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OBJECTIVE

In 2014, the U.S. Preventive Services Task Force (USPSTF) recommended behav-
ioral counseling interventions for overweight or obese adults with the following
known cardiovascular disease risk factors: impaired fasting glucose (IFG), hyper-
tension, dyslipidemia, or metabolic syndrome. We assessed the long-term cost-
effectiveness (CE) of implementing the recommended interventions in the U.S.

RESEARCH DESIGN AND METHODS

We used a disease progression model to simulate the 25-year CE of the USPSTF
recommendation for eligible U.S. adults and subgroups defined by a combination
of the risk factors. The baseline population was estimated using 2005–2012 Na-
tional Health and Nutrition Examination Survey (NHANES). The cost and effective-
ness of the intervention were obtained from systematic reviews. Incremental CE
ratios (ICERs), measured in cost/quality-adjusted life-year (QALY), were used to
assess the CE of the intervention compared with no intervention. Future QALYs
and costs (reported in 2014 U.S. dollars) were discounted at 3%.

RESULTS

We estimated that ∼98 million U.S. adults (44%) would be eligible for the recom-
mended intervention. Compared with no intervention, the ICER of the interven-
tion would be $13,900/QALY. CE varied widely among subgroups, ranging from a
cost saving of $302 per capita for those who were obese with IFG, hypertension,
and dyslipidemia to a cost of $103,200/QALY in overweight people without these
conditions.

CONCLUSIONS

The recommended intervention is cost effective based on the conventional CE
threshold. Considerable variation in CE across the recommended subpopulations
suggests that prioritization based on risk level would yield larger total health gains
per dollar spent.
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Cardiovascular disease (CVD) imposes
an enormous health and economic burden
in the U.S. leading to ;800,000 deaths
(nearly one in every three deaths) and
$320 billion in costs in 2011 (1,2). CVD is
preventable through the successful man-
agement of risk factors, including prevent-
ing type 2 diabetes and lowering blood
pressure and cholesterol levels (3,4).
In August 2014, the U.S. Preventive

Services Task Force (USPSTF) recom-
mended an intensive behavioral counsel-
ing intervention to reduce CVD risks in
overweight or obese adults with one or
more of the following risk factors: hyper-
tension, dyslipidemia, impaired fasting glu-
cose (IFG), or metabolic syndrome (5). The
intervention promotes a healthy diet and
physical activity through health education,
individual feedback, problem-solving skills,
and an individualized plan. Interventions
are delivered by trained professionals,
such as diabetes educators, dietitians,
and behavioral interventionists; or by
trained lay persons, such as community
health workers. The intervention involves
multiple contacts, either individually or in a
group setting, over an extended period of
time (e.g., 1 year). The USPSTF based its
recommendation largely on the consistent
evidence that behavioral counseling for
lifestyle change improves CVD risk factors
and reduces type 2 diabetes incidence (6).
The new recommendation is rated

“grade B” and thus must be covered by
private insurance under the Affordable
Care Act without a copay. Because a sig-
nificant proportion of U.S. adults will be
eligible for the intervention (7), scaling
the intervention nationwide will require
substantial resources from public and
private sectors. Similar interventions
have been estimated to cost $400 to
$1,000 per person per year (8). However,
such interventions may be an efficient use
of health care resources in the long run if
substantial medical costs are saved by pre-
venting or delaying CVD, type 2 diabetes,
and diabetes-related complications. No
previous study has estimated the long-
term health and economic implications of
implementing the USPSTF-recommended
intensive behavioral counseling interven-
tion in the U.S. population.
The primary objectives of our study are

1) toassess the long-termcost-effectiveness
(CE) of USPSTF-recommended intensive
behavioral counseling interventions in
the overall target population and 2)
to examine the variation in CE across

subgroups, as defined by combinations
of risk factors specified in the USPSTF
recommendation.

RESEARCH DESIGN AND METHODS

We measured the CE of the USPSTF-
recommended intervention using incre-
mental CE ratios (ICERs), expressed in
cost per quality-adjusted life-year (QALY)
gained by implementing the recom-
mended intervention, compared with no
intervention. First, we identified the pop-
ulation of U.S. adults who were eligible for
the intervention based on the USPSTF-
defined criteria. Second, we specified the
intervention and its assumed effectiveness
and costs based on previous studies. Third,
we applied a discrete Markov disease pro-
gression model to simulate the long-term
health and cost impacts with and without
implementing the intervention. Finally, we
calculated the ICER by dividing the differ-
ence in costs by the difference in QALYs

with and without the intervention. We
evaluated the ICER over a time horizon
of 25 years because health benefits may
not be realized in a short period (9). The
conventionally used $50,000/QALY thresh-
old for adopting a new intervention was
applied to assess CE (10).

Study Population
Weused theNational Health andNutrition
Examination Survey (NHANES) 2005–2012
to identify demographic characteristics
and health profiles of the intervention
population in the U.S. (Table 1). Estimates
were weighted according to the NHANES
sampling design. We used a BMI of $25
and,30kg/m2 todefineoverweight anda
BMI$30 kg/m2 to define obesity. People
with hypertension included those with
systolic blood pressure $140 mmHg or
diastolic blood pressure $90 mmHg
(11), and those who had received a di-
agnosis of hypertension by a physician

Table 1—Characteristics of the eligible population for USPSTF-recommended
intensive behavioral counseling interventions

Risk factors Criteria
Proportion of the
eligible population

Total number of adults
recommended for the intervention 98 million*

Overweight BMI $25 and ,30 kg/m2 50.8%

Obese BMI $30 kg/m2 49.2%

Hypertension and overweight/obese $140/90 mmHg 35.2%

Dyslipidemia and overweight/obese ATP III borderline high definitions
under the following conditions (12)

82.4%

High cholesterol $200 mg/dL 58.0%
High LDL $130 mg/dL 46.2%
High triglyceride $150 mg/dL 39.6%
HDL ,40 mg/dL 23.7%

IFG and overweight/obese FPG $100 and ,126 mg/dL 45.7%

Metabolic syndrome and
overweight/obese ATP III definition† (14) 41.8%

Risk factors Average value among
eligible population

BMI 31.5

Weight 90.9 kg

A1C 5.5% (37 mmol/mol)

Total cholesterol 209.3 mg/dL

HDL 49.2 mg/dL

LDL 125.7 mg/dL

Systolic blood pressure 123.5 mmHg

Diastolic blood pressure 72.9 mmHg

Triglycerides 152.8 mg/dL

†Metabolic syndrome was defined using ATP III definition by having three or more of the five
following conditions: abdominal (central) obesity (.102 cm [40 inches] or .88 cm [35 inches]
in women); elevated blood pressure ($130/85 mmHg); IFG; high serum triglyceride levels
($150 mg/dL); and low HDL levels (HDL ,40 or ,50 mg/dL for women). *Based on data
from the 2005–2012 NHANES. The total adult population aged $18 years was estimated at
225 million, which is comparable with the U.S. Census estimate of 227 million for 2009 (36).
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or were receiving treatment with antihy-
pertension medication. Dyslipidemia
was defined as having at least one of
the following conditions: total choles-
terol concentration $200 mg/dL, LDL
cholesterol concentration $130 mg/dL,
triglycerides concentration$150mg/dL,
or HDL cholesterol concentration
,40mg/dL (12); having been told by their
doctor that they have this condition; or
having been prescribed a cholesterol-
lowering medication. IFG was identified
by a fasting plasma glucose level of
100 to,126 mg/dL (13). Metabolic syn-
drome was determined using the Adult
Treatment Panel (ATP) III definition of
having three or more of the five following
conditions: abdominal obesity (.102 cm
for men or.88 cm for women), elevated
blood pressure ($130/85 mmHg), IFG,
high serum triglyceride levels ($150
mg/dL), and low HDL level (HDL ,40
mg/dL for men or HDL ,50 mg/dL for
women) (12,14).
People with a history of CVD were ex-

cluded from our analysis because the
recommended intervention is for CVD
prevention. We also excluded those peo-
ple with diabetes, because the USPSTF
recommendation did not specifically
mention diabetes and because those
with diabetes may need other diabetes-
related interventions.

Intensive Behavior Counseling
Intervention
The intervention evaluated in this study
is based on the USPSTF review, which
included 74 behavioral counseling inter-
ventions intended to promote healthy
diets and physical activity (5,6). Although
the core content of the interventions
was similar, delivery methods, setting,
staff requirements, and duration varied.
As a result, no intervention specifics
or preferred approaches were provided
in the USPSTF recommendation. We
assumed a 1-year intervention and that
the interventional benefits would not be
sustained after the 1-year period in the
base-case scenario. Previous studies
(3,4) suggest that interventions of
1 year may be the optimal length as ben-
efits diminish thereafter.
We assumed levels of effectiveness

based on median levels of risk factor re-
duction reported in the USPSTF review,
as follows: 2.1 mmHg in systolic blood
pressure, 1.3 mmHg in diastolic blood
pressure, 54% in the incidence of type

2 diabetes, and ;1 kg/m2 in BMI (Table
2) (5,6). Because the USPSTF review did
not report the cost of interventions, we
specified our cost assumptions based
on a recent review of 28 similar behav-
ioral interventions (15). The median in-
tervention cost per participant was
$653, which represented an intervention
with a mixture of group and individual
sessions.

Simulation Model
Weused amodified version of the type 2
diabetes CE simulation model devel-
oped by the Centers for Disease Control
and Prevention (CDC) and RTI Interna-
tional (16). The original model was
used for economic evaluation of lifestyle
interventions and medication therapy
to prevent type 2 diabetes among peo-
ple at high risk for the development of
diabetes and for interventions designed
to manage risks for diabetes-related com-
plications among people with type 2 dia-
betes (9,16,17). The model was validated
against results from major clinical trials
and cohort studies and was found to accu-
rately predict the development and pro-
gression of diabetes and diabetes-related
complications (18).

We modified the original model by
adding CVD risk equations for the ex-
panded target population. In the origi-
nal model, the development of CVD was
simulated based on risk equations from
the UK Prospective Diabetes Study
(UKPDS) (19). We replaced the UKPDS
equations with the pooled atherosclerotic
CVD (ASCVD) risk equations developed by

the American College of Cardiology and
American Heart Association to predict
10-year CVD risk (20). The ASCVD equa-
tions were developed based on recent
cohort studies, including the Coronary
Artery Risk Development in Young Adults
(CARDIA) (21), the Atherosclerosis Risk in
Communities (ARIC) (22), the Cardiovas-
cular Health Study (CHS) (23), and the
Framingham study (24). The ASCVD risk
equation has been validated to predict
the risk of CVD events well in popula-
tions in the U.S.-based CVD cohort stud-
ies (25,26). We annualized the 10-year
probabilities of CVD events predicted
by the ASCVD equations by assuming
constant hazards.

In the model, we simulated the risk of
the development of type 2 diabetes
based on demographic and clinical charac-
teristics from the CARDIA study (for ages
18–44 years), the ARIC study (for ages 45–
64 years), and the CHS (for ages $65
years). For adults in whom type 2 diabetes
developed in the simulation, we simulated
the risks of the development of complica-
tions, such as renal disease, ulcers, ampu-
tation, and diabetes blindness, based on
the UKPDS (19).

We took a health care system per-
spective and thus considered only inter-
vention costs and direct medical costs
associated with treating future CVD, di-
abetes, and diabetes-related complica-
tions over 25 years. The direct medical
costs included all costs associated with
treating any other health conditions,
such as hypertension. Detailed cost

Table 2—Assumed direct health benefits and costs based on systematic reviews
(base-case and sensitivity scenarios)

Absolute changes Relative changes

Base case‡ Low High Base case‡ Low High

Direct health benefits†
Total cholesterol (mg/dL) 25.4 22.9 28 22.58% 21.38% 23.81%
HDL (mg/dL) 0.8 0.4 1.5 1.57% 0.79% 3.13%
Systolic blood pressure (mmHg) 22.1 21.1 23 21.66% 20.89% 22.42%
Diastolic blood pressure (mmHg) 21.3 20.7 21.9 21.78% 20.96% 22.59%
Diabetes relative risk N/A N/A N/A 254% 243% 265%
BMI 21 20.5 21.5 N/A N/A N/A

Per person costs
Base case‡ $653
Group-based interventions $425
Screening* $54

N/A, not applicable. †The upper and lower bounds of direct health benefits are determined by
using the confidence bound reported by the USPSTF. The diabetes relative risk reduction is
assumed to be 620% for the high/low cases. ‡Base case represents an intervention with a
mixture of group and individual sessions. *Screening is composed of a medical visit with a
lipid panel and a glucose panel accounted for using the Medicare Physician Fee Schedule
2014 (28).
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modeling is described elsewhere (27).
All costs were expressed in 2014 U.S.
dollars. Costs and QALYs were dis-
counted at 3% annually.

Subgroup Analysis
For subgroup analysis, we first stratified
the eligible population by BMI level
(overweight/obese). Under each BMI
level, we divided the target population
by the following threemajor risk factors:
hypertension, dyslipidemia, and IFG.
Metabolic syndrome was not examined
separately because the criteria overlap-
ped with the three mentioned factors
(i.e., 99.75% of overweight or obese
people with metabolic syndrome had
at least one of these other factors).
As a result, a total of 16 subgroups was
included in the analysis. Supplementary
Table 1 describes the characteristics of
each subgroup. We assumed equal rela-
tive reductions in blood pressure, cho-
lesterol level, diabetes incidence, and
BMI across subgroups.

Sensitivity Analysis
We first conducted a one-way sensitivity
analysis by varying the simulation time
horizon with two alternatives to the
base case of 25 years: 10 years, which
is of interest to policy makers and
health care planners; and a lifetime
horizon, which represents the maxi-
mum health benefit resulting from the
intervention. Separately, we use alter-
native discount rates of 0% and 5% for
costs and QALYs to represent low and
high discount scenarios.
We also conducted a two-way sensi-

tivity analysis by varying both the cost
and effectiveness of the intervention.
For cost, we examined two scenarios:
implementing the recommended inter-
vention only in a group-based setting;
and adding the cost of screening to iden-
tify those eligible for intervention.
Group-based interventions generally
have lower costs and results that are
comparable to those of individual-based
interventions (15). In the screening test
scenario, we assumed a medical visit
with a lipid panel test and fasting plasma
glucose test were needed to identify
high-risk individuals, with costs derived
from the Medicare Physician Fee Sched-
ule 2014 (28).
For effectiveness, we used the 95% CI

or interquartile range of the effect on
total cholesterol, HDL, systolic blood

pressure, diastolic blood pressure, and
BMI as reported in the USPSTF review
(Table 2). For reduction in type 2 diabe-
tes incidence, we assumed620% of the
effect of the base-case analysis based on
evidence from in two recent systematic
reviews (5,29). Previous studies showed
that the effects of the intensive lifestyle
intervention on these outcomes may
vary depending on the intervention set-
ting, type of providers, and delivery
methods (29). In addition, we simulated
the CE of the recommended interven-
tion under the scenarios of extended
effectiveness and follow-up cost. In sce-
nario 1, we assumed that the effective-
ness of the intervention in reducing
type 2 diabetes was 54% in the first
year, 30% in the second year, 10% for
years 3–5, and 0% afterward with no
additional cost. In scenario 2, we assumed
the same effectiveness as scenario 1 but
with a cost of $653 in the first year, $200 in
the second year, $100 in years 3–5, and
zero cost after the fifth year.

RESULTS

Primary Analysis
Approximately 98 million (44%) U.S. adults
wereeligible for theUSPSTF-recommended
intervention. At $653/person, implement-
ing the intervention in the total eligiblepop-
ulation would cost $64 billion.

Without the intervention, the total
treatment and intervention cost per per-
sonwould be $54,872 over 25 years (Table
3). Implementing the intervention was

associated with a $262 incremental cost
and 0.019 QALYs gained per person, yield-
ing an ICER of $13,900/QALY in 25 years.
Estimated ICERs were similar across age-
groups, ranging from$11,200 to $14,400/
QALY. The cumulative incidence of diabe-
tes, myocardial infarction/cardiac arrest,
stroke, and death is descr ibed in
Supplementary Table 3.

Subgroup Analysis
ICERs varied substantially by subgroup
(Fig. 1). Among those who were over-
weight and had IFG, ICERs ranged from
$3,400/QALY (for those with both dysli-
pidemia and hypertension) to $33,800/
QALY (for those with neither). Among
those who were overweight with no
IFG, ICERs ranged from $67,200/QALY
(for those with dyslipidemia and no hy-
pertension) to $103,200/QALY (for
those with neither dyslipidemia nor hy-
pertension, but with metabolic syn-
drome). Among those who were obese
with IFG, the intervention was cost sav-
ing for those with hypertension, dyslipi-
demia, or both, with savings ranging
from $83 to $302/person receiving the
intervention. For obese adults with
IFG alone, the ICER was $3,600/QALY.
Among those with obesity but without
IFG, ICERs ranged from $25,900/QALY
(for those with both dyslipidemia and
hypertension) to $58,000/QALY (for
those who had neither but did have
metabolic syndrome). Targeting the in-
tervention to obese adults with at least

Table 3—Base case total cost, QALYs, and CE of the USPSTF-recommended
behavioral counseling intervention per person intervened by age-group with a
25-year horizon

Total cost (intervention,
treatment, and complications)†

Remaining
life-years QALYs

ICER
(total/QALY)

Total eligible population
No intervention $54,872 20.742 10.267
With the intervention $55,134 20.760 10.286
Incremental $262 0.019 0.019 $13,900

Age 18–44 years
No intervention $56,953 23.836 11.556
With the intervention $57,164 23.845 11.571
Incremental $211 0.008 0.015 $14,400

Age 45–64 years
No intervention $55,955 20.290 10.108
With the intervention $56,207 20.316 10.130
Incremental $252 0.026 0.022 $11,400

Age $65 years
No intervention $42,525 11.755 6.452
With the intervention $43,028 11.788 6.497
Incremental $503 0.034 0.045 $11,200

†The total cost is the summation of the behavioral intervention and treatment and medication.
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one of the other three risk factors and
overweight adults with IFG (cost-saving
and CE groups) would reduce the people
eligible for the targeted program from
98 million to 66.7 million nationally
and would lower the intervention cost
by ;$20 billion.

Sensitivity Analyses
Detailed results of the sensitivity analy-
sis are described in Supplementary
Table 2. For the one-way sensitivity
analysis, shortening the analytic horizon
would increase the ICER while increas-
ing the analytic horizon to a lifetime
would lower ICER. Assuming zero and
5% discount rates yielded $5,200/QALY
and $20,200/QALY, respectively. Vary-
ing intervention effectiveness had a
large effect on CE. Assuming the lower
effectiveness bounds yielded a higher
ICER, while assuming the upper bounds
yielded a lower ICER. Adding screening
costs increased the ICERs. Delivering the
intervention in a group setting would
lower the ICER.
For the two-way sensitivity analysis, un-

der the most favorable scenario (i.e.,
achieving the upper bound effectiveness
with a group-based intervention cost),
the intervention led to a cost savings of
$64/person receiving the intervention. In
contrast, with the worst scenario (i.e.,
achieving the lower bound effectiveness
with additional screening costs), the inter-
vention yielded an ICER of $26,300/QALY.
For extended effectiveness and cost

scenarios, scenario 1 yielded a cost

saving at $90/person in 25 years, while
under scenario 2 the intervention would
have an ICER of $11,600/QALY.

CONCLUSIONS

We estimate that under the newUSPSTF
recommendation on behavioral coun-
seling for CVD prevention, ;98 million
Americans are eligible for the interven-
tion, which would cost $64 billion if all
were to participate. Applying the con-
ventional “willingness-to-pay” cutoff of
$50,000/QALY (10), the intervention is
cost effective for the overall targeted
population as well as for each age-group.
However, CE varies substantially de-
pending on the risk factor profile of the
participants; the intervention is cost ef-
fective for overweight adults with IFG
and for obese adults with at least one
of three risk factors (dyslipidemia, hy-
pertension, or IFG); these two groups
account for ;68% of the eligible pop-
ulation. The intervention is cost saving
if it was implemented in persons who
are obese with IFG and hypertension,
dyslipidemia, or both,;19.8 million or
20.2% of all eligible population. CE
could be improved substantially by tar-
geting these higher-risk subgroups
and/or delivering the intervention in
group settings.

Our results are consistentwith those of
previous studies that found intensive life-
style interventions aimed at reducing the
incidence of type 2 diabetes among peo-
ple with prediabetes to be cost effective,
with a median cost of approximately

$14,000/QALY gained (15). Our risk group
analysis was also consistent with a previ-
ous study (30) of diabetes prevention in-
terventions, in which those with higher
levels of fasting plasma glucose or A1C
had more favorable CE ratios than those
at the lower end of the prediabetes spec-
trum. Applying the USPSTF recommenda-
tion to those with a relatively low risk
(overweight rather than obese, and one
additional risk factor rather than multiple)
diminishes CE because, while the costs for
implementing the intervention are the
same, the number of cases of diabetes
and CVD averted is smaller.

Reductions in BMI and blood glucose
levels havemore impact on CE than reduc-
tions in blood pressure and lipid levels,
because of their greater risk reduction of
diabetes. Previous studies (3,4) have
shown that behavioral counseling inter-
vention can reduce the risk of type 2 di-
abetes by 38–60%. A recent study (30)
suggested that delaying or preventing
type 2 diabetes for 10 years for a person
at age 40 years might save more than
$30,000 in lifetime medical spending.
However, the effects of this intervention
on other risk factors (i.e., lipid levels and
blood pressure) are modest. The reduc-
tions in systolic/diastolic blood pressure
reported by the USPSTF were 1–3 mmHg,
and for LDL were 1.4–6 mg/dL (5,6). It is
likely that the use of hypertension and
dyslipidemia medications among those
who already had these conditions may
also have diluted the impact of the
intervention.

Figure 1—25-year ICERs ($USD/QALY) of the intensive behavioral counseling intervention comparewith no intervention by risk factor. Thosewith none of the
threemajor risk factors (dyslipidemia, hypertension, and IFG) have onlymetabolic syndrome (womenwhohave abdominal obesity and specific bloodpressure
level [SBP 130–140 mmHg or DBP 85–90 mmHg] with HDL from 40 to 50 mg/dL). Willingness-to-pay (WTP) = $50,000/QALY is used as the CE threshold.
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As expected, we found the recom-
mended intervention to be more cost ef-
fective in the longer simulation horizon.
Chronic disease prevention typically
provides more benefit over the long
term than the short term. CVD events
may not occur in the short term, and
diabetes-related complications typi-
cally do not occur until years after di-
abetes onset. While policy makers and
program planners are often interested
in short-term results, it may be more
appropriate to take a longer perspec-
tive when evaluating CVD and diabetes
prevention.
There are four notable limitations of

the study. First, in the model, we in-
cluded only the health benefits reported
in the USPSTF recommendation. Exclud-
ing other potential health benefits, such
as reducing cancer incidence (31), would
underestimate the CE of the recom-
mended intervention. Second, while ex-
isting evidence has provided compelling
evidence of the efficacy of the recom-
mended interventions in clinical settings,
its effectiveness in real-world settings and
sustainable effectiveness in the long term
remain to be demonstrated. Lack of long-
term effectiveness data in real-world
settings adds some uncertainty to our
modeling results. Thus, we conducted
extensive sensitivity analyses, and the
results support the robustness of our
conclusions. Third, similar to all disease-
modeling studies, our results are subject
to the limitations of the model structure,
the risk equations used, and the model
assumptions. The CVD risk equations
that were developed for the original
CDC-RTI model were based on data from
the UKPDS (19,32), a study of people with
type 2 diabetes in the U.K. Because our
study population included both persons
with and without diabetes in the U.S.,
we used the recently developed ASCVD
equations (20). The ASCVD equations
were developed using data from the
CARDIA study, the ARIC study, the CHS,
and the Framingham Study and have
been validated using contemporary clini-
cal data. However, the accuracy and
validity of the equations in some popula-
tions remain subject to debate (33,34).
The CDC-RTI simulation model uses the
UKPDS microvascular complication risk
equations (19,32) and their ability to pre-
dict the future risk of microvascular com-
plications among contemporary patients
may be subject to treatment changes.

However, there are no other risk equa-
tions that are superior to theUKPDSequa-
tions (35). Finally, our model uses a
cohort-based approach, and thus the re-
sults represent average effects without
considering individual-level stochasticity.
Because our study is intended to assist
policy decisions at a population level, var-
iations in CE results at an individual level
are less relevant.

In summary, we found that the USPSTF-
recommended intervention is likely to be
cost effective for overweight and obese
adults with CVD risk factors. However, CE
varies by risk subgroups, suggesting that
those who are obese with at least one
CVD risk factor (dyslipidemia, hyperten-
sion, or IFG), or who are overweight with
IFG may be priority populations. Further
refinement of recommendations for risk
stratification, and focusing on a group-
only delivery method with comparable
effectiveness, may improve the CE of the
intervention.
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