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Commentary

Western countries are experiencing an epidemic of
obesity and face increasing rates of related com-
plications, including diabetes mellitus, elevated

lipid levels and hypertension. Recently a World Health Or-
ganization Expert Consultation recognized that the defini-
tion of overweight and obesity may be different for Asian
populations and recommended revised definitions.1 Their
rationale was that Asian people experience type 2 diabetes
and cardiovascular disease at a body mass index (BMI) lower
than that of white people. Furthermore, a growing body of
literature supports the notion that abdominal obesity may
be superior to the BMI as a measure of obesity because of its
association with diabetes and myocardial infarction is
stronger than that of BMI, especially among non-white pop-
ulations.2 Ethnic-specific thresholds for defining abdominal
obesity have also been proposed.3 Altering the thresholds for
overweight, obesity and abdominal obesity would predictably
lead to an increase in the prevalence of these conditions in
non-white populations.

Relatively few data on the prevalence of overweight and
obesity are available from lower income or developing coun-
tries. In this issue (see page 1071), Jafar and colleagues4 report
prevalence estimates from a large population-based sample of
people over the age of 15 years in Pakistan using revised defini-
tions of overweight and obesity (BMI ≥ 23 kg/m2) and obesity
(BMI ≥ 27 kg/m2). Unfortunately, they did not collect waist
and hip circumferences. A cutoff BMI value of 23 kg/m2 ap-
pears to be reasonable in their data set using receiver operat-
ing characteristic (ROC) curve analysis for conditions such as
hypertension and diabetes. Their findings are concerning but
not surprising: the prevalence of overweight and obesity was
25% and obesity 10% in the Pakistani study population. Exam-
ination of the age-specific prevalence of overweight and obe-
sity also reveals worrisome trends: more than 40% of women
and close to 30% of men aged 35–54 years were classified as
overweight or obese. This is concerning because overweight
and obesity in middle-age are known risk factors for compli-
cations such as type 2 diabetes and cardiovascular disease, es-
pecially among people of South Asian origin.5

Jafar and colleagues also examined the determinants of
obesity using a number of social variables, such as rural and
urban dwelling, literacy and economic status, as well as some
clinical and lifestyle factors, such as blood pressure, choles-
terol and glucose concentrations, dietary intake and smoking
status. Although the direction of association between these

factors and outcomes cannot be discerned owing to the cross-
sectional study design, some important insights are apparent.
The strongest predictors of overweight and obesity were soci-
etal factors, including urban living (odds ratio 2.20) and high
economic status (odds ratio 1.56). These factors raise the pos-
sibility that solutions required to reverse the rising prevalence
of obesity must include societal reorganization, which would
ultimately lead to decreased energy intake and increased en-
ergy expenditure by individuals. 

Reliance on energy-saving devices such as cars and on
sedentary behaviours such as television viewing and com-
puter use increases with urban living and increasing socio-
economic status. Even though individuals who take on inten-
sive and regular physical exercise may prevent weight gain,
this lifestyle formula is not an effective solution for entire
populations, since it requires a strong and long-term per-
sonal commitment in order to resist the powerful societal
forces that promote obesity. Solutions that reach a large num-
ber of people are required and, before they can be imple-
mented on a large scale, must be evaluated rigorously to en-
sure their effectiveness. Proposed changes to the structural
environment, such as increasing street connectivity, adding
bicycle paths, increasing public transportation, changing
neighbourhood design to encourage walking and addressing
safety concerns of parents for children, as a well as changes
to the supply, pricing and availability of foods, have the po-
tential of being among the most effective “mass solutions” to
the problem.

Although health care workers and researchers are starting
to recognize the powerful impact of societal forces on obe-
sity, implementation of community-level interventions re-
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quires leadership at the local, provincial and federal levels of
government. Unfortunately the goals of those concerned with
disease prevention are often not aligned with the priorities of
politicians, whose short-term goals appear to be more
strongly aligned with economic prosperity and not on pre-
venting adverse health consequences associated with increas-
ing prosperity. Examples of successful collaborations be-
tween health care workers and governments include the
“Trim and Fit Program” in Singapore, in which the ministry
of health worked closely with the ministry of education to
limit access to low-nutrition, energy dense snacks and bever-
ages and to increase physical activity programs: the result was
a reduction in obesity among youth.6

To implement and evaluate such changes in diverse envi-
ronments requires 2 major changes: first, the formation of ef-
fective links between government at the local, provincial and
federal levels with health care workers in order to ensure that
health, and not short-term wealth, is at the top of their agen-
das and, second, adequate funding of research to evaluate
which of these interventions are effective.

Economic prosperity and urban living carries with it some
costs, which include overweight and obesity. Although ur-
banization cannot be halted in most instances, it can be al-
tered to minimize its impact on health. Canada should play a
leadership role in developing and evaluating community
strategies to prevent and reduce overweight and obesity, espe-
cially in high-risk groups such as Aboriginal people, people
of low socioeconomic status and suburban dwellers.
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