of Medicaid services in the state.
Additionally, recent commitments made by
pharmaceutical companies to lower list prices
may further improve the ability of states to
budget for an expansion of care. Importantly,
Medicaid programs already use utilization
management tools to manage access to
specialty medications. Coverage of AOMs does
not require abandoning these practices; it
requires recognizing obesity as the

chronic disease it is and the necessary tools
that support long-term disease management —
similar to how medications are used to manage
hypertension, asthma, or high cholesterol.

Yet nationally, fewer than 2 percent of eligible
adults receive anti-obesity medications.™ This
gap is driven largely by lack of coverage and
affordability barriers. If Medicaid beneficiaries
cannot access clinically appropriate obesity
pharmacotherapy, the state risks reinforcing a
two-tier system in which higher-income
patients receive modern evidence-based care
while low-income patients are left with limited
options.

When patients cannot access legitimate,
FDA-approved treatments, many look for
alternatives. Across the country, counterfeit
and illegally compounded GLP-1 drugs have
proliferated, particularly through online
vendors and informal markets. These products
are not FDA-approved and are not subject to
appropriate safety standards.

The FDA has identified significant risks,
including:

unknown or incorrect ingredients
unsafe dosing

contamination and improper storage
adverse events requiring medical care
fraudulent labeling and counterfeit
packaging

These risks disproportionately affect
low-income communities, where patients are
more likely to face barriers to accessing safe
and legitimate treatment through the
healthcare system.

Ensuring Medicaid beneficiaries have access to
evidence-based obesity care is therefore not
only a chronic disease strategy — it is also a
public health safety strategy.
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Coverage Gaps Fuel Unsafe Alternatives for

Massachusetts

The rapid proliferation of counterfeit and
illegally compounded GLP-1 products poses a
serious and growing public health concern. As
stated before, these products are not
FDA-approved and are not subject to adequate
safety or quality oversight. Also, the FDA has
identified significant risks associated with their
use including improper storage, substandard or
unknown ingredients, fraudulent labeling, and
reported adverse events.

Why Action Is Needed Now

This moment calls for action. Without action,
health disparities will only continue to rise in
Massachusetts, pushing more people to
unregulated treatment options, magnifying
long-term Medicaid exposure and making
inaction increasingly costly. At the same time,
there is broad clinical consensus that obesity is
a chronic disease requiring comprehensive,
evidence-based treatment, not episodic or
incomplete care.

Leading health policy experts have reached
the same conclusion. As the Institute for
Clinical and Economic Review (ICER)
recommended in 2022:

“States should include coverage of weight loss
medications under the auspices of the
Medicaid program... Obesity is a growing
health problem in the United States that has a
particularly large impact on certain racial and
ethnic groups... Considerable concern was
[also] expressed by patient advocates and
clinical experts that despite improvements in
weight loss with existing medications and
those undergoing clinical

These risks are especially intensified when
Medicaid beneficiaries suddenly lose access to
FDA-approved treatments, leaving patients
with access to only unsafe and unregulated
substitutes. Permanently expanding Medicaid
coverage for evidence-based obesity
treatment would not only improve chronic
disease management, but also reduce reliance
on products that place patients at unnecessary
risk.

evaluation that current coverage policies and
medication costs are likely to worsen
disparities in accessing care unless specific
action is taken.”

Market dynamics further strengthen the case
for action. Increased competition and emerging
federal pricing signals are expected to
continue placing downward pressure on the
cost of anti-obesity medications, making
expanded coverage more affordable now —
and likely even more sustainable over time.
Against this backdrop, Massachusetts’ long
standing leadership on health equity creates
both an opportunity and a responsibility.

Expanding Medicaid coverage for obesity
treatment represents a logical extension of the
state’s commitment to equitable, preventive
care. Delaying action will only exacerbate
existing disparities and drive higher long-term
costs. Acting now offers the chance to improve
health outcomes, protect vulnerable
communities, and strengthen the long-term
sustainability of MassHealth.
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Health Equity Coalition for Chronic Disease

The Health Equity Coalition for Chronic Disease (HECCD) believes that all people deserve the best possible health care. Continuing
to allow outdated coverage policies to restrict access for communities dependent on public programs is counter to the principles of
health equity. The Health Equity Coalition for Chronic Disease’s mission is to ensure that community experts, policy makers, providers,
and other stakeholders work together to eliminate barriers to healthcare for rural communities, seniors, and communities of color,
especially as related to access to care and treatment for obesity. Learn more at HealthEquityAction.org.

Learn about the Health Equity Coalition for
Chronic Disease and our partners at

www.HealthEquityAction.org
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