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INTRODUCTION

For millions of U.S. adults aged 60 years and older, obesity
is a major barrier to aging well. Almost 43% of this popula-
tion has obesity (body mass index [BMI] ≥30 kg/m2), com-
pared to about 24% three decades ago (Figure 1).1 Obesity
is a chronic disease linked to more than 200 serious health
conditions2 and is the second-strongest predictor (after
age) of COVID-19 related complications, hospitalizations,
and death.3 For older adults, obesity also negatively
impacts quality of life4; can increase risk of falls,5 mental
health conditions,6,7 and nursing home admission8; and
results in higher health care spending.9

On October 21, 2021, the National Council on Aging
convened a roundtable discussion on obesity and equitable
aging. The participants—referred to as the Obesity and
Equitable Aging Group (“the Group”)—came from
12 organizations that represent diverse groups of older
adults. They discussed challenges that impede older adults

from accessing the full range of obesity prevention and
treatment options. (See Text S1 and Table S1 for the
roundtable agenda and participant list, respectively.)

This commentary reports themes that emerged from
the roundtable and presents 10 solutions, which include
policy recommendations, that the Group proposes to
improve obesity prevention and care and promote equita-
ble aging for all older adults in America.

CHALLENGES AND SOLUTIONS
FOR EQUITABLE OBESITY CARE
AMONG OLDER ADULTS

The Group noted racial and ethnic disparities in prevalence
of obesity1,10 and recognized that systemic disparities based
on other factors such as gender, sexual orientation, rural
status, zip code, and income are barriers to obesity preven-
tion and management and equitable, healthy aging. It
considered potential systemic, policy, and programmatic
changes that could have the greatest impact on treatment
and coverage gaps, risk factors, stigma, and disparities.
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Ten drivers of inequities emerged from the roundta-
ble presentations and discussions. The Group identified
a challenge corresponding to each driver and proposed
solutions for each (Figure 2). Context for each of the
10 drivers of inequities follows.

Older adult heterogeneity

Older adult characteristics that may affect obesity treat-
ment include age, race/ethnicity, gender, sexual orienta-
tion, income, education, health literacy, functional ability,
and chronic disease status (e.g., presence of sarcopenic
obesity). A person's functional or physiological age may
not match their chronological age, and onset of chronic
disease and its risk factors may occur at younger ages
among adults who experience structural inequities and
other social influences that drive poor health. “Older
adults” typically refers to individuals 60 years of age and
older, but in some groups this age may need to shift down-
ward to reflect the younger ages at which chronic disease
and its risk factors often begin.

Limitations of BMI

BMI is a standard measure for population-wide obesity
screening because it is quick, inexpensive, and noninvasive.
However, BMI is not a direct measure of adipose tissue and
also cannot differentiate between subcutaneous and vis-
ceral adiposity; nor does it account for age-related muscle
mass changes. Disparities based on BMI may not translate
to disparities in actual adiposity, metabolic risk, ormortality
risk. For example, BMI cut points differ in Asian Ameri-
cans, who typically have higher risk of metabolic disease at

lower BMI values compared with European populations.11

An analysis that redefined BMI cut points for obesity by sex
and race/ethnicity based on association with presence of
metabolic risk factors led to different cut points among spe-
cific race/ethnicity and sex subgroups.12

Unrecognized complexity

Many factors affect energy balance and contribute to
development of obesity. These include conditions related
to food and physical activity environments as well as
those that are biological, maternal/developmental, social,
psychological, economic,13 and cultural in nature. Rela-
tionships between social determinants of health and obe-
sity have gained attention recently. Social determinants
refer to conditions in environments where people are
born, live, learn, work, play, worship, and age that affect
a wide range of health, functioning, and quality-of-life
outcomes and risks.14 These include housing, neighbor-
hood, racism, income, education, health care access, and
access to healthy food and physical activity opportunities.

Lack of healthcare and community
integration for services

Because primary care physicians often focus on acute
health issues during patient encounters, it is helpful for
them to refer patients to (1) care team members who can
dedicate more time to weight management counseling
such as registered dietitians or behavioral health coun-
selors, and/or (2) weight management-related/lifestyle
change programs offered by community-based organiza-
tions (CBOs). Leveraging CBOs has been proposed as a
high-impact intervention to improve health care outcomes
among older racial and ethnic minority groups.15

Evidence-based, multicomponent community programs
that address nutrition, physical activity, and other behaviors
are few, and access to these offerings varies. When available,
coordination with participants' primary care medical home
is critical to avoid unintended risks (e.g., hypoglycemia,
hypotension, loss of lean mass and bone mineral density) as
older adults engage inweight loss efforts.

Limited access to the full range of
treatment

Approaches to treat obesity include lifestyle interventions
(i.e., efforts to modify energy balance), FDA-approved
anti-obesity medications, and bariatric surgery. Medicare
coverage for obesity treatment varies by type of plan, but
even for available benefits, beneficiaries must meet

FIGURE 1 Trends in prevalence of obesity (body mass index

≥30 kg/m2): U.S. adults ages 60 years and older Source: Fryar CD,

Carroll, MD, Afful, J. Prevalence of overweight, obesity, and severe

obesity among adults aged 20 and over: United States, 1960–1962
through 2017–2018. National Center for Health Statistics (NCHS)

Health E-Stats. 2020
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CHALLENGE SOLUTION

Older adult heterogeneity:
approaches are often used to address obesity 
despite differences among individual members of 
the older adult population.  

Recognize heterogeneity among older adults through 
comprehensive assessment and provide tailored, 
personalized approaches to obesity treatment that 
consider factors such as an individual’s level of 
functional ability, chronic illness, food and activity 
environments, and health literacy.

Limitations of BMIa: BMI is commonly used to 
select obesity treatment but has limited usefulness 
for classifying an individual’s level of body fat and 
corresponding health risks. 

Recognize that BMI values are an indirect measure of 
an individual’s body fat and health risks and consider 
sex, race/ethnicity, and presence of metabolic risk 
factors along with BMI to develop a more individualized 
approach to obesity treatment. Adapting clinical practice 
guidelines for obesity for older adults may be optimal.

Unrecognized complexity: Treatment 
approaches do not always consider the complex, 

obesity.

Link obesity treatment approaches to strategies that 
account for or directly address social determinants of 
health, including cultural beliefs and practices.

Lack of integration by health care and 
community: Obesity treatment services in health 
care and community settings are often singularly 
focused and disconnected.

Create and strengthen clinical-community linkages that 
can help coordinate health system-based and 
community-based weight management and obesity 
treatment services.

Limited access to the full range of treatment: 
Several obesity treatment options are available, 
but all are not accessible for all older adults, 
creating a gap in care.

Improve access to a wider range of obesity treatment 
options for older adults by providing reimbursement and 
addressing other social determinants that limit access to 
evidence-based options.

Impact of weight bias and stigma: People with 
obesity often experience weight bias and stigma, 
which are associated with stress and poor 
outcomes.

Educate health care providers on the broad causes of 
obesity and the range of treatment options and promote 

portrays people with obesity. 

Aggregate data: Aggregate data are often used to 
characterize health risks in certain racial/ethnic 
populations, which masks meaningful subgroup 
differences and reinforces health inequities.

Collect and report disaggregated data on prevalence of 
obesity and related chronic conditions by race and 
ethnicity.

Trauma in tribal communities: Experiences of 
trauma in Native populations contribute to the 
disproportionate impact of obesity and their related 
health conditions. 

Apply a lens of historical trauma when working with 
Native groups to understand how trauma is passed 
intergenerationally or for some groups, through 
colonization. Engage indigenous populations in 
developing community-centered solutions that restore 
indigenous knowledge and practices and support food 
sovereignty. 

Consequences of discrimination: Among 
LGBTQ+b groups, fear of judgment and of 
receiving inferior health care leads to delay or 
avoidance of care-seeking.

Improve health care provider interactions with LGBTQ+ 
patients to provide better patient-centered care; 
integrate questions related to sexual orientation and 
gender identity into the clinical intake process and 

and allocate clinical care staff that represent the 
diversity of the patients being served.

Remote-community disparities: In rural areas, 

limited access to obesity treatment and/or distrust 
of providers who practice in these areas.   

Attract future health care providers from diverse 
backgrounds, pave the way for their education and 
training in health care professions, and incentivize them 
to practice in rural communities of similar backgrounds.

a Body mass index.
b Lesbian, gay, bisexual, transgender, queer.

FIGURE 2 Drivers of inequity, related challenges, and corresponding solutions for equitable obesity care among older adults Source:

Developed by the authors based on the National Council on Aging's roundtable discussion on obesity and equitable aging, held October

21, 2021
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requirements (see Table S2). Medicare does not cover
weight loss programs, long-term weight loss meal deliv-
ery services, cosmetic procedures, or anti-obesity medica-
tions. Broadening coverage, such as by enacting the Treat
and Reduce Obesity Act, would improve beneficiaries'
access to the full range of treatment options.

Impact of weight bias and stigma

Obesity stigma and discrimination are prevalent and
have far-reaching adverse effects that appear in social,
workplace, educational, and health care settings. Weight
stigma often results from misperceptions about causes of
and solutions for obesity (i.e., belief that personal choices
are the sole cause and the remedy is to simply eat less
and move more). In reality, obesity has a complex etiol-
ogy and individual responses to the same treatment vary.
Weight bias and stigma are associated with physical and
psychological harm and can lead people with obesity to
avoid seeking medical care.16

Using people-first language—that is, “people with
obesity” instead of “obese people”—and images that give
dignity to people with obesity and depict them engaging
in healthy behaviors are strategies to reduce stigma,
encourage healthy lifestyle habits, and facilitate new pub-
lic narratives.

Aggregate data

Failure to understand differences within population
groups leads to and reinforces health inequities and poor
access to treatment and health care. For example, Asian
American and Pacific Islanders (AAPI) represent 40+
unique cultural and racial identities that vary in terms of
factors such as English proficiency and cultural experi-
ences. Disaggregated data on prevalence of obesity in
AAPI subgroups are limited, but those that exist reveal
substantial differences in prevalence.17

Disaggregated research could improve health ineq-
uities by providing clinicians insights into screening,
intervention, and more frequent monitoring for at-risk
conditions; informing development of culturally tailored
dietary services and supports; and informing prioritiza-
tion of health professionals and medical interpreters with
the same ethnic and cultural backgrounds as patients.

Trauma in tribal communities

Specific cultural and historical influences contribute to
health disparities—such as disproportionate prevalence

of adult diabetes18—that American Indian/Alaska
Native people experience. Such influences include
removal from native lands and restriction to reserva-
tions, and forced assimilation and urbanization. These
experiences severed indigenous peoples' deep connec-
tions with their land, eroding cultural ways of living and
limiting access to traditional food sources and replacing
them with government commodities often high in sugar
and fat. Recognition of these experiences and their rela-
tionship to stress and poor health outcomes, along with
incorporation of indigenous models of holistic health and
wellness, can help shape culturally appropriate interven-
tions and policies to improve health in these populations.

Consequences of discrimination

Many LGBTQ+ older people feel reluctant to discuss
their sexual orientation and gender identity with health
care providers for fear of being judged or receiving infe-
rior care. In particular, transgender older people are con-
cerned that they will experience limited access to health
care and be denied medical treatment.19 LGBT older
adults avoid or delay health care or conceal their sexual
and gender identity from health providers and social ser-
vice professionals for fear of discrimination based on
these identities.20

Remote community disparities

Health care services tend to cluster around urban hubs,
and it can be difficult to recruit physicians and other
health care providers to facilities in isolated rural areas. In
Indian country in particular, health-care providers may
originate from outside the United States and lack under-
standing of the culture and customs of the population they
serve. Consequently, community member distrust of these
providers leads to avoidance of care or suboptimal care
experiences.

CONCLUSION

Obesity is a major barrier to healthy aging for millions of
older adults in America. The Obesity and Equitable
Aging Group calls for systems-wide, multifaceted changes
to achieve a holistic, equitable approach to obesity pre-
vention and management for older adults. We propose
10 solutions and call researchers, health care providers,
public health professionals, policymakers, and other
stakeholders to take action to improve obesity care as an
essential part of equitable aging for all.
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