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THE WESTERN WORLD PANDEMIC OF OBESITY-HOW
IS AFRICA FARING?
The prevalence of obesity is rising in all western populations,
especially among women. In Africa, despite general impoverish-
ment, some populations, especially urban dwellers are becoming
affected. In South Africa, only about two generations ago, Afri-
cans who lived traditionally experienced little or no rise in either
weight or blood pressure with age. I Yet, as detailed in a recent
review;' a report from a rural area in KwaZulu Natal indicated that
38% of African women were not simply overweight, but were
obese [i.e. mass (kg)/height (m') =30; at this BMI, a woman of 165
em would weigh 83 kg]. In an urban population in Cape Town,
45% of women and 8% of men were obese. In local white women
and men, the proportions reported were 18% and 15%, respec-
tively. Understandably, prevalences are much lower in many
disadvantaged African countries. In a rural population in Nigeria,
obesity was present in only 3.2% of women and 1.2% of men.'
Remarkably, however, proportions are equally low in Japan,
2.9% and 1.8%, respectively.' In gross contrast, the highest
proportions have been reported from Jordan, 63% and 56%,
respectively.' Understandably, we continually compare health!
ill-health situations in our African populations with those in
African-Americans; their respective proportions recently pub-
lished were 37% in women and 20% in men." In brief, in some
African populations which are relatively advanced in transition,
the frequency of obesity in women is far higher than those in
western women. '

Interestingly, in Durban, among the Indian population (ap-
proaching half a million), the prevalence of obesity in women was
23% (much the same as in white women), but the prevalence in
men (30%) was far lower than that in white men.'

How can the huge inter-population differences in prevalence
of obesity be explained? It has been known, of course, from the
time of Hippocrates, that the amount of food eaten and the level
of physical activity followed are very influential in regulating
body shape. Nevertheless, even at present, much remains to be
explained in the epidemiology of obesity. In addition to the
factors mentioned, others known to be influential are the genetic
component, smoking and psychosocial factors+'?

Can anything be done about the epidemic of obesity? As has
been repeatedly emphasized, policies must focus on prevention,
healthy lifestyles and particularly on increasing exercise levels. I I

Because of the well recognized difficulties of adopting lasting
changes in these respects, it is no surprise that the failure rate in
weight reduction is very high, usually 90%-95%. Hence, the
common despairing yet appealing cry, 'I don't want to change my
diet, and I don't want to exercise; Ijust want to be skinny. Give
me the pill that will make me skinny.'!' Alas, the envisaged
'magic bullet' is far over the horizon." Should little or no
avoiding action against obesity be taken by individuals/popula-
tions? In the USA, it has been predicted that 'if current trends
continue, by the year 2230, 100% of Americans will be obese.'!'

How much does obesity matter? It is well known that higher
body weights are associated with increases in all-cause mortality.
Furthermore, most obese individuals suffer from social stigmati-
zation and discrimination. The ill-effects are reported to be less
pronounced in women (with 'pear' obesity) than in men (with

'apple' obesity); and, oflocal interest, it would seem that African
obese women of low socio-economic status are relatively little
affected in health. 13 Much the same situation prevails in the case
of African-American women. 14

What are the long term health benefits of intentional weight
loss in obese persons? At a workshop conducted in 1997 by the
National Institutes of Health, Centers for Disease Control and
Prevention, it was concluded (and this will come as a surprise to
many) that little information is available to show that such loss
improves long term health outcomes. 15

What is the forecast for Africa? Obesity, so common in African
women in Southern Africa, is likely to affect other populations in
time, in the measure in which they experience rises in economic
circumstances and urbanization. There would seem to be virtually
no hope whatever of controlling, nor of remedying, the condition.
Africans, particularly in the South, desire to emulate to the full the
lifestyle of the white populations by eating more palatable and
denser food, and by continually decreasing physical activity.
Additionally, it must be appreciated that in the African context,
broadly, obesity carries little opprobrium; indeed, traditionally,
plump women were favoured. Furthermore, the subsequent bur-
den of ill-health from the condition appears to be less than that in
correspondingly obese white women. Even for those who might
earnestly wish to reduce their weight, the staff at clinics and
hospitals are now so overwhelmed with patients seeking urgent
treatment that there is hardly any time for education and assistance
in primary health care .

In Africa, there remains a variable but often high level of unrest
within most countries, and between adjacent ones. In addition,
large proportions of populations are without regular employment.
There are the rising burdens from tuberculosis, and now from
HIV/AIDS. Consequently, the increasing occurrence of obesity
in women, although far less so in men, is attracting little attention.
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