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Abstract

There has been a growing concern about obesity worldwide. We performed a review on the
prevalence and trends of obesity among adults and children. We reviewed the data on the
prevalence of adult obesity and being overweight from the Global Database on Body Mass Index
on the World Health Organisation (WHO) Website and prevalence of children being overweight
from the International Obesity Task Force website. Various databases were also searched for
relevant reviews and these include PubMed, EMBASE, NHS CRD databases and Cochrane. The
prevalence of obesity is high in many parts of the world. Generally, there is an increasing trend
of prevalence of adult obesity with age. The peak prevalence is reached at around 50 to 60 years
old in most developed countries and earlier at around 40 to 50 years old in many developing
countries. Obesity isamajor health concern. Appropriate strategies need to be adopted to tackle
obesity which itself brings about significant disability and premature deaths. Further observa-

tion may be needed to see if the trend of prevalence abates or increases in the near future.
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Introduction

According to the World Health Organization (WHO),
there were about 1.6 billion overweight adults aged 15
years and above and at least 400 million adults are obese
worldwide in 2005. Obesity increases the risk of chronic
diseases such as diabetes mellitus, cardiovascular disease,
stroke and some cancers. It is a serious public health
problem that is growing in countries with low or middle
income.!

Inview of the growing concern about obesity worldwide,
we therefore conducted a literature review on the recent
systematic reviews on the epidemiology of obesity in order
to better understand the magnitude of the problem. In 2005,
a study by Prentice’reviewed the prevalence and trends of
obesity based on data from the Global Database on Body
Mass Index launched on the WHO website (http://
www.who.int/bmi/index.jsphttp://www.who.int/bmi/
index.jsp).> We also undertook a study to look at the latest
statistics on the prevalence of obesity, both in Western and
Asian countries.

Methodology

We viewed the data on the prevalence of adult obesity
and being overweight from the Global Database on Body

Mass Index launched on the WHO website (http://
www.who.int/bmi/index.jsphttp://www.who.int/bmi/
index.jsp). According to the WHO, an adult is classified as
being overweight if the Body Mass Index (BMI) is more
than or equal to 25 kg/m?and obese if the BMI is more than
or equal to 30 kg/m.>* We also reviewed the data on the
prevalence of childhood overweight (including obesity) on
the International Obesity Task Force Website at http://
www.iotf.org/database/index.asp.

For the literature review, we performed an exploratory
search for the relevant search terms. The population,
intervention and outcome categories were filled with
alternative terms considering the terminology and spelling
variations. These included obesity or being overweight,
epidemiology and prevalence. The following databases
were searched: NHS CRD databases (DARE, NHS EED,
HTA), the Cochrane Library on CD-ROM, PubMed
(MEDLINE), and the systematic reviews and clinical queries
filter in PubMed and EMBASE. A search was also done on
Google. A combination of MeSH terms and free texts was
used with Boolean operators “OR” or “AND”. Only reviews
were included in our search due to the vast amount of
literature. We found 3 reviews suitable for inclusion in our
study. The search ended on 28 April 2008.
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The 3 reviews examined the prevalence levels and time
trends of being overweight and obese. A review by Wang
and Beydoun* and the review by Wang et al® focused on
studies conducted in the USA and China, respectively
whereas the review by Wang and Lobstein® looked at
studies conducted worldwide. The population of interest
comprised adults, children and adolescents in Wang and
Beydoun;* adults in the review by Wang et al;’ and
adolescents and children in Wang and Lobstein.®

The criteria of being overweight and obese differed
among these 3 reviews. The review by Wang and Beydoun
used WHO cut-off points of 25 kg/m? and 30 kg/m? for
being overweight and obese respectively in adults, and
mainly the 2000 Centers for Disease Control and Prevention
Growth Charts for children and adolescents at risk of being
overweight.’ According to the CDC growth charts, the “at
risk for being overweight” was defined as BMI for age
greater than or equal to sex-specific 85" percentile but less
than the 95" percentile, and being overweight was defined
as BMI for age greater than or equal to the sex-specific 95™
percentile.” The review by Wang et al used WHO cut-off
points as well as Chinese standard of being overweight
(BMI greater than or equal to 24 kg/m?* and less than 28 kg/
m?) and obese (BMI greater than or equal to 28 kg/m?).’ The
review by Wang and Lobstein used the IOTF cut-off points
based on BMI centile curves that passed through the adult
cut-off points of BMI 25 kg/m? and 30 kg/m? for being
overweight and obese respectively.® Such differences limit
the generalisability and comparability of the findings.

Results

According to available data in 2004 from the Global
Database on Body Mass Index launched on the WHO
website, the worldwide prevalence of being overweight in
2004 has been found to range from less than 15% in Eritrea
to more than 50% in the USA, Seychelles, New Zealand
and Australia. The worldwide prevalence of obesity in
2004 also ranged from more than 20% in the USA,
Seychelles and New Zealand to less than 10% in Eritrea
and Singapore.?

Table 1 shows the prevalence of adults being overweight
and obese in developed and developing countries. Overall,
there were considerable differences within the developed
and developing countries. The prevalence of being
overweight for males and females ranged from 23.2% in
Japanto 66.3% in the USA among the developed countries,
and from 13.4% in Indonesia to 72.5% in Saudi Arabia
among the developing countries. The prevalence of obesity
for males and females ranged from 2.4% in the Republic of
Koreato 32.2% inthe USA among the developed countries,
and from 2.4% in Indonesia to 35.6% in Saudi Arabia. No
obvious trends were noted between the developed and

developing countries.

No obvious trends were noted between males and females
for adult obesity among the developed countries. However,
itwas noted from Table 1 that the prevalence of obesity was
generally higher among females compared to males in the
developing countries.

Table 2 shows the prevalence of children being overweight
(including obesity) using IOTF cut-off. There was a broad
range of prevalence noted. In general, the prevalence was
higher in the Americas, Middle East and many parts of
Europe, and lower in Africa and certain parts of Asia. There
was no clear pattern of gender differences in the prevalence
in both developed and developing countries.®

Supplementary Tables 1 and 2 show the prevalence of
obesity by age groups in the developed countries and
developing countries respectively. Generally, there was an
increasing trend with age. The peak prevalence was reached
at around 50 to 60 years old in most developed countries
and earlier at around 40 to 50 years old in many developing
countries. Thereafter, a drop in prevalence was noted in
many countries. From Table 3, it was observed that most of
the rural areas tended to have a lower prevalence of obesity
than the urban areas in the developing countries. A gender
difference was also noted with females having a higher
prevalence of obesity in both rural and urban areas.

The prevalence of obesity continued to rise in many parts
of the world. There was an increase in the average annual
change ranging from 0.2% to 18.5% in developed countries
and 0.1%to 35.3% in developing countries (Supplementary
Tables 3 and 4). However, a few developed countries
experienced a drop in the prevalence rate such as the UK
(for males) and Germany. It is important to note that these
findings were only based on the surveys carried out which
might be outdated. As such, the data might not be
representative of the present situation. For example, there
was a recent report by the Baker Institute which showed
that the prevalence of obesity had reached 26% among
adults in Australia in 2007 and this had exceeded the rate
in the USA.°

An overall increasing time trend among adults was noted
in 2 reviews.* In the systematic review by Wang and
Beydoun, 66.3% of adults aged 20 years and older were
overweight or obese and 34.42% were obese between 2003
and 2004. The prevalence was higher in males than females.
The obesity prevalence doubled from 15.1% in 1976 and
1980 to 30.9% in 1999 and 2000 among adults in the US.
Both genders had a similar annual increase rate of
prevalence. According to the review, the prevalence of at
risk for being overweight (BMI more than or equal to 85%
percentile) or overweight (BMI more than or equal to 95
percentile) was about 35% in children and adolescents
aged 6 to 19 years old, and the prevalence of being
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Table 1. Prevalences of Adult Obesity Worldwide?
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Developed countries

National prevalence of overweight

National prevalence of obesity

Country Year of Age range (%BMI >=25 kg/m?) (%BMI >=30 kg/m?)

survey y) Males Females Total Males Females Total
Australia 2004-2005 18-100 58.30 40.00 49.00 17.80 15.10 16.40
Canada 2003 18-100 56.90 39.60 48.20 15.90 13.90 14.90
Denmark 2000 16-100 49.60 34.00 41.70 9.80 9.10 9.40
Germany 2003 18-100 57.70 41.20 49.20 13.60 12.30 12.90
Japan 2004 15-100 27.30 19.90 23.20 2.86%* 3.30% 3.10%
Norway 2002 15-100 37.80 25.50 31.50 6.40 5.90 6.10
Republic of Korea 2005 20-100 35.20 28.30 31.80 1.70%* 3.00%* 2.40%*
Singapore 2004 18-69 35.00 29.90 32.50 6.40 7.30 6.90
Switzerland 2002 15-100 45.40 29.30 36.61 7.90 7.50 7.68
UK 2002 15-84 66.30 56.60 61.00 22.30 23.00 22.70
USA 2003-2004 20-100 70.80 61.80 66.30 31.10 33.20 32.20

Developing countries

Bahrain 1998-1999 19-100 60.00 62.40 61.23 23.30 34.10 28.86
Brazil 2002-2003 20-100 41.10 40.00 40.60 8.90 13.10 11.10
Chile 2003 17-100 62.20 57.70 59.70 19.00 25.00 21.90
China 2002 18-100 19.10 18.80 18.90 2.40 3.40 2.90
Hungary 2003-2004 18-100 58.92 49.43 53.24 17.10 18.20 17.73
India 2005-2006 15-49 9.30 12.60 - 1.30 2.80 -
Indonesia 2001 15-100 8.40 17.80 13.40 1.10 3.60 2.40
Poland 2000-2001 19-100 56.70 48.60 52.20 15.70 19.90 18.00
Saudi Arabia 1995-2000 30-70 68.80 75.80 72.50 26.40 44.00 35.60
South Africa 1998 15-100 29.09 56.20 45.06 11.10 33.20 24.00
Zimbabwe 2005 25-100 18.30 43.30 37.30 3.90 19.40 15.70

*data is only in 2001 as data for 2004 is not available
**data is only in 1998 as data for 2005 is not available

overweight in this group was about 17%. Both genders had
similar prevalences. The increase in the prevalence of
being overweight grew more steeply with increasing age
groups between 1976-1980 and 2003-2004 (children aged
2to S years old: 7.2% to 10.3%; children aged 6 to 11 years
old: 6.5% to 15.8%; adolescents aged 12 to 19 years: 5.0%
to 16.1%).*

The review by Wang et al presented a similar picture of
arising trend of obesity in China. The prevalence of obesity
of adults was 2.9% and that of overweight or obese was
21.8%. The review also noted an increase in the combined
prevalence of being overweight and obese from 14.6% in
1992 to 21.8% in 2002. The increase in prevalence was
more marked in males than females.®

The prevalence of being overweight had increased since
the 1960s for overweight children and adolescents in the
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review by Wang and Beydoun.* Similarly, the review on
childhood obesity by Wang Y and Lobstein T demonstrated
an increasing trend of childhood overweight and obesity in
almost all of the 60 countries studied except Russia and
Poland. Of note, obesity had spread rapidly in some
industralised countries and those undergoing rapid socio-
economic changes. Thereview observed that the prevalence
of’being overweight was highest in North America, Europe
and some parts of the Western Pacific. On the contrary, the
prevalence was lower in some South East Asian countries
and many parts of sub-Saharan Africa.®

Discussion

Our findings showed a high prevalence in many parts of
the world. According to IOTF, it was estimated that the
prevalence rate of obesity could reach 45% to 50% in the
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Table 2. Prevalence of Childhood Overweight (Including Obesity) Worldwide
Using IOTF Cut-Off*

Developed countries

Country Year of survey Age range (y) Boys (%) Girls (%)
Australia 2003-2004 6-11 23.2 30.3
Canada 2004 12-17 323 25.8
Denmark 1996-1997 5-16 14.1 15.3
England 2004 5-17 29 29.3
France 2000 7-9 17.9 18.2
Germany 1995 5-17 14.1 14
Japan 1996-2000 6-14 16.2 14.3
Netherlands 1997 5-17 8.8 11.8
New Zealand 2000 11 and 12 30 30
Singapore* 1993 10 and 15 20.4 14.6
Sweden 2001 6-11 17.6 27.4
Switzerland 2002 6-12 16.6 19.1
USA 2003-2004 6-17 35.1 36
Developing countries

Country Year of survey Age range (y) Boys (%) Girls (%0)
Algeria 2003 7-17 6 5.6
Bahrain 2000 12-17 29.9 42.4
Brazil 2002 7-10 23 21.1
Chile 2000 6 26 27.1
China 1999-2000 11 and 15 14.9 8
Hungary 1993-1994 10 and 15 17.8 15.9
India 2002 5-17** 12.9 8.2
Mexico 2000 10-17 17 20.7
Poland 2001 7-9 13.6 14.7
Russian Federation 1992 5-17 242 19.7
Saudi Arabia 2002 5-17 16.7 19.4
South Africa 2001-2004 6-13 14 17.9
Zimbabwe 1990-1994 5-17 1.7 2.4

* for overweight only
**5-15 years girls

USA, 30% to 40% in Australia, England and Mauritus and
more than 20% in Brazil by 2025."° Obesity is also no
longer restricted to developed countries. Of note, many
developing countries face the double burden of obesity and
undernutrition.'!

It is not clear if an epidemic of obesity exists currently.
According to Flegal,'* the high prevalence and rapid increase
in trend were consistent with the general definition of
“obesity of epidemic”, even though there was a lack of
quantitative definition to ascertain if an epidemic had
indeed occurred. Our review shows that the rate of increase

inthe prevalence of obesity varied widely and some countries
experienced a drop in prevalence over time. In addition, a
few studies have reported no significant change in the trend
of prevalence of BMI.'*!* For example, the study by Ogden
etal® noted no significant change in the trend of prevalence
of' high BMI for age in children and adolescents in the USA
between 2003 and 2006. Similarly, the report from the
National Center for Health Statistics in the USA noted that
the prevalence of obesity showed no significant change in
adults in USA between 2003-2004 and between 2005-
2006.'* It is not known if the trends of obesity have been
showing signs of ablation in some countries. It has been
suggested that the distribution of BMI in different time
periods would provide a better illustration of the trends in
weight in BML'

Our findings have shown that the prevalence of obesity
is generally higher among females compared to males in
developing countries.

In developing countries, obese women are regarded as a
sign of affluence and such cultural influence could be
related to the higher prevalence among women compared
to their male counterparts.'> More research may be needed
to look at the pattern of obesity in different genders. In
addition, it has been reported that the higher prevalence of
obesity was in the urban areas in developing countries and
was associated with the change from rural to urban lifestyle
along with decreased levels of physical activity and an
increase of high-energy dense diet.!

The impact of obesity has been considerable. According
to a WHO report, obesity has been identified as a major
cause of disability and premature deaths in less developed
countries. This has been attributed to shifts in diets and
lifestyle changes.!'® Obesity has been related to a greater
risk of many diseases including cardiovascular heart disease,
hypertension, hyperlipidemia, diabetes mellitus and certain
cancers. Besides the health consequences, it has been
estimated that obesity accounts for 2% to 7% of total
healthcare costs. There are also other costs to consider such
as reduced quality of life and productivity loss attributed to
medical leave.!?

In view of the high prevalence of obesity in many parts
of the world and the resultant health and economic
consequences, much has been done to tackle the issue of
obesity. The International Obesity Task Force was setup in
1996 to address the problem of obesity worldwide.!” In
2004, the World Health Assembly adopted the WHO
Global Strategy on Diet, Physical Activity and Health
which call for action to tackle chronic diseases and risk
factors such as an unhealthy diet and low physical activity.'
Various strategies on the prevention and management of
obesity have been adopted in many countries and some
examples are programmes aimed at increasing fruit
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Table 3. Prevalence of Adult Obesity in Urban and Rural Areas in Developing Countries?

Prevalence of obesity in urban area (%0)

Prevalence of obesity in rural area (%)

Country Year Male Female Total Male Female Total
Bahrain 1991-1992 20.00 40.26 30.99 13.89 22.37 18.24
Brazil 2002-2003 9.00 10.80 - 6.10 11.70 -

China 2002 3.80 4.30 4.00 1.80 3.00 2.40
Czech Republic 2002 11.42 14.04 12.84 16.99 20.13 18.58
India 2005-2006 2.40 6.10 - 0.60 1.30 -

Philippines 2002 3.50 5.90 5.00 2.40 4.90 3.90
Saudi Arabia 1995-2000 - - 39.70 - - 27.00
South Africa 1998 11.10 33.20 24.00 6.30 25.10 17.55

consumption in the workplace and schools in Denmark,
banning vending machines in all schools in France,
nutritional standards for school meals in Greece, Scotland
and the UK, maternal leave to encourage breastfeeding in
Norway and the growing of vegetables on rooftops in the
Russian Federation."”

Some interventions have met with success!”'® and one
notable example is Singapore’s “Fitand Trim” programme
totackle obesity in school children. The programme involves
activities aimed at healthy eating, increasing physical
activities and the management of obese students. The
programme has led to a drop of prevalence of obesity from
16.6% in 1992 to 14.6% in 2000 among children aged 11
to 12 years old, and from 15.5% in 1992 to 13.1% in 2000
among students aged 15 to 16 years old.'®

Itisessential for individual countries to develop strategies
to address the growing problem of obesity. It has been
suggested that a population-based approach would be
beneficial in dealing with the problem. There is,
unfortunately, a lack of proven population-based
interventions."” However, it is still worthwhile to look at the
various interventions carried out in different countries.
Care should also be taken about generalising strategies
across different socio-economic groups, cultures and
geographic regions.

It is important to note the limitations in our review.
Firstly, the comparisons of prevalence in obesity need
interpretation with caution due to the difference in survey
sampling methods, sample sizes, age range of subjects,
quality of data in terms of height and weight measurement
and whether national programmes or strategies to tackle
obesity are in place. Even within the same country, the
prevalence and trend of obesity may not be homogenous in
view of different ethnicities, geographic regions and socio-
economic status.

Furthermore, publication bias poses a limitation in this
review. Although we did not limit our search by English,
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we did not find non-English articles although there was no
limitation in our search by language. There could be other
databases which yield non-English articles. Furtherresearch
could be conducted to look at the non-English studies.

Conclusion

Obesity is of major public health concern. Appropriate
strategies need to be adopted to tackle obesity which itself
brings about significant disability and premature deaths.
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Supplementary Table 1. Prevalence of Adult Obesity by Age Groups in Developed Countries®

Males
Country Australia Canada France Japan Norway Republic of Singapore Sweden UK us
Korea
Year of 2004-2005 2003 2003 1991-1995 2002 2001* 2004 2002-2003 2003-2004* 2003-2004
survey
15-19 - - -
20-24 6.707 9.207 1.90 3.10 - 3.20§ 7.50§
25-29 2.05 - 9.60%
30-34 17.00 15.90 7.50 7.30 10.30 16.20
35-39 2.97 5.00 28.00
40-44 | 2120 15.90 11.30 7.80 10.00 24.40
45-49 2.30 2.38 6.50
50-54 | 2320 18.70 14.60 8.50 11.10 27.50
55-59 1.80 2.55 4.70 34.80
60-64 | 2260 20.30 18.10 6.70 15.10 33.30
65-69 - 1.49 - 2.86 5.10 -
70-100 | - 14.00 15.30 0.84 - - - - 15.00 30.40
Females
Country Australia Canada France Japan Norway Republic of Singapore Sweden UK us
Korea
Year of 2004-2005 2003 2003 1991-1995 2002 2001* 2004 2002-2003 2003-2004* 2003-2004
survey
15-19 - - -
20-24 7.307 6.307 2.60 2.10 - 3.10§ 13.40§
25-29 1.16 - 4.00%
30-34 13.10 12.00 0.10 5.60 7.20 20.50
35-39 1.74 10.42 8.50 28.90
40-44 14.90 13.10 11.80 5.40 9.00 25.50 38.80
45-49 2.81 5.73 7.40
50-54 18.10 16.00 14.10 3.26 6.50 8.00 8.40 9.30 26.40
55-59
60-64 21.70 19.70 14.10 8.60 14.00 31.90
65-69 - 14.70 15.50 4.22 - 6.71 10.00 -
70-100 - 3.28 - - - 17.00 31.50

* Subnational 118-24 years 18-29 years §16-24 years
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Males

Country Bahrain Brazil Chile China| Hungary India Indonesia | Philippines Poland Saudi Arabia | South Africa | Vietnam
Year of 1998-1999 2002-2003 2003 1996* | 2003-2004 | 2005-2006 2001 1998 2000-2001 1995-2000 1998 2000
survey
15-19 - - 0.20 - - - -
20-24 3.10  |10.00f | 2.00 0.30 - 2.70 0.26
2529 | 14.62% 6.20 y 0.70 430! } 0.12
30-34 8.20 - 7.40§ 0.80 7.80 0.37
35-39 33.03 1.80 2.80 11.60 25.20 0.40
40-44 1130 | 18.00 | 2.00 1.20 12.80 0.08
45-49 34.68 2.30 20.00 30.30 0.79
50-54 12.40 2.00 2.40 2.30 17.30 -
55-59 25.42 20.70 - 4.20 25.30 27.80 -
60-64 11.90 | 24.40 | 3.00 - 0.90 14.40
65-69 19.29 - - - 22.109
70-100 9.29 - 27.80 - 21.50 - 1.20 1.00 19.30 - 13.90 0.50

Females
Country Bahrain Brazil Chile China | Hungary India Indonesia | Philippines Poland Saudi Arabia | South Africa | Vietnam
Year of 1998-1999 2002-2003 2003 1996* | 2003-2004 | 2005-2006 2001 1998 2000-2001 1995-2000 1998 2000
survey
15-19 - - 0.20 - - - -
20-24 470 | 7.10f | 4.00 0.90 - 9.60 | 044
2529 | 19.707 7.00 1.40 3.40! - 0.34
30-34 11.30 3.00 8.608§ 3.20 27.00 | 032
3539 | 35.02 19.80 3.90 6.90 11.50 40.20 0.71
40-44 1280 | 23.40 | 4.00 6.90 5.80 3930 | 049
45-49 | 5421 36.30 6.40 17.30 50.20 131
50-54 45.00 9.00 - 4.90 28.80 45.90 4550 [ 023
55-59 | 18.40 - 1.07
60-64 21.80 8.00 - 2.90 46.10
65-69 | 27.89 - - - 39.009
70-100 17.83 - 29.80 - 23.40 - 2.60 3.90 3720 | - | 3330 0.82

* Subnational 119-29 years {17-24 years §18-34 years |}19-29 years §60-70 years
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Supplementary Table 3. Rate of Change in Prevalence of Obesity in Developed Countries®

Males Females
Country Year Age Sample 9% obese %change % average Sample % obese 9% change % average
range size annual change size annual change
Australia 2004-2005 18-100 - 17.8 -6.8 -1.0 - 15.1 -22.6 -3.2
1995-1996 18-100 5096 19.1 5576 19.5
Canada 2003 18-100 54854 15.9 96.3 3.2 65296 13.9 9.4 0.3
1970-1972 20-69 2662 8.1 3301 12.7
Finland 2005 15-64 1500 14.9 96.1 3.0 1727 13.5 -14.6 -0.5
1966-1972 15-100 8827 7.6 8467 15.8
France 1991-1992 20-100 7250 6.4 0.0 0.0 7856 7.8 23.8 2.6
1980-1981 20-100 6792 6.4 7150 6.3
Germany 2003 18-100 24222 13.6 -12.3 -0.8 25235 12.3 -27.6 -1.7
1984-1986 25-69 2324 15.5 2456 17
Italy 2004 18-100 1407 7.4 4.2 0.2 1525 8.9 17.1 0.9
1983 15-100 34787 7.1 37497 7.6
Japan 2001 15-100 3885 2.86 240.5 12.0 4847 3.3 22.7 1.1
1976-1980 20-100 24823 0.84 33555 2.7
New Zealand ~ 2002-2004 15-100 5075 21.9 73.8 18.5 7854 23.2 38.9 9.7
1997 15-100 1511 12.6 1986 16.7
Norway 2002 15-100 - 6.4 - - - 5.9 344 3.8
1991-1992 30-49 - - 56267 4.39
Singapore 2004 18-69 - 6.4 56.1 5.1 - 7.3 19.7 1.8
1992 18-69 1712 4.1 1856 6.1
Sweden 2002-2003 16-84 5723 10.4 108.0 5.4 6098 9.5 90.0 4.5
1980-1981 16-74 - 5 - 5
Switzerland 2002 15-100 8843 7.9 29.5 3.7 10629 7.5 59.6 7.4
1992-1993 15-100 6749 6.1 8150 4.7
UK 2002 15-84 - 223 -10.8 -10.8 - 23 15.0 15.0
2000-2001 19-64 864 25 923 20
USA 2003-2004 20-100 2237 31.1 190.7 4.8 2194 332 106.2 2.7
1960-1962 20-74 2895 10.7 3231 16.1
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Supplementary Table 4. Rate of Change in Prevalence of Obesity in Developing Countries?
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Males Females
Country Year Age Sample % obese 9%change % average Sample % obese 9% change % average
range size annual change size annual change
Brazil 2002-2003 20-100 46299 8.90 102.3 34.1 49255 13.10 7.4 2.5
1996-1997 20-100 2126 4.40 2793 12.20
Cambodia 2005-2006 15-49 - - - - 7799 1.2 71.4 17.9
2000 15-49 - - 6797 0.7
Czech Republic 2002 16-100 1142 13.66 31.3 3.9 1284 16.28 334 4.2
1993 15-100 - 10.40 - 12.20
Estonia 2004 16-64 1299 13.7 90.3 11.3 1734 14.9 0.7 0.1
1994 16-64 532 7.2 696 14.8
Hungary 2003-2004 18-100 473 17.10 41.6 3.0 706 18.20 -0.7 -0.1
1985-1988 15-100 6402 12.08 9143 18.33
India 2005-2006 15-49 65742 1.30 - - 111781 2.80 21.7 4.4
1998-1999 15-49 - - 75787 2.30
Lao’s People 2000 15-100 - 0.7 0.0 0.0 - 1.6 14.3 2.9
Ezgl‘ﬁzﬁc 1994 18-100 3317 0.7 3821 1.4
Latvia 2004 15-64 742 11.90 253 4.2 1014 19.50 12.1 2.0
1997 19-100 1062 9.50 1230 17.40
Mexico 2000 20-100 13374 18.60 24.7 4.1 29375 28.10 12.2 2.0
1993 20-69 5930 14.91 8462 25.05
Poland 2000-2001 19-100 1255 15.70 52.4 17.5 1570 19.90 60.5 20.2
1996 15-100 - 10.30 - 12.40
Saudi Arabia ~ 1995-2000 30-70 8215 26.40 65.0 32.5 9008 44.00 70.5 353
1987-1992 18-100 2625 16.00 3585 25.80
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