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In this Report 

The United States Armed Forces face an unprecedented challenge as obesity rates continue to rise. Amid 
the largest manpower shortage since the initiation of the all-volunteer force, our military personnel must 
remain fit to defend against global threats. With over 41% of the nation affected by obesity, however, 
there are no longer sufficient replacements for personnel affected by the disease in critical defense roles. 

America can no longer afford to ignore this crisis. In 2023, obesity cost the Department of Defense more 
than $1.25 billion in direct care costs and an additional $99 million in lost productivity due to active-duty 
hospitalizations. Despite this, service branches continue to focus their efforts on unproven weight loss 
programs and body composition policies that negatively impact personnel health and readiness. 
Evidence-based obesity identification and treatment in clinical settings remains the most effective and 
economical approach; these interventions must be prioritized before service members with obesity 
develop life-altering complications, not after.  
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• Applications for active duty decreased 54% from 2002 to 2022, and annual active-duty separations 
increased by 65% from 2019 to 2023. As a result, Department of Defense total active-duty end 
strength has fallen over ten percent in the past four years. 

• Obesity is the leading cause of recruitment disqualifications and separations. An estimated 52,000 
applicants were disqualified on the basis of their weight alone in fiscal year 2023—11,000 more than 
the services’ 41,000-person recruitment shortfall. Service members diagnosed with overweight or 
obesity leave service an average of 18 months earlier than their normal-weight counterparts. 

• With active-duty manpower at its lowest point since 1973, loosening fitness standards, granting 
weight waivers, and retaining service members with obesity have been vital to ensure force strength. 
As a result, the estimated cost burden of obesity in active-duty service members now exceeds $1.35 
billion annually, with direct care costs comprising $1.25 billion and productivity lost to hospital stays 
costing the Department of Defense an additional $99 million in 2023. 

• After separation, veterans are at much greater risk of obesity and its comorbid conditions. Obesity 
rates are highest in those who serve in combat arms, leadership, administrative, and technical 
positions. Late-stage obesity complications are most prevalent in service members with low 
educational attainment, from racial and socioeconomic groups predisposed to obesity, and in those 
who have been diagnosed with PTSD and other mental health disorders. 

• Even under the best circumstances, on average, military weight management programs reduce BMI 
and/or body weight by less than 1% in active-duty military populations, and none have been proven 
to maintain weight loss over time. Pharmacotherapy options have been found to be highly effective 
at managing obesity, but these medications are needed continually for best results.  
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Introduction 

The United States Armed Forces face an unprecedented challenge as obesity prevalence among service members 
continues to rise. As combat and incidental injuries become less prevalent year-over-year, rates of obesity-related 
conditions including diabetes, osteoarthritis, hypertension, and steatotic liver disease increasingly meet or exceed 
civilian trends. These conditions lead to prolonged time spent out of service, reduced ability to meet the physical 
demands of service, and rising attrition rates across the services. With both recruitment and retention on the decline, 
maintaining fit and capable personnel is critical to ensure a force structure sufficient to combat rising global threats. 

ASP’s 2023 white paper, “Combating Military Obesity,” spotlighted 
obesity’s compounding effects on military recruitment, retention, 
and readiness. One year later, these trends have only worsened. With 
active duty end strength at its lowest point since the initiation of the 
all-volunteer force and annual separations increasing 38% over the 
past five years, loosening fitness standards, granting weight waivers, 
and reducing applicants’ body mass before enlistment are now vital 
to ensure sufficient manpower.1 As obesity rates climb nationwide, 
these stopgaps are reaching their breaking point. In 2023, an 
estimated 52,000 military applicants were disqualified from 
enlistment on the basis of their weight alone—11,000 more than the 
Department of Defense’s stated 41,000-person recruitment deficit.2 

While solutions are urgently needed to mitigate personnel shortfalls, increasing manpower alone is not enough. Buy-
now, pay-later approaches to tackling the military recruitment crisis prioritize getting troops in without considering 
downstream effects on personnel health and readiness. Overweight applicants lose as much as 1.7% body fat per 
week in order to enlist, but as obesity rates rapidly return to pre-enlistment levels, the respiratory, circulatory, and 
osteoarthritic effects of obesity become a ticking clock towards early separation. Willpower-based rapid weight loss 
programs increase risk of depression, anxiety, eating disorders, and loss of muscle and bone density, contributing to 
both rising injury rates and all-cause mortality in service members and veterans. Incidence rates of type 2 diabetes, 
hypertension, musculoskeletal disorders, and fatty liver disease are increasing in line with obesity trends. When left 
untreated, these conditions trigger health events such as strokes, heart attacks, organ failure, and pulmonary 
embolisms, leading to permanent disability or death.  

The good news: thanks to recent advances in medical science, nearly all later-stage obesity comorbidities can now be 
mitigated using affordable, evidence-based treatments for obesity. The bad: unlike nearly all other diseases affecting 
service members today, obesity itself is not considered a disability nor disease by the service branches nor the 
Department of Veterans Affairs, making it difficult to proactively identify and treat.3 Without this written classification 
and its associated protections, service members face bias and discrimination for ‘exceeding weight standards,’ 
becoming ineligible for promotion, educational privileges, deployment, or disability compensation. Contradicting 
policies, such as those mandating separation proceedings if personnel cannot lose weight and exemptions for service 
members with obesity from identification and treatment if they pass combat and fitness testing, incentivize 
falsification of body composition measurements and worsen health impacts down the line.4 As every service member 
is needed to fulfill mission, even commanders and health service providers who are well-informed on obesity risk 
factors are reticent to identify and treat the disease for fear of formal reprimand.  

This report delves into the latest data from 2024 and proposes new strategies to combat overweight and obesity within 
recruitment, readiness, and retention. ASP analysis is informed by data from regular reports published by the 
Department of Defense’s Defense Health Agency, researchers and clinicians from the Walter Reed Army Institute of 
Research and U.S. Army Research Institute of Environmental Medicine, and biomedical research conducted by 
civilians in conjunction with the Defense Health Agency. Special emphasis has been placed on new findings from 
fiscal year 2023 and on comorbidities experienced by service members with obesity.   

Soldiers undergoing physical fitness tests. U.S. Army photo. 
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The Impact of Obesity on Manpower Shortages 

The United States Armed Forces are facing their largest recruitment crisis since the initiation of the all-volunteer force 
in 1973. Across all services, active-duty end strength fell nearly forty percent between 1987 and 2023.5 The most 
pressing shortages occur within entry enlistment levels E1-E3, the nation’s first line of defense in a crisis.6 With active 
wars in Ukraine and Israel in the West and an increasingly hostile Russia, China, and North Korea in the East, the 
scale and magnitude of the obesity threat is seriously jeopardizing the ability of recruiters to fill and keep ranks. 

Obesity’s Impacts on Recruitment 

The recruitment crisis is an issue of both shrinking 
applications and fewer qualified accessions. Although 
the military manpower shortage ranks high among 
domestic security concerns for policymakers and 
commanders, several proposed motivators occupy 
disproportionate space in the public discourse.  

Applications for active-duty service decreased 54% 
from 2002 to 2022.7 The most commonly cited 
reasons for this trend include low rates of civilian 
unemployment, reduced youth proclivity to serve, and 
controversial policies such as vaccine mandates, 
diversity initiatives, and abortion access. In reality, 
youth propensity to serve has alternated between nine and fifteen percent since 2003; only two percentage points 
fewer youth are interested in service than in the months post-9/11.8 Unemployment rates, which once strongly 
correlated with military application rates, stopped aligning in a statistically significant way after the 2008 financial 
crisis.9 Despite lowered body composition requirements having a significant positive effect on application rates during 
the ARMS 1.0 trials between 2005 and 2009,10 a recent congressional testimony on the recruiting crisis did not evaluate 
whether service branch fitness or body composition standards deterred applicants.11 Instead, RAND economist Beth 
Asch recommended public advertising, enlistment bonuses, and higher service retention goals to boost applications.12 

Without strong evidence to explain the diminishing rate of applications, re-evaluating prohibitors to enlistment in 
service-inclined populations is a more practical target. Common disqualifications include not meeting academic 
requirements, failing the Armed Forces Qualification Test (AFQT), history of drug use, mental illness diagnoses, and 

exceeding weight standards.13 As of 2023, 94.4% of 
18 to 24-year-olds hold a high school diploma or 
equivalent,14 and less than one percent of applicants 
fail the AFQT.15 While over 40 percent of 
adolescents reported using illicit drugs in 1997, that 
statistic has dropped to only 27 percent of the same 
population today.16 While mental health diagnoses in 
youth are rising,17 by far the most significant factor 
impacting accession rates is obesity. An estimated 
21% of military applicants are disqualified for 
exceeding weight standards each year.18 This means 
an estimated 52,000 applicants were disqualified on 
the basis of their weight alone in 2023—11,000 more 
than the services’ announced 41,000-person 
recruitment shortfall.19  
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Obesity’s Impacts on Retention 

As services increasingly struggle to attract qualified 
applicants, recruiters are forced to choose whether to 
induct lower-quality accessions or miss recruiting 
targets. These difficult decisions have cascading 
impacts on the overall health, fitness, and suitability 
of incoming military personnel and the all-volunteer 
military at large. Pre-existing conditions, behavioral 
concerns, and low educational attainment contribute 
to rising rates of early separation, though not at levels 
high enough to categorically disqualify individuals 
with these indicators. 

Although the military’s body mass and composition 
policies mandate initiation of separation action after 
a fixed period of exceeding weight standards, chronic personnel shortfalls have made it imperative to retain service 
members with obesity. Entry-level roles in the military typically recruit from lower-income populations that have 
higher rates of occupational stress and mental illness, lower educational attainment, and less access to healthy foods. 
As a result, despite the rigorous physical demands of their roles, enlisted troops are 38% more likely to have obesity 
than their officer and civilian counterparts.20 Administratively separating overweight enlisted would only increase 
replacement time and cost, exacerbating the recruiting shortfall at these levels. Obesity is also prominent within cyber, 
intelligence, and engineering positions where daily tasks are sedentary, occupational stress is high, and working hours 
are long. As technologized and specialized roles have lucrative civilian opportunities, individuals in these roles may 
choose to leave military service rather than comply with body composition standards and weight-management 
interventions, worsening already dire service member retention rates in areas critical to the national defense.21 

Service members who are diagnosed with overweight 
or obesity leave service an average of 18 months 
earlier than their normal-weight counterparts.22 
Individuals categorized upon separation as nonduty 
unfit, administratively separated, or not physically 
qualified are given the outcome category ‘Separated 
without DoD Disability Benefits” or “other,” 
depending on the service branch and reporting 
agency. As these categories are excluded from public 
reports and comprise several codes, it is difficult to 
track separation trends resulting from overweight 
and obesity over time.23 While obesity is no longer 
parsed as a variable in retention statistics,24 inability 
to meet physical readiness standards has been the 
leading category for early attrition since at least 2005.  

Because administrative separations for exceeding body composition standards can be mitigated through selective 
enforcement of body composition and military appearance policies, these are less significant than medical separations 
caused by obesity and its comorbid conditions. These separations have had a highly detrimental impact on manpower, 
contributing to an estimated 101,000 personnel losses from 2018 to 2022.25 In total, annual active-duty separations 
have risen by 65% over just the past four years, from 157,548 in FY2019 to 242,132 in FY2023.26  
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The Impacts of Obesity on The Military Health System 

Active duty service members have almost ten times as many annual healthcare visits as civilians.27 Obesity contributes 
to 30 of 39 leading clinical diagnosis categories in service,28 including 6 of the top 9 contributors to all-cause mortality.29 
Direct healthcare costs of obesity in active duty are estimated at $1.25 billion annually, with lost productivity due to 
hospitalizations costing an additional $99 million (See Appendix.)30 As military services increasingly recruit and retain 
individuals with obesity, action must be taken to identify and treat obesity before onset of more severe comorbidities.  

Overweight and Obesity 

Obesity has three stages of disease progression, with 
complications ranging from minor to life-threatening.31 
In the first stage, obesity may not impose noticeable 
symptoms besides an adiposity (body fat percent) 
above 30 kg/m2, subtle changes in the body's hormonal 
balance, and mild pressure on other body systems. 
Onset of additional symptoms depend on the location 
and metabolic activity level of the individual’s excess 
fat tissue. While individuals may not feel ill or fatigued, 
however, “healthy obesity” does not exist.32 Excess 
weight on joints, cartilage, and bones makes service 
members at this stage 47% more vulnerable to in-
service injuries than normal-weight personnel.33  

Over time, the direct effects of obesity lead to physical conditions such as high blood pressure, inflammation, 
restricted airways, and chronic fatigue and chemical effects such as high cholesterol, hormonal dysfunction,  
hyperglycemia, and insulin resistance. These stage 2 risk factors can be mitigated in a healthcare setting; if not 
addressed, however, they can develop into stage 3 diseases such as type 2 diabetes, chronic kidney disease, steatotic 
liver disease, and cardiovascular disease. These diseases greatly increase risk of heart attack, cardiac arrest, and stroke. 

Cardiovascular Disease 

Cardiovascular disease, the leading cause of death since the 1950s, is responsible for over twenty percent of U.S. 
deaths annually.34 Between 2000 and 2011, approximately seven percent of in-service active-duty deaths were the 
result of cardiovascular disease.35 However, as active duty are often medically separated before their disease progresses, 
these figures significantly understate cardiovascular deaths stemming from a service member’s time in the military. 
After separation from service, military personnel are 60% more likely to die from heart disease than civilians.36  

Obesity is both an independent risk factor of 
cardiovascular disease and a leading contributor to 
other cardiovascular disease risk factors such as 
hypertension, dyslipidemia, sleep apnea, and type 2 
diabetes.37 Failing to treat these risk factors leads to 
higher medical costs in the long run. Of the 697 
service members medically evacuated from Middle 
East operations for cardiovascular disease from 
2001 to 2017, only 0.3% had a cardiac referral in 
their pre-deployment paperwork, a sign that early 
interventions for cardiovascular risk factors are not 
being properly instituted before deployment into 
combat zones and other operational areas.38  
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Musculoskeletal Conditions 

In 2023, there were more than 620,000 documented 
instances of musculoskeletal disease in active duty, an 
average of 0.6 diagnoses per person. Healthcare visits 
for these conditions, most commonly lower back 
pain, degenerative arthritis, limitation of motion, joint 
disorders, inflammation, and osteoarthritis, comprise 
17.4 percent of all medical encounters in active duty.39 
When combined with acute musculoskeletal injuries 
such as herniated discs, sprains, and strains, 
healthcare visits for these conditions comprise around 
40 percent of all primary care, specialist, and hospital 
visits for active-duty service members. 

Most musculoskeletal conditions and injuries are directly caused or aggravated by the known risk factors associated 
with obesity. These conditions pose the greatest risk to both healthcare spending and readiness during deployment, 
where missions are critical and evacuations are costly. Despite policies limiting overweight applicants from deploying, 
personnel shortages have driven an increasing number of overweight service members to deploy using waivers.40 
Deployment increases stress, lowers available food quality, and inhibits sleep,41 leading to increased obesity risk in 
enlisted personnel and those deployed for longer periods of time.42 Musculoskeletal disorders among deployed 
personnel have risen in both quantity and severity over time, accounting for more than half of all medical encounters 
in service members deployed to the U.S. Central and Africa Command in 2023.43  

Musculoskeletal disorders and injuries have significant impacts on retention. In 2022, about 60 percent of Soldiers 
and Marines and about 35 percent of Airmen and Sailors who received disability discharges had one or more 
musculoskeletal disorders.44 Three of the five most common unfitting conditions were musculoskeletal-related, 
regardless of combat-related determination and OCO deployment status. 

Mental Health Conditions 

Mental health disorders contributed to over 50 percent of Active Duty hospital bed days and 2.6 million medical 
encounters in 2023.45 Healthcare visits for mental health disorders increased by over 35% from 2019 to 2023, and 
diagnoses rates have more than doubled since 2018.46 These disorders have a greater impact on active-duty operational 
readiness than any other diagnostic category as the result of prolonged hospitalizations, more frequent ambulatory 
healthcare visits, early attrition, and suicide risk.47 Evidence for correlation between obesity and mental health 
conditions are strongest for post-traumatic stress disorder, anxiety, and depression, particularly when combined with 
binge eating symptoms.48 

Socioeconomic factors beginning in early childhood 
such as food insecurity and sleep deprivation, as well 
as behavioral factors such as poor diet and tobacco 
use, can contribute to both poor mental health and 
obesity.49 However, even after adjusting for 
covariates such as tobacco use, lifestyle factors, and 
cardiovascular risk, service members and veterans 
with mental health diagnoses have significantly 
higher rates of obesity than their civilian 
counterparts.50 Research suggests that this 
relationship is bidirectional, with obesity adversely 
influencing mental health outcomes and mental 
health disorders increasing obesity risk.51  
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Obesity Identification and Treatment 

While disease progression is highly variable on an individual basis, nearly all individuals with obesity eventually 
experience at least one obesity-related complication.52 Diagnosing and treating obesity in its first stage is critical to 
prevent the emergence of severe comorbidities in its second and third stages.53 Comorbidities are considerably more 
complex and costly to manage than obesity alone and can endure long after a person returns to a healthy weight.  

Identification 

Despite their access to universal healthcare,54 only 
around 12 percent of active-duty service members 
who fit the diagnosis criteria for obesity are currently 
diagnosed.55 Diagnosis rates for obesity have risen 
since 2018, in part due to MHS approval of anti-
obesity medications (AOMs) in Tricare populations.56 
However, chronic underdiagnosis endures due to 
several factors, including obesity not being recognized 
as a disease by the Department of Veterans Affairs57 
and widespread lack of provider education.58  

Rising obesity rates have led to more forgiving body 
mass standards. As field measurements target military 

bearing and combat effectiveness, their outputs are no longer aligned with the BMI value at which obesity is identified 
and diagnosed.59 As a result, commanders are less able to reliably identify and refer service members with obesity to 
medical professionals during combat and fitness assessments. Systemic deprioritization of obesity identification can 
lead service members to view obesity as a matter of fitness and not health.60 While fitness and counseling programs 
can supplement comprehensive identification and treatment programs, objectives such as “human performance” and 
“holistic wellness” can be subjective and ill-defined, increasing bias and discrimination against service members.61  

Treatment 

While obesity identification is critical, health status 
awareness and nutrition education alone are not 
enough to improve health outcomes. In civilian 
settings, only around one in five individuals with 
obesity are able to lose weight through lifestyle 
interventions alone, with mean body weight lost 
averaging between one to four percent.62 Studies 
evaluating the efficacy of military-specific weight loss 
programs consistently find that the vast majority of 
these programs fail to induce statistically significant 
weight loss of more than 1% body weight or 1 BMI 
point.63 No military program has been proven to 
sustain weight loss 12 months post-intervention.64 

A common myth surrounding obesity management within the Department of Defense is that successful weight loss 
is dependent on character traits such as willpower, mental fortitude, intrinsic motivation, or confidence. A recent 
review of the Navy’s Weight Loss Readiness Test (WLRT), which monitors the motivation of sailors to engage in 
weight loss, found that these factors are not reliable predictors of future weight loss or attendance in weight loss 
program meetings.65 Similarly, a limited study of active duty service members found that perceived ease or difficulty 
of engaging in healthy eating habits did not translate to actual changes in body fat during the COVID-19 pandemic.66 
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Recommendations 

Remove Non-Empirical Body Composition Standards 

Military appearance, not health status, has been the historic driver of policies limiting body fat percent in service 
members. These policies are designed outside of the military health system based on factors which may or may not 
align with the threshold at which an individual needs medical intervention. Absent significant research findings, non-
health related body composition standards are no longer feasible nor advisable for administrative and technical roles. 
If a military operational specialty (MOS) requires a level of physical fitness above that of a typical civilian, such as 
combat arms or special forces, additional fitness standards should be determined for reasons beyond general health. 
These additional standards should have clear justifications, be based on empirically determined metrics, and should 
not replace nor exempt the threshold at which an individual should be screened or treated for obesity. 

Improve Identification and Diagnosis of Obesity  

To mitigate the military obesity crisis, it is critical to institutionalize a system-wide process for obesity referrals, 
screenings, and diagnoses. Body composition measurements taken in non-clinical settings should not result in 
disciplinary action or determine who remains in service; these factors have been found to promote falsification and 
manipulation of readings, as well as disordered eating behaviors such as dehydration, induced vomiting, and excessive 
exercise.67 Instead, individuals who are found to have a BMI above 30 or equivalent during mandatory bi-annual 
physical and combat fitness tests should be discreetly referred to a healthcare provider who has received specialized 
training in obesity identification and management.  

In addition to combat and fitness tests, Periodic Health Assessments, Armed Forces Wellness Centers, Holistic Health 
and Fitness sessions, Total Force Fitness Health Promotion initiatives, and Morale, Welfare and Recreation programs 
provide ample opportunities for early intervention and referral for diagnosis.68 At these intersections, coaches and 
commanders should be empowered to make appropriate workflow referrals to clinicians, specialists, and registered 
dietitians. Once in a clinical setting, personnel who are found to exceed an adiposity of above 30 kg/m2 by a reliable 
testing method should be appropriately coded. At this point, providers should follow clinical practice guidelines for 
obesity and conduct additional tests for blood pressure, blood sugar, lipid function, and other risk indicators in order 
to identify and treat common obesity-related complications such as pre-diabetes, hypertension, and high cholesterol. 

Improve Weight-Loss Interventions and Treatment 

More and longer-term research is needed on non-pharmacotherapy treatments for military populations with obesity. 
Non-clinical, “lifestyle coach” sessions popular across the Department of Defense are statistically ineffective and can 
have detrimental effects on these populations, with two-year follow-up studies demonstrating significant weight regain 
in participants.69 An individualized combination of methods known as comprehensive lifestyle interventions, or CLI, 
results in better post-treatment outcomes, and interventions with a licensed dietician are significantly more effective 
in reducing average waist circumference, percent of body fat, and BMI in soldiers than other methods.70 Even under 
the best circumstances, however, these interventions reduce BMI and/or body weight by less than 1% in active-duty 
military populations, and none have been proven to maintain weight loss over time.71 Pharmacotherapy options have 
been found to be highly effective at managing obesity, but these medications are needed continually for best results.72 

Very little research has been conducted on the efficacy of military nutrition and exercise programs that aim to reduce 
obesity risk in healthy service members. A Government Accountability Office report found that military installations 
have not addressed congressionally directed efforts to increase access to nutritious food.73 Fast food restaurants on 
military bases introduced by Morale, Welfare, and Recreation programs contribute to rising in-service obesity rates; 
they are highly convenient, financially incentivized, and not subject to the same nutritional requirements as 
appropriated dining facilities.74 Deployment stress, exposure to combat, and trauma also increases obesity risk.75 
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Improve Data and Reporting on Military Separations 

Administrative separations, including separation codes, should be published by the Department of Defense in existing 
annual reports to improve analysis and decision-making on retention.76 Without data on initiation of separation 
hearings and subsequent separations for exceeding weight standards, it is impossible for researchers and military 
leadership to determine the efficacy and impact of current body composition and military appearance policies in the 
wake of the worsening military obesity crisis. These policies are only viable so long as they are enforced, and existing 
data suggests that they are not. If administrative separation data suggests that a declining number of military personnel 
are subject to body composition related separations to improve retention, or that separation actions are inconsistent 
on the basis of race, gender, age, or other protected category, then these policies should be reconsidered or adjusted. 

Update Clinical Practice Guidelines for Obesity 

Clinical practice guidelines ensure consistency and quality of medical care for military personnel. Current guidelines 
for obesity should be re-written based on evidence-based best practices for methodology and sequencing. Once 
adjusted, they should be broadly and consistently utilized by healthcare providers and commanders. This may require 
stronger investments in implementation and oversight; in 2021, the U.S. Government Accountability Office found 
that service branches were not adequately monitoring implementation of new clinical practice guidelines.77 Once 
clinical practice guidelines are improved, provider education should be a priority. Despite two-thirds of service 
members having either overweight or obesity, only 8% of medical students receive formal nutrition education.78  

Increase Focus on Obesity Prevention 

Once an individual’s neurohormonal weight regulatory system becomes dysfunctional due to obesity, it is exceedingly 
difficult to return it to its pre-obesity state. As a result, only a small percent of individuals with obesity are able to 
successfully lose weight and maintain weight loss through lifestyle interventions alone. To prevent more individuals 
from needing the lifelong care that can accompany this chronic disease, it is important to invest in programs that 
reduce and mitigate obesity in children and young adults.  

One mechanism to reduce obesity in military applicants is the Supplemental Nutrition Program for Women, Infants, 

and Children (WIC), which increases access to nutritious food for families with children under 5 years of age.79 
Research has found that a lack of program awareness and misinformation prevent military beneficiaries from seeking 
and acquiring WIC benefits despite a high rate of program eligibility among these populations.80  

Conclusion 

In addition to its impacts on health, excess body fat has significant and far-reaching impacts on readiness and national 
security. Obesity disqualifies interested military applicants, hinders operational readiness, and jeopardizes the lives of 
veterans more than combat itself. While the wide range of solutions proposed from outside of the military health 
system have been and complicated by unintended negative effects, advances in medical science provide hope. 
Evidence-based obesity identification and treatment in clinical settings is an effective option in both civilian and 
military populations and should be prioritized before individuals with obesity develop life-altering complications.  

Given the enormous sacrifice of military service members and their families, all service branches should strive to 
reverse policies that stigmatize obesity and reduce discrepancies in health care access between civilian and military 
populations. These recommendations aren’t just well-justified by the existing research; they are highly cost-effective. 
Upfront investments in clinical care saves tens of thousands of dollars per patient in the long run, even if those 
patients remain overweight.81 In addition to maximizing retention, implementing evidence-based obesity treatment 
programs would greatly improve military readiness, save the Military Health System at least one billion dollars annually, 
significantly decrease veteran disability ratings, and aid in the continuing recruitment of capable personnel.  
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Appendix 

By replicating the Military Health System cost-of-disease methodology developed by Timothy Dall et al. (2007), ASP 
researchers estimate that the Department of Defense spent at least $1.25 billion on direct care costs for active-duty 
service members with obesity and an additional $99 million in lost productivity costs as a result of hospitalization for 
obesity and related conditions in 2023. Unlike Dall et al. (2007), this analysis targets only Active Duty and not Active, 
Reserve, and Tricare beneficiary populations in combination due to lack of data publicly available. This analysis 
assumes that direct care costs for obesity comorbidities have not significantly changed since last publication and does 
not account for increases in healthcare personnel salary or changes in clinical care guidelines that may raise or lower 
annual healthcare costs per case. These figures are likely underestimated, as limited data is publicly available on obesity-
related conditions in active duty, and conservative estimates were used for both attributable risk and direct healthcare 
costs for each comorbidity. In addition, as musculoskeletal injuries are not published in Military Health System annual 
reports, this data was adopted from U.S. Army Public Health Center data published in March 2022. As a result, direct 
healthcare costs and lost duty costs due to hospitalization for musculoskeletal injuries are significantly underestimated. 

Direct Healthcare Costs Associated with Obesity in Active Duty, 2023 

Comorbidity 
Total Individuals 
Affected 82 

Attributable  
Risk Ratio 83 

Obesity-Associated 
Cases 

Annual Healthcare 
Cost per Case 84 

Total Cost 

Overweight and Obesity 21,039 1 21,039 $1,962 $41,278,518 

Musculoskeletal Injuries 675,354 0.46 310,663 $965 $299,789,641 

Musculoskeletal Diseases 256,586 0.22 56,449 $1,888 $106,575,561 

Sleep Apnea 171,501 0.58 99,471 $4,329 $430,608,141 

Anxiety Disorders 131,309 0.25 32,827 $5,684 $186,590,089 

Adjustment Disorders 123,984 0.12 14,878 $4,925 $73,274,544 

Mood Disorders 81,931 0.25 20,483 $3,813 $78,093,352 

Cervicalgia 64,733 0.3 19,420 $513 $9,962,409 

Hypertension 40,894 0.74 30,262 $3,391 $102,616,950 

Esophagus Disease 31,545 0.47 14,826 $3,511 $52,054,613 

Gastroenteritis 27,298 0.35 9,554 $2,721 $25,997,250 

Osteoarthritis 21,300 0.36 7,668 $5,250 $40,257,000 

Lipid Metabolism Disorders 18,865 0.56 10,564 $1,233 $13,025,905 

Urinary Stress Incontinence 15,597 0.2 3,119 $2,944 $9,183,514 

Asthma 15,298 0.25 3,825 $2,402 $9,186,449 

Testicular Hypofunction 5,510 0.35 1,929 $2,100 $4,049,850 

Diabetes Mellitus 5,025 0.53 2,663 $6,623 $17,638,705 

Iron-deficiency Anemia 4,897 0.1 490 $37 $18,119 

Gout 4,150 0.31 1,287 $108 $138,942 

PCOS 3,452 0.36 1,243 $475 $590,292 

Ischemic Heart Disease 3,053 0.4 1,221 $19,061 $23,277,293 
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Cerebrovascular Disease 2,354 0.22 518 $18,184 $9,417,130 

Multiple Myeloma 655 0.14 92 $40,312 $3,696,610 

Multiple Sclerosis 534 0.14 75 $10,943 $818,099 

Cervical cancer 524 0.38 199 $8,314 $1,655,484 

Thyroid Cancer 475 0.137 65 $21,936 $1,427,485 

Breast Cancer 463 0.11 51 $37,889 $1,929,687 

Colon and Rectum Cancers 352 0.24 84 $51,141 $4,320,392 

Prostate cancer 221 0.2 44 $36,323 $1,605,477 

Cirrhosis of the Liver 172 0.17 29 $7,143 $208,861 

Cholecystitis, Cholelithiasis 91 0.75 68 $10,249 $699,494 

Stomach Cancer 51 0.035 2 $54,851 $97,909 

Ovarian Cancer 44 0.07 3 $17,206 $52,994 

Liver Cancer 39 0.51 20 $25,102 $499,279 

Pancreas Cancer 35 0.12 4 $21,165 $88,893 

Corpus and Uterine Cancer 19 0.57 11 $15,892 $172,110 

Esophagus Cancer 9 0.3 3 $62,173 $167,867 

Total     $1,251,275,266 

 

Lost Workdays Due to Hospitalization Associated with Obesity in Active Duty, 2023 

Comorbidity Hospital Bed Days 85 
Attributable 
Risk Ratio 83 

Obesity-Associated  
Hospital Bed Days 

Lost Productivity Cost  
due to Hospitalization 86 

Overweight and Obesity 41 1 41 $98,400 

Mood Disorders 69,881 0.25 17,470 $41,928,600 

Adjustment Disorders 40,298 0.12 4,836 $11,605,824 

Anxiety Disorders 30,773 0.25 7,693 $18,463,800 

Musculoskeletal Injuries 14,841 0.46 6,827 $16,384,464 

Musculoskeletal Diseases 4,365 0.22 960 $2,304,720 

Cerebrovascular Disease 2,483 0.22 546 $1,311,024 

Gastroenteritis 1,671 0.35 585 $1,403,640 

Colon and Rectum Cancers 882 0.24 212 $508,032 

Ischemic Heart Disease 834 0.4 334 $800,640 

Diabetes Mellitus 794 0.53 421 $1,009,968 

Multiple Myeloma 723 0.14 101 $242,928 

Esophagus Disease 595 0.47 280 $671,160 
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Osteoarthritis 482 0.36 174 $416,448 

Sleep Apnea 467 0.58 271 $650,064 

Cirrhosis of the Liver 321 0.17 55 $130,968 

Asthma 293 0.25 73 $175,800 

Cholecystitis, Cholelithiasis 204 0.75 153 $367,200 

Thyroid Cancer 175 0.137 24 $57,540 

Hypertension 163 0.74 121 $289,488 

Iron-deficiency Anemia 155 0.1 16 $37,200 

Urinary Stress Incontinence 151 0.2 30 $72,480 

Multiple Sclerosis 145 0.14 20 $48,720 

Breast Cancer 134 0.11 15 $35,376 

Stomach Cancer 91 0.035 3 $7,644 

Cervicalgia 65 0.3 20 $46,800 

Lipid Metabolism Disorders 65 0.56 36 $87,360 

Corpus and Uterine Cancer 59 0.57 34 $80,712 

Liver Cancer 40 0.51 20 $48,960 

Prostate cancer 31 0.2 6 $14,880 

Cervical cancer 27 0.38 10 $24,624 

Pancreas Cancer 26 0.12 3 $7,488 

Gout 23 0.31 7 $17,112 

Ovarian Cancer 21 0.07 1 $3,528 

Esophagus Cancer 14 0.3 4 $10,080 

PCOS 8 0.36 3 $6,912 

Testicular Hypofunction 0 0.35 0 $0 

Total 171,341  41,404 $99,370,584 
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