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Abstract: Today, the World Health Organization warns that the greater future burden of obesity and diabetes will affect
developing countries with the extent doubling with urbanization. Aside from the estimation that, currently, more than 1.6
billion (age 15+ years) adults are overweight and at least 400 million of them are obese, it was also estimated that obesity
account for 2-6 % of the total health care cost in several developed countries and some estimates put the figure as high as 7%.
The true costs are undoubtedly much greater as not all obesity related conditions are calculated. Some developing countries
aim to attain the millennium development goals (MDGs) by 2015, which prospects the reduction in rate of tuberculosis,
malaria, maternal and infant mortality rates, and childhood malnutrition, however little or nothing is done to curb the ev-
er-growing obesity epidemic and its accompanying non-communicable diseases (NCDs) burden. The fact therefore is that,
the developing countries’ health sector garbles with the double burden of disease from the threat of both NCDs and infectious
diseases. This review based on literature search from PubMed, MEDLINE, and Google Scholar aims to highlight the pro-
spects of preventing and managing the obesity epidemic in developing countries through a multifactorial, multidimensional
and proactive approaches. It concludes on the need for a less cost effective, multi-sectional, far reaching population based
intervention plan by the key players of the health sector in such countries which should incorporate the need for regular
exercising, good nutritional habits, body weight image assessment and reduced stigmatization of affected individuals.
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overweight and more than 700 million will be obese [3].

Obesity as a complex syndrome with a multi-factorial
origin may be explained in some circumstances by mono-
genic mutations, but in most cases appears as a polygenic
condition, which may be additionally affected by a myriad
of environmental influences [4, 5]. Additionally, body
weight is ultimately determined by the interaction of ge-
netic, environmental, physiological and psychosocial fac-
tors [6-9]. Knowledge and attitudinal factors (such as
self-esteem, body image attitudes, eating attitudes and
health behavior knowledge except perception of ideal body
size) had far less association with obesity than activity re-
lated behavioral factors such as diet, physical activity and
inactivity [10].

More recently, epidemiological studies have used the
Quatelet Index of body weight standardized for height
(kg/m?) and on the basis of data from these studies, the
normal (desirable) range lies 18.5 to 24.9 kg/m’ with

1. Introduction

The obesity epidemic is attaining global proportions.
Epidemiological data indicates that the prevalence of
overweight and obesity has doubled or tripled in the past
few decades in developed countries and even in many de-
veloping countries [1]. It is estimated that over 115 million
people suffer from obesity related problems [2]; with more
than 1.6 billion adults being overweight and at least 400
million of them clinically obese which is a major contribu-
tor to the global burden of chronic diseases and disabilities.
Childhood and adult obesity have remained a public health
concern among many countries and more alarming among
the adolescents as they are the future of any society. Obesi-
ty therefore is one of today’s blatantly visible-yet most ne-
glected public health problems [2, 3]. With the passing
years, these estimated values may double, tripled or quad-
rupled to reasons traceable to environmental predisposition. ) 5 )
The World Health Organization (WHO) further projects overwelghzt defined as 25.0 to 29.9 kg/m” and obesity as
that by 2015, approximately 2.3 billion adults will be  30-0kg/m” [11].
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Some modifications to the WHO definitions have been
made by particular bodies. The surgical literature breaks
down obesity into further categories, though the exact val-
ues are still disputed [12].

* Any BMI > 35 or 40 is severe obesity

* ABMI of > 35 or 40-44.9 or 49.9 is morbid obesity

* A BMI of > 45 or 50 is super obese

Obesity can be divided into general and regional. There
are 2 main types of regional obesity defined based on re-
gional fat distribution and the risk for developing diseases:
gyneciod and android. The gyneciod (“pear shaped;
gluteofemoral; lower body) pattern of fat distribution is
common in women. The main function of this pattern of
fats distribution is an energy reserves to support gestation
and lactation. The android (“apple” shaped; abdominal;
upper body) pattern of fats distribution is common in men;
however as women gain weight, they become likely to de-
velop abdominal and upper-body fat [13, 14]. Abdominal
fats in men appear to have [, adrenergic functions
(antilipolytic) than those abdominal fats in women, perhaps
this account for a “beer belly” or “pot belly” in men than in
women [15-17].

The pattern of fat distribution is also associated with the
risk of developing diseases. Numerous prospective longitu-
dinal studies showed that the pattern of upper-body fat dis-
tribution is independently associated with higher risk of
developing diabetes and cardiovascular diseases [15-1].
Cross-sectional studies show that abdominal fat distribution
is related to various metabolic abnormalities and disorders
in a manner similar to their relationship with high BMI or
total fat burden [14, 18-19]. Obesity increases the risk for
many disorders that are associated with higher mortality
and morbidity, including diabetes, hypertension, and coro-
nary heart diseases (CHD), dyslipidemia, gall bladder dis-
eases, menstrual irregularities, psychological distress, os-
teoarthritis, cancer, and insulin resistance etc [14,20-2].
According to the London Department of Health Report [22],
globally 58% of case of type 2 diabetes, 21% of coronary
heart diseases and between 8% and 42% of some cancers
are attributable to overweight and obesity. It was also
found that, childhood obesity might affect school perfor-
mance in terms of intelligence quotient (IQ) and school
attendance [23], as it will also affect work place activities
in adults [24].

The International Obesity Taskforce Report [25] asserts
that the cause of the obesity epidemic are twofold an abun-
dance of energy dense foods and drinks, leading to a perva-
sive “passive over consumption” of energy and an envi-
ronment that limits opportunities for physical activity,
leading to an almost universal sedentary state. The rapid
increase in obesity incidence over recent years suggests
environmental and lifestyle influences in addition to other
physiopathology or genetic determinants which inde-
pendently affect the energy balance equation adjustment 26,
27]. It is estimated that 40-70% of the variation in body
mass index (BMI) is heritable, while cultural and societal

factors may explain at least 30% of the variation [28, 29].
The consequence of economic transition and globalization
is rapid and unplanned urbanization which results in nutri-
tional transition with exposure to consumption of high fats
and refined food, physical inactivity, alcohol and tobacco
consumption as obtained in both low and high-income
countries [30-32]. Actually, the growing obesity prevalence
worldwide is mainly attributed to changes in lifestyle (in-
crease consumption of high-energy yielding foods enriched
with carbohydrates and fast reduction of lifestyle physical
activity etc.) that specifically may impact genetic suscepti-
bility [9, 33]. A positive energy balance between the
amounts of energy consumed over the energy expended in
day-to-day life underlies the etiology of weight gain (8).
Regulation of energy balance is highly complex, involving
societal, behavioral, genetic, hormonal, and neural influ-
ences [34].

According to Damcott et al [29], individuals with thrifty
or saver genes are more resistant to malnutrition. This ex-
plains why a large proportion of verse populations are sus-
ceptible to becoming obese. Maternal over nutrition, lead-
ing to an increase of transfer of nutrients to the fetus, may
change energy metabolism in the fetus leading to obesity
[35]. Also maternal smoking during pregnancy has been
associated with later obesity in children [36, 37]. Infant
feeding is also important in the development of obesity
with children who were bottle fed having higher rates of
obesity than those who were breastfed [38, 39] but this re-
lationship have been inconsistent in adults [40,41]. Also
while childhood obesity does not necessarily indicate adult
obesity, epidemiological studies have found that a half of
obese school children become obese adults [42]. According
to the World Health Organization, the society change and
worldwide nutrition transition are driving the obesity epi-
demic. Economic growth, modernization, urbanization and
globalization of the food market are just some of the forces
thought to underlie the epidemic [2, 3, 43, 44]. The preven-
tion and management of obesity currently and in future
requires multi-strategy interventions across a wide range of
sectors concerned with public health [45]. In developed
countries, many policies had been made and some imple-
mented [1, 46] however, developing countries still grabbles
with her own challenges especially at attaining the millen-
nium development goals (MDGs). With the growing trend
of childhood/adulthood obesity, there is a need for less cost
effective, multi-sector, multidimensional, proactive ap-
proaches in order to reverse this trend for the future genera-
tions of such countries.

2. Methods

A literature search was conducted on MEDLINE, Pub-
Med and Google Scholar using the key words ‘obesity pre-
vention’. This was also repeated using authors known to
have published studies concerned with obesity prevention
in Nigeria and globally. Information including data col-
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lected were scrutinized, compared and conclusions drawn
appropriately.

3. Obesity Epidemic and Prevention: the
Key Players

Despite the desire to get slim among the population in
developing countries, one can still find cases of some who
are obese in all age ranges. Beyond an individual action,
the government, food producers, manufacturers, wholesal-
ers, retailers, caterers, transporters, urban planner, employ-
ers, community groups, the media, intervention by school,
and policy makers at all levels of government could formu-
late and implement a multi-strategic intervention plan to
promote healthy eating, regular physical activity and also
treat those who already are overweight or obese and pre-
vent future obesity [47, 48]. In Nigeria, like in other devel-
oping countries of sub-Saharan Africa, obesity epidemic is
taking another dimension as shown in box 1 below.

Box 1. Obesity in developing countries: Some Summary Facts

Existing research in most developing countries including Nigeria
have shown that:

Obesity was prevalent in the urban areas than the rural areas and the
prevalence rate of obesity was more among middle-aged women living
in the urban area than middle-aged women living in the rural areas.
Obesity/overweight was more prevalent among less physically active
individuals and occupations.

The trend of urbanization has been associated with the trend of obesity
thereby showing a clear difference in the obesity prevalence in the urban
area and rural areas in these countries.

References: [49-54]

3.1. The Role of Government

The government in most developing countries expends
millions of currency yearly in the achievement of the Mil-
lennium Development Goals (MDGs) which address health
issues like maternal mortality, HIV/AIDS, tuberculosis,
poliomyelitis, malaria prevention and treatment which
tends to take a pandemic toll [55-58], however,
non-communicable diseases such as hypertension, coronary
heart diseases, diabetes, and cancer are on the rise [59];
which are said to be the co-morbidities associated with
obesity with very little attention given to them. Obesity as

a silent killer is seen to be the disease of the rich (affluence).

However, with increasing urbanization, there might be a
shift of the obesity burden to sections of the poor urban
population who may not have the knowledge or financial
resources to adopt healthier lifestyles [60-62].

Based on the health care system structure [58], the Fed-
eral government’s role in health management are policy
formulation, strategic guidance, co-ordinated supervision,
monitoring and evaluation at all levels, operational respon-
sibility for disease surveillance, essential drug supply and
vaccine management. The federal ministry of health by
means of its operational arms and parastatals such as: Na-

tional Agency for Food and Drug Administration and Con-
trol (NAFDAC), Standard Organization of Nigeria (SON),
etc could address various public health issues, draft various
intervention policies and follow through their implemen-
tation. Why must the Nigerian government act to address
the obesity issue? The WHO report on diet, nutrition and
prevention of chronic diseases placed obesity at the top of
the public health agenda as the major avoidable risk factors
for developing a wide range of non-communicable diseases
(NCDs) [2]. The ensuing global strategy on diet, physical
activity and health noted that already 66% of deaths from
NCDs occur in low income countries and this figure is pro-
jected to rise [63]. The modern emergence of NCDs as a
major health threat in countries (like Nigeria) still battling
with the unfinished agenda of infectious diseases and
childhood malnutrition has been termed “the double burden
of disease” [3, 63, 64]. The threat of HIV/AIDS, emergence
of tuberculosis (TB) and malaria due to drug resistance
brings the already struggling health services of many de-
veloping countries (including Nigeria) to their knees [63],
as they strive to attain the MDGs [65, 66]. This may pro-
vide explanation for the low government policies in the
prevention and management of obesity and other NCDS.
Based on the ever-growing health and economic burdens of
obesity, the government at all tiers should also play a pivot-
al role in curbing the epidemic since it influences the rise in
the percentage of all deaths and of disability adjusted life
years (DALYs) [61] in both developing and developed
countries.

It is estimated that obesity cost the United States $117
billion each year [21]; while in other 15 countries that were
part of the European Union, before May 2004, the total
direct and indirect annual cost of obesity reached
£32.8billion in 2002, equivalent to 0.3% of the gross do-
mestic product (GDP) [67]. The picture in developing
countries may be worst as an un-estimated amount of
money is lost due to loss in productivity and cost of treat-
ment of obesity and obesity related problems.

The global availability of cheap vegetable oils and fats
has resulted in greatly increased fats consumption among
low income countries [43]. Technological breakthrough in
the development of high yield oil seeds and in refining of
high quality vegetable oils greatly reduced the cost of bak-
ing and frying fats, margarine, butter like spreads, salad,
cooking oils in relation to animal based products [43, 68],
hence, most low income countries prefer to import this
cheap oils which may not be too cardiovascular system
friendly since they are high cholesterol dense in lieu of
good health vegetable oils produced locally. The govern-
ment should create policies that will try to implement nutri-
tional quality control on food/drinks imported into the
country and also foods served at different service points
even at fast foods and eateries. Food standard regulating
agencies like NAFDAC (in Nigeria) and SON should try to
ensure that foods produced within and especially those im-
ported should not be off standard. Instead of imported
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cheap vegetable oils, their Agricultural sectors can be revi-
talized to produce wholesome food, drinks and oils.
NAFDAC, based on its mandate to rid the country of un-
wholesome and unprocessed or poorly processed foods,
should checkmate the activities of the various food pro-
ducing and processing industries. They should also sensi-
tize the populace on the risk of unhealthy diet. In recent
years, a huge range of highly energy dense products has
emerge, providing appetizing, quick to cook and easy to eat
foods which dominate supermarket shelves to the detriment
of fresh products which requires a degree of purchasing
knowledge and cooking skills to fashion meals of a com-
parable standard [69]. Therefore there is a need for regular
situational quality standards assessment of these foods and
oils.

Though some of these policies may be made, implemen-
tation is slow or either hampered as some individuals may
prefer shady deals for dishonest gains in addition to politi-
cal influence on importation and monitoring of certain food
products leading to many necessary standard assessment
protocols being bypassed. Government policies should en-
courage the initiatives by the food industry to reduce fat,
sugar and salt content of processed foods and nutritious
choice, and review of current marketing practices could
accelerate health gains worldwide [3]. Countries like Nige-
ria could consider issuing taxes on foods such as fast foods,
high fats snack foods and high calorie sodas that have been
identified to contribute to the increased risk of unhealthy
weight gain. Funds gathered from such taxation, along with
additional national and international monies could then be
invested in the efforts to produce and deliver cheap fresh
fruits and vegetables to poor urbanized population.

In addition, public exercise programmes and free sport-
ing activities should be made available to children and
adults in poor urbanized areas [70] especially during holi-
day periods. The government agencies should promote
public health education on the risk associated with obesity
among all ages and gender groups.

3.2. The Role of Schools

The rise in childhood obesity worldwide is of great con-
cern as it poses a significant health risks for those affected
both during childhood and well into adulthood. Obese chil-
dren are at an increased risk of developing hypertension
and hypercholesteromia, atherosclerosis and diabetes, con-
ditions known to be predictive of coronary artery diseases
[71-72]. Also, obesity has been found to affect school per-
formance [23]. Furthermore, as childhood obesity increases,
we will see increasing rates of chronic diseases in the pop-
ulation as it ages [70].

In most developing countries including Nigeria, a large
percentage of the population attained primary, secondary or
tertiary institutions especially with the implementation of
the National Economic Empowerment and Development
Strategy (NEEDS) program in 2004, national compulsory
basic education for the nine years was introduced [73].

Schools play an integral role in the obesity epidemic prev-
alence in terms of proper education on lifestyles. Schools
also play a vital role in providing the environment for
physical activity for children and adolescents, but budget
costs have resulted in less, but sometimes no physical ac-
tivity, on school timetables [74,75] despite the knowledge
that children adolescents who participate in team sport or
exercise programmes are less likely to be overweight [76].
Aside from shaping a student’s social, moral and cultural
outlook, most importantly schools can help students adopt
and maintain healthy and physical activity behaviors. The
State Education Standard report [46] recommended what
schools could do to make a difference: to address physical
activity and nutrition through a coordinated school health
programmes (CSHP). Hence the educational curriculum
should imbibed less theory and more practical during the
physical /health education and food nutrition studies at the
primary and secondary tiers of education. Student at the
early stage of development should be made to apprehend
the need for proper health education and how the
knowledge they acquire could better their lives and that of
the society. The curricula should be focused on teaching
students skills needed to adopt healthy behaviors, provide
ample opportunities for them to practice those skills [46]. It
is a statement of fact that majority of the
non-communicable diseases globally, could either be pre-
vented or managed through proper dieting and physical
activity. Students too should be made to see the practicality
of this statement. However, some challenges still abound;
research in the physical and health education are still in its
infant stage. In order for these professionals (physi-
cal/health educationists and nutritionists) to justify their
rightful places in the field of academics, they should also
be more heard and active. For instance, most of the norms
we use in assessing the physical fitness are the physical
fitness status of the developed countries despite the fact
that there is ethnic/racial variation in physical fitness. This
is because cultural differences in growth, fitness levels,
eating habits and emotional behaviors, to mention a few,
are known to exist [77] and could contribute to these varia-
tions.

Also the school setting offers multiple opportunities for
students to enjoy physical activity outside physical educa-
tion classes such as after school program, intramural sport
program and physical activity clubs [46]. To advocate of
the need for proper dieting/physical activity, school could
form health promotions clubs such as the anti-obesity
(healthy weight awareness) clubs, employing a peer-to-peer
intervention strategy could promote and influence good
students’ health behaviors. In promoting healthy food pref-
erence and eating habits, cue could be taken from the Texas
State Department of Agriculture [78] which issued a policy
in 2004 that sets the nutritional standard for foods and bev-
erage available on school campuses, regulate portion size
and targeted the elimination of frying as a method of
on-site food preparation. Many young ones should better



24 Christopher Ekpenyong et al.: Contextual Trend In Preventing Obesity Epidemic In Developing Countries:
Role Of The Key Players

yet be encouraged to eat at home (The Eat at Home Policy)
as skipping breakfast, eating at eateries and greater con-
sumption of soft drinks have been associated with obesity
[79-81]. Also, if the teachers keep a healthy eating behavior
and body weight, they may serve as role models to the stu-
dents. The school should encourage regular fruits eating
than the eating of pastas, candies, and cookies at the can-
teens and for these to appeal to the students they should be
cheap. Hence good health can be promoted by the eating of
cheap, fresh fruits than candies.

Additionally, when assessing a student’s academic per-
formance, his/her psychomotor skills should be graded as
cumulative grade points of his/her academic performance.
This will also give a clear picture of the intellectual abilities
in addition to his/her physical activity levels. Free regular
body weight checking programs at schools should be im-
plemented. As a matter of policy, each child should both
know how to measure his/her height and weight periodi-
cally in order to keep pace with his/her BMI. Health care
counselors should on the basis of these measurements fol-
low up these students and encourage them on the gains of
keeping a healthy weight even when some of them may be
genetically predisposed to be obese. Also, when school
resumes, during the first few weeks, the BMI of students
could be taken to access the level of change during the
sedentary period of holidays and follow-ups instituted if
necessary. Annually, 8-12" October is observed as the
International Walk to School Week (IWALK) [82] and it
has help to promote walking to schools in 40 countries in-
cluding the United Kingdom and United States except in
developing countries including Nigeria. Though there may
be some obstacles such as safety and distance to and from
school, however, if safe routes to schools are created and
the road safety personnel are up and doing, the “walk to
school” strategy could promote health in our urban areas.
Wang et al [83] indicates that school based obesity preven-
tion programs are urgently needed in the urban, low so-
cio-economic status communities. Since schooling could
influence a student’s psycho-motor and socio-behavioral
make-up, hence addressing the issue of obesity at the level
of the school could help prevent and manage the obesity
epidemic worldwide.

3.3. The Role of the Family

The family environment is very instrumental to a child
being obese. Ranging from genetic inheritance, acquisition
of poor eating habits and food preference to family activi-
ties, body image perception and behavior, the family can be
a cradle point of the developing of an “obesogenic society”.
Twins, adoption and family studies have established that
obesity is highly heritable, and an individual’s risk of obe-
sity is increased when one of his relatives is obese [84].
Research showed that a child of two obese parents has
about 80% chances of being obese, whereas the risk is 15%
for the offspring of two parents of normal weight [85].

Family environment also plays an important role in the
development of obesity. Lengthy periods of television
viewing, lack of family meals at home, eating out at res-
taurants, childhood neglect, depression [86] and only child
or last born child over pampering have been associated
with obesity even among children [86]. Weight loss is more
difficult to achieve and maintain at adulthood [87], preven-
tion and treatment in childhood and adolescence is essential
[1] The primary point of healthy lifestyle education during
childhood is the home and the sole responsibilities of the
parents (especially the mothers). Parents (especially moth-
ers) are responsible for the physical activity levels and die-
tary standards of their family. Most of the attitudes acquired
from the home shape the socio-behavioral attitude of the
child as he/she grows. Good nutrition education is vital, as
it may influence eating habits. This is a useful form of pre-
vention when focused on families as, not only could it
change adult dietary preferences but also those of children.
Food preference formed at childhood is mainly through
parental food choice and affects childhood dietary intake.
These preferences may be carried all through into adult-
hood and could cause adult health adverse effects [69, 88].
Most urban kids when taken to fast food points prefer white
bread, savory snacks, cookies, chips, biscuits, other form of
potatoes and chocolates [1], which are not part of the tradi-
tional recipes. If this trend is not reversed and the individu-
als educated, such young ones grows up with the notion
that foods that taste sweet and oily is better.

Aside from educating the children on healthy lifestyles,
the parents especially mothers should pay more attention to
the nutritional status of their family. At the early stage of
development, breastfeeding by mothers should be promoted
not only as a measure of promoting child’s immunity
against diseases but also to prevent overweight/obesity).
Infant feeding is important in the development of obesity,
because children who are bottle-fed have higher rates of
being obese than those who are breast-fed [38, 41, 89], but
this relationship has been inconsistent in adults [39, 40],
while in other studies it failed to be protective [90]. In our
current environment many children, even when originally
breast fed, start gaining excessive weight once they are 2-4
years of age by environmental factors means when they are
exposed to very inappropriate foods and eating patterns
[69].

Family meals at home, enjoying traditional foods than
over dependence on western diet could boost the nutritional
status of the family. Also, instead of buying a child candies,
fruits are recommended.

With advances in technology, there has been a greatly
reduced dependence on walking and cycling for transporta-
tion while more cars are now in use. These cars contribute
to CO, emissions, traffic congestion, pollution caused by
emissions and noise, and traffic accidents that is experi-
enced. A replacement of car journeys by walking and cy-
cling would assist in addressing many of these problems
and could be part of the strategy to tackle global warming,
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pollution and congestion. At the same time, there would be
substantial public health benefit in terms of the reduction in
disease risk, including obesity [74]. Household physical
activity has likely decreased due to labor-serving devices
[24] and longer duration of television watch. Based on the-
se, it was recommended by the American Health Associa-
tion [91] that: all children aged 2 and older should partici-
pate in at least 30 minutes of enjoyable moderate-intensity
activities every day.

Two primary mechanisms by which television viewing
contributes to obesity have been suggested: reduced energy
expenditure from displacement of physical activity and
increased dietary intake, either during viewing or as a result
of food advertising [92, 93]. Sleep duration is influenced in
both adults and young ones by the duration of TV/video
gaming/ social networking, night clubbing and job
shift/demands and are associated with weight gain. Many
individual who spend longer hours watching TV/playing
video games tend to sleep less. Many children or adults
who are in the habit of staying late at night watching a
movie/playing games/ surfing the internet or clubbing tends
to be involved in excessive night eating to sustain alertness.
Parents could regulate the television/computer viewing
periods of their children by also setting good examples. The
parents should encourage their children to regularly exer-
cise also through their examples in order to maintain a
healthy weight. However, when the child is already obese
due to genetic predisposition, educating the parents of these
obese children has been shown to produce positive changes
in the children’s dietary intake [94]. Therefore the family
environment is instrumental to the prevention and man-
agement of obesity.

3.4. The Role of Workplace Environment

In recent years, walking and cycling to work have re-
duced due to rapid urbanization and technological ad-
vancement. Many workers are transported to and from their
duty post. For some, they remained immobile for these pe-
riods of time of work due to huge workload and some re-
sort to fast foods which are sweetened and fattened to at-
tract appeal and consumption. An extended period of sed-
entary posture may result in excessive weight gain and may
results in obesity [95]. Just as obesity affects school per-
formance in children [23], obesity also negatively affects
physical functioning, vitality [96], and general quality of
life [97]. It is also a possible cause for mortality and mor-
bidity among the workforce. Like in other sectors of the
society, work place environments, also plays a role in obe-
sity epidemic. In order to curb the growing trend of obesity
among workers, it is recommended that regular road walks
and exercise should be encouraged among workers and
incentives given to encourage participation and a day or
week should always be set aside for that. Instead of the use
of motorized lifts, workers should be encouraged to use the
staircases except for high rising buildings. Occupational
energy requirement have also dropped as mechanized labor

aids and labor saving devices have become available and in
general, jobs have become more sedentary [24]. Except
otherwise necessary physical tool handling should be en-
couraged.

Workers who walk night shift or shift work are prone to
developing non communicable diseases such as obesity,
diabetes and sleep disorders. These workers include nurses,
doctors, waitresses, truck drivers, police officers, fire fight-
ers etc. Researchers say that shift work alters the body’s
circadian rhythm which invariably may affect body metab-
olism [98-101]. There is a need for a time to time off duty
for these workers.

In order to allay stress, some workers resort to night
clubbing. Clubbing activities by workers should be dis-
couraged or reduced; instead that time should be set aside
to do other activities that could relieve stress like brisk
walking, spending time with family and loved ones and
sleeping.

The key policy regulators of the workplace should try to
discourage an obesogenic environment at the workplace in
order to preserve valuable man power. Also they should
ensure that healthy foods are served at the canteens and
sanctions placed on any defaulting party. Workers should
be encouraged to attend medical checkups, checking their
BMI status and imbibe a healthy eating behavior and food
preferences. However while preserving an individual’s dig-
nity, obese workers should be encouraged to check their
weight and those who have should be rewarded to encour-
age others to.

3.5. The Role of the Media

The media also plays a vital role in the promotion of the
right messages for maintaining a healthy weight through a
“keep fit and keep a healthy weight” philosophy. The media
should reorient the populace’s health habits through in-
sightful programmes and advertisements. Aside from other
health challenges such as polio, HIV, malaria, tuberculosis
etc, over weight/ obesity should be given wide public en-
lightenment by the media. As the watch dog of the society,
they should be selective of their adverts that could influ-
ence the dietary choice of the children and adults negatively.
Instead of promoting the consumption of unhealthy foods
and drinks, the media should advertise on the need for reg-
ular consumption of fruits, green vegetables and exclusive
breast milk for infants which promotes overall cardiovas-
cular health. In developing countries, there is a need for
more public awareness on the effects of obesity on people,
on health, on the economy, on work performance and even
on family life through education and communication [62].
Also, in order to improve the knowledge regarding the risk
of obesity, such public messages should be targeted at those
with lower level of education [102] and should be done
using the local dialect by the media, as has been used for
HIV/malaria/TB prevention programmes. This is needed in
order to reach lager audience and the message retained.

Reorienting the perception of weight gain by the average
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individual is essential. In some African and Pacific com-
munities being fat, being “big” remains a symbol of status,
power and beauty despite the well-known problems associ-
ated with obesity [103,104]. No wonder most individuals
(especially women) take the comment that they have gained
more weight as a compliment. They see that being fat and
big is beautiful. Fat and chubby children are perceived as
healthy children [103]. Among some tribes in Nigeria and
the Pacific communities, the cultural practice of fattening is
common. Women are kept indoors to lighten their skin and
fed foods that are fattening (along with reduced activity).
Among the Efiks and Annang, the women taken through
the fattening (Nkuho) room are prepared for their bride-
groom. At the end of the fattening, the most “big” maiden
is seen to be the most beautiful and a pride to her family
[104,105].

According to the Bordieu concept of ‘habitus’ which
states that the body(inclusive of appearance, style, behavior,
affinities) is a social metaphor of a person’s status
[106,107], no little wonder, the possession of “pot belly” or
“beer belly” in men (accumulation of fats on the abdominal
region-abdominal obesity) is seen as a sign of wealth,
health, power and high socio-economic status, so that even
men of low socio-economic status may desire it. The media
should play a major role in reorienting the populace on the
dangers of an unhealthy weight; however care should be
taken not to stigmatize those who already are. The media
also should be a medium by which government’s policies
related to the epidemic could be aired. Programmes that
encourage physical activity such as fitness/diet programmes
should be aired and audience participation should be en-
couraged especially for those who cannot afford to go for
gymnasiums and fitness clubs. The media should keep up
to its responsibility of informing the society on the need to
and why they should keep a healthy weight.

3.6. The Role of Medical Practitioners

With the increasing prevalence of obesity in both devel-
oped and developing countries, the number of patients
seeking advice for weight management in primary health
care setting is increasing [108]. It is important for medical
practitioners to have essential knowledge to manage obesi-
ty [109]. Health care practitioners should be equipped with
necessary skills and knowledge to deal with the epidemic
and to use any available opportunities to increase aware-
ness and reduce the prevalence of overweight and obesity
[110-111]. Obesity is every one’s responsibility [109]. The
awareness of the risk associated with obesity should be
intensified as a greater percentage of a population may be
unaware of the associated risk behaviors for obesity [62].
Since various studies has identified that an average woman
is more prone to be obese than an average man [53], at an-
tenatal visits, more women can be reached by medical
practitioners with the message of healthy weight manage-
ment. Niert et al [112] found pre-pregnancy health check to

be an excellent opportunity for improving education of
women regarding the risk of obesity prior to pregnancy.
During these checks, their BMI should be assessed and
based on the result, the recommendation to lose or maintain
weight should be given by the health personnel [113]
backed up with practical suggestions on what foods to eat,
those to avoid and the need to be physical active within an
allowed range they could bear. Most pregnant women be-
come more and more sedentary especially as the gestational
period advances and others engage in poor dieting due to
their increased appetite during the pregnancy, a practice
that should be strongly discouraged by medical practition-
ers. Given that a healthy baby is a highly valued outcome
of pregnancy [114], increasing women’s knowledge about
the impact of overweight and obesity on neonatal problems
such as birth defects might encourage women to actively
attempt to lose weight prior to pregnancy [112]. A me-
ta-analysis of Leventhal’s common-sense model as a theo-
retical basis for intervention programmes identified moder-
ate to strong relationship between knowledge of diseases,
coping behaviors and outcomes [114]. This means that
women should be told why they should not be obese, what
it will cost them if they are and what they could do to pre-
vent or manage their weight. Maternal education can be a
powerful tool in managing or preventing childhood obesity
or “family obesity”. During antenatal visit, women should
be enlightened as to the protective actions of breastfeeding
on obesity as against bottle feeding [38, 41].

For those already obese and are seeking remedies, the
medical professionals should also give adequate infor-
mation as to pharmacological treatment of over-
weight/obesity and its possible outcomes [116]. The
medical personnel must create the awareness as to the dif-
ference between normal weight, overweight and obese
weight.

3.7. The Role of Food Industries/Producers

Good health is wealth. Instead of putting wealth before
consumer’s health, the producers of food and confectionar-
ies should consider the benefits of a healthy society. Instead
of the use of cheap, high cholesterol dense oils, natural
healthy oils devoid of cholesterol should be used in the
production of fast foods and confectionaries. Consumers
should not be deceived into buying “bad” food for ‘good’
by making it cheap. Restaurants and grocery stores are the
primary settings from which people obtain food. These
settings are often designed to maximize sales of food by
strategically placing and promoting items to encourage
impulse purchases. The superficial characteristics of food
products, including packaging and portion sizes, design,
salience, health claims and labeling, strongly influence
food choices and consumption in ways for which people
generally lack insight [117]. In the light of this, the nutri-
tional quality of food whether imported or locally made
should be maintained by both food standard and manufac-
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turing agencies and they should float sensitization cam-
paigns on the need for proper dieting. The nutritionists who
are versed as dieticians should do more research as to nutri-
tional value of cheap healthy foods (even traditional foods)
and make recommendations as to its incorporation into
food manufacturing.

4. Conclusion: The Prospects for
Preventing Obesity

There are prospects for preventing and managing the
obesity epidemic in sub Saharan Africa and worldwide de-
spite various challenges. It is projected therefore that the
rate of mortality /morbidities due to obesity related com-
plications could be reduced to half its occurrence hence;
there is a need for multi-factorial, multidimensional, proac-
tive approaches in order to prevent a higher trend of obesity
in future. This approach should involve: early awareness,
follow up and motivation for progress. Beginning from the
traditional sector to the private sector, from the govern-
mental sector to the non-government sector, all hands
should be on deck. Action should begin now that we are
experiencing a rapid change in lifestyles of the populace,
rapid trend of urbanization to conform to the globalization
of the food market and mechanized transportation. Such
actions should be taken in the form of health policy drafting
and implementation, lifestyle reorientation, environmental
change, provision of clinical services, more consumption of
healthy traditional foods, and reduction in body weight
discrimination, etc. The campaign should be directed to the
men, the women and the most especially our future— our
children. The enlightenment should be done in the local
language and involve reputable leaders such as: traditional,
religious or peer group leaders. At school, the physical and
health education and food nutrition curriculum should be
imbued to be more practical and less theoretical and
healthy weight awareness clubs be formed. Affected per-
sons should be made to see the possibility of maintaining a
healthy weight by increasing their physical activity levels
and eating right. Since excessive body weight is the root
cause of many non-communicable diseases, the fight
against it should be a collective effort.
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