The social and economic costs of obesity
in Latin America: a call to action
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Introduction
There are more people who are obese than underweight in every region of the world except for
parts of sub-Saharan Africa and Asia. The World Health Organisation estimates that in 2014 there
were over 600 million obese adults among almost 2 billion overweight worldwide and 41 million
children under the age of 5 were overweight or obese. Many low and middle-income countries
face a ‘double burden’: as they continue to tackle infectious diseases and under-nutrition, they
are also experiencing a rapid rise in non-communicable disease risk factors such as obesity and
overweight, particularly in urban settings. Indeed, it is not uncommon to find under-nutrition and
obesity co-existing within the same country, the same community and even the same household1.
In Latin America, as elsewhere, it is little surprise to find that overweight and obesity have followed
a number of population level developments including:
n rural-urban
n changes

in the nature of work (less manual for a growing middle-class)

n increased
n other

migration

access to inexpensive processed food

changes in lifestyle such as screen-based entertainment

What is remarkable is the speed of change. For example, Chile has experienced major demographic,
epidemiological and nutritional transitions since 1960 when 37% of children under 6 years were
under the normal weight. By 2000, the figure was 2.9% but some third of children under 6 are now
malnourished due to being overweight2. Almost one in every four children aged 6 to 7 years old in
Chile is obese3 and 67% of people aged 15 years and over are overweight or obese4.
In Mexico, the number of hungry people has fallen by 30 million since 1991 but Mexico now ranks
second (after the US) as the country with the highest proportion of obese people; 70% of Mexican
adults are overweight and over 30% of adults are obese5.
In Brazil, the prevalence of overweight and obesity has risen faster than the prevalence of hunger has
fallen since the 1970s6 and the phenomenon of overweight and underweight coexisting in the same
household has been noted since the year 20007. It is estimated that 58% of adults in Latin America
and the Caribbean are overweight8 compared to a global average of 34%9 and 23% are obese10.
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There is no shortage of statistics on obesity in Latin America. They paint a complex picture of
development in relation to nutrition and diet, behaviour, public policy, marketing, advertising and
health programs in the region. To address obesity, governments, the private sector and civil society
need to take action across regulation, structural measures, behaviour change initiatives, public
policy, social marketing, advertising and health programs. To gain an understanding of obesity in
Latin America, its economic and social costs, this report will consider:
n what

is ‘obesity’?

n what

are the social and economic costs of obesity and where are they seen?

n what

does ‘obesity’ mean in Latin America?

n what

is the difference between adult obesity and child obesity?

nw
 hat

are the responsibilities and successes of the public, private and
NGO sectors?

n what

are the most significant risks and opportunities?

n what

should be done? A call to action

This report reflects the broad range of responses to these questions by participants with relevant
knowledge, experience and insight, from academia (the disciplines of biochemistry, endocrinology,
nutrition and dietetics, sports medicine, surgery, public health and public policy), also from civil
society and business. While some presentation of obesity in Mexico, Chile and Brazil is inevitable,
this report’s ultimate purpose is to provide a sense of what is possible to avoid the seemingly
inevitable further growth of obesity in Latin America, and serve as a call to action.

What is ‘obesity’?
‘Obesity’ was described as a “global epidemic” by the World Health Organisation in 200311 and,
between 1980 and 2014, the worldwide prevalence of obesity more than doubled12. In practical
terms, the WHO defines overweight and obesity as “abnormal or excessive fat accumulation that
may impair health”.

5

This report’s ultimate purpose
is to provide a sense of
what is possible to avoid the
seemingly inevitable further
growth of obesity in Latin
America, and serve as a call
to action

Obesity arises from a
long-term imbalance between
the energy derived from the
food we eat and the energy
we expend

It refers to ‘body mass index’ (BMI) as a simple index of weight-for-height that is commonly used
to classify overweight and obesity in adults and calculated as a person’s weight in kilograms
divided by the square of their height in meters (kg/m2). An adult with a BMI of 25 or more is said
to be overweight and 30 is the threshold for obesity. BMI is a useful population-level measure as
it is the same for adult men and women of all ages but has to be treated with some caution when
comparing different individuals as it may not refer to the same degree of fatness13.
Obesity arises from a long-term imbalance between the energy derived from the food we eat and
the energy we expend. It is closely linked to the social determinants of health (income, education,
race, location), nutrition (income, maternal education, rural / urban living) and behaviours14,15.
No single factor explains child obesity but many complementary changes have simultaneously
increased children´s energy intake and decreased their energy expenditure. These changes include
high-calorie food and drink availability at school, transportation to school, parental food intake,
food marketing and targeted advertising16,17, and increasingly sedentary lifestyles18.
Many additional putative factors that contribute to an increase in the prevalence of obesity and
low treatment success rates, and which illustrate the remarkable complexity involved include:
reduced sleep, industrially produced endocrine disruptors, lower levels of smoking, more widespread
indoor heating and air conditioning, the use of pharmaceutical products, a rise in maternal age at
childbirth, in utero and intergenerational effects19 .
Previously considered a cardiovascular risk factor, obesity is now classified by some as a disease,
and genetics20 are thought to influence between 40% and 70% of a person’s BMI21. In a 2008
study of twins aged 7 and 10 years in the UK, BMI and obesity were found to be only relatively
modestly influenced by environmental factors; the researchers concluded that it is strongly
influenced by genetic predisposition but “obesity is not a disorder that is etiologically distinct from
normal variation in BMI”22. If some children are more predisposed to obesity than others, there
are implications for questions of responsibility or ‘blame’, for the range of interventions needed to
tackle obesity, and the relative ease with which children will respond23.
An Obesity Society ‘infographic’ that sets out many potential contributors to obesity both inside
and outside of the individual can be found online here.
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What are the social and economic costs of obesity and where are
they seen?
In terms of health, overweight and obesity are major risk factors for non-communicable diseases
such as cardiovascular diseases, diabetes, musculoskeletal disorders, some cancers including breast,
ovarian, prostate, liver, gallbladder, kidney, and colonic cancer. Childhood obesity is linked to a greater
likelihood of obesity, premature death and disability in adulthood. Obese children also experience
breathing difficulties, a greater risk of fractures, hypertension, early markers of cardiovascular
disease, insulin resistance (even in pre-school children24) and psychological effects25 e.g. from bullying
/ ostracism. While obesity is more widespread among poorer people in countries such as Chile and
Mexico, it transcends all socio-economic groups in Latin America.
However, in Latin America as in other parts of the world, awareness of the economic and social
impacts of obesity is low though the costs are already large and rising:
n i n

Chile, the costs arising from obesity were estimated to account for 0.54% of GDP in 2016
(and set to treble by 2030)26 and obese workers are reported to have been estimated to be six
times more costly than those of regular weight owing to factors such as absenteeism and loss of
productivity27. The prevalence of obesity among children has risen from 5.0% among 2 to 5 yearolds in 198528 to 10.3% in the under 6 year olds by 201329.

n i n

Mexico, 13 BMI-related diseases are estimated to have cost the economy US$806 million
in 2010 rising to US$1.2 billion by 2017 and in 2008 the loss of productivity owing to early
death from overweight and obesity is estimated at just under US$2 billion30. The broader
economic impact of obesity in Mexico represents 2.5% of GDP31. Diabetes - for which obesity
is a contributing factor – accounts for 14% of all deaths32. Among primary school children, the
incidence of obesity more than quadruples from 2% in the first year to 9% in the last33. Only 17%
of children aged 10 to 14 years old achieve the level of physical activity recommended by the
World Health Organisation but 73% watch two or more hours of television per day34.

n i n

Brazil, the healthcare costs associated with obesity are expected to double from US$5.8 billion
in 2010 by 205035 and its economic impact is estimated at 2.4% of GDP36.
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In Latin America as in other
parts of the world, awareness
of the economic and social
impacts of obesity is low
though the costs are already
large and rising

As increasingly large
proportions of many
populations become
overweight or obese, it is
becoming the new ‘normal’
so individual recognition and
perception is diminishing
further still

What does ‘obesity’ mean in Latin America?
A large portion of the population in Latin America does not consider obesity to be an important or
urgent problem. In some countries, including Chile, lack of access to healthy nutrition and places
to engage with it, low levels of physical activity and awareness are particularly common among
the most vulnerable i.e. those with lower levels of educational attainment income. Low levels of
awareness and perception overall can be explained through a variety of factors, such as:
no
 besity

is not perceived as a threat to quality of life that requires immediate attention because it
is not a painful or acutely debilitating health condition in most cases

n i n

Chile, for example, some 70% of workers fail to appreciate their true weight, whether above or
below regular weight37. Obesity is often only addressed as a perceived priority if its consequences
are immediately identifiable by those concerned e.g. cases of obesity-related school playground
bullying. For many, the absence of ‘immediacy’ relegates questions of overweight and obesity
down the personal agenda so they are given little or no attention, time or resources

n i n

Mexico, to be overweight is indicative of strength, it is a sign of empowerment that suggests
– as in other Latin American countries – membership of a higher socio-economic group and / or
greater virility. However, according to the 2016 national survey of health and nutrition, over 95%
of participants linked obesity to diabetes, 80% to cancer, over 95% to hypertension, heart disease
and strokes, and 97% recognised that obesity is serious or very serious38

n in

Brazil, there is a perception that obesity is an individual ‘lifestyle’ choice

n i n

some communities, there is a religion-based fatalistic dimension to individuals’ approach to health

As increasingly large proportions of many populations become overweight or obese, it is becoming
the new ‘normal’ so individual recognition and perception is diminishing further still.

Obesity in adults and child obesity: what is the difference?
As the economic and social costs of obesity are better known, questions inevitably arise about
the most efficient way to reduce them. In the experience of some, programs that aim to treat
overweight and obesity in adults simply do not work; people either fail to complete programs or
revert to their previous state within two or three years. Behaviour change in adults is very difficult
to maintain.
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This has led to calls for resources to be focused instead on education in schools to prevent
overweight and obesity at the earliest opportunity, at a time when habits around food, drinks
and physically active play are still being formed and financial constraints feature less. Action and
education to manage the risk of obesity can start even before birth in relation to women’s weight
pre and during pregnancy; maternal obesity and diabetes are thought to be significant risk factors
for later obesity and insulin resistance in their offspring39, 40.
Early prevention or intervention has a return over the life-course but there is no simple ‘either /
or’ choice. Obese adults with diabetes need medical care and adults generally have a very strong
influence on children - 17% of parents in scope in Mexico refused to let their child be measured and
weighed; adults’ opinions and habits shape those of children.

What are the responsibilities and successes of the public, private
and NGO sectors?
In light of the public awareness and perception challenges set out above, the public sector’s
first responsibility is to deliver policies and regulation in favour of sustained healthy nutrition
environments and behaviour change. However, in common with other long-term public health
challenges, obesity suffers from an ebb and flow of attention and resources as governments
change, and obesity programs are not considered vote-winners.
From a structural perspective, obesity is all too often considered a matter for ministries of health
though it requires concerted effort and collaboration, shared objectives and accountability with
others such as ministries of education, agriculture, finance, sport and leisure, work, and the
regulators for advertising and marketing standards.
In public policy, tackling obesity is not so much a challenge for lack of knowledge but for failure to
organise resources to shift the discourse and intervention paradigm. For instance, where initiatives
are in place, evaluation (as opposed to simple enumeration) is often absent or poor. Progress
and outcome indicators that are not just based on weight but also behaviour to inspire action,
to recognise performance and make sense at individual, community (including schools and the
workplace environment) and population level are lacking.
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Action and education to
manage the risk of obesity can
start even before birth

The food industry has a role
to play, a responsibility,
and there is significant
scope for it to make a
valuable contribution to
tackling obesity

Across Latin America, the majority of most people’s food intake is from industrial production
systems and includes a growing proportion of processed salts, sugars and fats. The food industry
has a role to play, a responsibility, and there is significant scope for it to make a valuable
contribution to tackling obesity:
np
 eople

eat what the food industry supplies and their demand is shaped through traditional
marketing but also increasingly sophisticated neuroscience. For example, the use of MRI
techniques can help producers to understand how the brain responds to different combinations of
fats, salts and sugars. The possibility of seeing how they stimulate the release of dopamine - an
endorphin linked to wanting and ultimately addiction - gives the food industry the opportunity to
understand better the effects of food products and consider reformulation accordingly.

ns
 ome

combinations of fats are deemed necessary e.g. to stop a biscuit from crumbling apart. Do
such instances present highly marketable opportunities for reformulation breakthrough pioneers?

nv
 ery

few nutritionists are currently employed in industrial food product design as compared
with food engineers and there is little, if any, collaboration with the public sector. To develop and
value the role of nutritionists more while increasing inter-sector stakeholder engagement could
represent opportunities to demonstrate transparency, build trust and reduce confrontation.

nt
 he

urgent need to promote or ‘sell’ health – as desirable and possible for the average consumer
- represents a reversal of the paradigm according to which profit is incompatible with health with
enormous potential.

Non-governmental organisations (NGOs) have a part to play as they are often more trusted
than the public sector or the private sector, and sometimes have very intimate knowledge of a
specific population (e.g. pregnant women) or geographic community. NGOs are also known for
their campaigning expertise. However, in the broader civil society, especially in the academic and
scientific community, there is a challenge and a risk associated with funding, transparency and
the perceived impartiality of research. Companies commission and use research in fields related to
obesity, they set up non-commercial organisations, lobby, launch initiatives and events. There is
a shared responsibility among all sectors to mitigate the risk that consumers are given reason to
believe that we have entered an era of ‘post-truth’ science and research which means they should
close their ears to everything.
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While the social and economic costs of obesity are forecast to increase over time, we should not
ignore what is being achieved. For example, Mexico is hailed for its ‘soda tax’ of approximately
10% (at 2013 prices) that came into force in 2014 and is said to have reduced sugar-sweetened
soft drink consumption by 6% relative to the counterfactual in the first year with the greatest
reductions seen in households of lower socioeconomic status41. Mexico is also considering a food
labelling law similar to that in force in Chile since June 2016. This law regulates marketing and
advertising to children up to 14 years old of food products that must carry a ‘high in’ saturated
fats / sugar / salt /calories label. The law bans the sale of any of these products in schools. Early
results in Chile are encouraging: in a study of 1,067 adults by the Instituto de Comunicación e
Imágen, the University of Chile found that over 90% of participants had a good or very good view
of the new front-of-pack labelling and restrictions on the sale of ‘high in’ foods in schools. Further,
44% of participants said that they compared food and drink front-of-pack labelling indicating
products with critical nutrient composition when grocery shopping and 68% said that this
comparison influenced their purchasing decisions42.

What are the most significant risks and opportunities?
Many of the most significant risks have already been referred to above and include:
na


failure to reduce highly-processed food consumption and sugar-sweetened drink consumption,
especially among the less educated and lower income population

na


failure to increase food security and access to fruit and vegetables among the less educated
and lower income population

na


failure to address contemporary cultural norms, awareness and perception including through
marketing

na


failure to address obesity in concert through effective policies and programs across public
ministries

na


failure to invest in early years education and prevention
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Mexico is hailed for its ‘soda
tax’ and is said to have
reduced sugar-sweetened soft
drink consumption by 6%
relative to the counterfactual
in the first year

To ignore the contribution
of increasingly sedentary
lifestyles is to misunderstand
the challenge

A further risk is that obesity is seen only as a matter of nutrition when it is defined as a longterm imbalance between the food we eat and the energy we expend; to ignore the contribution
of increasingly sedentary lifestyles is to misunderstand the challenge. In a recent mixed income
12 country study of over 6,000 children aged 9 to 11 years old, researchers found moderate
to vigorous physical activity and television viewing (an aspect of sedentary behaviour) among
correlates of obesity. They found “robust associations”43 between lifestyle behaviour and obesity,
and that approximately 90% of the variation in obesity levels in their research sample could
be attributed to individual level risk factors including physical activity and television viewing in
particular. However, there is currently no social indignation around sedentary lifestyles in Latin
America and very little awareness of or alignment with the ecological model of physical activity
which consists of:
n i ntrapersonal

factors based on the individual’s knowledge, attitudes and behaviours, also their
gender and age

ns
 ocial

surrounding factors including public, workplace and school policies, family and friends’
support of physical activity

ne
 nvironmental

factors related to both the natural and the built environment

From this model it is clear that the challenge of insufficient physical activity is a widely shared
burden that no individual should carry alone: it is up to them, their family, and their social, work /
school relations within the context of their environment. If well-leveraged, the numerous and diverse
factors in the model represent a wealth of opportunity to prevent and tackle obesity.
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What should be done? A call to action
Obesity trends in Latin America continue to justify the label ‘epidemic’ and the hurdles set out in
this report remain. They can be summarised as:
1. a lack of perception and awareness of overweight and obesity
2.	widespread access to highly processed food and drink combined with targeted marketing
3.	inadequate access to nutritious food and drink among the less educated and lower income
population
4. inadequate governance and a lack of cross-sector collaboration
5.	growing risks concerning transparency and the perceived integrity of stakeholders
Diet-specific approaches have been researched leading to the conclusion that interventions in
schools, via subsidies and taxes, and through labelling, can have an impact thanks to four key
mechanisms: providing an enabling environment for learning healthy preferences, overcoming
barriers to the expression of healthy preferences, encouraging people to reassess existing
unhealthy preferences at the point-of-purchase, and stimulating a food-systems response 44.
An approach that goes beyond diet is found in the 2016 recommendations of the World Health
Organisation that also include e.g. the promotion of physical activity and reduction of sedentary
behaviours in children and adolescents, the integration of guidance to reduce the risk of childhood
obesity in antenatal and maternal care, early childhood guidance and support on physical activity
and sleep 45.
For a lifestyle underpinned by the adoption and maintenance of physical activity, awareness and
use of the ecological model of physical activity set out above can be adapted to all life stages
and any location. To consider weight control, the prevention of obesity or a healthy lifestyle
without regular physical activity is to ignore a fundamental aspect of our lives. Physical activity
is associated with the prevention, control and treatment of many chronic illnesses; it not only
increases physical and functional capacity but also mental health, cognitive ability and human
quality of life.
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Obesity trends in Latin
America continue to justify
the label ‘epidemic’

One of the best ways to tackle
obesity in Latin America may
be to look ‘beyond the navel’

At a high level of abstraction, the hurdles in evidence are not specific to obesity. They are shared
with other challenges such as demographic change and climate change, all of which:
nn
 eed

a combination of planning for the long term and immediate action

np
 resent

population level risks and require individual, community and population level engagement

na
 re

highly political and include significant resource allocation trade-offs though not one of them is
a majority vote winner

n i nvolve

a wealth of data and empirical evidence but face great difficulty in shaping a narrative
discourse that is capable of serving them adequately

One of the best ways to tackle obesity in Latin America may be to look ‘beyond the navel’ - to
climate change and demographic change - to work together and achieve the popular support
necessary to inspire new forms of governance that will feel empowered to address these
pressing 21st century challenges to our Quality of Life. Initial discussion points could include:
1.	what examples exist of communications / marketing that have inspired individual
awareness and sustained behaviour change in relation to obesity / demographic change /
climate change? What do these examples share in common?
2. 	what examples exist of popular support that has inspired public policy-makers to feel
empowered in relation to these challenges / others that are similar?
3. 	what would a framework for intelligent governance look like? What examples already exist
and what have they achieved?
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