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Introduction
Meeting the GLP-1 moment

GLP-1s are quickly becoming the largest drug 
class on the market. As these therapies transform 
healthcare and create new demand, employers face 
urgent questions about cost, coverage, and value.

And understandably so. With more than 100 million 
Americans living with obesity, this trend highlights 
a widespread chronic condition that adds financial 
pressure not just on the healthcare system but on 
employers too. Organizations can no longer afford 
to take a wait-and-see approach.

Once prescribed primarily for type 2 diabetes, GLP-
1s are now widely prescribed for their weight-loss 
benefits and broader metabolic and health effects. 
In 2023 alone, U.S. spending on GLP-1 therapies 
reached $71 billion.1 

This increase in spending reflects both the sharp 
rise in demand and a shift in how these drugs are 
used and perceived. Prescribers, for their part, 
report that patients are more motivated to undergo 
treatments with GLP-1s; nearly one-third of primary 
care physicians say patients are now initiating 
conversations about these medications.2

As member demand keeps rising, employers are 
pressured to take a stance on covering GLP-1s for 
weight loss. However, without a clear strategy, 
employers risk reacting to this pressure instead 
of managing it. Costs can escalate quickly, off-label 
use can blur clinical value, and short-term decisions 
can lead to long-term effects. 

Over 100 million Americans 
are living with obesity, and 
by 2030, nearly 49% of U.S. 
adults are expected to fall 
into that category.3

Obesity by 
the numbers
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GLP-1s are gaining traction across populations.

Recent data suggests that demand for GLP-1s is expanding  
and evolving. In a 2024 survey, respondents were asked to rank  
their main reasons for using GLP-1s. Sixty percent indicated  
that weight loss was their top priority, narrowly edging out 
the 58% who said diabetes management.4

Additionally, 82% of parents surveyed had no objections  
to using GLP-1s for their children.5

Seventy-nine percent of employers have reported increased 
interest in obesity medications, including GLP-1s, among  
their covered members. Organizational leaders across  
industries recognize that pressure is coming from both  
clinicians and consumers.6

Measure Prior Current Trend

Per 1k members with Rx claims 40 56 39.9%

Average by member age 50.8 51.3 0.9%

Average by member concurrent  
risk – unscaled 2.84 2.77 -2.5%

Members taking a GLP-1

Members taking a GLP-1 by gender Members taking a GLP-1 by age bins

Members taking a GLP-1 by risk strata Members taking a GLP-1 by relationship  
(members with Rx claims)
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63.2%
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Inside GLP-1s:  
A clinical primer 
for plan sponsors
GLP-1 receptor agonists (GLP-1s) mimic the body’s glucagon-like 
peptide-1 hormone. They enhance insulin secretion, suppress 
glucagon release, slow gastric emptying, and increase feelings of 
fullness. These actions help regulate blood sugar and promote 
weight loss, making them particularly effective treatments for 
type 2 diabetes and obesity. 

Understanding these mechanisms helps evaluate how various 
drugs in the class differ, the health outcomes they influence,  
and where potential off-label uses may arise. 

GLP-1s aren’t all the same. They represent a diverse and 
evolving class of medications with a range of formulations, 
mechanisms, and therapeutic uses. Understanding these clinical 
distinctions is key to designing appropriate and cost-effective 
policies for employers evaluating coverage.
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Treating type 2 diabetes with GLP-1s

GLP-1 receptor agonists are among the most effective treatments available for type 2 
diabetes. Clinical trials have shown that GLP-1s lower A1C levels and often outperform 
traditional therapies.7 For patients struggling to reach glycemic targets with oral medications 
alone, GLP-1s represent a game-changer in the long-term management of type 2 diabetes.

GLP-1s for weight loss and metabolic health

There are multiple GLP-1 drugs on the market, each with unique pharmacological  
profiles and average weight loss outcomes:

Weekly injection

Average reduction:

3.2% to 4.9%
of inital weight8

Daily oral tablet

Average reduction:

~2.5%–4%
of inital weight11

Twice daily or 
weekly injection

Average reduction:

~5%
of inital weight9

Weekly injection or oral tablet

Average reduction:

~14.9%
of inital weight12

Daily injection

Average reduction:

~8%
of inital weight10

Weekly injection

Average reduction:

~20.2%
of inital weight13

Dulaglutide (Trulicity) Exenatide Liraglutide 
(Victoza, Saxenda)

Oral semaglutide 
(Rybelsus)

Injectable semaglutide 
(Ozempic, Wegovy)

Tirzepatide 
(Mounjaro, Zepbound)

Side effects and adherence

Gastrointestinal side effects are the most commonly reported adverse events 
among GLP-1 users, including nausea, vomiting, diarrhea, and indigestion. Roughly 
three out of four patients who use injectable semaglutide or tirzepatide 
experience at least one gastrointestinal issue. Reported rates of adverse side 
effects are slightly higher for oral formulations than for injectables.15

Adverse side effects are a key factor in patient nonadherence. However, 
tolerability is expected to improve as titration protocols—methods for gradually 
adjusting the dosage—get better and newer compounds enter the market.16 17

of patients prescribed 
GLP-1s stop taking 
them before reaching 
a clinically significant 
level of weight loss.14

58%
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Consumer demand for weight-loss GLP-1s

In today’s prescribing environment, physicians aren’t the only gatekeepers. More 
patients are asking for GLP-1s by name, and 53% of patients who request GLP-1s 
from their primary care doctors receive prescriptions.19 This shift places new 
pressure on benefit designs to differentiate between medically appropriate use 
and consumer-driven demand.

Clinical applications beyond metabolic health and diabetes

While GLP-1s are most often prescribed for weight loss and blood sugar control, 
their use in treating various related clinical areas is expanding.

Cardiovascular disease: Semaglutide has shown a 20% reduction in 
major cardiovascular events in overweight patients without diabetes.20

Sleep apnea: Emerging evidence suggests GLP-1s can reduce the 
severity of obstructive sleep apnea by promoting weight loss and 
decreasing upper airway inflammation.21

Metabolic dysfunction-associated steatohepatitis (MASH): Trials 
have shown semaglutide can significantly reduce liver fat content and 
inflammation, suggesting promise as a treatment for MASH.22

Polycystic ovary syndrome (PCOS): GLP-1s may improve insulin 
resistance and promote weight loss in PCOS.23
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GLP-1s for alcohol and substance use disorders

There is also emerging data that suggests GLP-1s could be 
effective in treating addiction and substance abuse.

Zak Kornblum
Pharmacy Clinical Director, 
Marsh McLennan Agency

Other substance use disorders: Trials are currently 
underway to assess the potential of GLP-1s in treating 
cocaine and opioid use disorders. However, no peer-
reviewed findings have been published to date.

“

”

GLP-1 utilization is poised to 
grow significantly as the drug 
class gains new indications 
beyond obesity, targeting 
many of the chronic conditions 
obesity can cause. These clinical 
tailwinds will drive broader 
adoption, making GLP-1s an 
increasingly dominant force in 
the pharmaceutical market over 
the next five years.

Alcohol Use Disorder (AUD): A semaglutide trial 
from the University of Southern California showed 
that participants with AUD reduced their alcohol 
consumption by “medium to large” amounts. Another 
placebo-controlled study demonstrated that low-dose 
semaglutide significantly reduced alcohol intake in a 
laboratory self-administration setting.24

Tobacco use: In a pilot study conducted by the 
University of Texas Health Science Center, Bydureon 
(exenatide), combined with a nicotine patch, resulted 
in 46% of participants achieving smoking abstinence, 
compared to 27% in the control group.25
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Compounded alternatives: Lower cost, higher risk?

Between 2022 and 2025, demand for GLP-1s so sharply exceeded  
supply that the FDA declared a shortage, allowing compound 
pharmacies to enter the market. These compounded GLP-1s were  
often priced significantly lower than their brand-name counterparts.

But widely available compounded GLP-1s raised serious safety 
concerns. Most U.S.-based bulk GLP-1 suppliers didn’t manufacture  
the ingredients themselves. Instead, they repackaged materials 
imported from abroad, which limited regulatory oversight. 

Most primary care providers were skeptical of these drugs,  
with only 20% believing patients should try compounded  
alternatives before considering FDA-approved medications.26 

In a study of 2,465 seized shipments of semaglutide and tirzepatide 
(September 2023–January 2025), 239 shipments were flagged  
as originating from unregistered entities with no FDA-listed  
products. These findings reinforced and legitimized concerns  
about contamination and purity risks.27 

While the FDA has since resolved the shortage, effectively restricting 
GLP-1 production to FDA-approved pharmaceutical manufacturers, 
some compounders are trying to get around new regulations by  
adding non-active ingredients, such as vitamins. 

If the FDA declares a shortage again, or if compounders successfully  
get around restrictions on production, employers must understand  
the risks associated with compounded GLP-1s.

What’s coming next

A new wave of GLP-1 therapies is on the horizon, especially oral 
alternatives that could broaden access and lower costs. One of 
the most promising is Orforglipron, a once-daily oral GLP-1 drug 
developed by Eli Lilly that could be available as early as 2026. 

Unlike oral options like Rybelsus, which contain peptide-based 
compounds that break down in the stomach, Orforglipron is 
a non-peptide small molecule engineered to act like a GLP-1 
agonist while remaining stable in the digestive tract.

Orforglipron: Key facts

Weight loss and metabolic impact: In a 36-week trial, Orforglipron showed an average 
weight loss of 10% to 15% of initial body weight. Another Phase 3 trial showed effective 
glycemic control in participants with type 2 diabetes.

Safety: Side effects appear similar to those of injectable GLP-1s and are mainly 
gastrointestinal. So far, no liver-related adverse events have been observed, unlike 
in Pfizer’s discontinued oral GLP-1 trial.28

Ease of use: Unlike Rybelsus, Orforglipron doesn’t require meal timing or empty-stomach 
dosing, making it more flexible and potentially better tolerated.

Cost outlook: Analysts expect Lilly to set Orforglipron’s price under $1,000. However, 
the drug will likely maintain a premium position if Lilly controls the category.29
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In addition to Orforglipron, at least six other GLP-1 analogs or related agents  
are in the pipeline. These include:

•	 AbbVie’s Amylin AM analog, which targets satiety and insulin modulation

•	 Boehringer Ingelheim’s BI 456906, a GLP-1/glucagon dual agonist

•	 Other candidates in development include drugs from Altimmune, Novo  
Nordisk, Zealand Pharma, and Viking Therapeutics

What we still don’t know: Long-term risks

GLP-1s are the most powerful pharmaceutical intervention to date in treating 
obesity, but they come with unresolved questions. 

While short-term outcomes have been well documented, the long-term effects  
of these drugs, especially when used for weight loss, are still unclear.

One key area of concern is muscle loss. Rapid weight loss can lead to decreases 
in lean muscle mass, which may compromise strength, mobility, and metabolic 
stability. Other potential risks include changes in bone density, gastrointestinal 
function, and pancreatic health. Current evidence is limited, and the validity of 
these concerns will not be fully understood until long-term studies are completed  
in the coming years.

Marsh McLennan Agency consultants note that while GLP-1s hold significant 
promise to reduce the long-term comorbidities of obesity, employers must 
understand that their long-term clinical profile is still taking shape.

The arrival of highly effective, non-injectable GLP-1s could 
mark a pivotal turning point in treating obesity. These drugs 
may lead to significantly lower production costs, improved 
adherence, and broader consumer appeal. For employers, 
these innovations could potentially unlock more scalable 
strategies to support cardiometabolic health while 
managing long-term pharmacy costs.
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The cost problem
GLP-1s have the potential to significantly improve chronic disease outcomes, but they 
are also driving up healthcare costs for employers. Ninety-six percent of employers 
report being concerned about the long-term cost implications of GLP-1s.30 While 
many specialty medications have list prices much higher than any GLP-1 on the 
market, the soaring demand for these drugs, especially for weight loss, has made 
them a standout concern for plan sponsors. Employers must clearly understand 
these cost dynamics to make informed and sustainable coverage decisions.

Increased access points and oversight challenges

Even moderate uptake of GLP-1s can lead to significant budget impacts for plan sponsors. 
A growing number of prescriptions come from third-party telehealth platforms and 
virtual providers, creating additional access points often outside employer oversight. 
This situation not only inflates overall use but can also undermine continuity of care and 
coordinated management, which are critical for sustained outcomes.31
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Rick Kelly
Division Manager and National Pharmacy Practice Leader, 
Marsh McLennan Agency

“

”

For particularly well-resourced 
employers, covering GLP-1s may 
be a manageable investment. But 
for the vast majority, it’s a different 
conversation entirely. In many cases, 
if they decide to cover GLP-1s for 
weight loss, they’ll spend more in a 
single year than their entire merit pool 
for all employees. And that spend has 
ripple effects—either raises shrink, or 
employee contributions go up to cover 
the differences.

The barrier of cost and disrupted  
treatment continuity

Treatment continuity is essential for success, but cost remains a 
significant barrier for many patients seeking to treat their obesity 
with GLP-1s. 

One survey found that 45% of users discontinued GLP-1  
therapy due to cost, often before achieving clinically 
meaningful results.32 

In these cases, employers may absorb substantial upfront 
spending with little return. This isn’t just a matter of patient 
preference. It’s a structural affordability problem. Without 
consistent coverage, many patients are forced off treatment 
prematurely, interrupting progress and negating investment.

High-impact generics are still years away.

While liraglutide now has a generic version, its efficacy is modest 
compared to next-generation GLP-1s, such as semaglutide and 
tirzepatide. Industry analysts estimate that meaningful  
generic versions of these newer drugs won’t arrive until  
the 2030s.33

In the meantime, branded pricing is likely to remain the norm. 
Employers must prepare for this reality by developing cost-
effective coverage strategies that support continuity of care, 
promote behavioral reinforcement, and prioritize long-term  
value over short-term fixes.
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of primary care 
providers say GLP-1s 
must be paired with 

dietary changes.

say they must be 
paired with exercise 
for lasting benefit.34

The (essential) role 
of behavioral health
Covering GLP-1s alone isn’t enough. Without behavioral and lifestyle support, 
these therapies can fall short of their full potential, and costs remain high. 
Long-term success can benefit from an integrated strategy that invests in  
the habits, coaching, and mental health support needed to sustain change.

Employees want support for lifestyle changes,  
including weight loss.

The most important factors to consider when taking weight-loss medications, 
as ranked by employees:

Lifestyle  
change support

77.9%

Potential side 
effects

69.2%

Medical 
supervision

69.9%

Loss of  
muscle tissue

63.5%

Overall 
effectiveness

69.3%

Cost

57.3%35

87% 79%



Karen Springstead
Vice President, National Pharmacy Practice,  
Marsh McLennan Agency

“

”

Doctors and clinicians 
consistently emphasize that 
lasting weight loss depends on 
meaningful behavior change. 
Without it, employers are 
unlikely to see a return on 
investment, and employees 
may fall short of their long-
term health goals.
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A serious gap in plan design

Demand for GLP-1s is rising, but most employers lack the 
behavioral health infrastructure to support lasting results.

Only 10% of large employers require participation in a 
lifestyle or weight-loss program in conjunction with  
GLP-1 use.36 

That means most organizations that cover GLP-1s for weight 
loss are offering a high-cost intervention without the guardrails 
or reinforcement needed to make it stick. In effect, employers 
are funding access to transformation without a plan to 
sustain it.

This isn’t just a missed opportunity for plan sponsors. It’s a 
flaw in program design that can reduce ROI, compromise 
outcomes, and lead to early discontinuation.
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Why medication alone isn’t enough

of patients 
report exercising 
less often or 
not at all while 
taking GLP-1s.37

43% What behavioral health should include

Behavioral health support goes beyond diet plans and workout routines. 

It plays a critical role in helping patients adjust to the emotional and psychological shifts  
that come with rapid or significant weight loss.

This includes dealing with changes in self-perception, navigating weight-related stigma,  
and responding to how their relationships, workplaces, and environments may treat  
them differently.38

These elements are crucial for maintaining patient engagement and stability over time.  
Structured support isn’t a bonus. It’s the backbone of an effective GLP-1 strategy.

Employers need a clear rationale for skipping behavioral support.

Few employers currently require participation in lifestyle programs, despite clear evidence 
that outcomes and ROI improve dramatically when behavioral health support is paired with 
GLP-1 use.

Choosing to cover GLP-1s without this requirement must be a conscious, documented 
decision, not a default. If behavioral components are excluded, there must be 
organizational buy-in and a clear rationale for deviating from clinical best practices. 

GLP-1s have reshaped weight loss by delivering significant 
results. However, research shows that these drugs can 
also unintentionally dampen motivation for healthy 
habits, such as exercise and nutrition. 

This behavioral tradeoff, known as “displacement,” means 
patients may rely on the drug while disengaging from long- 
term wellness practices.

The risk is clear for employers: Without integrated 
support, such as coaching or behavior change tools,  
a high-cost benefit could fall short of delivering  
lasting health outcomes.
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Sustainable coverage strategies

Pharmacy trendline projections indicate that obesity medications could be among the 
top three cost drivers by 2026. Strategies like lifetime coverage limits, step-down dosing, 
transitioning to older-generation medications, and behavioral reinforcement can help 
employers flatten this curve.

Strategic eligibility criteria 

Employers can optimize both their pharmacy spend and program results by 
establishing robust eligibility criteria for weight-loss GLP-1s. This includes 
raising BMI requirements (in line with PBM contract terms) or requiring 
participation in behavioral weight-loss support programs as a prerequisite 
for qualifying for GLP-1 coverage.

Behavioral health investments 

Lifestyle and behavioral support programs aren’t optional—they’re essential 
for maintaining outcomes and protecting employer ROI. Without these 
investments, weight regain is more likely, and the value of high-cost 
GLP-1 coverage diminishes.

Understanding and managing 
long-term costs

Lifetime coverage limits with transition support 

Employers can consider setting lifetime caps on GLP-1 coverage for weight 
loss. Lifetime coverage limits don’t mean abandoning plan members on their 
weight-loss journey. Emerging evidence suggests that once target weight loss 
is achieved, many individuals can successfully maintain their results by 
transitioning to older-generation, lower-cost obesity medications, such as 
metformin, phentermine, or topiramate. This approach can be an effective off-
ramp for employers looking to impose lifetime coverage limits on weight-
loss GLP-1s while still providing ongoing obesity care for plan members.39

Lower-dose maintenance plans 

After reaching initial goals, many patients can stabilize their progress on 
reduced doses. A 2024 study found that patients using just over one-third 
of the standard semaglutide dose still lost nearly 15% of their body 
weight over a year, with fewer side effects. When paired with coaching, 
these plans offer a lower-cost, sustainable path.40

Employers should prioritize programs that 
reinforce healthy dietary habits, physical 
activity, and emotional well-being.
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Employer-sponsored GLP-1 debit cards

A growing number of plan sponsors are investing in employer-sponsored GLP-1 debit 
cards to help employees offset the out-of-pocket cost of purchasing medications 
at cash price.

However, this path is not without risk. Marsh McLennan Agency consultants caution 
that while employer-sponsored GLP-1 debit cards can offer near-term relief, they  
may trigger pushback from PBMs or carry tax implications that diminish their 
cost-saving potential.

Monitoring PBM and insurer shifts

PBMs and insurers are actively reconfiguring their GLP-1 policies, and these changes 
have a direct impact on employer costs. In early 2025, CVS Caremark removed 
Zepbound (tirzepatide) from its preferred formulary in favor of Wegovy 
(semaglutide), despite Wegovy showing lower efficacy for weight loss. While there 
are historical examples of PBMs reinstating coverage based on provider and patient 
feedback, employers should not rely on these reversals.

Staying current with formulary updates is critical. Employers should ensure they 
have clear processes for medical exceptions, appeals, and transition support when 
coverage changes unexpectedly.

Insurers are updating their underwriting practices in response to the rising use 
of GLP-1s. Some now ask about recent weight history, medication use, and ongoing 
management strategies, which may influence premium calculations and supplemental 
coverage decisions.
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Karen Springstead
Vice President, National Pharmacy Practice,  
Marsh McLennan Agency

“

”

Even small changes, like raising 
the copay or tweaking prior 
authorization requirements, 
can trigger rebate penalties 
from PBMs. Employers need 
to understand the fine print of 
their contracts and ensure that 
cost-saving strategies don’t 
unintentionally lead to higher 
net costs.

Eligibility requirements call for careful design  
and enforcement.

Plan sponsors must not underestimate the importance of eligibility 
criteria. Poorly aligned or loosely enforced requirements can expose 
organizations to off-label misuse, lost rebates, and uncontrolled 
cost growth. Clear guardrails anchored in clinical standards and tightly 
coordinated with PBM policies are crucial for maintaining program 
integrity and protecting financial outcomes.

•	 Type-2 diabetes coverage: Employers should work with PBMs to 
verify A1C levels or other relevant lab values to ensure coverage is 
appropriate and avoid unintended off-label use.

•	 BMI requirements: Employers should never raise BMI requirements 
without ensuring alignment with PBM criteria, as this can jeopardize 
rebate eligibility and erode overall pharmacy savings.

Choosing the right vendor partners

CVS Caremark’s recent formulary shift to cover Wegovy over (the  
more clinically effective) Zepbound underscores a critical concern:  
Vendor decisions may prioritize cost containment over optimal  
clinical outcomes. 

This highlights the need for transparency and accountability when  
selecting partners to manage high-impact therapies like GLP-1s.

Many PBMs, point solutions, and care navigation vendors now offer  
GLP-1-specific management programs. While these programs can help 
manage spending and support appropriate use, their quality, clinical 
oversight, and strategic alignment vary significantly.
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When evaluating vendors, employers should ask:

ROI modeling: 

How does your organization quantify 
the return on investment for GLP-1 
coverage? What assumptions about 
weight maintenance, comorbidity 
reduction, and workforce productivity 
are used?

Adherence tracking: 

How does your organization 
monitor whether patients are 
following dosage guidelines, 
particularly for step-down or 
maintenance protocols?

Clinical oversight: 

Is prescribing reviewed by 
providers trained in obesity 
management? Are treatment  
plans integrated with coaching  
or behavioral support tools?

01

02

03

Making the decision
To cover or not to cover?

Deciding whether to include GLP-1 weight loss treatments in benefit plans is one of the most 
complex and high-stakes coverage questions employers face today.

Population health needs: 

What portion of your 
workforce is affected by 
obesity, type 2 diabetes, 
or related cardiometabolic 
conditions? Consider claims 
data, biometric screenings, 
and participation in 
wellness programs.

Chronic disease burden: 

Are comorbidities like 
hypertension, sleep apnea, 
or fatty liver disease 
prevalent in your employee 
population? Understand 
the breadth of chronic 
conditions that GLP-1s 
could treat among your 
plan members.

Cost outlook: 

Can your organization 
absorb the upfront spend? 
Evaluate how the short-
term expense of coverage 
can offset the high costs 
of comorbid conditions in 
the long term.
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Rick Kelly
Division Manager and National Pharmacy Practice Leader,  
Marsh McLennan Agency

“

”

Employers can develop 
premium contribution 
strategies and benefit 
coverage policies that 
change the health of the 
population they hire—
and that’s how you drive 
healthcare expenses 
down the fastest.

GLP-1 coverage and organizational competitiveness

While surveys suggest that employees are increasingly motivated 
to remain in or seek a new job based on GLP-1 coverage, Marsh 
McLennan Agency consultants caution against overinterpreting 
this data. They note that responses to these surveys often come 
from a highly motivated subset of employees, making it difficult to 
draw conclusions about the broader workforce.

However, there is undeniably some pressure from employees in 
certain sectors to offer GLP-1s, particularly in competitive labor 
markets. Marsh McLennan Agency consultants point out that 
benefit designs that limit access to GLP-1s for weight loss can 
influence the demographics of who chooses to join or remain 
with a company. 

Over time, this may lead to a healthier employee population, which 
could reduce overall healthcare costs more effectively than any 
single benefit or intervention.

Ultimately, the talent implications of GLP-1 coverage are complex. 
Employers should resist being swayed by surface-level trends 
and instead evaluate how GLP-1 demand aligns with their 
organization’s employee health goals, equity principles, and 
financial outlook.
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Vice President, National Pharmacy Practice,  
Marsh McLennan Agency

“

”

Once an employer starts 
covering GLP-1s, it’s 
difficult to walk that 
back without upsetting 
employees. The same 
goes for restrictions—
guardrails need to be in 
place from the beginning, 
because adding them later 
rarely goes over well.
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Coverage is hard to scale back.

For employers considering whether to cover GLP-1s for weight loss, one 
of the most critical factors to weigh is not just the cost, but also the 
commitment. Once coverage is extended, it becomes extremely difficult 
to reverse without significant employee pushback. 

Introducing new restrictions (such as mandatory behavioral support, 
lifetime limits, and revised eligibility criteria) after the benefit is in place 
can trigger confusion, appeals, and dissatisfaction. These changes to 
coverage are often perceived by employees as disenfranchisement, even 
when implemented by plan sponsors to improve program outcomes.
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How to control costs when covering GLP-1s

Employers who choose to offer GLP-1 coverage should 
not view it as an all-or-nothing proposition. Strategic plan 
design can help strike a balance between affordability and 
meaningful health outcomes.

Capped reimbursements or carve-outs: Set monthly or annual spending 
caps, or include GLP-1s in a managed program with clear eligibility criteria 
and clinical oversight.

Preferred drug lists: Set monthly or annual spending caps, 
or include GLP-1s in a managed program with clear eligibility 
criteria and clinical oversight.

Contracting levers: Collaborate with PBMs to explore rebate 
optimization, utilization management, or outcomes-based 
contracting models.

Self-funded plan design: Use the flexibility of self-funded plans to 
define tiered coverage (maintenance dosing or eventual transition 
to older-generation medications), or pilot limited-duration trials for 
high-risk populations.

Require diagnosis of obesity or diabetes: Limit eligibility to individuals 
with confirmed clinical diagnoses, rather than those seeking treatment 
for cosmetic or lifestyle reasons.

Use prior authorization or step therapy criteria: Implement policies requiring 
medical documentation or stepwise progression through lower-cost therapies 
to confirm appropriate use and manage spend. These policies must be designed 
in careful coordination with an organization’s PBM contracts.
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What to expect if not covering GLP-1s

For employers opting not to cover GLP-1s for obesity treatment, clear communication and credible alternatives are essential.

Communicate the “why”: 
Be proactive and transparent about the 
rationale behind the decision not to cover 
GLP-1s for obesity treatment. Emphasize 
evidence-based decision-making, budget 
priorities, and clinical standards.

Offer alternatives: 
Provide access to lifestyle-based interventions, 
such as behavioral and lifestyle support, 
diabetes prevention programs, and, where 
appropriate, coverage for bariatric surgery.

Prepare for appeals and pushback: 
Some employees may challenge 
noncoverage. Organizations must 
have clear processes in place for 
handling exceptions and should 
consider establishing a review 
pathway for individuals with high-
risk conditions and comorbidities.

Whether covering GLP-1s or not, employers must focus on communication and education.

Whether an organization chooses to include GLP-1s in its benefit plans or not, the decision 
must be communicated with clarity, credibility, and empathy. These therapies are 
highly visible and often personally significant to employees managing obesity. Silence, 
ambiguity, or lack of rationale can erode trust and lower employee morale.

Employers should explain their decisions in the context of broader health goals, cost 
management, and clinical standards. Transparency around eligibility, expected 
outcomes, and available alternatives helps reduce confusion and mitigate backlash.

Equally important to this process is employee education. If GLP-1s are covered, 
members need support in understanding appropriate use, lifestyle expectations, 
and long-term strategies for success. If not covered, employees should be made 
aware of alternative tools and programs, such as behavioral health support  
and other evidence-based weight loss resources.

Strong communication and education aren’t afterthoughts. They’re critical to  
program success, regardless of the coverage position an employer takes.
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Conclusion
GLP-1 therapies represent a breakthrough in managing chronic conditions, but they 
are not a standalone solution. Their growing popularity signals a deeper shift in 
employee expectations around weight loss support and access to specific classes  
of pharmaceuticals. 

Rather than responding to the rising demand for GLP-1s on a case-by-case basis,  
HR and organizational leaders should take a forward-looking approach. This 
means aligning GLP-1 coverage with broader health goals and preparing for the  
long-term financial and operational impact of GLP-1 coverage policies. 

Covering GLP-1s for weight loss is among the most expensive decisions a plan 
sponsor can make. Doing so without structured behavioral support or coverage  
limits exposes employers to serious, long-term financial consequences.

The path forward isn’t about saying yes or no to GLP-1s. It’s about building 
a framework that supports responsible access, guided by clear eligibility criteria, 
ongoing clinical supervision, and integration with broader wellness efforts. 
Employers who take a structured, evidence-based approach will be better 
equipped to ensure both effective care and financial sustainability.

While the broader implications of GLP-1 adoption are still unfolding, one reality  
is becoming increasingly clear: covering these medications without pairing  
them with robust lifestyle and behavioral support isn’t sustainable. 

Without an infrastructure to encourage healthy habits, maintain motivation, and 
support long-term engagement, outcomes fall short, and costs remain high. For  
any investment in GLP-1s to deliver meaningful value, it must be anchored  
in a broader strategy that addresses the behavioral aspects of obesity and  
chronic disease.

Strong vendor partnerships are crucial, particularly those that provide 
transparency, track results, and align with your organization’s health priorities. 

The way organizations communicate their decisions around GLP-1 coverage for 
obesity is paramount. Employees need to understand the reasoning behind 
coverage decisions and how these policies reflect an organization’s broader 
commitment to well-being.

This is a defining moment for employer-sponsored health strategy. GLP-1s are  
only one piece of the puzzle, but how they’re managed may set the tone for  
future benefit innovation. With the right mix of foresight, accountability, and 
compassion, plan sponsors can develop a sustainable approach that supports 
their employees and enhances overall workforce health. 

If you have questions about your organization’s 
approach to GLP-1 coverage, get in touch with an MMA 
consultant to schedule a pharmacy consultation.

https://www.marshmma.com/us/solutions/rx-solutions.html#form
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