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Dear Ms. Sieg and Board Members,

 

I hope this message finds you well. My name is Brittany Galusha and I am an internal medicine
physician with additional certification from the American Board of Obesity Medicine. I am reaching
out to introduce myself and present a letter urging the Group Insurance Board/ETF to reconsider
coverage of antiobesity medications. 

Recent developments and research have highlighted the necessity of these medications in the
effective management of obesity, which is recognized as a complex chronic disease that has been
escalating at an alarming rate over the last several decades.  It is abundantly clear that we need
better treatment strategies in order to reverse this epidemic, improve the health of our population,
and reduce healthcare costs related to obesity. The attached document further outlines the
importance of coverage for these medications and the positive impact this change will have in each
of these areas.

I look forward to discussing this issue further and exploring how the Group Health Insurance
Program can move forward to implement this much needed change in coverage.

Thank you for your attention to this matter.

 

Warm regards,

 
Brittany Galusha, MD
Internal Medicine Physician
American Board of Obesity Medicine Diplomate
 
 

mailto:bgalusha@medicine.wisc.edu
mailto:ETFSMBBoardFeedback@etf.wi.gov
mailto:Tricia2.Sieg@etf.wi.gov



Dear Board Members,  


  


  


My name is Brittany Galusha. I am a diplomate of the American Board of Obesity Medicine and 


a board-certified internal medicine physician. I have worked extensively with patients facing a 


variety of serious and extremely costly obesity related conditions over this period and despite 


ongoing efforts to promote more effective treatments, including systematic changes to improve 


our management of obesity, multiple obstacles continue to impede progress within this crucial 


field of medicine. One such obstacle is the lack of coverage for antiobesity medicines (AOMs) 


and I am disappointed that despite consensus from leading medical organizations, the Group 


Insurance Board/ETF declined to expand coverage for all its covered public employee health 


plans.  


  


I understand that you have taken the important step to reconsider this benefit in light of the 


increasingly serious obesity epidemic across the nation and here in Wisconsin, including among 


the hundreds of thousands of WRS covered employees, many of whom are my patients. As you 


are likely aware, other states' employee health plans, including neighbors in the Midwest, 


provide coverage for eligible patients meeting certain criteria, some with mandatory wraparound 


support such as nutritional counseling and exercise monitoring to ensure adherence.   


  


While lifestyle interventions are foundational for obesity management, AOMs are also an 


essential component of a comprehensive weight management plan for many individuals with 


obesity. Many of my patients have tried various diet and exercise programs for years without 


success and they, along with millions of others, are at serious risk of catastrophic future 


complications. AOMs are evidence-based therapies and a standard of care in obesity medicine, 


intended as an adjunct to lifestyle-based therapies for individuals with a BMI ≥ 30 or 27-29.9 


with a weight related complication.(5) These treatments are safe and effective when used 


appropriately, per guideline recommendations (society guidelines are included on the reference 


page that follows). We need to have access to all appropriate evidence-based treatments to 


adequately address this complex disease process and halt the escalating epidemic of obesity. In 


terms of a direct impact on the ETF population, a healthy and productive public workforce also 


means safer streets, better schools, and a more efficient and responsive government that all of 


us rely on.    


  


Reconsidering approval of AOMs is crucial in the context of several recent developments, 


namely the FDA label expansion (for major adverse cardiovascular events) of Zepbound 


(tirzepatide) and the compelling results of the widely publicized SELECT trial confirming the 


long-term effectiveness of AOMs beyond their use in Type 2 Diabetes, specifically for comorbid 


outcomes related to obesity and cardiac disease. Importantly, this study showed a 20% 


reduction in major adverse cardiovascular events over a 3-year period in more than 17,000 


adults who had pre-existing cardiovascular disease and overweight or obesity, without 


diabetes.(8) The American Gastroenterological Association and American College of  


Endocrinology guidelines also recommend prioritization of GLP-1 agonists, such as semaglutide 


or tirzepatide, for individuals with comorbid nonalcoholic fatty liver disease (NAFLD)  due to the 


magnitude of clinical benefit with these treatments.(4,6)  


  


While cost considerations cannot be ignored, the Board and ETF must take a more 


comprehensive and precise approach in measuring not just short-term costs, but also the 







longterm value of AOMs for patients who are truly in need of these treatments. Obesity is one of 


the most significant drivers of healthcare expenditures, costing the U.S. health care system 


nearly $173 billion a year. (3) Cardiovascular disease and cancer, two obesity-related 


comorbidities, are the costliest chronic conditions and leading causes of death in the United 


States.  In terms of cancer, it is important to note that obesity not only increases a person’s risk 


for developing cancer (4-8% of all cancers can be attributed to obesity, of which post-


menopausal breast cancer and colon cancer are the most common), it also increases the risk of 


recurrence and is associated with a 17% increased risk of cancer-specific mortality.(9) Cancer 


related expenditures are expected to exceed $240 billion by 2030. Although this is an 


extraordinary number, it still falls below the $251 billion that our health care system incurs each 


year due to heart disease.(3)  


   


Other notable obesity-related comorbidities include, but are not limited to, diabetes, NAFLD, 


osteoarthritis, chronic kidney disease, and sleep apnea. Beyond direct health care costs, obesity 


and its comorbid conditions have a significant economic impact due to related job absenteeism 


and lost productivity. Modeling from the 2001 to 2016 Medical Expenditure Panel Survey 


(MEPS) estimated an average annual productivity loss of $541.58 per worker due to obesity and 


the extent of productivity loss correlated with the class of obesity, with an increase to $1,286.54 


for those with class 3 obesity (BMI > 40).(2)  Employers experience excess obesityrelated costs 


in terms of covered medical, sick day, short-term disability, and workers’ compensation claims 


and employees with severe obesity are estimated to cost more than twice that of employees 


without obesity ($8067 vs. $3830 in 2011 $US).(10)  


  


The good news is we have effective treatments for obesity and successful weight loss for 
employees translates to significant cost savings for insurers and our healthcare system as a 
whole. The key is expanding access to these treatments and appropriately matching treatment 
modalities to our patient population.   
  


Thorpe, et. al (2021), estimated the cost savings associated with various levels of weight loss 
(from 5% to 20% BMI reduction) among commercially insured adults with obesity and one or 
more chronic conditions. This population was followed over a 2-year period and found to have 
statistically significant savings in annual medical expenditures for people with diabetes, 
hypertension, mental health disorders, arthritis, and back pain. These cost savings varied by 
condition and were greatest for those with diabetes and hypertension; for each 1 BMI unit (kg/m2) 
reduction, people with diabetes saved an estimated $752 and those with hypertension saved 
$367. The greater the weight loss, the greater the savings. The higher the baseline BMI, the 
greater the savings for similar levels of weight loss.   
  


A whitepaper published by USC’s Schaeffer Center for Health Policy Economics in 2023 modeled 
the impact of improved access to AOMs for Medicare beneficiaries and potentially other 
Americans as well. They considered a variety of scenarios (summary in Table 1 of the reference 
page that follows) for U.S. residents ages 25 and older in 2023 including an initial population of 
68.4 million Medicare beneficiaries. Their simulation projected $176 billion in cost offsets to 
Medicare in the first 10 years of expanded coverage and over $700 billion in cost offsets after 30 
years. These savings are accounted for by a healthier population with less utilization of various 
healthcare services including fewer hospitalizations, surgeries, physician visits, medications, 
nursing home admissions, etc. After just 10 years of Medicare coverage for AOMs, they estimate 
an average BMI reduction of 3.1 points and more than 4 points if private insurances were to 
expand coverage as well. The model predicts that the prevalence of diabetes would decrease by 







7.7% after 30 years of Medicare coverage for AOMs and diabetes would decrease even further, 
to 24%, if private insurers were to also provide coverage for these therapies.  (1)  


  


Understandably, I recognize that there are questions about adherence and utilization 
management given the current costs of AOMs and patient population, but I think there are 
potential coverage structures that could prioritize patients who would benefit most and increase 
the likelihood that they will continue with treatment under close supervision by their medical team. 
Such strategies could include embedded requirements for concurrent nutritional counseling and 
exercise monitoring in addition to a tiered approach for prescribing of specific AOMs. The older, 
less expensive AOMs may be appropriate for individuals with lower BMIs and those without 
extensive comorbid conditions or contraindications to these medications. The more costly GLP-
1 agonists, such as semaglutide and tirzepatide, could initially be restricted to patients with a BMI 
> 35 (class 2 obesity or greater) and those with concomitant cardiovascular disease, obesity-
related cancer diagnoses, or NAFLD. These are just a few examples, but there are many other 
filtering mechanisms to consider that could help to ensure patients with the greatest potential 
clinical benefit and cost savings are prioritized.   
  


Overall, we need an “all of the above”, patient focused strategy versus what seems to be the 


current "all or nothing" approach to the AOM coverage policy that enables medical professionals 


like me to leverage the latest proven technologies for our patients while also understanding that 


it may be a phased implementation approach as more FDA approved AOMs enter the market, 


likely lowering overall costs and improving health outcomes on an increasingly larger scale.   


  


Thank you for your consideration on this important matter and I look forward to hearing from you 


soon.  


  


  


Sincerely,  


  


  


Brittany Galusha, MD  


Internal Medicine Physician 


American Board of Obesity Medicine Diplomate  
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Figure 2  


Structured exercise in combination with dietary support and behavior therapy are effective 
interventions for all cancer survivors. Treatment with glucagon-like peptide-1 analogues and bariatric 
surgery can be considered in selected cancer survivors.  
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Dear Board Members,  

  

  

My name is Brittany Galusha. I am a diplomate of the American Board of Obesity Medicine and 

a board-certified internal medicine physician. I have worked extensively with patients facing a 

variety of serious and extremely costly obesity related conditions over this period and despite 

ongoing efforts to promote more effective treatments, including systematic changes to improve 

our management of obesity, multiple obstacles continue to impede progress within this crucial 

field of medicine. One such obstacle is the lack of coverage for antiobesity medicines (AOMs) 

and I am disappointed that despite consensus from leading medical organizations, the Group 

Insurance Board/ETF declined to expand coverage for all its covered public employee health 

plans.  

  

I understand that you have taken the important step to reconsider this benefit in light of the 

increasingly serious obesity epidemic across the nation and here in Wisconsin, including among 

the hundreds of thousands of WRS covered employees, many of whom are my patients. As you 

are likely aware, other states' employee health plans, including neighbors in the Midwest, 

provide coverage for eligible patients meeting certain criteria, some with mandatory wraparound 

support such as nutritional counseling and exercise monitoring to ensure adherence.   

  

While lifestyle interventions are foundational for obesity management, AOMs are also an 

essential component of a comprehensive weight management plan for many individuals with 

obesity. Many of my patients have tried various diet and exercise programs for years without 

success and they, along with millions of others, are at serious risk of catastrophic future 

complications. AOMs are evidence-based therapies and a standard of care in obesity medicine, 

intended as an adjunct to lifestyle-based therapies for individuals with a BMI ≥ 30 or 27-29.9 

with a weight related complication.(5) These treatments are safe and effective when used 

appropriately, per guideline recommendations (society guidelines are included on the reference 

page that follows). We need to have access to all appropriate evidence-based treatments to 

adequately address this complex disease process and halt the escalating epidemic of obesity. In 

terms of a direct impact on the ETF population, a healthy and productive public workforce also 

means safer streets, better schools, and a more efficient and responsive government that all of 

us rely on.    

  

Reconsidering approval of AOMs is crucial in the context of several recent developments, 

namely the FDA label expansion (for major adverse cardiovascular events) of Zepbound 

(tirzepatide) and the compelling results of the widely publicized SELECT trial confirming the 

long-term effectiveness of AOMs beyond their use in Type 2 Diabetes, specifically for comorbid 

outcomes related to obesity and cardiac disease. Importantly, this study showed a 20% 

reduction in major adverse cardiovascular events over a 3-year period in more than 17,000 

adults who had pre-existing cardiovascular disease and overweight or obesity, without 

diabetes.(8) The American Gastroenterological Association and American College of  

Endocrinology guidelines also recommend prioritization of GLP-1 agonists, such as semaglutide 

or tirzepatide, for individuals with comorbid nonalcoholic fatty liver disease (NAFLD)  due to the 

magnitude of clinical benefit with these treatments.(4,6)  

  

While cost considerations cannot be ignored, the Board and ETF must take a more 

comprehensive and precise approach in measuring not just short-term costs, but also the 



longterm value of AOMs for patients who are truly in need of these treatments. Obesity is one of 

the most significant drivers of healthcare expenditures, costing the U.S. health care system 

nearly $173 billion a year. (3) Cardiovascular disease and cancer, two obesity-related 

comorbidities, are the costliest chronic conditions and leading causes of death in the United 

States.  In terms of cancer, it is important to note that obesity not only increases a person’s risk 

for developing cancer (4-8% of all cancers can be attributed to obesity, of which post-

menopausal breast cancer and colon cancer are the most common), it also increases the risk of 

recurrence and is associated with a 17% increased risk of cancer-specific mortality.(9) Cancer 

related expenditures are expected to exceed $240 billion by 2030. Although this is an 

extraordinary number, it still falls below the $251 billion that our health care system incurs each 

year due to heart disease.(3)  

   

Other notable obesity-related comorbidities include, but are not limited to, diabetes, NAFLD, 

osteoarthritis, chronic kidney disease, and sleep apnea. Beyond direct health care costs, obesity 

and its comorbid conditions have a significant economic impact due to related job absenteeism 

and lost productivity. Modeling from the 2001 to 2016 Medical Expenditure Panel Survey 

(MEPS) estimated an average annual productivity loss of $541.58 per worker due to obesity and 

the extent of productivity loss correlated with the class of obesity, with an increase to $1,286.54 

for those with class 3 obesity (BMI > 40).(2)  Employers experience excess obesityrelated costs 

in terms of covered medical, sick day, short-term disability, and workers’ compensation claims 

and employees with severe obesity are estimated to cost more than twice that of employees 

without obesity ($8067 vs. $3830 in 2011 $US).(10)  

  

The good news is we have effective treatments for obesity and successful weight loss for 
employees translates to significant cost savings for insurers and our healthcare system as a 
whole. The key is expanding access to these treatments and appropriately matching treatment 
modalities to our patient population.   
  

Thorpe, et. al (2021), estimated the cost savings associated with various levels of weight loss 
(from 5% to 20% BMI reduction) among commercially insured adults with obesity and one or 
more chronic conditions. This population was followed over a 2-year period and found to have 
statistically significant savings in annual medical expenditures for people with diabetes, 
hypertension, mental health disorders, arthritis, and back pain. These cost savings varied by 
condition and were greatest for those with diabetes and hypertension; for each 1 BMI unit (kg/m2) 
reduction, people with diabetes saved an estimated $752 and those with hypertension saved 
$367. The greater the weight loss, the greater the savings. The higher the baseline BMI, the 
greater the savings for similar levels of weight loss.   
  

A whitepaper published by USC’s Schaeffer Center for Health Policy Economics in 2023 modeled 
the impact of improved access to AOMs for Medicare beneficiaries and potentially other 
Americans as well. They considered a variety of scenarios (summary in Table 1 of the reference 
page that follows) for U.S. residents ages 25 and older in 2023 including an initial population of 
68.4 million Medicare beneficiaries. Their simulation projected $176 billion in cost offsets to 
Medicare in the first 10 years of expanded coverage and over $700 billion in cost offsets after 30 
years. These savings are accounted for by a healthier population with less utilization of various 
healthcare services including fewer hospitalizations, surgeries, physician visits, medications, 
nursing home admissions, etc. After just 10 years of Medicare coverage for AOMs, they estimate 
an average BMI reduction of 3.1 points and more than 4 points if private insurances were to 
expand coverage as well. The model predicts that the prevalence of diabetes would decrease by 



7.7% after 30 years of Medicare coverage for AOMs and diabetes would decrease even further, 
to 24%, if private insurers were to also provide coverage for these therapies.  (1)  

  

Understandably, I recognize that there are questions about adherence and utilization 
management given the current costs of AOMs and patient population, but I think there are 
potential coverage structures that could prioritize patients who would benefit most and increase 
the likelihood that they will continue with treatment under close supervision by their medical team. 
Such strategies could include embedded requirements for concurrent nutritional counseling and 
exercise monitoring in addition to a tiered approach for prescribing of specific AOMs. The older, 
less expensive AOMs may be appropriate for individuals with lower BMIs and those without 
extensive comorbid conditions or contraindications to these medications. The more costly GLP-
1 agonists, such as semaglutide and tirzepatide, could initially be restricted to patients with a BMI 
> 35 (class 2 obesity or greater) and those with concomitant cardiovascular disease, obesity-
related cancer diagnoses, or NAFLD. These are just a few examples, but there are many other 
filtering mechanisms to consider that could help to ensure patients with the greatest potential 
clinical benefit and cost savings are prioritized.   
  

Overall, we need an “all of the above”, patient focused strategy versus what seems to be the 

current "all or nothing" approach to the AOM coverage policy that enables medical professionals 

like me to leverage the latest proven technologies for our patients while also understanding that 

it may be a phased implementation approach as more FDA approved AOMs enter the market, 

likely lowering overall costs and improving health outcomes on an increasingly larger scale.   

  

Thank you for your consideration on this important matter and I look forward to hearing from you 

soon.  

  

  

Sincerely,  

  

  

Brittany Galusha, MD  

Internal Medicine Physician 

American Board of Obesity Medicine Diplomate  
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Figure 2  

Structured exercise in combination with dietary support and behavior therapy are effective 
interventions for all cancer survivors. Treatment with glucagon-like peptide-1 analogues and bariatric 
surgery can be considered in selected cancer survivors.  
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July 12, 2024 
 
 
Dr. Brittany Galusha 
bgalusha@medicine.wisc.edu  
 
     
Dear Dr. Galusha,  
 
Thank you for your email to the Group Insurance Board (Board) regarding coverage for 
anti-obesity medicines (AOMs). 
 
The Board choose not to cover weight-loss drugs through the Group Health Insurance 
Program (GHIP) for 2025 but directed continuous monitoring of AOMs relative to the 
program’s Triple Aim Framework measured by program affordability (cost), program 
quality (quality/experience) and quality of life (health).  The Board Chair stated at the 
May 2024 meeting that any potential future AOM benefit changes would not be voted on 
outside of the annual benefit changes and rate setting cycle, which occurs each year in 
February and May.   
 
While the Board and the Department of Employee Trust Funds (ETF) acknowledge that 
these drugs can be effective for some patients, the challenge in covering these in our 
program is the cost, both short term and long term, without substantial long-term 
evidence of the AOMs health benefits or complications to estimate offsetting costs, 
quality, and health outcomes. 
 
The Centers for Medicare and Medicaid (CMS), who oversee the Medicare Part D 
program, do not allow plan sponsors such as the Board to offer weight-loss drug 
coverage on Medicare Part D formularies due to Federal Statute 42 USC 1395W-102, 
which prohibits CMS from including such coverage.  
Wis. Stat. § 40.03(6)(c) only allows the Board to add benefits to the GHIP if the addition 
is mandated by law or if a savings greater than the cost of adding coverage can be 
demonstrated. If neither of these provisions are met, the Board must reduce benefits to 
allow for the addition of new benefits.  
 
 
There is not a state mandate in place to cover weight loss drugs.  ETF would need to 
prove cost savings or reduce benefits in order comply with state law.   
 
 
Prior to the February 2024 meeting, the Board asked their actuary, Segal, to conduct a 
cost/savings analysis for covering weight loss drugs under the Board’s pharmacy 
benefit for commercial members. The cost analysis found that if 7,406 members, which 

mailto:bgalusha@medicine.wisc.edu
https://www.govinfo.gov/content/pkg/USCODE-2009-title42/html/USCODE-2009-title42-chap7-subchapXVIII-partD-subpart1-sec1395w-102.htm#:%7E:text=Under%20qualified%20prescription%20drug%20coverage,fact%20that%20no%20benefits%20may
https://docs.legis.wisconsin.gov/statutes/statutes/40/i/03/6/c


Page 2 
 
is 25% of GHIP members with a Body Mass Index (BMI) of 35 or higher, in 2025 were 
prescribed weight-loss drugs, including Zepbound, it would cost the Board just over $21 
million. That analysis can be found on the bottom of page 3 at 
https://etf.wi.gov/boards/groupinsurance/2024/02/21/gib7c/direct. Also, included in the 
memo are links to 2022 and 2023 Board memos regarding the coverage of weight-loss 
drugs.   
 
The Board, ETF, Segal (the Board’s actuary), and Navitus Health Solutions (the Board’s 
Pharmacy Benefits Manager), continue updating their analyses as new information 
becomes available.  For example, at the August 14, 2024, Board meeting the Board will 
hear an informational presentation about current research, legalities and actions taken 
among peer state group health insurance programs regarding AOMs.   
 
Again, thank you for your email. If you have any other questions, comments, concerns, 
or have any research you would like to share with me please do not hesitate to contact 
me.  
 
Sincerely,  
 
 
Tricia Sieg 
Pharmacy Benefits Program Manager 
608-261-6006 
Tricia2.sieg@etf.wi.gov  
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