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Obesity in the Arab World 

Abdullah Bennakhi 

Dasman Diabetes Institute, Kuwait 

 

Obesity is increasing globally.  The World Health Organization predictions shows that 2.3 billion 

individuals will be overweight by the year 2015, and more than 700 million of them will be 

obese.  People are getting fatter almost everywhere in the world. The Arab World (22 countries 

with a total population of more than 355 million) is no exception and obesity is becoming an 

alarming health issue. The rapid development over the last 20 or 30 years in the Arab world has 

brought significant prosperity and easier life-styles in terms of transport, access to cheap migrant 

labor, more westernized fast food and greater chances for sedentary lifestyles. These reasons 

created an environment which, inevitably, will lead to obesity. Food habits have become poorer 

with significant decline in the intake of, fruits, vegetables, whole grains and legumes and a sharp 

increase in the intake of foods rich in fat, sugar and salt. 79-96% of adults in 6 Arab countries 

(Egypt, Jordan, Iraq, Kuwait, KSA and Syria) eat less than 5 servings of fruit and vegetables per 

day. The prevalence of obesity in most of Arab countries ranges between 20-40% of the adult 

population. Women are suffering most, with a prevalence of   55% in Kuwait.  A significant 

contributing factor is physical inactivity, reaching to more than 85% in Sudan. Obesity is 

affecting children and adolescents, reports from Kuwait show that 30% of boys and 31.8% of 

girls aged 10-14 years are overweight. Interestingly, emigrants working in the Gulf countries are 

reported to have high prevalence of overweight and obesity, with similar findings in their 

children. Health priorities in Arab countries should be reconsidered and strategies to halt the 

progressive increase of this epidemic should be adopted. 

 

 

Nutrition Education, Kuwait Experience 

Monira Alarouj 

Dasman Diabetes Institute, Kuwait 

 

Kuwait is a small oil producing country in the Gulf Region. Kuwait is among the top 10 

countries with highest prevalence of diabetes in the world. Over the last 4 decades the country 

had experienced considerable social and economic changes which resulted in significant change 

in lifestyle from a traditional active to a more westernized one with its impact of NCDs. The total 



energy intake of fat had increased by 28% in the last 3 decades. With the high prevalence of 

diabetes and other NCDs, the role nutrition education is crucial. Nutrition education in Kuwait is 

carried out by 3 main bodies; the Ministry of Health (MoH) through the National Diabetes 

program (NDP), Daman Diabetes Institute (DDI) and Kuwait Diabetes Society (KDS). MoH has 

some successful programs; breast feeding campaigns, school nutrition care, oral health program 

and obesity clinics in primary care centers among other activities. KDS activities target the 

community for public awareness. DDI runs programs including; nutrition education for 

professionals, healthy cooking classes for diabetics and the public. DDI also host school children 

in teaching sessions about healthy food choices. The media is well reached through radio and TV 

programs, distribution of DVDs and other educational materials and press releases and 

interviews.  Special programs for people with type1 diabetes are also run by DDI. The Dose 

Adjustment For Normal Eating (DAFNE) is one example. Since 2010, 59 patients had taken the 

DAFNE course, 9 courses. The results showed significant improvement in HbA1c, no episodes 

of DKA, marked reduction in insulin dose and better quality of life. Their remains some 

considerable obstacles which need to be overcome such as; lack of political commitment and 

shortage of structured educational curriculum.  

  

 

MEDITERRANEAN DIET 

Prof. Gülden Pekcan, PhD 

Hacettepe University Faculty of Health Sciences Department of Nutrition and Dietetics 

gpekcan@hacettepe.edu.tr 

 

The Mediterranean Diet (MD) has long been reported to be the optimal diet for preventing 

noncommunicable diseases and preserving good health
1-7

. MD is not a specific diet with a set of 

food items, but rather a collection of eating habits; a culture traditionally followed by 

Mediterranean Countries. It is a healthy lifestyle pattern with physical activity playing an 

important role
4
. MD is characterized by a high consumption of plant foods (cereals mainly whole 

grain, fruit and vegetables, legumes, tree nuts, seeds and olives), with a high to moderate 

consumption of fish and seafood, moderate consumption of eggs, poultry and dairy products 

(mainly cheese and yoghurt), low consumption of red meat, consumption of olive oil as the main 

source of fats and a low-to-moderate amount of red wine mainly during meals. Spices, herbs, 

garlic and onions are the indispensable flavours and palatability. Fresh, minimally processed, 

local and seasonal foods are consumed
6
. The first MD pyramid was developed by Oldways 

Preservation and Exchange Trust in 1994. Some large epidemiologic studies and meta-analysis 

that included all cohort prospective studies have evaluated adherence to Mediterranean diet, have 

many beneficial effects  in relation to overall survival, a reduced risk of mortality
8
 and the 

incidence of major chronic (obesity, cardiovascular, type II diabetes mellitus, metabolic 
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syndrome, cancers, and some major neurodegenerative etc) diseases
9-16

 and associated to a better 

profile of nutrient intake
17

. In 2010, MD is recognized as an Intangible Cultural Heritage of 

Humanity by UNESCO. Mediterranean Diet Foundation
6
 presented new “Mediterranean diet 

pyramid” updating the traditional MD that has evolved with a lifestyle for today. 
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How many meals a day one should consume?     

Prof. Dr. Türkan Kutluay Merdol, Okan University, Head of the Department of Nutrition 

and Dietetics, Istanbul                                                                                        

In order to get healthy, adequate and balanced nutrition we need to consume certain amount and 

kind of food. This sounds simple, but it seems not simple to answer the question “how many 

meals a day one should eat? None of the antiquity nations were practicing three meals a day. 

They were mostly consuming their food in one big meal a day, then it was formed as two meals a 

day which were one late morning meal and one early evening meal.  In Greek Civilization these 

meals were named as ariston and deipnon respectively.  During the 20th century all nutritional 

suggestions were built on three meals a day and the surveys conducted between 1940 and 1970 

stated the importance of breakfast on work performance and school achievements.  Additionally, 

the importance of meal frequency is very well shown for diabetic people.  However, recently 

many experts started to discuss whether eating three meals a day is a must or on the contrary is 

the cause of many digestive system problems.  As it is known the muslim world fasts starting 

from early morning  till night, which is almost  13-16 hours a day, for 30 days during Ramadan.  

There are not many surveys carried out during Ramadan to show the effect of such long fasting 

on physical and chemical properties of individuals in short and long term bases and some limited 

studies gives conflicting results on weight loss and gain of the subjects. In the twentieth century 

people started to feed themselves not to satisfy their physiological needs but mostly to fulfill 

their social and psychological needs.  One can think that increasing trend of obesity may be the 

result of this uncontrolled eating.   As it it very well known meal times and meal patterns differ 



from culture to culture and show great variations depending on the economical class of the 

individuals.  Some studies suggest that eating small and three or more meals a day to prevent 

people to increase their body fatty mass and to become obese. In the early ages it was not easy to 

prepare the meal at night, therefore the big meal was taken midday. As going to bed right after 

meal was not considered healthy last meal were taken at the latest at six o’clock in the evening. 

However in the twentieth century, heavy work load, transportation problems and very stressful 

life styles affected people’s meals times and the pattern started to be composed of fast foods.  

However we also witness the increase in life expectancy specifically in the developed countries.  

Certainly technical improvements in the health system affected this figure considerably.  When 

we consider all the parameters  affecting  human  health it is not easy  to set a meal time and 

meal pattern for individuals as there are lots of factors  to be taken into consideration  to tailor 

the  nutritional needs of an individual.  It is generally recommended to consume our daily foods 

with three meals a day. Is this applicable to all age groups, nations and all working conditions?  

Of course not.  It is not an easy task also to set the meal time intervals as there isn’t always same 

amount of time between the meals.  It is easy to suggest to set the meal and meal pattern to 

individuals but it is not easy to answer the questions like who is going to be responsible from this 

activity, who is going to prepare the meals, where the meals will be served etc.  Gastric emptying 

time and blood sugar regulation is not the same for every individual. Is it better for us to wait till 

we sense the hunger or eat with time sets. It is also not easy to answer this question as appetite 

control is a complicated issue and differs from person to person.  In this presentation all these 

issues have been discussed. 

 

Optimizing Nutrition according to the inter personal needs 

Mahmoud Ibrahim , MD 

Medical Nutrition Therapy MNT is considered by all means as a cornerstone in any Diabetes 

management plan and also for Diabetes Prevention, it is also an integral component of all 

Diabetes self-management education programs. After 30 years of working in Diabetes research 

and health care, I came to the conclusion: the Best Diet is to Eat What you Like! 

Of course this statement has its own limitations in terms of the amount and type of the food you 

eat , but the concept is trying to optimize the diet based on the individual personal needs , so as 

you will be able to raise the compliance of people with diabetes simply by allowing them to eat 

what they like as much as you can and limited by the total caloric intake and the balanced 

composition of each meal.  

Alain Golay of Switzerland had a unique experience in this respect, he managed to design a 

simple personality test with two groups of questions and the score is defined based on your 

answers , by using a specific Personality Grid with vertical and horizontal access. 



Based on this Grid we could have four main types of personalities: Promoter, Facilitator, 

Controller and Analyzer. 

The promoter is directive tending to be multiple, general, rapid and intuitive in his/her decisions, 

expressive in emotions, always concerned with the impact, as for nutrition, he/she is eating for 

pleasure, social and prestigious. 

The facilitator is compliant tending to be multiple, detailed, slow and intuitive in his/her 

decisions, expressive in emotions, always concerned with the membership, as for nutrition, 

he/she is eating for good times, social and sharing. 

The controller is directive tending to be unique, general, rapid and reflective in his/her decisions, 

reserved in emotions, always concerned with the achievement, as for nutrition, he/she is eating 

for necessity, fast food and constraint. 

The analyzer is complaint tending to be unique, detailed , slow and reflective in his/her 

decisions, reserved in emotions, always concerned with the security; as for nutrition, he/she is 

eating traditional, planned and in family. 

 

 


