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Abstract. – Obesity related to metabolic syn-
drome is gaining an increasing importance as 
the main risk factor for diseases and disabili-
ty in the European region. We herein review the 
increasing trend of obesity and overweight in 
males and females from Europe, preventive pro-
grams addressed to children, youngsters, adult 
population and subjects with particular diseas-
es which can profit from healthy nutrition. The 
main feature is that some European countries 
have implemented programs on World Health 
Organization (WHO) proposals, while some oth-
ers have focused attention only on some as-
pects. Based on the reported obesity increase 
over the last twenty years, prevention programs 
seem to have been ineffective. Most likely, the 
effects will be observed later on. In this concern, 
it will be fundamental to continue and finance 
the countries of the European region, where 
those programs have been extensively applied, 
to obtain even better results in terms of obesi-
ty prevention.
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Introduction

Obesity has been recognized as a popula-
tion-wide problem and represents a main risk 
factor for diseases and disability. It has already 
reached epidemic proportions in many countries, 
and its incidence is increasing in children and 
adults. In a study evaluating the prevalence of 
overweight and obesity (years 1980-2015), re-
searchers1 reported that in 2015, a total of 107.7 
million children and 603.7 million adults were 

obese, and that since 1980, the prevalence of 
obesity has doubled in more than 70 countries, 
continuously increasing in most other countries. 
Of the 56.4 million global deaths in 2015, 39.5 
million (70%), were due to noncommunicable 
diseases (NCDs)2. On 2017, World Health Orga-
nizatio (WHO) declared that cardiovascular dis-
eases (CVDs) take the lives of 17.7 million people 
every year, 31% of all global deaths. Triggering 
these diseases – primarily manifested as heart 
attacks and strokes – are incorrect lifestyles, to-
bacco use, unhealthy diet, physical inactivity and 
the harmful use of alcohol3-6. These, in turn, show 
up in people as raised blood pressure, elevated 
blood glucose and overweight and obesity, risks 
detrimental to good heart health7. These factors, 
in particular overweight and obesity, are indicat-
ed as linked to metabolic syndrome (MetS) that, 
in fact, is known as dangerous risk factor for car-
diovascular disease and diabetes mellitus. MetS 
has also been found to be a risk factor for demen-
tia, mild cognitive impairment, and its associated 
states8. MetS is also responsible for social costs: 
direct (from medical and non-medical care, like 
prevention, diagnosis and therapy), indirect (lack 
of wealth production due to illness and the time 
relatives and caregivers devote to health care), 
and intangibile (linked to pain, anxiety, physical, 
and psychological suffering of the patient and 
its relatives)9-12. It has been shown that simply 
by acting on prevention, in particular on weight 
reduction, it could be possible to contain the 
social costs of MetS and diseases related to it13. 
Furthermore, patients who have been identified 
as having obesity without MetS, in a condition 
referred to metabolically healthy obesity (MHO), 
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display a relatively favorable metabolic profile 
compared with patients that have already devel-
oped the health consequences of obesity referred 
to as metabolically unhealthy obesity (MUO)14. 
Some researchers15 affirmed that, despite the re-
markably high level of public awareness of the 
noxious influence of overweight and obesity on 
human health, the prevalence of these risk fac-
tors has reached an alarming level, concluding 
that in Europe obesity has reached epidemic 
proportions. This paper takes into consideration 
preventive programs with the aim to analyze the 
adopted strategies in the various countries to fight 
overweight and obesity, and to identify the best 
strategies useful for reducing the risks linked to 
MetS. For this purpose, we report an overview 
of global situation, with a particular focus on the 
WHO European Region. 

Epidemiological Data
As affirmed by WHO, the European Region is 

the most severely affected by NCDs, which are 
the leading cause of disability and death. NCDs 
together account for 77% of the burden of disease 
and almost 86% of premature mortality 16. Rising 
rates of overweight and obesity have been report-
ed in many countries in Europe during the past 
few decades. In 46 countries (accounting for 87% 
of the European region), more than 50% of adults 
are overweight or obese, and in several of those 
countries the rate is close to 70% of the adult pop-
ulation16. Table I shows the prevalence of obesity 
among adults in the European region, from 1995 
to 201617. The rate of increase has been calculated 
and the situation shows an upward trend of obe-
sity in all countries, reaching high percentages in 
countries where many years ago obesity did not 
represent a real social problem (i.e. Uzbekistan, 
Kirgizistan, Tajikistan). Countries, where obesity 
was already a social warning, have, anyway, in-
creased its prevalence (i.e. Malta, Turkey, Czech 
Republic). Finally, countries with a previous low/
middle value of prevalence, showed an important 
increase (i.e. Norway, France, Italy). As shown 
in Table I, obesity represents a pandemic con-
dition, especially for the female gender and in 
those countries where it has always been higher, 
becoming even higher in 2016. Instead, with the 
passing of the years, males showed the highest 
percentage increase in obesity respect to female 
(Table I). This result is indicative of the fact that 
the trend of obesity is increasing in the male 
gender. Overweight and obesity are estimated in 
the deaths of about 320 000 men and women in 

20 countries of Western Europe every year. The 
situation in countries of the Eastern part of the 
Region is particularly worrying, given the speed 
at which the prevalence rates are catching up with 
those in the Western part of the Region and the 
fact that rates of overweight and obesity in some 
parts of Eastern Europe have risen more than 
threefold since 198016.

Preventive Programs
In line with the objectives of the WHO-Eu-

rope Action Plan 2012-2016 and in continuity 
with the previous National Prevention Plans 
(PNP), in order to reduce the morbidity, mortal-
ity and premature disabilities that NCDs in-
volve, as well as limiting inequalities caused by 
social and economic conditions affecting health, 
an approach including population (community) 
and individual strategies18-22 is needed. Promo-
tion of the enhancement of protective factors 
(life skills, empowerment) and the adoption of 
healthy behaviors (nutrition, physical activity, 
smoking and alcohol cessation, etc.) in the juve-
nile and adult population are examples of pre-
ventive strategies programs. Furthermore, pro-
grams23 have been launched to promote and 
spread exercise practice, through prescription, 
in people with chronic conditions. Vienna Dec-
laration on Nutrition and Noncommunicable 
Diseases in the Context of Health 2020 called 
for decisive and concerted action for the preven-
tion of obesity and diet-related noncommunica-
ble diseases, suggesting priority areas such as: 
a) the creation of healthy food and drink envi-
ronments and encourage physical activity for all 
population groups; b) the promotion of the health 
gains concerning a healthy diet throughout the 
life-course, especially for the most vulnerable 
subjects; c) the reinforcement of health systems 
to promote health and to provide services for 
NCDs; d) the support of surveillance, monitor-
ing, evaluation and research of the population 
nutritional status and behaviours; e) the strength-
ening of governance, alliances and networks and 
the empowerment of communities to engage in 
health promotion and prevention efforts24. Con-
sidering the role of obesity, many programs with 
regards the prevention of this issue have been 
developed in Europe, particularly among chil-
dren, e.g. JANPA (Joint Action on Nutrition and 
Physical Activity). The main objective of the 
JANPA is indeed to stop, by 2020, the increasing 
spread of overweight and obesity among chil-
dren and adolescents, focusing on specific out-
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Table I. Prevalence of obesity among adults, ages 18+, 1995-2016. 

  1995   2005   2016         % increase 1995-2016

 Male Female Total Male Female Total Male Female Total Male Female Total
  (%) (%)  (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

Turkey 11.9 26.2 19.4 17.1 32.2 25.1 24.4 39.2 32.1 105.0 49.6 65.5
Malta 18.9 23.5 21.3 23.7 26.2 25 29.2 28.5 28.9 54.5 21.3 35.7
United Kingdom 14.5 17.7 16.2 19.9 22.7 21.4 26.9 28.6 27.8 85.5 61.6 71.6
Hungary 17.1 19.1 18.2 21.5 21 21.3 28.2 24.6 26.4 64.9 28.8 45.1
Lithuania 15.4 24.4 20.5 19.2 25.8 22.9 24.2 27.8 26.3 57.1 13.9 28.3
Israel 16.8 21.9 19.5 21 24.2 22.7 25.9 26.2 26.1 54.2 19.6 33.8
Czech Republic 17.6 21.7 19.8 21.4 23.1 22.3 26.4 25.4 26 50.0 17.1 31.3
Andorra 18.8 23 21 22.3 24.4 23.4 25.9 25.3 25.6 37.8 10.0 21.9
Ireland 12.9 14 13.5 18.2 19.2 18.7 25.1 25.5 25.3 94.6 82.1 87.4
Bulgaria 15 18.7 17 19.5 21 20.4 25.5 24.3 25 70.0 29.9 47.1
Greece 13.9 19.3 16.7 18.4 22.3 20.4 24.2 25.4 24.9 74.1 31.6 49.1
Belarus 12.2 21.2 17.2 16.6 23.6 20.5 22.1 26.3 24.5 81.1 24.1 42.4
Croatia 13.6 17.7 15.9 18 20.5 19.4 24.1 24.5 24.4 77.2 38.4 53.5
Ukraine 13 21.8 17.9 16.8 23.4 20.5 22 25.7 24.1 69.2 17.9 34.6
Spain 15.2 17.8 16.6 19.5 20.3 20 24.6 22.8 23.8 61.8 28.1 43.4
Latvia 13.4 22.1 18.3 16.9 23.3 20.5 21.6 25.1 23.6 61.2 13.6 29.0
Montenegro 11.7 15.5 13.7 17.4 19.6 18.6 23.3 23.1 23.3 99.1 49.0 70.1
Russian Federation 10.5 24.1 18.1 13.7 25.2 19 18.1 26.9 23.1 72.4 11.6 27.6
Norway 12.6 14.9 13.8 17.6 18.6 18.2 23.6 22.5 23.1 87.3 51.0 67.4
Poland 14.1 17.8 16.2 18.2 19.6 19.1 23.7 22.2 23.1 68.1 24.7 42.6
Luxembourg 13.6 14.1 13.9 18.5 17.3 17.9 24.5 20.7 22.6 80.1 46.8 62.6
Romania 13 16.2 14.7 17.2 18.3 17.8 23.4 21.6 22.5 80.0 33.3 53.1
Republic of Macedonia 13.8 17.3 15.6 17.6 19.3 18.5 22.6 22.1 22.4 63.8 27.7 43.6
Germany 14.4 14.4 14.5 18.7 17.2 18 24.2 20.4 22.3 68.1 41.7 53.8
Finland 14.1 14.5 14.4 18.6 17.6 18.2 23.7 20.6 22.2 68.1 42.1 54.2
Belgium 14.4 16.4 15.5 18.3 18.7 18.5 23.1 21 22.1 60.4 28.0 42.6
Iceland 14.1 14.4 14.3 18.7 16.9 17.8 24.2 19.4 21.9 71.6 34.7 53.1
Cyprus 12.9 16.2 14.6 17.2 19.1 18.2 21.9 21.6 21.8 69.8 33.3 49.3
Georgia 9.6 14.3 12.2 13 17.8 15.7 19.2 23.8 21.7 100.0 66.4 77.9
Albania 9.6 13.1 11.3 14.3 16.6 15.4 21.6 21.8 21.7 125.0 66.4 92.0
France 12.8 15.3 14.1 16.9 18.1 17.6 22 21.1 21.6 71.9 37.9 53.2
Serbia 11.7 15.8 13.9 15.9 18.5 17.3 21.1 21.8 21.5 80.3 38.0 54.7
Estonia 12.8 19.3 16.5 16 20.2 18.4 20.3 21.8 21.2 58.6 13.0 28.5
Kazakhstan 10 14.1 12.3 13.6 17.6 15.9 18.9 22.7 21 89.0 61.0 70.7
Portugal 9.7 13.1 11.6 14.4 17.1 15.9 20.3 21.2 20.8 109.3 61.8 79.3
Sweden 13 12.6 12.9 17.5 15.1 16.3 23.1 18.1 20.6 77.7 43.7 59.7
Slovakia 12.6 15.5 14.2 16.3 17.3 16.9 21 19.9 20.5 66.7 28.4 44.4
Netherlands 9.7 12 10.9 14.6 16 15.4 20.8 20 20.4 114.4 66.7 87.2
Armenia 9.5 15.4 12.8 12.5 18.4 15.7 17.1 23 20.2 80.0 49.4 57.8
Slovenia 11.3 15.9 13.7 14.8 18.1 16.5 19.4 21 20.2 71.7 32.1 47.4
Austria 12.3 12.1 12.3 16.5 15 15.8 21.9 18.3 20.1 78.0 51.2 63.4
Azerbaijan 7.7 14 11.1 10.6 17.6 14.3 15.8 23.6 19.9 105.2 68.6 79.3
Italy 12.2 14.6 13.5 15.9 17.1 16.5 20.1 19.5 19.9 64.8 33.6 47.4
Denmark 12.8 12.1 12.5 16.9 14.3 15.7 22.3 17 19.7 74.2 40.5 57.6
Switzerland 12.7 11.5 12.2 16.9 14.1 15.5 22.2 16.9 19.5 74.8 47.0 59.8
Republic of Moldova 8.9 16.6 13.2 11.9 18.4 15.5 16.2 21.1 18.9 82.0 27.1 43.2
Turkmenistan 7.2 11.2 9.4 10.5 15.1 12.9 15.9 20.9 18.6 120.8 86.6 97.9
Bosnia-Herzegovina 9.2 13 11.3 12.6 15.2 14 17.1 18.4 17.9 85.9 41.5 58.4
Uzbekistan 6.5 10.2 8.5 9.1 13.5 11.4 13.8 19 16.6 112.3 86.3 95.3
Kyrgyzstan 6.4 9.9 8.3 9.2 13.1 11.3 14 18.6 16.6 118.8 87.9 100.0
Tajikistan 5.3 8.6 7 7.4 11.4 9.4 11.6 16.7 14.2 118.9 94.2 102.9

(Countries are listed in descending order of the prevalence values for the year 2016). Data were obtained from global health 
observatory (GHO).
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comes that can contribute effectively to nutri-
tional and physical activity policies dedicated to 
childhood25. Following the WHO’s Health Pro-
moting Schools (HPS) framework, many re-
searches have been conducted in Europe. The 
HPS framework recognizes the inherent, recip-
rocal link between health and education: healthy 
children achieve better educational outcomes 
which, in turn, are associated with better health 
later in life26-28. In particular, HPS interventions 
involved, for example, lessons over preparing 
fruit/vegetables based meals and snacks, lessons 
for teachers, implementation of nutritional edu-
cation by teachers, implementation of knowl-
edge, awareness and skills using worksheets, 
promotion of physical activity, reduction of sug-
ary drinks linked to increase of physical activi-
ty, introduction of nutrition education into the 
curriculum29-38. In order to stop the increase of 
obesity in Europe for all the people, in March 
2005 the EU platform on diet, physical activity 
and health was launched. This is a program for 
all actors interested in the fight against obesity 
and the promotion of physical activity and 
healthy eating, with the aim of creating a Euro-
pean common space for discussion and updat-
ing. The WHO and European Food Safety Au-
thority (EFSA) also take part in the platform, 
which is acting under the authority of the Euro-
pean Commission39. The publication in 2013 of 

“Country profiles on nutrition, physical activity 
and obesity in the 53 WHO European Region 
Member States” gives an overview of informa-
tion on policies and actions in the areas of nutri-
tion, salt and trans fatty acids (TFA) reduction, 
and physical activity promotion. From these da-
ta, it can be possible to compare the actions in 
different countries, chosen considering different 
levels of obesity (very high, high, medium, low). 
In particular, the initiatives proposed were ad-
dressed in monitoring and evaluation of salt in-
take, stakeholder approach, population approach, 
legislation, price policies, physical activity (Ta-
ble II). It can be observed40 that many countries 
have implemented programs on WHO propos-
als, while some countries have focused attention 
on some aspects only (Table II). Almost in all 
considered countries – also in countries where 
obesity is low – monitoring and evaluation, 
stakeholder approach and physical activity, are 
the most considered choices to prevent obesity 
and overweight (Table II). Regarding population 
approach, labeling is used by almost all consid-
ered countries, except from Malta, Turkey, Spain 
and Russian Federation. The prevention pro-
gram was implemented using other population 
approaches (TV, Websites, etc.), but Russian 
Federation seems not carry out any intervention 
except from physical activity. Physical activity 
is considered by almost all countries indicated 

Abbreviation: xx: partially implemented; xxx: fully implemented; v: existence.

Table II. WHO Country profiles on nutrition, physical activity and obesity (selection of some countries divided by % of obesity).
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in Table II. Finally, legislation, as strategy to 
fight TFA, and price policy are low considered 
(Table II). Following the activities proposed by 
WHO and European Commission, several coun-
tries have implemented research and activities to 
challenge obesity, and subsequently MetS. For 
example, in France, the policy makers have de-
cided to adopt the Nutri-score system categoriz-
ing food products and drinks under five catego-
ries of nutritional quality, with the aim to in-
crease the pace of activities and to supplement 
other actions to establish a healthy food environ-
ment. This simplified system employs color-cod-
ing principle to assist people in understanding 
the nutritional value of different food products 
by just a glance41. The Five-Color Nutrition La-
bel (5-CNL) has been proposed for the French 
market to guide consumer food choices. It is 
based on the United Kingdom Food Standards 
Agency (FSA) nutrient profiling system42. The 
label is represented by a scale of five colors 
(from green – highest quality, to red – lowest 
quality) with corresponding letters (from A to 
E). Depending on the FSA score of each food 
item, the 5-CNL was “Green” (–15 to –2 points); 
“Yellow” (–1 to 3 points); “Orange” (4 to 11 
points); “Pink” (12 to 16 points); and “Red” (≥ 
17 points)43. Ducrot et al44, with the aim to eval-
uate the effectiveness of this activity, simulated 
among over 10,000 people, a shopping situation 
with front-of-pack nutrition labels affixed on 
food products, founding that the Five-Color Nu-
trition Label based on a color-coded and graded 
scale indicating overall nutritional quality is ef-
fective in promoting overall healthier food 
choices in all population subgroups. In Italy, the 
attention has been pointed not only on monitor-
ing, but also on the population approach, using 
media, brochures, and education in schools and 
in health care facilities. These actions are part of 
the Italian Health Plan on Prevention where one 
of the objectives is to reduce the preventable and 
avoidable burden of morbidity, mortality, and 
disability of non-communicable diseases45. An-
other initiative adopted in Italy is the program 
named “OKKIO alla Salute” (a glance to the 
health), launched on 2007. This program is part 
of the WHO initiative “Childhood Obesity Sur-
veillance Initiative”46, and its aim is the surveil-
lance of overweight and obesity and their related 
risk factors among children of 6-10 years47. In 
the PreveDi study, a pilot before/after preventive 
trial aimed at the evaluation of the impact of a 
brief lifestyle intervention on changes in MetS 

risk factors, conducted in the centre of Italy, the 
participants received a booklet illustrating gen-
eral recommendations for MetS. During the 
6-months follow-up period, participants were 
invited (by brochures and text messaging on 
cellular phones) to attend five conferences, five 
cooking classes, and twelve physical activity 
sessions. The results showed that at baseline, 
MetS was observed approximately in 52.2% of 
the PreveDi population, the MetS prevalence 
decreased, suggesting that MetS can be prevent-
ed and/or treated by simple and sustainable 
methods48. Another Italian research, with the 
aim to prevent obesity and METs, has acted on 
risk factors promoting the adoption of healthy 
lifestyles. A motivational path was proposed 
using weekly meetings with doctors, psycholo-
gists, dietitian, sport physician, to increase 
knowledge and awareness of the problem, and to 
modify behaviors useful to reach a healthy life-
style. The follow-up conducted after three 
months demonstrated the reduction of BMI, and 
of abdominal obesity in a large part of the sam-
ple. There was observed also an improvement of 
physical activity, and a reduction of blood pres-
sure and glycemia49. In Portugal, since 2008 the 
Portuguese Weight Control Registry (PWCR) 
has been established containing data on adults 
who have been successful at loosing at least 5 
Kg and have kept it off for 1 year or more. This 
registry leds to determine associations between 
behaviors and weight loss maintainance, possi-
bly through the adoption of nutritionally bal-
anced diet and regular participation in physical 
activity50. In Spain, a great number of guidelines 
have been proposed, thus to have a homoge-
neous preventive program results difficult. In-
deed, a comparative study of the content of 18 
Spanish dietary guidelines was performed using 
the WHO Countrywide Integrated Noncommu-
nicable Disease Intervention (CINDI) pro-
gramme’s dietary guide as the gold standard. 
The results showed that not all dietary guide-
lines include the CINDI 12 steps to healthy eat-
ing and 72% ignore the recommendation for a 
“varied diet based mainly on plant foods”, 73% 
do not mention which foods should be included 
in a balanced diet, and 61% do not define fatty 
foods. The study concluded that these differenc-
es might lead individuals to develop a mistaken 
concept of what healthy eating is51. In Israel, the 
Ministry of Health has set up a Regulatory 
Committee to propose and enact nutrition policy 
legislation, in order to achieve a better food en-
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vironment. Over 1,000 people were asked, via a 
dedicated website, to express their view on what 
the Ministry should do to improve the nutrition 
environment. Nine key areas of action were iden-
tified, and some legislative steps were initiated, 
like front-of-pack labeling (labeling of packaged 
foods, with easily identifiable icons, to clearly 
indicate foods with high levels of sodium, sugar 
and saturated fats), economic measures, price 
controls, restrictions on marketing and advertis-
ing of harmful foods to children, formal nutrition 
education in all school years, nutrition promotion 
in all health settings, nutrition education for the 
public, reformulation of processed foods, more 
nutritious foods offered at workplaces, schools, 
and changes in food store layouts52. Media cam-
paigns are recognized as useful instruments to 
widespread population based-prevention pro-
grammes. For example, in 1987 in Norway a 
mass-media based health education campaign 
was launched using the only TV channel cover-
ing the whole country. Interviewed people de-
clared changes in health knowledge and be-
haviour. The results of this initiative indicated 
that this campaign has reached segments of the 
population usually difficult to reach, both due to 
the extensive coverage of the show, and to the 
emotional appeals in addition to factual informa-
tion53. In Netherlands, in 1998, a survey on Na-
tional food consumption showed that the diet was 
not in accordance with the Dutch recommenda-
tions for a healthy nutrition. For this reason, a 
National campaign was launched, which involved 
the cooperation of governmental, industrial and 
retail organisations, to disseminate nutrition in-
formation on the population54. In the same period, 
in Britain, BBC implemented the campaign 
“Fighting Fat, Fighting Fit”, using national radio 
and TV with the aim to spread messages of main-
taining healthy diet and increasing physical activ-
ity. This initiative has been evaluated by some 
researchers, who recognized the effectiveness of 
the campaign in publicizing the issue of increas-
ing prevalence of obesity and the need for life-
style change. They also suggested that different 
approaches might be needed to maximize partic-
ipation from groups most in need of lifestyle 
change55. Finally, in 2010, in Turkey, the Ministry 
of Health, considering that the individuals should 
be aware of their health, has developed the Obesi-
ty Prevention and Control Program. In particular, 
a 5-year action plan covering the years 2010-2014 
was produced. Based on this program, the “Fight-
ing Obesity Campaign” (FOC) was launched, 

adopting programs to raise awareness through 
health care organisation and the national media56. 
Some researchers57 have evaluated the efficacy of 
this media campaign on 2,038 selected people 
living in urban and rural areas, and found that 
about 30% of the participants adopted desired 
behavioral changes after exposure to the cam-
paign, demonstrating that media campaigns are 
useful to increase motivation to prevent obesity. 

Conclusions

Based on the presented Table I on obesity 
increase over the last twenty years, prevention 
programs seem to have been ineffective. Most 
likely, the effects will be observed later on. In 
this concern, it will be fundamental to contin-
ue and finance the countries of the European 
region, where those programs have been exten-
sively applied, to obtain even better results in 
terms of obesity prevention. From the comparison 
of the data on obesity over the years, a trend of 
increased prevalence has been observed in all 
countries, although many of these countries have 
adopted prevention programs and specific strat-
egies to fight obesity1. A possible explanation of 
the increase in the prevalence of obesity could 
be the poor efficacy of the proposed preven-
tion activities (i.e. monitoring, stakeholder and 
population approach, taxes, legislation, physical 
activity, etc), identified in the WHO Country pro-
files on Nutrition, Physical Activity and Obesity. 
Some of these prevention activities seem valid 
for countries like France, where labeling, moni-
toring and physical activity have been identified 
as successful strategies in the control of obesity. 
It is important to consider that many changes 
have taken place in the last years, mainly in food 
behavior. In fact food composition have changed 
towards processed foods, characterized by low 
nutritional quality and high caloric density (sweet 
and salty snacks, beverages rich on sugar and gas, 
fast foods). In addition, these processed foods are 
poor in their nutritional value, fiber, vitamins and 
minerals. People eating in this way will be at risk 
for health because of the big intake of saturated 
fats and calories. It can be observed that the harm-
ful substances in food are sometimes already 
present at the origin of the product due to changes 
in the production of raw materials (preservatives, 
additives, intensive farms, use of drugs on farms 
etc.)12,57,58. Another observation is that unhealthy 
diet and physical inactivity represent important 
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risk factors for chronic diseases, like cardiovas-
cular diseases and MetS59-61. For this reason, it is 
very important to promote physical activity, not 
only in young people, but in all ages, because 
prevention is the only way to avoid such illnesses 
that entail a heavy burden on public health sys-
tems. Nonetheless, it has to be acknowledged that 
all the strategies adopted in the various countries 
to fight obesity have shown results in the short-
term. This consideration highlights the need for 
these strategies to be implemented at length, and 
repeated to produce permanent effects on the 
individual. Only in this way the strategy can be 
successful in all the countries of the European 
region. In fact, the analysis made on countries in 
Europe has revealed that obesity represents a big 
problem for almost all populations, both those 
with high prevalence of obesity and for those with 
low prevalence. Obesity, in fact, is rising during 
years in all countries1. Furthermore, it is also 
important to consider that the efforts made with 
the prevention plans have involved intervention 
costs which, not having been effective, could lead 
in the future to the increase of the social costs 
and medico-legal consequences of this pathology 
(e.g. disability, work problems, relationship life 
problems, medical expenses, etc.). In conclusion, 
from the previous considerations and from the 
good results obtained in some countries, some 
winning strategies could be proposed. In particu-
lar it seems important to support and implement 
information, labeling, physical activity, healthy 
diet, collaboration with food industry. These pro-
grams should become life plans in all countries 
for a concrete and effective fight against obesity 
and all related diseases.
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