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The Economic Impact of Obesity 
 
Congressman Baca and Congressional members of the Subcommittee on Department 
Operations, Oversight, Nutrition, and Forestry, 
 
 

Thank you for inviting me to testify today on the economic impact of obesity in 
the United States. Testifying before this subcommittee is particularly important to me. As 
one of three children raised by a single mother, I and my family relied on both food 
stamps as well as the free school lunch program.  I am deeply grateful to the 
government for helping our family during those tough times, and it did make a difference.  
While we didn’t have much, I never went hungry and was able to focus on my school 
work, which eventually gained me entrance into Cornell University and the Harvard 
School of Public Health, and from there into the fight against obesity.  So, I am honored 
today to testify in front of you about the economic impact of obesity. 
 

Government, health care, and business leaders are concerned by the marked 
increase of overweight and obesity in the United States and the resulting impact on our 
nation’s health, health care costs, and productivity. Most concerning is that excess 
weight carries major health risks. These conditions are associated with high costs, 
including both the direct costs of medical care and the indirect costs of lost productivity 
and disability. A recent report identified the growing prevalence of obesity as one of the 
primary factors responsible for the growth of private health care spending between 1987 
and 2002.  

 
There are over 120 articles published in peer-reviewed, scientific journals related 

to the cost of obesity and cost effectiveness of treatment. These studies consistently 
demonstrate five important findings: first, the direct cost of obesity is dramatic and 
contributes significantly to our rising health care costs; second, the cost is driven by 
obesity’s high prevalence and its relationship to chronic disease; third, the government is 
paying the largest percentage of the health care bill related to obesity; fourth, employers 
are hit particularly hard because obesity impacts both health care costs and productivity; 
and fifth, some treatments are both effective and cost-effective.   
 

The most recent direct cost, inflated to 2008 dollars, estimates that at a national 
level, obesity (including overweight) costs the United States 77.3 to 117.8

1
 billion dollars 

a year, accounting for 9.1% of the national health care expenditure (in 1998, the year the 
analysis was undertaken).  This is approximately 1.7 times the cost of stroke and 1.4 
times the cost of hypertension in America. Obesity outranks both smoking and problem 
drinking in it deleterious effects on health and health care costs.  In addition, 39.2 million 
work days, 239 million restricted activity days and 89.5 million bed days were attributable 
to obesity in 1994, the last time this analysis was undertaken.   

  

                                                 
1
 includes nursing home costs 
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Higher medical expenses are associated with the severity of excess weight-as 
body weight increases from overweight to obese to severe obesity, health care 
expenses rise. Per capita medical spending increases among the overweight by 14.5%, 
among the obese by 37.4% and by 100% - or doubled -- among the severely obese, 
compared to people with a healthy body weight.  The rise in health care expenditures 
with higher weight occurs across all of the major categories of health care services. 
Obesity has been associated with higher inpatient utilization as well as more outpatient 
services, procedures and prescription medication use.  Among children (age 6-17 
years), the proportion of hospital discharges with obesity-related diseases increased 
dramatically from 1979 to 1999.  The cost of obesity is not due to direct treatment costs-
obesity is not systematically treated in the medical setting because it is not systemically 
reimbursed by CMS or health insurance companies.  Most people who seek treatment 
have to pay out of pocket for the majority of their expenses.  
 

If one looks at cost by type of payer (private, out-of-pocket, and government-
sponsored), Medicaid and Medicare combined pay the largest percentage-- 48%--of the 
cost of obesity.  The costs of obesity are particularly high among the older population 
because chronic medical conditions such as diabetes and heart disease are so highly 
associated with excess weight and advancing age. In basic terms, obesity + age = 
chronic illness.  If you look at excess Medicare expenditures for a mildly obese person 
[among a person with a body mass index (BMI) between 30-35 kg/m2,] from age 65 to 
death, that person will incur approximately $20,000-$50,000 additional dollars compared 
to someone with a healthy body weight.   

 
The costs of obesity to the employer are even more substantial since obesity is 

associated not only with higher health care costs but also with greater rates of lost 
productivity, disability and earlier mortality.  Employers as diverse as General Motors, 
Bank One and Shell Oil have all demonstrated that excess weight is associated with lost 
productivity and greater medical and disability costs.  Aggregating the direct and indirect 
costs of obesity to the employer the additional per capita costs to the employer due to 
excess weight ranged from $175 [(overweight)] to $2,027 [(class III obesity)] in men and 
$588 [(overweight)] to $2,164 [(class III obesity)] in women, depending on the degree of 
overweight and obesity.  Obesity also imposes limitations while at work. Data from the 
2002 National Health Interview Survey (NHIS) show that 6.9% of obese workers have 
work limitations, compared with 3.0% of workers with a healthy body weight. Worksite 
injuries are also significantly higher among overweight employees; low back injuries 
were 1.42 times higher and non-back musculoskeletal injuries were 1.53 times higher 
among overweight and obese employees compared with employees with a healthy body 
weight. Lastly, overweight and obesity is a significant predictor of transition from short-
term to chronic back pain. Overweight employees have a 56% greater chance for 
developing chronic back pain and obese employees have an 85% greater risk compared  
with healthy-weight employees. 

 
As members of this Subcommittee, you may want to know what type of 

legislation would help address the obesity epidemic in a cost effective manner, given 
your charge with food stamps and oversight of agriculture.  There is evidence that 
lifestyle intervention --education and behavior change programs to improve diet quality 
and increase physical activity with resultant weight loss-- is cost effective in high medical 
risk populations. There is also evidence that the addition of medical nutrition therapy to 
usual medical care can reduce health care costs, improve absenteeism and disability, 
and have a positive return on investment.  For example, from the work we have done at 
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the University of Virginia, for every dollar spent on lifestyle intervention with a registered 
dietitian among people with obesity and diabetes, there is a $14.58 return on investment. 

 
In summary, the cost of the obesity epidemic is enormous, in terms of both the 

financial costs and human costs. The financial costs are borne disproportionately by the 
federal government, but are felt keenly by employers as well. Most important are the 
personal costs to the individual suffering from obesity. There is a desperate need to 
promulgate programs with proven effectiveness to combat the financial, medical, and 
personal costs of obesity.  
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