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Obesity affects over 42 percent of U.S. adults, costing the nation more than $400 billion 
annually. Traditional weight-loss methods alone have proved to be insufficient in addressing this 
growing public health burden. But GLP-1 receptor agonists now offer the potential to profoundly 
transform obesity care. Public policies should support their wider adoption. 

KEY TAKEAWAYS 
 

 Obesity costs the United States more than $400 billion annually, including $173 billion 
in health-care expenditures, as well as significant losses in productivity, wages, and 
economic output. 

 The indirect costs of obesity ripple across multiple sectors—including transportation, 
food, infrastructure, and emergency services—further compounding its overall economic 
burden. 

 Prior efforts to reduce the obesity crisis through advice about dieting and exercise have 
failed. 

 GLP-1 therapies deliver clinically meaningful weight loss and help reduce the risk of type 
2 diabetes, cardiovascular disease, and other chronic conditions. 

 Broad adoption of GLP-1 therapies could reduce long-term health care costs, boost labor 
force participation, and generate economic benefits across multiple sectors. 

 Key policy priorities include continued support for GLP-1 research, equitable access to 
these therapies, and incorporating dynamic scoring in CBO modeling to better capture the 
broader economic impact of obesity reduction. 
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INTRODUCTION 
Over the past several decades, the United States has made significant progress in many 
population health indicators, including increased life expectancy, reduced smoking rates, and 
decreased substance use among youth.1 However, in stark contrast, obesity rates have surged, 
nearly doubling since the early 2000s.2 Obesity now affects 42.4 percent of American adults, 
making it a significant driver of both preventable disease and health care costs—an estimated 
$173 billion annually, according to the Centers for Disease Control and Prevention (CDC).3 

The United States also faces rising obesity among children and adolescents, with nearly one in 
five youth classified as obese.4 Obesity is commonly defined as a body mass index (BMI) of 30 
kg/m² or higher.5 This trend is not unique to the United States, as rising obesity rates have been 
observed across many countries worldwide. According to the World Obesity Federation, 38 
percent of the global population is currently overweight or obese—a figure projected to reach 51 
percent by 2035, with associated costs expected to exceed $4 trillion annually by 2035, or 
nearly 3 percent of current global gross domestic product (GDP).6 This rapid rise in obesity has 
led many experts to classify it as a global epidemic—one with far-reaching health, social, and 
economic consequences, from increased rates of type 2 diabetes, heart disease, and cancer to 
decreased workforce productivity and rising disability burdens.7 

The widespread prevalence of obesity poses a serious threat to both individual health and 
healthcare systems around the world. A key feature of obesity is an excessive accumulation of 
body fat—also known as adipose tissue—that is metabolically active, releasing hormones and 
inflammatory markers that contribute to several conditions, including insulin resistance, 
inflammation, and cardiovascular damage.8 Obese individuals therefore have an increased risk of 
developing numerous chronic conditions, including type 2 diabetes, cardiovascular disease, 
hypertension, and certain cancers.9  

Obesity rates have surged, nearly doubling since the early 2000s. 

In addition to physical health complications, obesity is also associated with mental health 
challenges, including depression, anxiety, and social stigma, further exacerbating the burden on 
affected individuals.10 Although lifestyle interventions are a cornerstone of clinical treatments for 
obesity, traditional weight-loss strategies, such as calorie restriction and increased physical 
activity, have shown limited long-term success.11 Many individuals struggle to maintain weight 
loss due to biological mechanisms that regulate appetite and metabolism, which often drive the 
body to regain lost weight. 

Recognizing the urgent need for more effective obesity interventions, the scientific and medical 
communities have increasingly pursued innovative approaches to address this complex, chronic 
condition. Among the most promising breakthroughs in recent years has been the development of 
glucagon-like peptide-1 (GLP-1) receptor agonists (henceforth, GLP-1s)—a class of medications 
originally developed to treat type 2 diabetes. Therapies such as Eli Lilly’s Mounjaro and Novo 
Nordisk’s Ozempic and Wegovy have shown remarkable efficacy in promoting weight loss, 
marking a significant advancement over earlier generations of weight-loss drugs, which often had 
more-limited effectiveness or more-pronounced side effects.12 These therapies work by 
mimicking GLP-1, a naturally occurring hormone that regulates key biological pathways involved 
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in appetite and metabolism. Specifically, they increase satiety and slow gastric emptying, leading 
to reduced caloric intake and clinically meaningful weight loss—approximately 15 percent in 
clinical trials.13 Crucially, by targeting the underlying drivers of obesity such as insulin resistance 
and hormonal dysregulation, GLP-1s represent a potential paradigm shift in obesity treatment. As 
access expands and long-term data accumulates, these therapies may become a cornerstone of 
comprehensive, evidence-based obesity care. 

However, amid growing fiscal pressures, questions about the sustainability and accessibility of 
advanced obesity treatments are inevitable. While scaling back health care spending may seem 
prudent during times of economic uncertainty, underinvesting in innovative obesity therapies 
risks undermining long-term economic growth. The costs of obesity-related conditions extend 
well beyond direct medical expenses—they reduce workforce productivity, increase disability 
rates, and strain insurance programs. As this report outlines, advancing the development and 
accessibility of obesity treatments has the potential not only to improve population health, but 
also to lower long-term health care costs, enhance labor force participation, and generate cross-
sector economic benefits, which could save the United States more than $400 billion annually. 

This report examines the role of GLP-1s in obesity management, evaluating their clinical 
effectiveness, economic implications, and broader societal impact. It explores the potential of 
these therapies not only to support weight loss, but also to mitigate obesity-related comorbidities, 
reduce health care expenditures, and enhance workforce productivity. The report also considers 
the ripple effects across multiple industries, including transportation, the food industry, and 
emergency services. While GLP-1s present a transformative opportunity, challenges related to 
cost, access, and long-term sustainability remain. The report offers policy considerations for 
integrating these treatments into a comprehensive obesity care model. These include support for 
basic research and dynamic scoring in Congressional Budget Office (CBO) modeling to account 
for the impact of a reduction in obesity across multiple sectors of the economy. As obesity is 
increasingly recognized as a chronic disease requiring medical intervention, GLP-1s may offer 
renewed hope to millions struggling with weight challenges and their associated health risks. 

THE SCALE OF THE PROBLEM 
To fully grasp the transformative potential of GLP-1 therapies, it is essential to first understand 
the scale and complexity of the obesity epidemic they aim to address. Today, concerns about 
weight and health are more widespread than ever—and with good reason. Obesity rates have 
surged over recent decades, turning what was once viewed primarily as an individual medical 
issue into a major public health crisis. The numbers are striking: Approximately one in three U.S. 
adults are overweight, and more than two in five have obesity.14 This translates to roughly 110 
million American adults living with obesity—a number comparable to the combined populations 
of Italy, Spain, and Denmark.15 

The United States has one of the highest obesity rates among high-income countries.16 In 2023, 
at least 23 states reported adult obesity rates of 35 percent or higher—a dramatic rise from a 
decade earlier, when no state had reached that threshold.17 These figures highlight the 
escalating scale of the crisis and the urgent need for more effective interventions beyond 
traditional lifestyle modifications such as diet and exercise, which have shown limited long-term 
success.18 
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Gender differences add another layer of complexity to the obesity public health challenge. 
Women are approximately 40 percent more likely than men to be obese, placing them at 
increased risk for obesity-related comorbidities.19 Research suggests that these disparities are 
driven by a combination of biological, environmental, and behavioral factors.20 Notably, gender-
based differences in food cravings—including the type, intensity, frequency, and regulation of 
cravings—have been linked to the higher prevalence of obesity among women. Compared with 
men, women report more frequent and intense cravings, particularly for sweet, high-calorie foods 
such as chocolate and pastries, which may contribute to excessive caloric intake and long-term 
weight gain.21 

Childhood obesity statistics are equally concerning. Nearly one in five American children and 
adolescents (19.7 percent) are classified as obese—a rate that has more than tripled from 5.5 
percent in the 1970s.22 Excess weight in childhood is a strong predictor of adult obesity, 
reinforcing a cycle of poor health conditions that can persist throughout life.23 Early onset obesity 
also significantly increases the risk of developing chronic conditions such as type 2 diabetes, 
hypertension, and cardiovascular disease at younger ages, contributing to long-term health 
complications and rising health care costs.24 

If current trends in youth obesity persist, younger generations are likely to experience obesity-
related conditions earlier in life, placing increasing strain on the healthcare system. U.S. studies 
estimate that a child with obesity at age 10 incurs an additional lifetime medical cost of 
$16,300 to $19,300 compared with a child with a healthy weight.25 Moreover, obesity-related 
health care expenses among fifth graders alone are estimated to be $17 billion higher than those 
for peers who maintained a healthy weight during childhood but gained excess weight later in 
life.26 

UNHEALTHY NUMBERS: THE ECONOMIC TOLL OF OBESITY 
As obesity rates continue to rise, so too do the economic costs for both individuals and society. 
According to the CDC, obesity-related health care expenditures in the United States total 
approximately $173 billion annually, with individuals with obesity incurring an average of 
$1,861 more in medical costs each year than do those at a healthy weight.27 However, the 
economic impact extends beyond direct medical spending—obesity also reduces workforce 
participation and productivity, contributing to an estimated 4.4 percent decline in GDP.28 As 
innovative therapies such as GLP-1s offer new hope for addressing obesity, quantifying its 
broader economic burden helps underscore the value and potential return on investment of such 
therapeutic advances.  

Individual Costs of Obesity 
The burden of obesity begins at the individual level—not only as a medical concern, but as a 
persistent financial strain embedded in daily life. From higher health care expenses to lost wages 
and increased insurance premiums, individuals with obesity face escalating economic challenges 
over time. Research shows that medical costs rise significantly with an increasing BMI.29 Obesity 
is defined as a BMI of 30 kg/m² or higher and is further classified into distinct categories based 
on severity. (See table 1.) 
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Table 1: BMI Classifications30 

Medical Classification BMI Range (kg/m²) 

Underweight Under 18.5 

Healthy Weight 18.5–24.9 

Overweight 25.0–29.9 

Obesity (Class 1)  30.0–34.9 

Obesity (Class 2) 35.0–39.9 

Obesity (Class 3, a.k.a. Severe Obesity) Above 40.0 

 

A 2021 study found that adults with obesity incurred average annual health care expenses of 
$5,010—double the $2,504 spent by individuals at a healthy weight.31 Among individuals 
covered by large employer-sponsored insurance, the cost burden of obesity is equally evident. In 
2021, enrollees who were overweight or obese incurred an average of $12,588 in total annual 
health costs—more than double the $4,699 spent by individuals at a healthy weight.32 This 
disparity is also reflected in out-of-pocket spending, which has risen more sharply for those with 
excess weight. Over the past decade, average out-of-pocket costs for obese individuals with 
employer coverage have increased by 37 percent, reaching $1,487 in 2021.33 In comparison, 
individuals without obesity saw a 25 percent increase, averaging $698 per year. Notably, these 
rising costs do not affect only those with obesity. As insurers adjust premiums to absorb growing 
obesity-related expenses, healthier individuals may also face higher insurance costs—despite not 
incurring the higher direct medical expenditures themselves.34 

Beyond its economic impact, obesity also significantly reduces life expectancy. On average, 
obesity is associated with 4.7 years of life lost per affected individual and has been estimated to 
reduce overall U.S. life expectancy by 2.1 years.35 Put differently, obesity is a leading contributor 
to premature mortality in the United States, accounting for more than 1,300 excess deaths each 
day.36 If the burden of obesity were reduced or eliminated, the resulting life expectancy gains 
would roughly equal the total lifespans of the population of Indiana (6.75 million people).37 
Fortunately, the increasing availability of innovative treatments offers a promising opportunity to 
reduce obesity’s toll and improve public health outcomes. 

On average, obesity is associated with 4.7 years of life lost per affected individual and has been 
estimated to reduce overall U.S. life expectancy by 2.1 years. 

Healthcare System Costs of Obesity 
Beyond the personal toll, obesity imposes substantial and immediate financial strain on the U.S. 
healthcare system. Obesity-related conditions are now among the most significant drivers of 
rising federal health care spending and long-term fiscal imbalances. Over the next decade, such 
illnesses are projected to add $5.6 trillion to the U.S. federal primary deficit, with approximately 
$4.1 trillion stemming from increased costs in programs such as Medicare and Medicaid.38 
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Notably, obesity alone is estimated to account for nearly 42 percent of the federal primary deficit 
during this period.39  

This matters because reducing the primary deficit is essential to stabilizing the debt-to-GDP 
ratio—a key indicator of a nation’s fiscal health. If left unaddressed, rising obesity-related 
expenditures may continue to crowd out other public investments and place federal debt on an 
increasingly unsustainable path. In particular, obesity-related health care spending could divert 
resources from productivity-enhancing investment priorities such as education, infrastructure, 
and research and development (R&D). 

In addition to future fiscal projections, current health care spending trends already underscore 
the scale of the obesity crisis. As of 2016, adult obesity was associated with $260.6 billion in 
aggregate medical costs in the United States.40 Looking ahead, the 2025 Joint Economic Report 
estimates that obesity will generate between $8.2 trillion and $9.1 trillion in excess medical 
expenditures over the next decade—if America fails to foster an environment in which medical 
innovation can effectively address obesity.41  

While employer-sponsored insurance bears the majority of obesity-related costs, Medicare and 
Medicaid still account for roughly 25 percent of the national burden.42 This is particularly 
concerning given the high prevalence of obesity-related chronic conditions among program 
beneficiaries. More than 14 million Medicare enrollees—over one in five—have been diagnosed 
with obesity, and over 17.7 million are living with type 2 diabetes, a condition strongly linked to 
excess weight.43 

At the state level, the economic impact of obesity becomes even more pronounced. Recent 
research reveals significant geographic variation in obesity-related health care costs. Among the 
four most populous U.S. states, the estimated increase in health care spending associated with a 
single additional BMI unit ranged from $55 in Florida to a staggering $373 in California.44 In 
total, average annual medical expenditures for adults with obesity in California reached 
$5,812—nearly four times higher than the $1,502 spent by individuals at a healthy weight. 
While the effects were less dramatic in other states, the overarching message is clear: obesity 
acts as a cost multiplier throughout the healthcare system, at both federal and state levels. 

Heavy Losses: Reduced Economic Output 
As obesity rates continue to rise, the U.S. economy faces mounting losses in workforce 
participation, productivity, and long-term growth potential. Obesity reduces life expectancy, 
which in turn shrinks the pool of working-age individuals contributing to the economy.45 
According to established economic models, a 1 percent increase in the labor supply is associated 
with a 0.8 percent rise in long-term economic activity.46 When applied to the years of working 
life lost due to obesity-related premature deaths, the implications are striking: the United States 
is projected to forfeit between $10.9 trillion and $11.9 trillion in GDP over the next decade from 
labor force reductions alone. This loss corresponds to an estimated $1.93 trillion to $2.12 
trillion in forgone federal tax revenue—driven by a smaller, less-active workforce.47 

These labor supply effects are further compounded by the productivity losses obesity imposes on 
individuals who remain in the workforce. Obesity-related absenteeism and presenteeism—where 
employees are either absent from work or unable to perform at full capacity—are among the most 
persistent and costly challenges for employers.48 Research shows that employees with obesity 
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miss an average of 2 to 2.5 more workdays per year than do their healthy-weight peers.49 In 
2023, obesity-related absenteeism was estimated to cost U.S. employers approximately $82.3 
billion, while health-related presenteeism associated with obesity had a cost of $160.3 billion.50 
Additionally, productivity losses due to presenteeism amount to an estimated 2 percent reduction 
in total output for these individuals. When scaled across the economy, this seemingly modest 
productivity loss translates into a projected $2.6 trillion to $2.8 trillion reduction in U.S. GDP 
between 2024 and 2033, along with corresponding federal tax revenue losses nearing $470 
billion.51 

Beyond day-to-day losses, obesity significantly increases the risk of workplace injuries, especially 
in physically demanding industries including construction and manufacturing. Employees with 
obesity are more likely to experience impaired mobility, reduced stamina, and comorbidities such 
as sleep apnea, which can impair alertness and coordination. These physical limitations therefore 
increase the likelihood of on-the-job accidents, early retirement, and workforce attrition. As a 
result, employers face higher rates of workers’ compensation claims, alongside rising costs for 
medical care and indemnity payments.52 Research shows that employees with obesity file nearly 
twice as many workers’ compensation claims, incur 7 times the medical costs, and generate 11 
times the indemnity expenses of their healthy-weight counterparts.53 These outcomes translate 
into tangible financial consequences. In 2023 alone, obesity-related disability costs reached 
approximately $31.1 billion, while workers’ compensation programs absorbed an additional $5.2 
billion in related expenses.54 These outcomes impose a substantial burden on employers through 
increased insurance premiums, reduced productivity, and greater employee turnover—
underscoring the broader economic stakes of the obesity epidemic in the workplace.  

At the macroeconomic level, obesity’s impact on the labor market can undermine national growth 
potential. A smaller, less-productive workforce leads to fewer innovations, reduced capital 
formation, and slower economic expansion. Over time, this dynamic hinders both human and 
physical capital development, placing downward pressure on the economy’s long-term growth 
trajectory.55 The outlook is especially urgent given the projected rise in obesity prevalence. By 
2030, more than half of American adults are expected to be classified as obese, with a 
substantial increase in severe obesity.56 If unaddressed, this trend will further erode America’s 
economic potential, placing unprecedented strain on public programs, employer budgets, and 
national productivity. Yet, this trajectory is not inevitable. Strategic investments in effective 
obesity interventions—including innovative treatments such as GLP-1 therapies and targeted 
public health initiatives—could yield significant economic returns by preserving workforce 
participation, enhancing productivity, and improving population health.57 

Workplace Discrimination and Wage Gaps  
While the physiological and economic effects of obesity are well documented, the social costs—
particularly in the workplace—are often overlooked. Obesity stigma can influence hiring 
decisions, promotional opportunities, and compensation, contributing to persistent wage gaps 
and employment inequality. Studies consistently show that individuals with obesity earn less 
than their healthy-weight peers do, even after controlling for education, experience, and job 
performance.58  

Women, in particular, face disproportionately steep economic penalties. A landmark study 
published in the Journal of Human Resources finds that white women with obesity earn 
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approximately 9 percent less than their healthy-weight counterparts do. Although wage penalties 
for men also exist, they tend to be smaller and less consistent.59 Other studies suggest that the 
economic return from weight loss can rival that of an additional educational qualification. For 
example, losing around 65 pounds—the approximate amount a moderately obese woman of 
average height would need to reach a healthy BMI—could, in theory, yield a wage increase 
comparable to earning a master’s degree, which is associated with an 18 percent pay premium.60 

This wage gap cannot be explained solely by differences in productivity. Instead, it also stems 
from implicit biases and appearance-based discrimination.61 Employers may—consciously or 
unconsciously—associate obesity with traits such as laziness, lack of discipline, or poor health, 
even when those assumptions are unfounded.62 These biases influence not only hiring decisions 
but also performance evaluations, training opportunities, and career advancement. The impact is 
particularly pronounced in industries that emphasize physical appearance, such as customer-
facing roles.63 Individuals with obesity may be passed over for positions, excluded from 
leadership pipelines, or denied training opportunities. Over time, these disadvantages 
accumulate, limiting career trajectories and reinforcing long-term income inequality. 

What makes this particularly harmful is its intersection with race and socioeconomic status. As 
obesity rates continue to rise disproportionately among low-income populations and communities 
of color, wage penalties and employment discrimination risk further deepening economic 
inequality. Projections suggest that by 2030, severe obesity will be most prevalent among Black 
adults, low-income individuals, and women—groups that already face barriers in the labor 
market.64 Moreover, employers who fail to support or accommodate employees with obesity may 
face higher turnover, lower morale, and reduced inclusivity—all of which can negatively impact 
organizational performance.65 As the financial and social costs of obesity continue to rise, it is 
increasingly clear that systemic solutions—such as innovative therapies—are needed.  

THE INDIRECT COSTS OF OBESITY: IMPLICATIONS ACROSS INDUSTRIES 
Rising obesity rates in the United States represent not only a pressing public health challenge 
but also a growing source of strain on public infrastructure and services. As the prevalence of 
obesity increases, so too do its effects ripple across sectors—from transportation and logistics to 
public services and more. These indirect costs affect how systems are designed, operated, and 
maintained. This section highlights several key cross-sectoral impacts that underscore the far-
reaching consequences of the obesity epidemic. 

Transportation and Fuel Efficiency 
Obesity has a measurable impact on transportation energy consumption. Increases in average 
body weight lead to higher fuel usage across multiple modes of travel—including personal 
vehicles and commercial aviation. A CDC study estimates that, in the year 2000 alone, increased 
passenger weight led U.S. airlines to burn an additional 350 million gallons of jet fuel, at an 
added cost to the industry of $275 million.66 The following illustrative example provides a 
conservative estimate of current obesity-related fuel costs to U.S. aviation at approximately $684 
million a year. 

Airlines are already adapting to the economic and operational challenges associated with rising 
passenger weights. In regions with high obesity prevalence—such as the Pacific Islands—airlines 
such as Samoa Airways have introduced weight-based ticket pricing models in which fares are 
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scaled proportionally to a traveler’s weight.67 Meanwhile, European carriers including Finnair 
have begun experimenting with voluntary passenger weigh-ins to more accurately estimate fuel 
requirements. These measures underscore the growing economic and environmental implications 
of increasing body weights for the aviation industry.68 

Illustrative Example: Obesity-Related Fuel Costs in U.S. Aviation 
To illustrate the current real-world implications of rising obesity rates on the aviation sector, we 
estimated the additional fuel burden associated with excess passenger weight on U.S. flights. 

Baseline Assumptions 
 Average U.S. adult weight: 185.3 lbs. (based on a 50/50 male-female split). Where male: 

199.8 lbs.; 5’9”.69 (BMI 29.5, overweight); and female: 170.8 lbs.; 5’3”.70 (BMI 30.3, 
obese). 

 Weight loss with GLP-1 therapy (e.g., semaglutide): ~15 percent body weight reduction 
(~27.6 lbs. per person).71  

 Aircraft model: Boeing 737-300 (short-haul), capacity ~128 passengers.72 

 Excess weight on such a flight: 27.6 lbs. × 128 passengers = 3,532.8 lbs. 

Fuel Impact Estimate 
 Fuel burn rate (FAA estimates): 0.003 gallons per pound per hour.73 

 Flight duration (short-haul): 3 hours  

 Extra fuel burned per flight: 3,532.8 lbs. × 0.003 gal./lb./hr. × 3 hrs. = ~31.8 gallons. 

 Jet fuel price (April 1, 2025): $2.27 per gallon.74 

 Added fuel cost per flight: ~31.8 gallons × $2.27 = ~$72.  

Industry-Wide Impact 
 Annual U.S. scheduled flights: ~10 million.75  

 Estimated short- and medium-haul share: 95 percent = 9.5 million flights.76 

 Total annual cost of excess passenger weight to U.S. aviation industry: 9.5 million flights × 
$72 = ~$684 million per year.  

A Conservative Estimate 
This figure likely underestimates the true impact. It excludes: 

 long-haul flights, where excess passenger weight can drive even greater fuel consumption;  

 secondary effects such as increased maintenance, emissions, and operational costs; and 

 adjustments for fuel burn over medium-haul distances, given pooled flight data availability 
(i.e., estimate is based on short-haul flights of 3 hours). As fuel costs rise with flight 
duration, the actual fuel-related costs associated with obesity are likely higher than 
estimated. 
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Food Industry: Shifting Consumer Demand and Healthcare System Implications 
GLP-1 therapies are poised to significantly reshape consumer food choices, with wide-ranging 
consequences for the food and beverage industry, public health, and the broader healthcare 
system. A recent study from Cornell University finds that households with at least one GLP-1 
user reduced grocery spending by 5.5 percent within six months of adoption—equivalent to 
approximately $416 less per household per year.77 This decline was especially pronounced 
among higher-income households and was concentrated in specific product categories, 
particularly ultra-processed foods such as snacks, sweets, and baked goods.78 With over 40 
percent of American adults living with obesity, even a conservative estimate of 10 percent uptake 
of GLP-1 therapies within this population would amount to approximately 10 million users. If 
each of these households reduced grocery spending by $416 annually, the aggregate decline in 
excess food expenditures could total $4.16 billion per year. This figure reflects a substantial 
shift in household consumption patterns and underscores the broader economic ripple effects of 
GLP-1 adoption.  

These changes show the appetite-suppressing effects of GLP-1 therapies, which reduce cravings 
for calorie-dense, nutrient-poor foods.79 For the food and beverage industry, these evolving 
consumer preferences present not only challenges but also opportunities—encouraging 
innovation in healthier product lines that align with a growing demand for nutrition-conscious 
eating. 

Beyond industry impacts, this trend also has important implications for national health outcomes 
and health care costs. Ultra-processed foods currently account for roughly 60 percent of caloric 
intake in the United States—compared with 14 to 44 percent in Europe—and are associated 
with chronic diseases such as hypertension, diabetes, cardiovascular disease, and certain 
cancers.80 According to a recent survey, the United States also leads the world in per capita 
sugar consumption at 126.4 grams per year, contributing to higher disease burdens and long-
term medical expenditures.81 While the U.S. healthcare system excels in treatment innovation 
and high survival rates for complex conditions, Americans often enter care in worse health than 
their counterparts in other high-income countries—an issue rooted, in part, in dietary patterns 
shaped by the food environment.82 

Healthcare System Adaptation 
As obesity rates continue to rise in the United States and globally, healthcare systems are facing 
mounting pressures that extend well beyond traditional clinical care. The growing prevalence of 
obesity has prompted significant adaptations across emergency services and hospital 
infrastructure.83 This section examines how the healthcare sector is responding to the physical 
and economic demands of treating patients with obesity. 

Emergency Services and Bariatric Equipment 
The rising prevalence of obesity has created substantial operational and financial challenges for 
emergency services (EMS).84 Standard ambulances and emergency protocols often fall short 
when transporting individuals with severe obesity, prompting the development of specialized 
“bariatric ambulances.”85 These vehicles are equipped with reinforced stretchers, mechanical 
lifts, widened doorways, and hoists capable of accommodating patients weighing up to 1,000 
pounds.86 However, these enhancements come at a steep cost: bariatric ambulances were 
estimated to cost $110,000 as of 2008—a figure significantly more than their standard 
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counterparts, and likely higher today due to inflation and expanded equipment needs.87 These 
costs extend beyond the vehicles themselves, often requiring additional personnel, specialized 
training, and longer response times due to logistical complexity.88 

The growing demand for bariatric EMS reflects broader systemic pressures. A 2013 review 
reported a steady increase in obesity-related EMS callouts, often involving complications such as 
respiratory distress, limited mobility, or diabetic crises.89 These incidents place significant strain 
on personnel and resources and increase the risk of injury and burnout among first responders. 
International trends mirror these challenges. For example, in response to a tenfold increase in 
hospital visits linked to obesity, the North West Ambulance Service (United Kingdom) has 
invested £184,000 (approximately $245,025) in specialized equipment to accommodate this 
demographic.90 

Beyond vehicle infrastructure, emergency responders face complex logistical and physical 
demands. Safely moving patients with obesity often requires more crew members than standard 
dispatch protocols allow, leading to delays in care and increased risk of injury to staff.91 Without 
proper training and equipment—such as hover mattresses, bariatric stretchers, and mechanical 
winches—both patient and staff safety are compromised. Back injuries, already a leading cause 
of occupational incapacity among these workers, are exacerbated by inadequate equipment and 
training.92 

Equipment limitations also affect clinical care. Standard immobilization tools, such as spinal 
boards and cervical collars, are often too small to be effective for larger patients.93 Air 
ambulances and imaging equipment such as CT scanners present additional barriers due to 
weight and size restrictions, further complicating triage and diagnosis.94 These constraints 
highlight the growing need for specialized bariatric protocols, training, and vehicle fleets—both 
ground and air—to ensure safe and timely emergency care for individuals with obesity. 

Hospital Infrastructure and Diagnostic Limitations 
Hospitals are increasingly investing in bariatric infrastructure to meet the rising demand for 
obesity-appropriate care. While many facilities previously rented equipment such as wider beds, 
reinforced wheelchairs, and mechanical lifts, growing patient volume has prompted a shift 
toward permanent retrofitting.95 Outfitting a single bariatric-ready hospital room can cost 
upwards of $43,000, underscoring the significant capital required to make facilities truly 
accessible.96 

Despite these efforts, many health care facilities—especially in rural areas—continue to face 
critical diagnostic equipment gaps. A 2008 national survey found that only 5 percent of rural 
hospitals and 3 percent of critical access hospitals had CT scanners capable of accommodating 
patients over 450 pounds.97 Even among bariatric surgery centers, just 21 percent had large-
capacity imaging equipment.98 These diagnostic limitations can delay or prevent timely and 
accurate care, negatively affecting treatment outcomes for individuals with obesity. 

Environmental Impact 
While the medical and economic burdens of obesity are well established, its environmental costs 
are gaining increased attention. Emerging research shows that obesity contributes to higher 
global greenhouse gas (GHG) emissions through associated dietary patterns, increased energy 
use, transportation needs, and broader lifestyle shifts. Individuals with obesity are estimated to 



INFORMATION TECHNOLOGY & INNOVATION FOUNDATION   |   AUGUST 2025 PAGE 13 

account for roughly 20 percent more GHG emissions than those within a healthy weight range—
introducing a new dimension to the obesity conversation and the need for medical innovation in 
this space.99  

As average body weights increase, so too does overall energy demand.100 Individuals with obesity 
require more basal energy due to increased lean mass, which supports greater body size and 
drives higher oxygen consumption and carbon dioxide (CO₂) production.101 This results in an 
estimated 81 kilograms of additional CO₂ emissions per person annually.102 With approximately 
609 million adults living with obesity globally in 2015, the total excess metabolic CO₂ emissions 
produced globally could reach 609 million × 81 kg = 49.1 megatons—comparable to the 
emissions generated by 183 million individuals of healthy weight.103  

Viewed through this lens, the case for innovation in obesity treatment—including the use of GLP-
1 therapies—becomes even more compelling. Reducing obesity not only improves health 
outcomes and lowers health care costs, but also serves as a meaningful intervention in the global 
effort to combat climate change.  

National Security and Military Readiness 
Obesity poses a growing challenge to the effectiveness of the U.S. Armed Forces, undermining 
recruitment, operational readiness, and long-term retention.104 As global security challenges 
intensify, ensuring a healthy and deployable military is more vital than ever. Rising obesity rates 
risk eroding this foundation. For example, in 2023, approximately 52,000 applicants were 
disqualified from military service due to excess weight—surpassing the 41,000-person 
recruitment gap the Department of Defense (DOD) had hoped to close.105 Obesity has now 
become the most common disqualifying factor for enlistment, outpacing prior concerns such as 
educational deficits and criminal records.106 

Additionally, retention rates have also deteriorated throughout the years. According to the 
Medical Surveillance Monthly Report, service members who are diagnosed as overweight or obese 
are significantly more likely to exit military service early—on average, 18 months (obesity) and 9 
months (overweight) sooner than their healthy-weight counterparts.107 This early departure 
represents not just a loss of trained personnel but also a costly disruption to force structure. In 
recent years, chronic obesity-related conditions such as osteoarthritis, hypertension, and fatty 
liver disease have overtaken traditional combat injuries as the leading causes of non-
deployability.108 These growing medical burdens make it increasingly difficult to sustain a force 
that is both mission ready and medically fit for deployment. 

In response, military branches have increasingly resorted to loosening fitness standards, issuing 
weight waivers, and retaining individuals with obesity in order to meet force requirements.109 
While these measures may help address short-term shortages, they often delay, rather than 
prevent, the downstream health complications associated with excess weight. Many recruits 
attempt to meet entry standards through rapid, unsustainable weight loss—sometimes shedding 
as much as 1.7 percent of body fat per week.110 However, these reductions are typically short 
lived, with weight rapidly returning post-enlistment. The resulting cycle of weight gain, injury, 
and early separation contributes to long-term physical and psychological harm, including higher 
risks of depression, anxiety, eating disorders, and cardiovascular strain. 
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Moreover, the fiscal consequences are equally concerning. According to recent estimates by the 
American Security Project, the DOD incurred approximately $1.25 billion in direct medical costs 
to treat active-duty service members with obesity-related conditions and an additional $99 
million due to lost productivity as a result of hospitalizations.111 

Fortunately, advances in medical science offer hope. Many of the health conditions associated 
with obesity—such as cardiovascular disease, diabetes, and liver disease—can be managed or 
prevented through timely, evidence-based treatments. Pharmacotherapies such as GLP-1s have 
shown significant promise in supporting weight loss and metabolic control, especially when 
paired with sustained lifestyle and behavioral interventions. If embraced and integrated into 
military healthcare systems, these tools could not only reduce the clinical burden of obesity, but 
also extend the careers and capabilities of active-duty personnel. 

In 2023, approximately 52,000 applicants were disqualified from military service due to excess 
weight—surpassing the 41,000-person recruitment gap the Department of Defense had hoped to close. 

Table 2 summarizes the wide-ranging economic burden of obesity in the United States, totaling 
an estimated $452.6 billion annually, or roughly 2.3 percent of 2021 real U.S. GDP ($19.6 
trillion).112 The costs are broken into direct medical expenses, productivity losses due to 
absenteeism and presenteeism, and sector-specific burdens such as aviation fuel costs. The data 
underscore the systemic nature of obesity’s economic impact across both the healthcare sector 
and the broader economy. It is important to note that this estimate is conservative, as it does not 
capture all sector-specific costs that further increase the total economic burden. 

Table 2: Annual direct and indirect costs of obesity113 

Cost Total (Billions) Share of Real U.S. GDP (2023) 

Direct Medical Costs $173.0 0.9% 

Workers’ Compensation Program $5.2 ~0.0% 

Disability Costs $31.1 0.2% 

Absenteeism $82.3 0.4% 

Presenteeism $160.3 0.8% 

Aviation Fuel Costs $0.7 ~0.0% 

Total Costs $452.6 2.3% 
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WHAT IS A GLP-1 RECEPTOR AGONIST? 
In light of the substantial health and economic costs of obesity, there is growing interest in 
scalable interventions that can meaningfully reduce obesity’s prevalence and associated burdens. 
Among the most promising are GLP-1s. This section explores the development of GLP-1 
therapies—from their scientific discovery to their mechanism of action in treating obesity.  

The origins of GLP-1s trace back to foundational research in the 1980s, when scientists 
identified GLP-1 as a hormone critical for regulating insulin secretion and blood glucose 
levels.114 Although early findings were promising, the natural form of GLP-1 degraded too rapidly 
in the body to serve as a viable therapeutic agent.115  

Around the same time, researchers studying the venom of the Gila monster (Heloderma 
suspectum), a lizard native to the southwestern United States, identified a hormone that slows 
digestion, allowing the animal to survive on just a few meals each year.116 This research led to 
the discovery of exendin-4, a molecule that mimics the action of GLP-1 by stimulating insulin 
secretion. Crucially, exendin-4 offered a major therapeutic advantage: unlike human GLP-1, it 
resists rapid enzymatic degradation in the body, making it significantly more stable and longer-
acting. These properties positioned exendin-4 as a promising candidate for treating type 2 
diabetes and, later, for addressing obesity.117  

This discovery led to the development of Byetta (exenatide), the first GLP-1 receptor agonist 
approved by the U.S. Food and Drug Administration (FDA) in 2005 for the treatment of type 2 
diabetes. Derived from exendin-4, exenatide mimics the effects of human GLP-1 by stimulating 
insulin secretion, reducing glucagon levels, and slowing gastric emptying. These mechanisms are 
central to improving blood glucose control. Exendin-4’s enhanced stability and resistance to 
enzymatic breakdown marked a major breakthrough, paving the way for a new class of therapies 
that would ultimately reshape not only diabetes care but also the treatment of obesity.118 

Continued R&D investment led to the creation of semaglutide, a next-generation GLP-1 receptor 
agonist. Unlike exenatide, which is derived from exendin-4, semaglutide is a synthetic analog of 
human GLP-1, engineered for a significantly longer half-life and greater potency.119 

Although both drugs fall under the same therapeutic class, their differing pharmacological profiles 
illustrate how follow-on biopharmaceutical innovation can enhance clinical efficacy, usability, and 
patient reach over time. 

Whereas exenatide requires twice-daily or weekly injections, semaglutide’s design allows for 
once-weekly dosing—and, in some formulations, oral administration—improving patient 
convenience and adherence. Although both drugs fall under the same therapeutic class, their 
differing pharmacological profiles illustrate how follow-on biopharmaceutical innovation can 
enhance clinical efficacy, usability, and patient reach over time.120 

GLP-1 therapies are effective because they can replicate a natural hormone released by the gut 
in response to food intake. This hormone helps regulate blood sugar by stimulating insulin 
secretion and also signals the brain to promote feelings of fullness.121 When administered, GLP-1 
therapies mimic the body’s natural post-meal response—even in the absence of food—resulting 
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in prolonged satiety, delayed digestion, and sustained insulin release. These combined effects 
help improve blood glucose control and support meaningful weight loss.122 

The development of GLP-1 therapies illustrates how transformative biopharmaceutical innovation 
can emerge from unexpected sources. Inspired by the Gila monster’s unique physiology, these 
treatments exemplify biomimicry—the practice of applying insights from nature to solve complex 
human health challenges. The success of GLP-1 drugs underscores the value of sustained 
investment in basic research and the importance of exploring unconventional scientific pathways 
to drive breakthrough therapies.123 

The Weight Is Over: Increasing Demand for Anti-Obesity Medications 
Scientific advances and rising public health urgency have converged to drive substantial 
investment in GLP-1 therapies. Initially developed to treat type 2 diabetes, these drugs have 
since gained widespread attention for their effectiveness in managing obesity—a shift that 
reflects both evolving clinical evidence and changing societal attitudes toward weight 
management. What was once considered a secondary benefit—appetite suppression—is now a 
major indication fueling one of the healthcare sector’s fastest-growing markets. 

For decades, obesity treatment options were limited, and outcomes were often disappointing.124 
Today, traditional approaches, including diet, exercise, and behavioral therapy, remain essential 
but frequently fail to deliver sustained results, particularly for individuals facing underlying 
metabolic or hormonal challenges. Pharmacological interventions, historically scarce, have been 
marred by safety concerns and modest efficacy.125 Drugs such as fenfluramine-phentermine (fen-
phen), sibutramine, and rimonabant were withdrawn from the market, as they were associated 
with serious adverse effects.126  

If adoption of GLP-1s expands at rapid scale, the U.S. economy could experience a 0.4 percent 
increase in GDP—equivalent to hundreds of billions of dollars in added output. 

In contrast, GLP-1s—including semaglutide (Wegovy, Ozempic) and tirzepatide (Mounjaro, 
Zepbound)—represent a significant departure from previous treatment paradigms.127 By 
mimicking natural satiety signals and regulating appetite through the gut-brain axis, these 
medications offer a new kind of intervention that can address core drivers of obesity.128 Clinical 
trials have demonstrated average weight loss of 15 percent, comparable to outcomes previously 
only achievable through bariatric surgery.129 This level of efficacy, combined with growing 
demand, marks a potential inflection point in how obesity is treated. 

The rapid uptake of anti-obesity medications (AOMs) reflects both their clinical promise and 
growing public demand. Once considered a niche category, the global AOM market is now 
projected to exceed $100 billion by 2030, drawing interest from biotech start-ups, major 
pharmaceutical firms, and investors.130 A 2024 analysis by Goldman Sachs Research 
underscores the potential scale and economic impact of these therapies.131 The report estimates 
that 133 million Americans could fall within the potential user base for GLP-1 medications, 
including 74 million for obesity treatment alone (excluding diabetes management). If adoption of 
GLP-1s expands at rapid scale, the U.S. economy could experience a 0.4 percent increase in 
GDP—equivalent to hundreds of billions of dollars in added output.132 
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For policymakers, this moment presents both a challenge and an opportunity. The challenge lies 
in managing rising demand for AOMs while ensuring affordability, equitable access, and long-
term sustainability within the healthcare system. The opportunity is equally significant: to 
redefine how we invest in, regulate, and deliver obesity care in a way that reflects both clinical 
progress and economic potential. The growing scale of the AOM market—combined with 
compelling evidence of health and productivity gains—highlights the strategic importance of 
supporting innovation in the GLP-1 space. Realizing this potential will require policy approaches 
that continue to foster scientific advancement and expand access without discouraging future 
discovery.  

BEYOND WEIGHT LOSS: THE BROADER PROMISE OF GLP-1S 
Emerging clinical evidence underscores the broad therapeutic potential of GLP-1s, even 
extending beyond weight loss. Their multifaceted biological mechanisms and systemic effects 
position them as promising interventions across a range of chronic conditions.133 GLP-1 therapies 
have shown the potential to reduce disease burden, enhance overall health and quality of life, 
and lower long-term health care costs. Given their far-reaching impact, sustained investment in 
research and innovation will be essential to fully realize their clinical and societal value. 

The Expansive Health Benefits of GLP-1 Therapies 
GLP1-s can contribute to improving cardiovascular, cognitive and neurological, and behavioral 
health. 

Cardiovascular Health 
Numerous clinical trials have shown that GLP-1s produce substantial and sustained weight loss 
in both diabetic and nondiabetic populations.134 Beyond their metabolic effects, these therapies 
have shown notable cardiovascular benefits, underscoring their broader clinical utility, 
particularly in high-risk groups. In patients with type 2 diabetes, clinical trials have shown that 
GLP-1s significantly reduce the risk of major adverse cardiovascular events, including nonfatal 
heart attacks and strokes.135 For example, semaglutide has been associated with a 20 percent 
reduction in such events, highlighting its potential to improve cardiovascular outcomes.136 In 
June 2025, the American College of Cardiology (ACC) advocated for the early use of GLP-1 
therapies as primary treatments for obesity to reduce cardiovascular risk, urging clinicians to 
consider these drugs as first-line options, highlighting that they outperform lifestyle interventions 
in efficacy and lower cardiovascular risk with fewer dangers than surgery. Experts also stress the 
need to expand access to these therapies for those most likely to benefit, noting that inadequate 
insurance coverage remains a major barrier for patients.137 

These benefits likely arise from a combination of mechanisms, including weight loss, improved 
glycemic control, reduced ectopic fat deposition, and decreased systemic inflammation, all of 
which contribute to enhanced vascular health. In addition, emerging evidence points to the role 
of GLP-1 therapies in addressing related cardiometabolic conditions such as obstructive sleep 
apnea (OSA). Given the high comorbidity of obesity, type 2 diabetes, and OSA—with prevalence 
estimates of OSA reaching up to 86 percent among individuals with both conditions—therapies 
that target multiple disease drivers are of significant clinical and public health value.138 Since 
weight loss is a cornerstone of OSA management, GLP-1 therapies may offer therapeutic benefits 
by indirectly reducing the frequency and severity of apneic episodes. 
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Cognitive and Neurological Health 
In addition to their established roles in metabolic and cardiovascular health, GLP-1s are gaining 
recognition for their potential neuroprotective and cognitive-enhancing effects. The discovery that 
GLP-1 receptors are present in regions of the brain associated with spatial memory and 
learning—particularly the hippocampus—has prompted a growing body of research into how 
these therapies might support neurological health.139 This area of investigation is especially 
relevant given the enormous economic and societal burdens of neurological diseases. Alzheimer’s 
disease alone costs the United States $238 billion annually—with costs projected to more than 
double by 2050 as the population ages.140 In this context, advancing innovation in neurological 
applications of GLP-1 therapies is not only a health care priority but also a strategic economic 
opportunity. 

In Alzheimer’s disease, a condition characterized by progressive neurological degeneration, 
research suggests that GLP-1s may help mitigate cognitive decline.141 Preclinical studies 
indicate that these therapies may protect against the toxic effects of amyloid-beta proteins—a 
hallmark of Alzheimer’s—by enhancing insulin signaling in the brain, reducing inflammation, 
and preventing neuronal death. These effects are believed to occur through pathways that 
promote neuronal repair, synaptic plasticity, and cell survival.  

Similar promise has been observed for Parkinson’s and Huntington’s diseases, as GLP-1s have 
shown promise in animal studies, improving motor function, preserving dopaminergic neurons, 
and reducing oxidative stress.142 Their ability to enhance glucose metabolism and reduce insulin 
resistance—mechanisms believed to be implicated in the progression of neurodegeneration—
adds further rationale for exploration in these conditions. 

Additional areas of interest include stroke and diabetic peripheral neuropathy.143 Experimental 
evidence suggests that GLP-1 therapies may limit brain damage following ischemic stroke and 
support functional recovery. In diabetic neuropathy, they also appear to promote nerve health 
and repair, offering a novel therapeutic option for a common and debilitating complication of 
diabetes.  

Although large-scale clinical trials are ongoing, the early evidence is compelling. GLP-1s may 
represent a paradigm shift in the treatment of neurological diseases, with the potential to 
significantly improve patient outcomes and deliver long-term economic and societal benefits. 
Realizing this potential will require targeted policy support, including investments in innovation, 
streamlined clinical research pathways, and incentives to accelerate biopharmaceutical 
development in this space. 

Behavioral Health 
Emerging evidence suggests that GLP-1s may even have applications in behavioral health, 
particularly in the treatment of substance use disorders. A recent Phase II, placebo-controlled 
trial conducted by researchers at the University of North Carolina examined the effects of once-
weekly semaglutide injections on individuals diagnosed with alcohol use disorder.144 The study 
finds that nearly 40 percent of participants receiving semaglutide reported a significant 
reduction in alcohol cravings over a nine-week period. While the number of drinking days did not 
change, participants in the treatment group consumed fewer drinks per drinking day, suggesting 
an effect on consumption intensity rather than frequency. 
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Notably, participants who smoked and received semaglutide also reported a reduction in daily 
cigarette use, raising the possibility that GLP-1 therapies may dampen reward-seeking behaviors 
across multiple domains.145 These findings align with anecdotal reports that GLP-1s not only 
reduce appetite for food but also lessen broader cravings, pointing to a potential mechanism 
involving the brain's reward circuits.146 

Consequently, these emerging findings could significantly reshape how substance use disorders 
are addressed—both in terms of treatment and broader societal cost mitigation. Alcohol and 
tobacco use remain among the most significant preventable and avoidable causes of deaths and 
morbidity worldwide, and their economic toll is substantial.147 Together, these cost the U.S. 
economy over $700 billion annually, driven by increased health care expenditures, lost 
productivity, and crime.148 Tobacco use accounts for an estimated $168 billion in annual health 
care costs and contributes to nearly 490,000 deaths each year.149 Alcohol use is linked to over 
178,000 deaths and incurs approximately $27 billion in health care costs annually.150 

Given the limited availability of effective treatment options for alcohol and nicotine dependence, 
GLP-1s could represent a novel therapeutic pathway with broad public health relevance. If these 
therapies can meaningfully reduce the intensity of substance use behaviors, even modest gains 
could yield significant public health savings and long-term economic gains. In light of this 
potential, policy frameworks that support targeted research, clinical validation, and innovation in 
the behavioral health applications of GLP-1 therapies should be prioritized as part of a broader 
strategy to reduce the national burden of addiction and improve treatment outcomes. 

Economic Benefits 
GLP-1s represent not only a significant advancement in therapeutic medicine but also a strategic 
opportunity to promote economic growth, reduce long-term health care expenditures, and 
strengthen societal resilience.151 Initially developed for management of type 2 diabetes, GLP-1 
therapies have since demonstrated clinical efficacy across a broad spectrum of conditions, as 
outlined in the preceding sections. This expanding therapeutic footprint positions GLP-1s as key 
public health tools—capable of improving population health outcomes while delivering 
substantial economic returns through reduced disease burden, enhanced productivity, and lower 
system-wide health care costs.  

Today, an estimated 129 million Americans are living with at least one major chronic disease, 
with approximately 42 percent managing two or more chronic conditions and 12 percent coping 
with five or more.152 Chronic diseases now account for 5 of the 10 leading causes of death in the 
United States and are responsible for nearly 90 percent of the nation’s $4.1 trillion in annual 
health care expenditures.153 Estimates suggest that poor health reduces U.S. GDP by more than 
10 percent due to lost workdays, disability, early mortality, and the burden of informal 
caregiving.154  

Given this landscape, innovations such as GLP-1s offer significant potential not only to alleviate 
individual disease burden but also to enhance economic productivity and growth. Studies show 
that by reducing the prevalence and severity of obesity-related and metabolic diseases, GLP-1 
treatments could increase U.S. GDP by an estimated 0.4 percent in the next few years.155 The 
impact on healthcare systems is similarly compelling. GLP-1 therapies have been associated with 
reduced hospitalization rates, shorter hospital stays, and fewer complications, particularly among 
high-risk populations.156 In one U.S. study involving patients with type 2 diabetes and 
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cardiovascular disease, those who received GLP-1 therapies experienced a 20 percent reduction 
in hospital admissions compared with individuals on non-GLP-1 treatments.157 In the United 
Kingdom, a modeling study projects that integrating GLP-1 therapies as part of a broader, 
proactive approach to diabetes management could prevent approximately 171,000 
hospitalizations and generate more than $2 billion in direct cost savings by 2040.158  

Beyond direct health care savings, GLP-1 therapies offer the potential to strengthen the broader 
labor market. Over the past three decades, poor health has contributed to a 2 to 3 percentage-
point decline in U.S. labor force participation, constraining productivity and slowing economic 
growth.159 Healthier populations are more likely to remain in the workforce, contribute to 
innovation, and support long-term economic growth. By reducing the prevalence of obesity and 
chronic disease, GLP-1 therapies could help reverse this trend, boosting labor force participation.  

Meanwhile, the rapid growth of the GLP-1 industry itself presents substantial economic 
opportunities. The global market for weight-loss drugs is projected to reach $105 billion by 
2030.160 In the United States, rising demand for GLP-1 therapies could increase real consumer 
spending by up to 0.7 percent and support the creation of an estimated 250,000 to 500,000 
new jobs, particularly in pharmaceutical manufacturing and supply chains.161 Major 
pharmaceutical companies are already responding with large-scale investments. Novo Nordisk, 
for example, is investing $4.1 billion to expand its manufacturing facility in Clayton, North 
Carolina.162 Eli Lilly has also announced new manufacturing sites in Indiana, Wisconsin, and 
North Carolina.163 These projects are expected to create more than 5,000 direct jobs, with 
broader economic ripple effects across construction, engineering, equipment supply, and local 
communities.164 

Studies show that by reducing the prevalence and severity of obesity-related and metabolic diseases, 
GLP-1 treatments could increase U.S. GDP by an estimated 0.4 percent in the next few years. 

Given that obesity-related illness is estimated to reduce per capita economic output by 
approximately 3 percent, broader uptake of effective treatments such as GLP-1s could yield 
lasting and transformative economic effects.165 Continued investment in GLP-1 innovation and 
expanded access to these therapies are therefore both health and economic policy priorities. As 
health care innovation accelerates, it is increasingly evident that improving population health can 
act as a powerful driver of economic growth, national resilience, and societal well-being over the 
next decade and beyond. 

CHALLENGES, RISKS, AND CONSIDERATIONS 
The emergence of GLP-1s represents a significant breakthrough in the treatment of obesity and 
related chronic conditions—offering the potential to improve health outcomes, reduce long-term 
health care expenditures, and boost workforce productivity. However, to fully realize these 
benefits at scale, several key challenges require attention. Among the most pressing are issues 
related to long-term adherence, access, and the need to sustain incentives for continued 
innovation. As these therapies gain broader adoption, the policy focus should be on fostering 
access while also preserving the innovation ecosystem that enables these advances. 
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Long-Term GLP-1 Adherence 
Ensuring long-term adherence to GLP-1 therapies presents complex challenges at both the 
individual and societal levels. For many patients, the clinical benefits of GLP-1s—particularly 
sustained weight loss and metabolic improvements—are closely tied to continued use.166 Once 
treatment is discontinued, individuals often experience weight regain and the return of obesity-
related health conditions, underscoring the need to view obesity as a chronic condition that may 
require long-term treatment.167 Adherence is also influenced by treatment tolerability.168 While 
GLP-1s are generally well tolerated, side effects such as gastrointestinal symptoms and the 
inconvenience of regular self-injections may deter adherence for certain patients.169  

Recognizing the challenges associated with long-term adherence, pharmaceutical companies are 
innovating through the development of more-convenient delivery methods. One notable example 
is Eli Lilly’s development of Orforglipron, a once-daily oral GLP-1.170 Unlike traditional injectable 
formulations, Orforglipron offers a needle-free alternative, which may significantly enhance 
patient comfort, convenience, and compliance. In Phase 3 clinical trials, Orforglipron has 
demonstrated promising results, achieving an average weight reduction of 7.9 percent over 40 
weeks, along with meaningful decreases in average blood glucose levels among adults who are 
obese or overweight.171  

At a broader level, the rise of GLP-1s has sparked a cultural conversation—both promising and 
potentially problematic. On one hand, these therapies are helping to destigmatize obesity by 
emphasizing its biological underpinnings and offering an effective, evidence-based medical 
intervention.172 On the other hand, their growing use for cosmetic or lifestyle purposes, 
particularly among public figures and celebrities, risks reframing obesity drugs as luxury wellness 
products rather than critical clinical tools for managing chronic disease.173 This blurring of 
clinical necessity and aesthetic demand may undermine public understanding of the serious 
health risks associated with obesity and detract from the therapeutic value GLP-1s offer to 
medically at-risk populations.174 It is therefore critical that public and policy discourse clearly 
center these medications within the context of metabolic and chronic disease management. 
Doing so will help ensure appropriate clinical use, insurance coverage, and sustained investment 
in obesity care innovation. 

There are also important considerations around access. As demand for GLP-1 therapies 
accelerates, disparities in health care access risk becoming further entrenched. There is a 
growing concern that individuals with lower clinical risk but greater financial means may access 
these medications more readily, while those with severe obesity and related chronic conditions, 
particularly low-income or underserved populations, may face barriers to access.175 Ensuring that 
GLP-1 therapies reach those with the highest medical need is critical not only for improving 
health outcomes but also for maximizing the clinical and economic return on innovation. Payers 
and policymakers should help ensure that these medications are deployed wherever they 
generate the greatest value. 

To realize the full public health and economic potential of GLP-1 therapies, it is important to 
integrate them into healthcare systems that support appropriate use, clinical oversight, and long-
term impact. These medications are not a silver bullet, but rather a powerful tool that should 
complement, rather than replace, comprehensive obesity management, including lifestyle, 
behavioral, and nutritional interventions. 
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GLP-1 Access and Market Dynamics 
A pressing concern around GLP-1 therapies is their cost, which remains a barrier to access for 
many patients. Without insurance coverage, the monthly costs of GLP-1 medications can reach 
$1,000.176 Even with insurance, out-of-pocket expenses can still run as high as $300 per 
month—an amount that remains out of reach for many households.177 GLP-1 costs are not 
unexpected for a class of therapies that represent the cutting edge of pharmaceutical innovation. 
The pricing of GLP-1s reflects the substantial investment required to bring such breakthroughs to 
market, including the costs of drug discovery, clinical trials, regulatory review, and 
manufacturing, among others.178 These investments are protected by intellectual property rights 
that incentivize innovation and help ensure that the life sciences sector can continue to deliver 
high-impact therapies. 

As demand for GLP-1 therapies continues to grow—particularly for obesity, which affects more 
than 40 percent of American adults—ensuring broad and appropriate access will be key. 
Estimates suggest that tens of millions of Americans could benefit from GLP-1 therapy. 
Fortunately, market dynamics are likely to help ease cost pressures over time. As follow-on GLP-1 
products—such as new oral formulations and generics—enter the pipeline, increased 
competition should help drive down prices, as has occurred in many other drug classes.179  

A compelling example of this competitive market dynamic is the launch of Gilead’s Sovaldi, the 
first curative treatment for hepatitis C, in 2013. The drug was initially priced at $84,000 (list 
price for a 12-week course of treatment) with an estimated net price of $45,000 after rebates 
and concessions. But competition in the hepatitis C market quickly followed, with AbbVie’s 
expanding hepatitis C franchise driving net prices in the class much lower in subsequent years. 
By 2018, Medicaid best prices had dropped to approximately $24,000. By 2022, Gilead’s 
Epclusa, a successor to Sovaldi, offered a list price of $24,000, while the entire market will fully 
transition to generics in the coming years.180  

The development of next-generation AOMs—over 70 in current clinical trials—promises to 
further expand treatment options and accelerate innovations.181 Public and private payers are 
already beginning to adapt. Several state Medicaid programs now cover GLP-1s for qualifying 
patients, and proposals have been introduced in Congress to extend Medicare coverage for 
AOMs.182 While these proposals carry significant fiscal implications, policy discussions should 
weigh potential long-term economic benefits—including reduced health care costs, improved 
labor productivity, and positive spillovers in sectors such as infrastructure and transportation, as 
discussed throughout this report.  

POLICY RECOMMENDATIONS 
It is time to rethink how we approach obesity—not only as a medical condition, but also as a 
pressing economic concern. Public and private investment in obesity research and treatment 
should be recognized as a forward-looking strategy with the potential to deliver significant health 
and economic benefits. Recent breakthroughs—particularly the development of GLP-1 
medications—are reshaping what’s possible in obesity care. These therapies have already shown 
good results in reducing weight and improving metabolic health, with the potential to ease long-
term strain on healthcare systems. With continued innovation, the impact of investing in this 
space could be profound.  
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Policymakers should strengthen support for basic research. The origin of the GLP-1 drug class—
traced to the unique biology of the Gila monster—underscores how foundational science can lead 
to transformative medical breakthroughs.183 This example illustrates the importance of investing 
in a wide range of scientific inquiry, even in areas without immediate commercial application. 
Given this, recent cuts to U.S. basic research funding risk weakening the very foundation on 
which future health innovations depend. To ensure continued progress, Congress should maintain 
robust support not only for fundamental research but also for the development of next-generation GLP-
1s—such as longer-acting formulations and alternative dosage forms—to improve access and extend 
their benefits to more patients. 

The promise of GLP-1s has already begun to shift the national policy conversation around 
obesity. As their use expands beyond diabetes to include cardiovascular disease and obesity 
treatment, questions around cost and coverage have become more central for policymakers. 
Multiple proposals—most notably H.R. 4818, the Treat and Reduce Obesity Act of 2023—seek 
to authorize Medicare Part D coverage for AOMs, reflecting growing momentum to confront 
obesity as a systemic health challenge.184 Yet, progress has been tempered by fiscal concerns. 
Currently, Medicare Part D does not cover GLP-1 drugs for obesity, even though many 
beneficiaries already receive GLP-1s for other approved conditions such as diabetes and 
cardiovascular disease. CBO estimates that expanding coverage to include obesity treatment 
starting in January 2026 would increase federal spending by about $35 billion from 2026 to 
2034. A 2024 CBO report notes: 

Total direct federal costs of covering AOMs would increase from $1.6 billion in 
2026 to $7.1 billion in 2034. Relative to the direct costs of the medications, 
total savings from beneficiaries’ improved health would be small—less than $50 
million in 2026 and rising to $1.0 billion in 2034. Weight loss is associated with 
reductions in health-related spending per user that are less than the estimated 
federal cost per user of covering AOMs throughout the 2026–2034 period.185  

But the report also calls for more research, particularly studies that would improve CBO’s ability 
to analyze obesity treatment policies and the use of AOMs.186  

Importantly, CBO’s estimates do not incorporate dynamic scoring, which accounts for broader 
macroeconomic effects such as increased workforce productivity, reduced health care utilization, 
and the impact of lower obesity rates across other sectors of the economy. As a result, current 
estimates may understate the long-term fiscal and economic benefits of addressing obesity at 
scale. To fully capture the value of biomedical innovation—such as GLP-1 therapies—CBO should 
adopt dynamic scoring in its assessments. Factoring in these broader effects, as outlined in this 
report, would provide policymakers with a more complete picture of the return on investment in 
preventive health strategies such as GLP-1 therapies. If the United States succeeds in reducing 
obesity, the downstream benefits—from lower health care costs and higher labor productivity to 
positive spillovers across industries—could be substantial. That broader cost-benefit profile, not 
just federal spending, should guide policy decisions. In that context, incorporating dynamic scoring 
into CBO modeling would more accurately reflect the potential long-term economic case for Medicare 
and Medicaid coverage of GLP-1 therapies as part of a broader national obesity strategy. 

Obesity policy should also shift from emphasizing individual willpower to providing systemic support 
that addresses the broader drivers of poor health.187 Public health strategies could focus on 
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improving food environments, urban planning, and underlying socioeconomic conditions, such as 
incentivizing healthier food options in underserved areas and investing in school- and 
community-based programs that promote nutrition and physical activity.188  

CONCLUSION 
Obesity remains one of the most pressing health and economic challenges facing the United 
States. With more than 40 percent of American adults living with obesity, the consequences 
extend far beyond rising health care costs.189 Obesity now influences labor force participation, 
national productivity, disability rates, and even military readiness. As these burdens continue to 
grow, it is increasingly clear that failing to address the obesity epidemic will undermine U.S. 
economic growth, strain federal and state budgets, and exacerbate health disparities. 

Innovative treatments such as GLP-1s offer a promising path forward. If adopted widely and 
equitably, these therapies could improve labor productivity and reduce long-term health care 
expenditures. A healthier workforce is, fundamentally, a more resilient and productive one. 
Supporting the development and accessibility of GLP-1 therapies holds the potential not only to 
improve health but also to strengthen the foundations of the U.S. economy.  

Meeting the obesity challenge requires more than clinical advances. It demands a strategic, 
coordinated response. Policymakers should prioritize sustained investment in research, expand 
access to effective therapies such as GLP-1s, and ensure equitable adoption. Supporting 
innovation and integrating it into healthcare systems—particularly for high-need populations—
will help strengthen the long-term health and productivity of the nation. 
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