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High rates of overweight, obesity and 
related disorders are a major problem in 
Gulf states such as Kuwait. Improvements 
in policymaking, health education and 
non-surgical options are much needed. One 
part of this will be dietary and behavioural 
interventions to help people to develop and 
maintain a more balanced diet.

The Gulf states have an obesity problem. 
Between 31% and 43% of people in each 
of the six Gulf Cooperation Council (GCC) 
nations are obese, a proportion that grows 
to almost three-quarters when including 

overweight people.1  As with the other GCC 
countries, Kuwait has seen rapid development 
in recent decades. Since the end of the 
Gulf War in 1991, GDP has increased more 
than tenfold, in step with industrialisation, 
urbanisation and rapid population growth.2 
Among changes in the social and cultural 
environment, physical activity has declined 
and diets have deteriorated, driven by a 
proliferation of fast-food chains and dining-out 
culture, and the availability of relatively cheap 
fatty and sugary foods. Obesity is epidemic, 
yielding direct and indirect healthcare costs of 
US$2.8bn annually3.  

Beyond surgery: how lifestyle and dietary 
interventions can reduce the burden of 
obesity and diabetes in Kuwait

Table 1. The prevalence of overweight, obesity and diabetes in the GCC states.4

Bahrain Kuwait Oman Qatar Saudi 
Arabia

UAE

Obesity prevalence (male) 2016 26% 33% 23% 33% 31% 28%

Obesity prevalence (female) 2016 37% 46% 34% 43% 42% 41%

Overweight and obesity prevalence (male) 2016 64% 72% 61% 71% 68% 66%

Overweight and obesity prevalence (female) 2016 69% 75% 66% 73% 72% 71%

Type 2 diabetes prevalence (male) 2016 9% 15% 7% 13% 15% 8%

Type 2 diabetes prevalence (female (2016) 8% 15% 8% 13% 14% 9%

1 Al Marri F, Al Sabah S, Al Haddad E, Vaz JD. A Call for More Research from the Arabian Gulf. Obes Surg. 2017 Aug;27(8):2034-2043.
2 World Bank. Kuwait. https://data.worldbank.org/country/KW
3 Al Marri F, Al Sabah S, Al Haddad E, Vaz JD. A Call for More Research from the Arabian Gulf. Obes Surg. 2017 Aug;27(8):2034-2043.
4 Samara A, Andersen PT, Aro AR. Health Promotion and Obesity in the Arab Gulf States: Challenges and Good
Practices. J Obes. 2019;2019:4756260.
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The increase in obesity and overweight in the 
past two decades covers all demographics. 
However, the prevalence of obesity is more 
pronounced among women (about 46% in 
2016, versus about 33% in men), who have 
limited access to sports and exercise, and who 
tend to spend more time at home, engaged 
in sedentary behaviour.5 Children and young 
people are also disproportionately affected, 
a factor that is especially significant in a 
region where over half of the population is 
younger than 25.6 One study found that as 
many as 30% of secondary-school children 
in Kuwait are obese.7 The relatively young 
populace means that population-level impacts 
will be increasingly pronounced as current 
generations of children grow older. 

One prevalent consequence of obesity in 
Kuwait is diabetes (not all diabetes patients are 
obese, but about 90% are, and people who are 
obese are five times more likely to have type 
2 diabetes).8 According to the International 
Diabetes Federation, diabetes prevalence 
among adults in Kuwait is 22%, more than 
double the global average.9 The disease is also 
more prevalent among every age group than 
it is anywhere else in the world—including 
among 64.8% of over 60s (more than three 
times the global average for this age group) 
and 5.4% of 20-29-year-olds.10 There is also a 
direct economic cost: currently, Kuwait spends 
over US$1,000 per diabetes patient, and the 

cost to health services is expected to grow as 
the population ages.11 

Plans and prevention needed

Policymaking to manage the obesity epidemic 
has lagged behind that of other regions, 
although GCC nations are increasingly looking 
to implement new initiatives. For example, 
a tax on sugary foods has gradually been 
brought in by GCC countries in recent years; 
Kuwait was the last of the six nations to do so, 
in 2020, when it saw a year-on-year reduction 
in growth rates of soft drink sales from 6.3% 
to 5.5%.12 

Figure 1. Total diabetes health-related
expenditure, 20-79 years
(US$ m)

Source. International Diabetes Federation.
Note. 2019 estimate, 2030 and 2045 forecasts.
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5  IFSO. 4th IFSO Global Registry Report 2018. https://www.ifso.com/pdf/4th-ifso-global-registry-report-last-2018.pdf
6  Abyad A. Demographic Changes in the GCC Countries: Reflection and Future Projection. Middle East Journal of Age and Ageing. 2018. Feb;15(1). 
7  Al Hammadi H, Reilly J. Prevalence of obesity among school-age children and adolescents in the Gulf cooperation council (GCC) states: a systematic 
review. BMC Obes. 6, 3 (2019).
8  O’Keeffe, M. (2016), The importance of the multidisciplinary team for the management of complex obesity in patients with diabetes. Pract Diab, 33: 
253-256.
9  International Diabetes Federation. IDF MENA members. Kuwait. 2020. https://idf.org/our-network/regions-members/middle-east-and-north-africa/
members/38-kuwait.html
10 Alkandari A, Alarouj M, Elkum N, et al. Adult Diabetes and Prediabetes Prevalence in Kuwait: Data from the Cross-Sectional Kuwait Diabetes 
Epidemiology Program. J Clin Med. 2020;9(11):3420.
11 Ibid.
12 Al-Jawaldeh A and Megally R. Impact evaluation of national nutrition policies to address obesity through implementation of sin taxes in Gulf 
Cooperation Council countries: Bahrain, Saudi Arabia, Oman, United Arab Emirates, Kuwait and Qatar [version 1; peer review: 1 approved]. 
F1000Research 2020, 9:1287 
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13 Samara A, Andersen PT, Aro AR. Health Promotion and Obesity in the Arab Gulf States: Challenges and Good Practices. J Obes. 2019;2019:4756260. 
14 WHO. Country Cooperation Strategy for WHO and Kuwait 2012–2016. 2014. https://apps.who.int/iris/bitstream/handle/10665/113231/CCS_
Kuwait_2014_EN_15234.pdf;jsessionid=3DA21021A765123C1004B423F9D3AE9C?sequence=1

In terms of national plans, all GCC countries 
have developed documents on health 
promotion, but these tend to be limited in 
terms of tangible goals, follow-up and specific 
procedures.13 In addition, implementation and 
follow-up of such plans often does not take 
place, and health promoters and educators 
are rarely involved in their development. In 
general, intersectoral involvement is low in 
Kuwait, when the collaboration of schools, 
various government ministries, the media and 
the pharmaceutical industry should be a key 
part of the strategy. 

“There is some co-operation between the 
health and education ministries, but it is not 
up to level in my personal opinion, and mass 
media is probably under-used in the education 
of the public,” says Yousef Bo-Abbas, founder 
of the Kuwait Obesity Association and a 
consultant of endocrinology at the Ministry of 
Health. 

In addition, the WHO has highlighted a lack 
of adequate communication between health 
facilities and programmes operated by the 
Ministry of Health.14 (Kuwait’s health system 
is divided into six decentralised sub-regions, 
each of which have significant autonomy.) 
The WHO also highlights what it describes 
as an “underdeveloped health promotion 
programme” in Kuwait—including inadequate 
school- and workplace-focused and food-
labelling measures, and lays out specific 
necessary in relation to NCDs. 

Dr Bo-Abbas says that efforts to create 
standard GCC policies on obesity prevention 
have stalled amid the COVID-19 pandemic. He 
adds that although individual country plans 
are “great on paper”, their implementation is 
“really not up to standard”. Furthermore, he 
says that conflicting interests pose a significant 
challenge: “We need drastic measures that 
would interfere with the best interests of 
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the fast-food companies and sugar and oil 
companies that have so much political power.”

Moving beyond surgery

The chronic nature of the Gulf’s obesity 
problem has been reflected by a significant 
embrace of bariatric surgery in the region. 
In Kuwait, the rate of bariatric operations is 
the highest in the world as a percentage of 
the population (0.16%), almost twice as high 
as in the second-placed country, Sweden, 
and about 15 times the global average.15 Dr 
Bo-Abbas says that an “easy-fix approach” 
is behind the high rates of surgery, adding 
that “patients think that surgery is the easiest 
and fastest” solution. However, although the 
benefits of bariatric surgery are clear for more 
severe cases, there are also risks, and surgery 
will not be suitable (or desirable) for everyone. 

An increasingly important alternative 
to surgery is nutrition-focused lifestyle 
interventions. Such treatment, which relies 
on modest, incentivised weight loss, tends to 
be based on three main elements: decreased 
calorific intake and a more nutritious diet, 
increased physical activity, and behavioural 
support and education. Medication is also 
likely to be an element of treatment, especially 
for patients with diabetes.

These interventions are best administered 
by a multidisciplinary team (MDT), consisting 
of a primary physician, nurse (or nurse 
practitioner), dietitian, exercise physiologist, 
behaviourist and, in some cases, a pharmacist. 
In addition to the range of expertise offered in 
the MDT model (which spans lifestyle-based 
and surgical interventions, and allows for a 

relatively smooth transition between the two), 
often, given the dovetailing nature of the two 
conditions, diabetes and obesity MDTs will 
share personnel, offering a more integrated 
overall service.16 

Incentivising a person to change their diet 
and physical activity is a difficult process. 
Most obviously, it involves significant habitual 
change, which is especially difficult when 
unhealthy eating and sedentary behaviour 
are ingrained features of someone’s life. The 
shift to maintained lower calorific intake is 
reliant on education in terms of both nutrition 
and meal planning and preparation. This can 
take time, potentially making behavioural 
interventions difficult to adopt, even when 
meal plans are employed, as they often are.

Supplementing a healthy diet

One way of easing adherence to reduced-
calorie diets is by replacing certain meals with 
a dietary supplement, often in the form of 
a shake. Such supplements are nutritionally 
balanced to reduce intake of fats and 
carbohydrates and increase levels of fibre 
and protein, thereby increasing metabolism 
and reducing the ratio of fat to so-called lean 
mass—muscle, essentially. 

There is evidence of the success of such 
approaches. Why WAIT, a programme run by a 
hospital in the US city of Boston, incorporated 
nutritional supplement shakes as part of a 
low glycaemic index, high-fibre diet, reducing 
calorific intake in most participants by 500 
calories. A range of benefits were seen in 
patients with type 2 diabetes. For example, 
weight loss was significant, at an average of 

15  Al Marri F, Al Sabah S, Al Haddad E, Vaz JD. A Call for More Research from the Arabian Gulf. Obes Surg. 2017 Aug;27(8):2034-2043.
16 Foster D, Sanchez-Collins S, Cheskin LJ. Multidisciplinary Team-Based Obesity Treatment in Patients With Diabetes: Current Practices and the State 
of the Science [published correction appears in Diabetes Spectr. 2018 Feb;31(1):119]. Diabetes Spectr. 2017;30(4):244-249.
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8.3kg (11.9% weight loss) after a year.17 Levels 
of haemoglobin A (HbA1c), which is elevated 
in those with diabetes, decreased to the target 
level among 82.3% of patients. A follow-up 
study found that HbA1c levels continued to 
improve for five years after the start of the 
intervention, while blood pressure reduced 
continually over the first 18 months.18 

Another study found that a similar diet, which 
included nutritional meal replacement shakes 
at breakfast and as an afternoon snack, 
improved post-prandial glycaemic response, 
night-time glucose variability and cravings 
for starchy foods.19 Another found that a 
structured, calorie-controlled diet facilitated 
weight loss when initiated a year after patients 
had undergone gastric bypass surgery.20 

Diet is one part of a broad cultural 
shift

Non-compliance to healthy diets is one of the 
biggest barriers to their success—changing 
ingrained habits is difficult. Bariatric surgery 
is likely to be a better option than lifestyle-

based interventions for many people, but 
the opposite will be equally true for many 
others; even among those undergoing surgery, 
a healthier diet is important in the longer 
term. For less severe cases of overweight, 
improved diet and nutrition is clearly going to 
be preferable as a less-invasive option than 
surgery, even if as the initial part of a stepped-
care model managed by an obesity or diabetes 
MDT.  

Overall, though, more must be done to 
improve the health—and health knowledge—
of the population in Kuwait and the GCC, 
from prevention to treatment. That Kuwait 
is a wealthy country with a modern health 
system that collects a vast amount of data 
suggests that it has the ability to effectively 
promote the uptake of healthy behaviours 
within the country while offering medical care 
as required. However, broad-based progress 
is needed. Doing so will involve collaboration 
between various government bodies—notably 
the health and education ministries—along 
with academia and the media. 

17  Hamdy O, Carver, C. The Why WAIT Program: Improving Clinical Outcomes Through Weight Management in Type 2 Diabetes. Current Diabetes 
Reports. 2008;8:413-420.
18  Hamdy O, Mottalib A, Morsi A, El-Sayed N, Goebel-Fabbri A, Arathuzik G, Shahar J, Kirpitch A, Zrebiec J. Long-term effect of intensive lifestyle 
intervention on cardiovascular risk factors in patients with diabetes in real-world clinical practice: a 5-year longitudinal study. BMJ Open Diabetes Res 
Care. 2017 Jan 4;5(1):e000259.
19  Mustad VA, Hegazi RA, Hustead DS, Budiman ES, Rueda R, Maki K, Powers M, Mechanick JI, Bergenstal RM, Hamdy O. Use of a diabetes-specific 
nutritional shake to replace a daily breakfast and afternoon snack improves glycemic responses assessed by continuous glucose monitoring in people 
with type 2 diabetes: a randomized clinical pilot study. BMJ Open Diabetes Res Care. 2020 Jul;8(1):e001258.
20 Kalarchian MA, Marcus MD, Courcoulas AP, Lutz C, Cheng Y, Sweeny G. Structured dietary intervention to facilitate weight loss after bariatric 
surgery: A randomized, controlled pilot study. Obesity (Silver Spring). 2016 Sep;24(9):1906-12.
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