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West Africa is experiencing a significant nutrition transition characterized by a shift from traditional, 

nutrient-rich diets to those high in fats, sugars, and processed foods. This transformation is driven by rapid 

urbanization, globalization, income growth, and changing lifestyles. While the region continues to grapple 

with undernutrition, stunting, and micronutrient deficiencies, there is a growing prevalence of overweight, 

obesity, and diet-related non-communicable diseases (NCDs) such as hypertension, type 2 diabetes, and 

cardiovascular conditions—a phenomenon referred to as the “double burden” of malnutrition. The current 

narrative review explores the nutritional landscapes of West Africa region and their repercussions on the 

aspect of public-health. Based on peer-reviewed studies published since 2005 and until 2024, the review will 

take up the socio-economic, environmental, and cultural factors that influence the diet shift that is occurring; 

these include the increased availability of ultra-processing food commodities, reduced physical activity, and 

a corresponding drop in the daily food practices. The inpatient literature depicts the importance of policy-

level changes that would focus on nutritional education, environmental design, and frail-resiliency plans in 

regards to the trends. The impact on vulnerable groups, especially women, children, and urban poor 

populations, is emphasized, highlighting the intersection of nutrition, inequality, and health outcomes. The 

paper further assesses current policies and interventions across the region, such as school feeding programs, 

food fortification initiatives, and public health campaigns. However, fragmented efforts, limited resources, 

and weak enforcement mechanisms hinder meaningful progress. The study advocates for integrated, region-

specific strategies that prioritize both food security and healthy dietary practices. Strengthening nutrition 

surveillance, promoting sustainable agriculture, and fostering multi-sectoral collaboration are critical to 

reversing harmful dietary trends. Ultimately, addressing the nutrition transition in West Africa requires a 

coordinated public health response to safeguard the future health and productivity of its population. 
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INTRODUCTION  

1.1 Background and Global Context 

The nutrition transition concept was initially introduced by Barry Popkin in the 1990’s to capture the general dietary and physical 

activity changes that come along with social and economic development [1]. The stages of the nutrition transition, adapted from 

Popkin [1], are outlined in Table 1.  These shifts typically moves societies away from traditional diets rich in fiber, legumes, and 

complex carbohydrates, toward energy-dense, highly processed foods containing saturated fats, added sugars, and salt [1, 2]. 

Although such dietary changes may occur in relation to rising availability of food and economy, they are also highly linked to 

 

 

 

 

Center of Medicine 



Center of Medicine, Vol. 1, No. 1, Month 10, 2025, Pages 1-22 
 

2 
 

rising rates of overweight, obesity and non-communicable diseases (NCDs), particularly in low- and middle-Income Countries 

(LMICs) [2]. 

Nutrition Transition in developed countries is currently at a stage between stage four and five with increased public awareness 

and policy interventions to fight lifestyle related diseases [3]. However, most LMICs such as African countries are currently 

experiencing accelerated transitions from stage three to four, bypassing a stable nutritional-adequacy phase. West Africa presents 

a unique context for examining the nutrition transition due to its rapid urbanization and simultaneous burdens of under- and 

overnutrition, making it a bellwether for trends in other LMICs [6]. 

This rapid transition in LMICs has been fast-tracked by rapid urbanization, globalization of food markets, economic liberalization, 

as well as aggressive marketing of ultra-processed foods by multinational corporations [4]. In highly populated cities convenience 

and ultra-processed foods are often viewed as not only being cheaper, but also more easily accessible than their whole-food 

counterparts. This social vision, yet however, ignores the continuation of native, low-cost production, nutritious staple food, 

which is even now highly representative of typical local markets, including millet, maize, bean, leafy vegetables and seasonal 

fruits. Not so much the actual prices of such items, but market forces and the elimination of traditional food knowledge, emergence 

of the processed products on the grocery scene via marketing discourse, with more emphasis on convenience of preparation and 

taste preferences is what has made the processed item easy to continue purchasing at the expense of other cheaper, and healthier 

items. This consequently makes the urban poor populations at high risk of negative effects of this transition, thus leading to a 

dual burden of malnutrition in which stunting and wasting coexist with obesity and related metabolic disorders in the same 

communities, households, or even individuals [5]. 

In addition, the existing nutrition transition is closely connected to general demographic and epidemiological transitions. As 

infectious disease burdens continue to decrease and populations become older, the diet-related NCDs like hypertension, diabetes, 

and cardiovascular diseases become major causes of morbidity and mortality [6]. The currently experienced changes in nutrition, 

which are commonly known as the nutrition transition, pose challenging issues to the health systems in general and the West 

African nations, whose current healthcare-providing infrastructure is often overburdened. The clear picture of the global dynamics 

that are behind this shift is a necessity in the perceptions of its unique patterns in West Africa and an understanding that yields 

evidence-based and specific interventions. The country of Nigeria is used only as an example because of its high population, and 

ready availability of sufficiently extensive data, although the overall tendencies identified in this paper are of high relevance to 

the entire West African sub region. 

Table 1: Stages of Nutrition Transition and Their Characteristics 

Stage Characteristics Typical Diet Health Outcomes 

1. Collecting Food Pre-agricultural societies reliant 

on hunting and gathering 

High fiber, low fat, 

seasonal and natural 

foods 

Low obesity, high physical 

activity, minimal NCDs 

2. Famine Early agricultural stage with 

limited food variety and frequent 

shortages 

Starchy staples with 

minimal diversity 

Undernutrition, stunting, 

nutrient deficiencies 

3. Receding Famine Technological advances reduce 

food scarcity; diets diversify 

slowly 

Increased fruits, 

vegetables, and 

animal protein 

Decline in nutrient 

deficiencies, rise in chronic 

diseases 

4. Degenerative 

Diseases 

Abundant food, highly 

processed and calorie-dense; 

urban lifestyle dominates 

High fat, sugar, salt; 

processed foods 

Increase in obesity, diabetes, 

cardiovascular diseases 

5. Behavioral Change Health-conscious behaviors, 

policy interventions, return to 

traditional elements 

Balanced, nutrient-

rich, reduced 

processed foods 

Decrease in chronic disease 

risk, improved life 

expectancy 
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1.2 The Nutrition Transition in West Africa 

This section outlines the key stages and regional drivers of the nutrition transition in West Africa. It builds on global trends 

discussed in Section 1.1 and introduces regional dietary shifts, economic factors, and health outcomes. The nutrition transition in 

West Africa is emerging quickly, resulting from a combination of urbanization, shifts in economic contexts, globalization, and 

changes to cultural norms [7]. The native feeding patterns in the west Africa are known to be nutrient rich foods which were 

unrefined such as millet, sorghum, cassava, yams, legumes and leafy vegetables supplemented with an intake of fruits that were 

locally produced. However, during the recent decades, imported products have spread, especially in the urban areas, mainly the 

refined foods rich in calories with insufficient amounts of essential micronutrients. As documented by the United Nations Food 

and Agriculture Organization (FAO) and the Economic Community of West African States (ECOWAS), the region’s agricultural 

basket now derives a significant fraction from external suppliers; cereals represent an especially notable example, with more than 

40 % of regional consumption imported. This new diversification has broken the tradition of foodways as well as increasing 

exposure to processed foods in Western style that contributes to high prevalence of obesity and noncommunicable diseases. The 

conventional dieting style, with higher dietary fiber or complex carbohydrates and vegetable proteins, is strikingly different to 

the recent use of added sweets and saturated fat prominent in the dietary habits of the western populations [8]. However, in the 

last decades there have been significant changes in dietary habit in both urban and rural settings [7]. 

As the rate of urbanization increases in countries such as Nigeria, Ghana, Senegal, and Côte d’Ivoire, so does exposure to 

Western-style diets [9]. In urban environments, people are progressively dependent on imported energy-dense, nutrient-poor food 

like white bread, instant noodles, sugary drinks, processed meats, deep fried snacks, fast food [9]. Such foods are also generally 

cheaper and more accessible and heavily promoted, compared to conventional options, particularly among low income urban 

populations. For example, research has demonstrated steadily increasing share of calories from ultra-processed foods in West 

African cities, accounting for substantial caloric excess and poor dietary quality [7]. 

In addition, rural areas are also not exempt from these changes. Emerging trends in the transport infrastructure; the advance in 

mobile technology and rural – urban linkages have helped the penetration of processed food products in remote areas [10]. In 

addition, remittance flows and labor migration facilitate lifestyle changes emulative of urban lifestyles. For instance, young 

people who migrate to cities adjust to new eating habits that they take back to their communities. Compared with diets, physical 

activity patterns have remained downward in most jurisdictions in the world. Mechanization, the rise of sedentary occupations, 

protracted screen exposure, and a concomitant reduction in traditional agricultural labor are critical drivers of this phenomenon, 

all of which collectively lower daily energy expenditure [11]. Such parallel of high-energy nutrition and more and more sedentary 

lives is a characteristic phase of the modern nutrition transition. Despite a wide range of opportunities to engage in physical 

activities in many West African nations (i.e. Amateur sports practised within open spaces, local football games, physical 

education classes in schools as well as campaigns of fitness in parks and streets), access to it is unequal. In urban settings, the 

availability of safe and accessible recreational facilities is frequently limited, and gym memberships or structured fitness programs 

often constitute unattainable expenditures for low-income populations, costing between ₦10,000–₦30,000 (USD 7–20) monthly 

in cities such as Lagos and Accra [51]. Long commute times, overcrowding, inadequate pedestrian infrastructure, and security 

concerns likewise discourage walking and other outdoor exercise, particularly among women and children [52]. It is necessary 

to state that nutrition transition in West Africa takes place under very unique limitations, such as continuous poverty, poor health 

system, and unreliable food environment. Such as compared to the slow changes in dieting in high income countries, the West 

African countries are experiences, which are rapid in terms of change and are manifested by simultaneous persistence of under-

nutrition and appearance of over-nutrition rather than undergoing a period of nutritional adequacy first [7]. This double burden 

creates a situation where children are persistently affected by stunting and wasting, while adults increasingly suffer from obesity, 

diabetes, and hypertension. Understanding the different pathways and drivers of the nutrition transition in West Africa is 

important in developing region-specific interventions that enhance nutritional resilience and cultural integrity in the long run for 

public health [12]. 

1.3 Public Health Implications 

The nutrition transition in West Africa has led to a variance of public health challenges, specifically through the emergence of 

the “double burden of malnutrition” [13]. This phenomenon is defined as the presence of under-nutrition, such as stunting, 

wasting, and the deficiency of micronutrients, alongside over-nutrition, i.e., overweight, obesity, and their associated NCDs in 

the same population, community, household, or even a person. This complex health landscape poses a great strain on an already 

compromised health system within the region. 

Under-nutrition continues to be a significant issue in West Africa, particularly in children below the age of five years old [14]. In 

line with statistics put together by UNICEF and WHO, the countries of Niger, Mali, and Nigeria still portray some of the highest 
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incidences of malnutrition among children. In Niger, 48 % of under-fives are stunted, and 11 % are wasted; in Mali, approximately 

38 % are stunted, while 13 % are wasted (both figures refer to 2018). Nigeria’s 32 % stunting prevalence and 28.6 % underweight 

rate constitute the second-highest stunting population worldwide (both estimated values reflect 2018) [14,15]. Other micro-

nutrient insufficiencies, such as iron deficit anemia, iodine-absence goiter and cognitive retardation, and vitamin A deficit 

infection susceptibility and blind-spot, are still prevalent, and impact both mother and infant adversely. These challenges are 

usually caused by poverty, food insecurity, poor maternal nutrition, and insufficient breastfeeding practices and lack of access to 

healthcare. 

Modern testimony is revealed as far as an increasing number of overweight and obese people, especially at the urbanized 

environments, where women are more affected. This gender disparity is shaped by intersecting cultural norms, metabolic 

trajectories, and socioeconomic forces that mold dietary practices, physical activity patterns, and body image perceptions across 

numerous West African societies [16]. Recent data from the 2022 Ghana Demographic and Health Survey reveal that 50 % of 

women aged 20–49 are overweight or obese, comprising 28.2 % overweight and 22% obese significantly higher than the 13 % 

overweight reported in 1993 [16]. The national health survey of 2020 conducted in Nigeria indicates that 20.3 % of all adults 

aged 15 and above in the country were found to be overweight and 11.6 % were obese where women had 25.5 % of overweight 

and 19.8 % were obese and men with 25.2 % overweight and 12.9 % were obese. These trends are supported by a rapid increase 

in diet-related NCDs such as hypertension, cardiovascular diseases, type 2 diabetes, and hormone-related cancers [6]. The 

economic implications on the treatment of chronic NCDs are quite burdensome. A recent study in one of the tertiary hospitals in 

Nigeria indicated that the direct medical cost of patients with both diabetes and hypertension was about US$37, each month and 

their indirect cost was US$4.6; this was way above the 25 % of their disposable income. At the national level, annual out-of-

pocket charges were US$398, which is about 24 per cent of annual food expenditure. Moreover, the estimated total economic 

burden of diabetes in Sub-Saharan Africa is about US$4 billion annually with hypertension contributing a similar burden of 

US$3.7 trillion in the low- and the middle-income economies. WHO-AFRO statistics show that 0.594 Int US dollars (594/1000) 

are the mean economic costs of NCD per case in Nigeria, and productivity losses per DALY are about Int US dollars 6340. 

It is also highly concerning that NCDs are no longer the disease of the wealthy; now they unfairly impact low-income groups 

who often have poor access to high-quality healthcare, healthy diets, and prevention services, further increasing the existing 

health disparities. Urban populations, once plagued by food insecurity, are now experiencing a surge in obesity rates due to a 

shift towards consuming affordable, high-calorie foods and a decline in physical activity [9]. This condition reflects the “urban 

poor paradox”, where poverty and overnutrition intersect resulting from change in food environments and sedentary living. 

Another important issue is the intergenerational cycle of malnutrition. Mothers who receive insufficient nutrition have a higher 

probability of bearing low birth weight children, who are themselves susceptible to under nutrition and obesity later in life [17]. 

This cycle worsens the health inequalities and long-term development and economic challenges. 

1.4 Socioeconomic and Cultural Drivers 

The nutrition transition in West Africa cannot be adequately explained without taking into account the larger socioeconomic and 

cultural transformation of the region. These shifts, embedded in the processes of globalization, urbanization, income shift, 

changing gender roles and developing social aspirations, have all together impacted food systems, dietary patterns and health 

behaviors in deep ways [18]. 

Urbanization emerges as one of the most important drivers of dietary change. Moving to cities in search of economic 

opportunities, rural populations become more and more subjected to modern food environments that include supermarkets, fast-

food outlets, street vendors, and convenience stores. These urban foodscapes typically favor those shelf-stable, ultra-processed 

items over fresh, local offerings because of cost, convenience, and advertising [19]. Living in towns and cities also means time 

pressures and changes of lifestyle that prioritize convenience over nutritional value, especially among the working class. 

Economic growth and increased household incomes have also led to changed consumption patterns. When populations increase 

in the middle class, there is a discernible change from subsistence level eating to aspirational consumption of meat, sugar 

sweetened drinks, fried foods, and packaged snacks. These choices in the diet are not only utilitarian but symbolic: the index of 

modernity, affluence, and upward mobility [20]. In many contexts, traditional foods are considered old fashioned or for the poor 

further crowding out traditional diets with western style diets. 

Food choices and behaviours are also determined by cultural views on body image and health. In many West African cultures, a 

plump body is a symbol of beauty, fertility, prosperity and social status; especially among women [21]. While this cultural ideal 

is very much ingrained, it may unintentionally normalize being overweight and obese, while lessening the perceived urgency of 

diet change and muddling public health messaging on weight control. Gender dynamics are also very important. While women’s 
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health is directly affected, their central role in family food choices means gendered impacts extend to entire households [22]. 

Women, the main caregivers and food preparers, play an important role in household dietary patterns. Lack of access to nutrition 

education and economic empowerment might limit their capacity to make healthier choices. 

These trends have been intensified with the effects of globalization and aggressive marketing of food. Large companies tend to 

target African markets with high-calorie food ,branded products, using advertising that glamorizes Western lifestyles [23]. These 

campaigns are especially influential among youth, who often equate global brands with prestige and modernity. 

1.5 Methodology and Literature Selection 

The aim of the review was to clarify the trend of nutrition transition, its related impacts on public health, and relevant policy 

responses in West Africa with the help of literature published in 2005-2024 and evaluated by peer review. The timeframe selected 

is supposed to encompass 20 years of vibrant statistics not only in the world but also in region-related nutritional progress. The 

PubMed, Scopus, and Google Scholar databases were searched using the keywords nutrition transition, West Africa, non-

communicable diseases, and public health, and micronutrient deficiency. The selection of articles took place grounded on its 

relevancy,geographical orientation and whether it contains quantitative/policy oriented text. The search initially returned 125 

articles and after abstracts reviewing, access to full-text articles and compatibility with the theme of the study, 78 articles were 

used. 

Aim and Objectives 

In order to investigate the effects of nutrition transition on public health in West Africa, this review looks into a number of factors, 

including globalization and urbanization, the dual burden of malnutrition, cultural, social, and economic factors that influence 

diet, health risks, and evidence-based solutions. 

 

Fig. 1 : Studies about Nutrition Transition. 

2. IMPACT OF THE NUTRITION TRANSITION ON PUBLIC HEALTH IN WEST AFRICA 

2.1 The Dual Burden of Malnutrition 

The concept of the dual burden of malnutrition indicates the coexistence of both undernutrition and overnutrition among the same 

population, household, or even individual [24]. In West Africa, this phenomenon has taken its toll as a major public health 

problem amidst a context of nutrition transition evolution. The double burden of malnutrition includes both undernutrition 
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(stunting, wasting, and micronutrient deficiencies) and overnutrition (overweight or obesity and related non-communicable 

diseases (NCDs)) [25]. Dietary shifts in Nigeria, illustrated in Table 2, exemplify broader trends across the region. 

Under-nutrition and Its Consequences 

Undernutrition continues to be a key issue in West Africa especially for children under five years and it is a significant cause of 

high mortality rates and morbidity in the region [14].  Stunting or low height-for-age is one of the most prevalent undernutrition 

conditions in the region [26]. Between 2 to 3 out of every 10 children are stunted with an overall percentage of 30%, according 

to the World Health Organization (WHO), a statistic that suggests the chronic nature of nutritional weakness during critical 

periods of growth and development. 

Stunting is linked with various long-term effects, such as poor cognitive development, decreased academic performance and 

limited productivity during adulthood [26]. Children who are stunted have weakened immune responses, hence becoming more 

susceptible to infections and are at increased risk of developing chronic diseases such as obesity and cardiovascular diseases later 

in life. In addition, the problem of wasting, identified as low weight-for-height, persists, and it is of particular concern in the 

regions that are faced with food insecurity, climate shocks, and conflicts [27]. Low weight-for-height, a sign of acute malnutrition, 

increases the likelihood of infectious disease-related mortality and worsens the region's overall illness burden.  Stunting, on the 

other hand, is a sign of chronic malnutrition and is characterized by low height for age. It is linked to long-term consequences 

like poor academic performance, delayed cognitive development, and decreased adult economic production. Micronutrient 

deficiencies are also common, especially a lack of iron, vitamin A, and iodine. Iron deficiency causes anaemia and that by itself 

affects maternal health, fetal development, and physical and cognitive growth of children [28]. Deficiency in Vitamin A causes 

night blindness and therefore increases chance of maternal and child mortality, deficiency in iodine on the other hand leads to 

goiter and developmental delays, and Intellectual disabilities [29]. In a number of West African countries, which have food 

fortification programs, existing undernourishment has failed to be eliminated. The ECOWAS member states have established 

obligatory fortification of staple foods like vegetable oil, wheat flour and salt. Nigeria, for example, recorded a marked increase 

in iron-fortified wheat flour coverage, with levels rising from 54 % in 2017 to 92 % by 2020, thereby reaching an additional 73.5 

million individuals [22]. At the same time, the 95 % of salt iodization has been covered, and 96 % of the population has been 

reached teaches cooking oil fortification. Nevertheless, almost 50 % of West African women aged 15–49 continue to experience 

anemia, and 15 % of children are born with low birthweight, demonstrating that micronutrient deficiencies still compromise 

health and development [22]. European/North American countries have instead implemented very strong regulatory/fiscal/public-

health measures to reduce obesity and non-communicable diseases, and this has allowed certain sub-groups to keep obesity rates 

at the same level, or even to drop. The convergent path of West Africa, which is characterized by the reduction in nutrition 

transition alongside high levels of undernutrition, provides a more complicated version of the developed regions. 

Over-nutrition and Its Risks 

At the same time, overnutrition is becoming a growing concern, especially in cities, where diets are changing towards energy-

dense, nutrient-poor foods [30]. Overnutrition, which results from an imbalance between caloric intake and energy expenditure, 

leads to overweight and obesity. This condition is a major contributor to several non-communicable diseases (NCDs), including 

type 2 diabetes, hypertension, cardiovascular diseases, and some cancers. This trend is noticeable in certain countries: 

consumption of instant noodles and sugary drinks has sharply increased in Nigeria, according to supermarket and street food data 

[23], snack and fizzy drink consumption is increasing in Ghana, particularly among school-age youth [24], and up to half of 

weekly food items in Mali, Nigeria, and Senegal now consist of processed and ultra-processed products, which clearly deviates 

from traditional, nutrient-rich diets [25].  

Studies show that the number of obese people is increasing especially among urban women, and this contributes to diet-related 

NCDs rising. For instance, in Ghana, incidences of obesity has more than doubled over the past two decades, with ∼40% of adult 

women now being obese or overweight [31]. In Nigeria, the trend of obesity is of specific concern when the number of rural and 

urban dwellers now faced with a double burden experiencing undernutrition during childhood and obesity in adulthood [32]. This 

overlap makes public health efforts very complicated since both extremes of malnutrition have to be conquered at the same time. 

The increasing incidence of NCDs due to overnutrition is putting a major economic strain on healthcare systems and society [25]. 

The cost of treating chronic illnesses including diabetes and hypertension continues to rise and the costs of these conditions in 

the long run include early death, loss of productivity and healthcare expenditure. Health systems in a number of West African 

nations, including Nigeria, Ghana, Senegal, Mali, and Sierra Leone, are still based on infectious diseases, which limits their ability 

to handle noncommunicable diseases.  Primary healthcare facilities frequently lack the necessary supplies, diagnostic equipment, 

and skilled personnel to adequately treat chronic non-communicable diseases [33].  



Center of Medicine, Vol. 1, No. 1, Month 10, 2025, Pages 1-22 
 

7 
 

 

 

Table 2: Changes in Dietary Patterns – Traditional vs. Modern Diets in Nigeria 

Dietary Aspect Traditional Nigerian Diet Modern/Westernized Nigerian Diet 

Carbohydrates Yam, cassava, millet, plantain White bread, pasta, pastries, refined sugar 

Proteins Beans, lentils, fish, goat meat Processed meat, sausages, fried chicken 

Fats and Oils Palm oil, groundnut oil (used in 

moderation) 

Margarine, deep-fried fast foods, vegetable 

oils 

Fruits/Vegetables Seasonal, fresh, locally grown produce Low intake, reliance on canned or fast-food 

substitutes 

Eating Habits Home-cooked, communal meals, low 

frequency of snacking 

Frequent snacking, fast food culture, 

sedentary lifestyle 

 

The relationships between under-nutrition and over-nutrition. 

Over-nutrition and under-nutrition coexistence in West Africa is not bounded to a statistical anomaly but unveils three-legged 

structural inequalities namely; poverty, food insecurity, and lack of quality of health services. Such reciprocal issues establish the 

environment where low-income households are forced to consume mainly of foods of poor nutritional quality that is cheap in 

price and has high energy density, with insufficient exposure to health resources and nutrition-related education, and safe 

conditions that encourage participation in regular physical activities. As a result, societies are faced with the dilemma of being 

undernourished especially in children and simultaneously increasing prevalence of overweight and obesity among adults. Urban 

and rural populations in West Africa have problems with food insecurity and poverty in their health profiles. In the Republic of 

Mali, part of the population (18 % of the individuals in the rural population and 13 % of those in the urban environment) is 

underweight, in contrast to that found in the Vietnamese Republic (7.5 % of urban households and 5.6 % of their rural 

counterparts). There are over 31.8 million acute food insecure people in Nigeria and in the Ibadan slums, the percent of households 

with young children who are food insecure is 93 percent as compared to 68 percent in surrounding rural locales. In rural areas in 

Burkina Faso, the level of poverty is still very high over 35 % and male and female malnutrition as well as child malnutrition are 

alarming. Poor families, especially in urban slums, may not be able to access adequate, nutritious food and may depend on 

inexpensive, highly processed foods of low nutritional worth and high energy density. At the same time, these households can 

experience difficulties gaining access to health services, nutrition education, and safe places for physical activity, which can lead 

to undernutrition and obesity [35]. 

Moreover, the nutrition transition is usually complicated by the existence of gender roles in West Africa. Women, who are largely 

responsible for household food preparation, experience obstacles in obtaining nutritious foods because of financial difficulties, 

time shortage and lack of knowledge on healthy eating [36]. In some cases, the women might focus on the nutritional needs of 

their children or other family members but neglect their needs, leading to a higher prevalence of quiet hunger (micronutrients 

deficiencies) among adult ladies while also contributing to rising obesity in certain populations. 

Shifts From Traditional to western diet. 

The traditional staple diets of the West African people included millet, sorghum, cassava, yams, plantains, beans, and leafy-

vegetables [38]. Such foods are nutrient-dense and they offer vital vitamins, minerals and fibre. Protein sources were majorly 

legumes, nuts, seeds, and animal-based products such as fish, chicken, and small ruminants [38]. Such diets were also low in fat 

and sugar and majority of calories were obtained from carbohydrates. 

The introduction of western styles of diet (processed meats, refined grains, sugary drinks, fast food, and snacks) has brought 

about increased consumption of unhealthy fats, too much sugar, and added salt [39]. The availability and affordability of 

processed foods, which are aggressively marketed to urban populations, are the main factors for these dietary shifts. These foods 

have become attractive due to convenience and ease of preparation particularly in towns where lack of time coupled with busy 

lifestyles, and changing work patterns make it difficult for preparation of traditional meals [39]. 
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The rising trend of fast-food outlets, supermarkets and street vendors have increased the availability and access of these processed 

foods. With the increasing number of people living in urban areas, the traditional sources of foods are often replaced by these 

new food environments [40]. Research conducted on urban centers in Lagos, Accra and Dakar has been revealing a significant 

increase in the consumption of highly energy- but low nutrition dense foods by both adults and children. This shift in diet has 

also been associated with increased rate of obesity, Diabetes, hypertension and other NCDs, induced by diet. 

2.2 Dietary Transitions and Their Health Impacts in West Africa 

The shift from more traditional forms of diet to more Western, highly processed diets in West Africa has grave implications on 

the health of the people [37]. As the countries in the region undergo rapid urbanization, globalization and socioeconomic changes, 

the dietary change has caused significant impact on public health. Although traditional diets in West Africa are generally high in 

plants, whole grains, and locally grown veggies, the increased intake of processed energy-dense foods (high in fats, sugars, and 

salts) has brought a range of health issues [37]. 

Micronutrients Deficiencies and Their Implication to Health 

Together with the growing intake of processed food, a micronutrient deficiency emerges as a key public health challenge in West 

Africa [41]. Even with processed, packaged foods available, many of these products lack the essential vitamins and minerals. 

This leads to mass hidden hunger, which is a malnutrition in which people might have an appropriate number of calories consumed 

but do not consume enough micronutrients. 

Iron deficiency causing anaemia is also among the common micronutrient deficiencies in the region affecting both women and 

children [28]. Anaemia may lead to fatigue, reduced immunity and impaired cognitive and physical development of children. Just 

the same, there is vitamin A deficiency, which is a major problem especially for children below five years, causing night blindness 

and making children prone to infections and even death [29]. The consumption of low micronutrient value processed foods 

worsens these deficits. 

Another common problem in various regions of West Africa is the iodine deficiency, leading to goiter and cognitive impairments, 

in spite of worldwide efforts for increasing the level of iodization of salt [29]. Zinc deficiency, which leads to immune 

dysfunction, and increased susceptibility to infections is common, particularly among children and pregnant women. The 

increased dependence on highly processed foods that have minimal nutritional value exacerbates the rates of these deficiencies. 

Impact on Non-Communicable Diseases (NCDs) 

The health consequences of such dietary shifts are far-reaching and with the trend increasing, the burden of non-communicable 

diseases (NCDs), like obesity, type 2 diabetes, hypertension, cardiovascular diseases, and even cancers, is on the rise. [42]. About 

6.2% of individuals in West African cities have type 2 diabetes, which is more than twice as common as the 2.5% prevalence in 

rural settings [29].  In Senegal, 9.7% of workers in the private sector had diabetes and 24.1% had hypertension [30].  In Nigeria, 

between 8% to 22% of adults are obese, while 30% of adults nationwide suffer from hypertension, with greater rates found in 

urban areas [31][32].  Furthermore, 43% of adults in the region had hypertension, with greater rates found in metropolitan areas 

[33]. These sicknesses, which at one time used to be known to be rare in the region are now among the major causes of death and 

disability. 

Recent evidence indicates that a migration from low-calorie, traditional eating patterns toward high-calorie regimens enriched 

with fats and sugars has contributed to the escalating prevalence of overweight and obesity across West Africa [43]. In Ghana, 

the proportion of overweight and obese adult women rose from 13 % in 1993 to nearly 40 % by 2014 [31]. A 2020 national 

survey in Nigeria reported that 28.9 % of adult women were overweight or obese [32]. In Senegal urban obesity rates among 

women have steadily risen, reaching over 23 % in recent years [33]. Such trends highlight the increasing burden of over nutrition 

especially on the urban population. A 2024 meta-analysis of 31 studies (n = 48,809) found that high salt intake increased 

hypertension odds by 25 %, while junk-foods elevated risk by 41 %, compared to low consumers [34]. Urban Nigerians average 

5.8 g/day of salt, exceeding WHO recommendations and face higher hypertension rates due to processed foods, bread, and 

condiments [35]. Additionally, excessive dietary fats and red-meat consumption in the region were associated with 76 % and 51 

% increased odds of hypertension, respectively [34]. With more people becoming affected by these chronic diseases, pressures 

on the healthcare systems of these regions are mounting, especially where resources are scarce. 

Long-Term Health consequences  
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The long-term effects of these dietary changes are concerning. West Africa faces a future marked by increasing incidence of 

chronic morbidities linked to malnutrition [45]. Such diseases are mostly preventable by changing their diet but eating of 

processed foods and the sedentary way of life are major impediments. 

Economically disadvantaged groups in West Africa bear a disproportionate share of the burden of NCDs, which exacerbates 

cycles of poverty and ill health [46].  Families are forced to take money away from basic necessities like food, housing, and 

education in order to pay for the management of chronic illnesses, which exacerbates socioeconomic vulnerabilities.  

Furthermore, there are significant economic ramifications to the nutrition change.  NCDs undermine economic development and 

productivity by lowering workforce participation through disease, incapacity, and early death.  The region's already meager public 

health funds are under unsustainable strain due to the growing expenses of treatment. 

2.3 Interventions and Policy Responses 

In the context of the nutrition transition, which is gaining pace in West Africa, there is an increasing need for effective 

interventions and policy responses to manage the increasing burden of nutrition-related diseases [47]. Governments, health 

organizations, and community groups must work together to create and initiate strategies that will help to promote better diets, 

enhance access to nutritious foods, and promote healthier lifestyles [63]. A multifaceted strategy that integrates public health 

education, regulation of the food environment, and offering the requisite improvement in the healthcare infrastructure is necessary 

to address the complex challenges associated with nutrition-related diseases in the region. 

Public Health Education and Awareness Campaigns 

Public health education is one of the most important steps in addressing the health implications of nutrition transition. Teaching 

the population about the need to have balanced and nutritious diets and also consequences of unhealthy eating habits is vital in 

creating behavioral change [64]. Public health campaigns should be aimed at different demographics such as children, parents, 

adolescents, and adults to create awareness on the dangers of the overconsumption of processed foods, sugary drinks, unhealthy 

fats amongst them. 

School-based nutrition education programs have been found to be very efficient in propagating healthy eating habits among the 

young people [65]. Such programs can educate children about the nutritional value of traditional foodstuff, the need to eat a 

variety of fruits, vegetables, and dangers of overindulging on junk foods and sweets. In several areas across West Africa, schools 

are used as the point of contact through which information reaches large numbers of the population thus making them an ideal 

location for nutrition education [66]. For example, school feeding programs that provide balanced meals to students can also 

include nutrition education, helping children learn about healthy eating habits. 

Community-based measures also have an essential contribution to promoting behavior change especially in low-income and rural 

settings [67]. Community health workers and local leaders can play a crucial role in promoting nutrition education among the 

people. Such programs can target breastfeeding, appropriate complementary feeding practices, and healthy cooking practices. 

Furthermore, community-oriented nutrition counseling can be provided for families facing malnutrition or prone to diet-related 

ailments, so that realistic measures can be taken to improve their nutrition according to their particular socio-economic situations 

[67]. 

Regulation of the Food Environment 

The West African food environment is crucial in determining dietary patterns. With increasing adoption of the Western-style 

diets, availability of processed foods, sugary drinks, and fast food has risen dramatically, especially in cities [39]. To counter 

adverse health effects of these foods, the governments can control food environment through policies that encourage healthier 

food choices and restrict advertisements on unhealthy foods. 

One successful way of regulation is nutritional labeling, which can be helpful to the consumers in making a choice of purchase 

on their foods [68]. Concise, easy-to-read labels that accentuate important nutritional aspects e.g., calorie content, levels of sugar, 

fat content, and sodium can enable consumers to make better choices [69]. In several high-income nations, the implementation 

of traffic light labeling systems—which designate goods as green (healthy), amber (moderate), or red (unhealthy)—has improved 

customer choices.  Its efficacy is not certain in all contexts, though, especially in areas with poor literacy rates, little nutrition 

education, and lax enforcement of regulations.  To guarantee that labeling is both visible and meaningful to consumers in West 

Africa, effective adaptation would include public awareness efforts, culturally appropriate messaging, and cooperation with food 

producers and retailers [53]. Another essential intervention is the limitation of marketing of unhealthy foods, especially to 

children. In various countries, the marketing tactics greatly target the youth-promoting sugary snacks and beverages, which may 
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impact their likes in food and eating habits [70]. Governments can implement policies that restrict or regulate advertisements on 

unhealthy foods especially through television, social media and schools. Although numerous nations, like the UK, Chile, and 

South Korea, have banned junk food advertisements to children, with some reports of effectiveness in lowering the amount of 

unhealthy food marketing that children are exposed to, the system has not always worked.  Children are still exposed to internet 

advertising through unregulated sites in many places where control is still lax.  Potential advantages may be investigated in the 

West African environment, but in order to overcome enforcement obstacles and media saturation, any such intervention would 

need strong regulatory frameworks, media monitoring, and public-private collaboration [54]. 

Promotion of Traditional Foods and Local Agriculture 

Promoting indigenous locally produced foods is an important prevention strategy for both undernutrition and overnutrition in 

West Africa [71]. Certain traditional diets, which are typically nutrient-rich and varied, can be adopted as healthy options for 

foods that have been processed. Speaking of the power of collectivity, various governmental, NGO, and community organizations 

could work together on enhancing the visibility and appeal of local foods via public awareness campaigns and local marketing 

initiatives. For instance, initiatives may focus on the health advantages of fermented foods, whole grains, and legumes – staples 

of most West African diets [38]. 

Encouraging the agriculture at a local level is also crucial to ensure better diets. As smallholder farmers are essential for food 

production in the West Africa region, they should receive tools and resources to produce a diverse range of nutrient-rich foods. 

Agricultural policies that promote sustainable agriculture, facilitate access to quality seeds, fertilizers and irrigation systems can 

support food security and availability of nutritious foods in the local markets [72]. Furthermore, the agro-processing programs 

that promote the processing and preservation of local foods in a way that does not alter its nutritional value can also generate new 

economic opportunities and promote public health. In addition, the government should support urban farming and community 

gardens, which can make fresh, cheap, and nutritious food accessible to urban populations, and promote community-based food 

production [73]. Such initiatives can also be used to teach people on healthy food choice and the need to adopt sustainable diets. 

Healthcare System Strengthening and Integrated Nutrition Services 

In order to respond to the growing trend of nutrition-related diseases, healthcare systems in West Africa need to be improved to 

deliver complete, integrated nutrition services [74]. This entails increasing access to primary healthcare services that are directed 

towards prevention and cure of nutrition related diseases. Health facilities should be able to screen for diet related diseases like 

obesity, diabetes and hypertension and offer management and treatment previsions to those affected. 

Nutrition counselling and support training health workers is crucial towards improving outcomes. Family physicians, nurses and 

nutritionists should undergo training to check the nutritional status of patients, advise them on healthy food choices [75]. 

Furthermore, the integration of nutrition can help in combating malnutrition and promote early childhood development in 

maternal and child health programs. 

Universal coverage of health policies is also essential in ensuring that individuals have access to required healthcare services to 

manage nutrition-related diseases. Governments should be able to subsidize the cost of treatment for such conditions as diabetes 

and hypertension, so that low-income families can access treatments [76]. 

Collaborations and Multi-Sectoral Approaches 

The nutrition transition in West Africa can only be curbed through a multi-sectoral approach that incorporates all the stake holders 

such as governments, international organizations, private sector and civil society [77]. Pursuits of health and welfarism, 

agriculture, education, and finance sectors need to cooperate to generate policies that address the underlying reasons of both under 

and overnutrition. 

International organizations like the World Health Organization (WHO), World Food Program (WFP), and local authorities can 

cooperate to harmonize nutrition-related strategies to larger development aims [66]. Collaborations with private sectors can also 

be very essential especially in enhancing labeling of food and enhancing healthier food products while ensuring that healthier 

food products are affordable and accessible. 

 

3. BROADER HEALTH AND SOCIOECONOMIC CONSEQUENCES OF NUTRITION TRANSITION IN WEST 

AFRICA 

3.1 The Double Burden of Malnutrition (undernutrition and overnutrition) 
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As earlier defined, the double burden of malnutrition remains a pressing concern, particularly in urban Nigeria and Ghana [42]. 

This dual challenge has become more pronounced in West Africa as countries have become fast nutritional transition due to 

urbanization, economic development and globalization. 

Undernutrition has been the biggest nutritional issue in West African nations in the past [78]. High levels of food insecurity, 

poverty, substandard sanitation, and inadequate health services provision have sustained chronic malnutrition, particularly among 

under-five children and women of childbearing age. The Global Nutrition Report of 2022 states that stunting rates in some West 

African countries still surpass 30%, and micronutrient deficiency, such as vitamin A and iron deficiency, is common and 

associated with increased morbidity and mortality rates. 

At the same time, there has been an upsurge in cases of overweight and obesity especially in urban populations of the region. 

Adoption of cellular lifestyles, limited physical activity, and high intake of energy dense low-nutrient foods have played a major 

role in this increase of obesity. Disturbingly, this trend has extended beyond affluent populations. low- and middle-income 

households are now equally affected mostly because of the affordability and availability of ultra-processed foods [79]. 

Such a double burden presents major policy and programmatic challenges. Governments will need to allocate resources and 

design interventions that solve both ends of malnutrition without one outdoing the other [80]. For example, school feeding 

programs should aim to prevent hunger while promoting dietary diversity and long-term nutrition education to reduce future 

obesity risk. Combining nutrition-sensitive agricultural programs with public health approaches is critical to achieving food 

security as well as teaching healthy eating practices. 

The double burden of malnutrition requires a careful analysis of its social determinants [30]. Dietary behavior and health outcomes 

are all affected by poverty, education, gender inequalities and urban-rural disparities. The strategies hence have to be 

multisectoral, culturally sensitive, and inclusive such that both under- and over- nutrition are systematically addressed among all 

strata of the population [42]. 

3.2 Rising Prevalence of Non-Communicable Diseases (NCDs) 

Prolonged nutrition transition in West Africa has contributed to unnerving increase of non- communicable diseases (NCDs) such 

as cardiovascular diseases, diabetes mellitus, cancers and chronic respiratory diseases. These conditions, previously regarded as 

diseases of affluence or aging, disproportionately affect younger economically active populations in low- and middle-income 

countries (LMICs) such those present in West Africa [81]. The epidemiological transition from communicable to non-

communicable diseases is highly linked with change in dietary patterns, physical inactivity and wider socioeconomic changes. 

The practice of consuming energy dense, nutrient poor foods –high in sugars, saturated fats and sodium – is increasingly common 

in urban and peri-urban areas [82]. Combined with decreased physical activity because of sedentary work places, mechanized 

transport, and screen-based leisure, these dietary changes have contributed greatly to the increased risks of obesity, metabolic 

syndrome and hypertension. According to a review by Agyemang et al. (2020), there is an increasing disease burden from 

hypertension and diabetes in urban people of Ghana and Nigeria. For the populations, the sedentary lifestyles lead to the 

development of disease risk factors. 

What is most alarming is silent development of these conditions with undiagnosed or poorly managed cases, which are due to 

poor access to health care services, inadequate testing facilities, and the lack of public awareness [83]. In various areas across 

West Africa, health systems are still organized primarily to fight against Infectious diseases and maternal-child health problems 

with little attention to NCDs. This has created a scenario where patients keep reporting to health facilities at worst stages of 

disease which is contributing to increasing mortality and disability-adjusted life years (DALYs). 

Apart from the personal impacts on health, the impact of NCDs on the pocket of families which are affected and the national 

healthcare bills is staggering [84]. Chronic illnesses require long term management, frequent checkups, and in most cases costly 

drugs, putting an unsustainable strain on overstretched health facilities and poor homes. The economic loss caused by NCDs in 

sub-Saharan Africa is expected to be predicted by the World Health Organization (WHO).This could reach hundreds of billions 

of dollars in the coming decades if current trends continue unchecked [81]. 

Social and cultural perceptions make an already complex situation even more complicated. Obesity has a variety of cultural frame 

in the West African societies where the ailment continues to represent well-being, prosperity, beauty, and fertility particularly to 

women. In Nigeria, Ghana, and Senegal, for instance, an expanded physique is periodically interpreted as evidence that an 

individual is well-nourished, economically secure, or otherwise shielded from disease, particularly within rural or traditional 

settings [55]. This cultural construction undermines the felt cultural compulsion to deal with obesity as a challenge to public-



Center of Medicine, Vol. 1, No. 1, Month 10, 2025, Pages 1-22 
 

12 
 

health. As a result, individuals with the condition might not recognize the existence of their weight condition as an issue, whereas 

policymakers might prioritize actions to tackle other, more apparent, or established health-related conditions, including infectious 

diseases or undernutrition. Public-health communications that neglect these cultural assumptions tend to encounter resistance or 

insufficient uptake by local populations [56]. In addition, low health literacy and traditional views may ensure the inadaptability 

of dietary and lifestyle changes required for NCD prevention and control [85]. 

In line with combating the increasing burden of NCDs, integrated ways are needed fast. This entails fortifying primary healthcare 

systems for early diagnosis and intervention, increasing health education campaigns that are context-specific as well as 

introducing fiscal and regulatory measures like sugar-sweetened beverages taxes and front-of-pack nutrition labeling. 

Policymakers must also work inter-sectorally especially in agriculture, urban planning and education, to develop enabling 

environments that promote healthy choices of foods and active lifestyles [86]. 

3.3 The Socioeconomic Burden of Nutrition-Related Diseases 

The nutrition transition in West Africa, characterized as changes from traditional to Western-style diet, has contributed to an 

alarming rise of nutrition-related diseases, the forms of undernutrition or overnutrition [47]. Such diseases cause a huge weight 

on the social-economical side of the region as it also influences the sphere of economic development. This impact will be 

manifested through the increase of costs of healthcare, the decrease of workforce productivity and the overall consequences for 

the national economies [48]. With rapid urbanization and diet change in the region, the economic implication of these diseases 

has become an important consideration for policymakers, healthcare providers, as well as for communities. 

Economic Impact of NCDs (Non-Communicable Diseases) 

Non-communicable diseases (NCDs), such as obesity, type 2 diabetes, hypertension and cardio-vascular diseases, are becoming 

important community health problems in West Africa [49]. The increasing incidence of these diseases is a significant economic 

burden to the individuals and as well the society. The care and management of NCDs are costly, and with the fast-growing number 

of persons affected by the diseases, the resulting pressure is piling onto already under-pressure healthcare systems in the region 

[50]. 

The cost of healthcare for NCDs includes direct (hospital admission, consultations and drugs) and indirect (missing work and 

effects on the economy). In most West African countries, there is inadequate healthcare systems to meet the long-term needs of 

the people who suffer from chronic illnesses [51]. Lack of specialised healthcare professionals and access to limited advanced 

medical treatment spells out the challenge for providing appropriate management of these conditions. 

Furthermore, the majority of those with NCDs cannot work due to their health condition (loss of income and productivity) [52]. 

It does not only bear the impact on individuals and the families but has further implication at the national economy levels. In 

countries with a high prevalence of obesity and diabetes, expenditures towards the treatment of these diseases account for a 

massive proportion of the public health cost. For example, in Nigeria, the cost of treating diabetes has been estimated to be several 

times higher than the cost of treating infectious diseases which are obvious burdens of NCD’s placed on the healthcare system 

[51]. 

 Impact of Malnutrition on Productivity 

Both undernutrition and overnutrition are forms of malnutrition that disproportionately affect vulnerable groups in West Africa 

particularly in low-income rural communities and urban slums [53]. These nutritional imbalances reduce physical capacity, 

increase illness-related absenteeism, and lower productivity, especially among women, children, and the working-age population 

in countries like Nigeria, Mali, and Burkina Faso [36, 37, 38]. Chronic undernutrition, with particular emphasis on children, has 

strategic effects on the labor force. Children who experience stunting and wasting in their early stages of life are more likely to 

develop cognitive and physical delays that could contribute to poor performance in school and poverty in terms of jobs in later 

years of life. Stunted children have few prospects of becoming what they can be and, therefore, have no chance of making positive 

contributions to the economy as adults [54]. 

These nutritional deficits are usually greater in low-income communities where access to a variety of nutritious foods is limited. 

The subsequent poor health outcomes can further become self-perpetuating avenues leading to cycles of poverty in that people 

cannot achieve their full economic potential because they are not well nourished during their crucial periods of growth and 

development [55]. Studies show iron-deficiency anemia reduces adult productivity by up to 20%, while childhood stunting can 

result in 22% lower adult income [55]. 
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Obesity and associated NCDs cause absenteeism at work because of ill health and early retirement arising from disability or death 

[56]. The workers who are obese in nature and suffer from its associated afflictions are likely to be less productive and demand 

more regular medical interventions, increasing the costs to the employer and the national economy [57]. 

Healthcare Costs and Burden on the Health System 

The rising prevalence of nutrition-related NCDs places a significant strain on healthcare systems in West Africa. In many 

countries, health budgets are limited, and resources are primarily allocated to combatting infectious diseases, such as malaria, 

HIV/AIDS, and tuberculosis, which have historically been the main health threats in the region. According to WHO (2022), 

treating NCDs in low-resource countries consumes 25–40% of annual health budgets [58]. However, the increasing burden of 

NCDs necessitates a shift in focus and resource allocation. The effective management of NCDs demands sustained care, 

specialized treatment, and significant investment in healthcare infrastructure including medical equipment, trained personnel, 

essential medicines, and robust public health campaigns. The treatment costs of NCDs are frequently shouldered 

disproportionately by the individual and the family, particularly in countries that are unable to provide universal healthcare [59].  

For instance, in Nigeria, approximately 80–90% of healthcare spending is financed through out‑of‑pocket payments, only about 

17–19% of the population has health insurance forcing many citizens to bear medical costs themselves and sustaining a heavy 

financial burden on households [52]. In addition to the direct costs there are heavy indirect costs including the economic burden 

of premature deaths and the disability due to NCDs. Families affected by such diseases might experience catastrophic costs 

associated with treatment, resulting in rising poverty levels especially in low income households [60]. 

Additionally, the burden of malnutrition on the healthcare remains not just for the NCDs, but also includes expenses to address 

infectious diseases, as those that are undernourished are prone to infections [25]. The relationships between malnutrition and 

infectious diseases form a vicious circle as malnutrition worsens the effects and prolongs the infections, increasing the healthcare 

costs and extending the recovery periods. This cycle makes healthcare systems, which are already underfunded and overwhelmed, 

even more stressed. 

Social Inequalities and Access to Healthcare 

Social inequalities also influence the socioeconomic impact of nutrition-related illnesses. High levels of disparities in wealth and 

unequal access to healthcare in many West African countries worsen the impact of malnutrition and chronic diseases [53] Richer 

individuals are better able to afford nutritious food, healthcare services, and health education to mitigate the adverse health 

outcomes of undernutrition as well as overnutrition. In turn, low-income households lack access to nutritious, affordable foods 

and end up relying on cheap, calorie-dense processed foods, which lead to obesity and other illnesses [61]. 

Food insecurity is especially high among the rural populations who are less likely to have access to healthcare facilities. 

Furthermore, the absence of infrastructure (such as reliable transportation and communication networks) makes it further 

challenging to access health services [62]. Though urban areas are better provided with healthcare facilities, there is also a great 

disparity in healthcare access in urban areas, with otherwise marginalized groups – including migrant populations, and low 

income workers – left behind, in terms of health outcomes. 

3.4 Influence on maternal and child health 

The nutrition transition in West Africa has far reaching consequences for maternal and child health, since the two populations 

(maternal and child) are highly vulnerable and their nutritional status directly determines generational health outcomes [87]. Both 

undernutrition and overnutrition have increased as a result of the switch from traditional, nutrient-dense meals to high-energy, 

processed foods that are frequently deficient in vital micronutrients.  This tendency is especially noticeable in young children, 

pregnant women, and adolescent girls, and it causes a complicated array of health issues in these susceptible populations. 

Maternal malnutrition, has grown more widespread in urban and peri-urban settings throughout West Africa [88]. Underweight 

pregnant women have an increased likelihood of giving birth to low birthweight (LBW) infants who are likely to have stunted 

growth and a weakened immunity, and are at high risk of infections. On the other hand, overweight and obese mothers are at 

increased risk of gestational diabetes, hypertensive disorders, and birth complications (e.g., higher rates of cesarean delivery). 

Furthermore, the excessive weight gain during pregnancy correlates with the large-for-gestational-age new-borns that are at 

higher risk of childhood obesity and abnormal metabolism in adult age. 

The first 1000 days from conception to a child's second birthday are especially crucial period for determining long term health. 

Inadequate maternal nutrition during pregnancy and lactation can result in fetal growth restriction, poor brain development, and 

poor immune function [89]. Moreover, the high level of the consumption of nutrient-poor complementary foods for infants 
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(especially in the urban), continues to lead to malnutrition in early childhood especially stunting and overweight. This dual burden 

can be seen in many West African countries, where children are chronically under nourished and they are also exposed to high 

calorie but low nutrient foods. 

The nutrition transition has also affected the breastfeeding practices [90]. Although exclusive breastfeeding is still the most 

recommended and affordable form of infant nutrition, its practice has been gradually decreasing in certain urbanized settings 

because of extensive marketing of infant formula, increasing maternal employment without supporting work environments, and 

misconceptions about the benefits of breast milk [90]. Inadequate breastfeeding is linked to high risks of infant death and 

infections and long-term health problems, including obesity, and type 2 diabetes. 

Intergenerational cycle of malnutrition is another great issue. Malnourished adolescent girls are likely to become malnourished 

mothers, thus contributing to the cycle of poor birth outcomes and underdevelopment, and risk of chronic disease. In a West 

African country where adolescent pregnancy is still a common phenomenon and health services are not always available, 

interrupting this cycle is particularly difficult. 

Besides physiological outcomes, maternal and child health is also influenced by broader determinants (such as education, income, 

access to healthcare and food security) [91]. Women who have little educational achievement and come from low socioeconomic 

status are more likely to have unbalanced diet, there is low access to prenatal care and they experience environments that do not 

support healthy life styles. Poor healthcare structure of our society especially the rural and underserved areas compounds the 

disparity of maternal and child nutritional outcomes. 

Targeted interventions are needed in order to address these challenges. This involves; instituting nutrition-sensitive antenatal care 

services, enhancing optimal breastfeeding and complementary feeding approaches and increasing access to fortified foods and 

micronutrient supplements for both the mothers and children. Community based public health initiatives that can educate the 

populations about the need for maternal and child nutrition, as well as policies that provide for maternity leave and workplace 

breastfeeding facilities can achieve considerable change [92]. 

3.5 Healthcare Systems and Economic Burden 

The nutrition transition in West Africa has not only changed taste and health outcomes but has added significant pressure onto 

overburdened healthcare systems and national economies [79]. The increasing burden of diet-related non-communicable diseases 

(NCDs) in addition to long-standing issues of undernutrition, has revealed the underlying weaknesses in healthcare delivery, 

financing and workforce capacity for the regions. The subsequent dual burden of disease is highly inappropriate for healthcare 

infrastructure, public health systems, and household budgets. 

Health systems in West African countries have been historically focused in containing infectious diseases, maternal and child 

public health threats and public health emergencies [45]. Consequently, they are not prepared to address the growing burden of 

chronic conditions including hypertension; diabetes; cardiovascular diseases and cancers, all which require long term care, 

monitoring, and management by different specialists. Nearly all primary care centers are deficient in key diagnostic equipment 

and drugs as well as adequately trained manpower to adequately handle NCDs, especially in rural regions where specialized 

services are practically inaccessible. 

This shortcoming in healthcare systems has far reaching consequences regarding early detection and management of nutrition- 

related disease [93]. A large number of the people living with NCDs are never diagnosed until they suffer complications, which 

lead to hospitalization, disabilities, and premature death. The undernutrition continues to require attention, especially among 

children and women at low-income communities. This means that healthcare providers are usually entangled in reactive cycle as 

they attend to crises at the expense of preventive care and chronic disease management. 

The nutrition transition also has a significant financial cost. At the national level, governmental bodies experience a rise in 

healthcare cost on acute and chronic care of the disease. In many West African countries with small healthcare budgets, monies 

devoted to treating diet-related illnesses deplete available resources for other public health programs [94]. The World Bank–

aligned WHO report projects that by 2030, the economic burden of NCDs in sub-Saharan Africa stemming from lost productivity, 

mounting medical costs, and premature mortality could surpass Int$1.1 trillion per year [61]. 

At a household level, the cost of living with chronic illnesses is devastating. Without universal health coverage, social protection 

schemes, families often rely on cash payments for consultations, medications, laboratory tests and hospitalizations. This cost of 

care can cause catastrophic health expenditure aggravating the poor further [53]. This situation is especially dire for low-income 

families who have to decide whether to pay for healthcare or satisfy basic needs like food, housing or education. 
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Further, the disease burden is exacerbated where there is a decline in workforce productivity resulting from diet-related illness 

and disability [56, 95]. Affected workers with NCDs themselves may suffer a loss of labor capacity, or forced early retirement; 

and caretakers, usually women, take time and resources away from their own pursuits to tend to sick relatives. Its ramifications 

extend to national economic growth, especially in countries where agriculture and the informal market within which agriculture 

plays a major role drive the economy. West African nations continue to rely significantly on out-of-pocket payments and 

underfunded primary care, in contrast to nations like the United Kingdom and Canada, where NCDs account for almost 80% of 

total health spending and are controlled through well-structured primary care and universal coverage. This discrepancy 

emphasizes how urgently LMIC systems need to be strengthened [45, 79]. 

4. POLICY RESPONSES AND COMMUNITY-BASED INTERVENTIONS 

The complex nature of the nutrition transition in West Africa demands complex responses. Public health interventions should be 

integrated in national frameworks that are practical and driven by community-initiated efforts. This section analyzes the variety 

of responses at both the policy and grassroots initiative taken to alleviate negative effects of dietary shifts and enhance nutritional 

outcomes. Although things have improved, systemic issues still exist—inadequate funding, non-integrated implementation, and 

minimal data to inform decisions. 

4.1 National Policy Frameworks and Strategic Plans 

To the rising prevalence of undernutrition and NCDs of dietary origin, some West African countries have adopted national 

nutrition policies, as well as multisectoral strategic frameworks [96]. These policy documents corresponding in most cases with 

global goals such as the sustainable development goals (SDGs), are geared towards enhancing food security improvement, dietary 

diversification, and provision of the essential health and nutrition services. 

An example is Nigeria’s National Policy on Food and Nutrition and its Strategic Plan of Action (2016–2020) which highlight 

government’s intent on battling malnutrition by using the multisectoral approach. The plan prioritizes food fortification, maternal 

and child health services and nutrition sensitive agriculture[97]. Ghana’s National Nutrition Policy (2014–2017) describes 

approaches in different sectors in order to work toward reducing stunting, anemia and the increasing burden of obesity and NCDs. 

These national papers identify a role of nutrition in bringing about wider development objectives such as education, economic 

productivity, and gender equality. 

Only, however, the implementation of these policies is repeatedly frustrated by lack of financial resources, weak institutional 

capacity, and inconsistent political will. Monitoring and evaluation mechanisms often lack, and thus it is difficult to monitor and 

adjust interventions, based on the trends that are evolving. Numerous programs are still too centralized, lacking community 

involvement and failing to adapt to local contexts [98] Improving these policies will require increased investment, and a much 

deeper collaboration between the sectors and levels of governance. 

4.2 Food environment rules and fiscal policies 

Food environment mastering plays a vital role in limiting the intake of unhealthy food and increasing the uptake of healthy foods. 

Policy instruments like food labeling, advertising control, and taxing on sugar-sweetened beverages (SSBs) have already been or 

proposed in different countries around the world – and are now gaining momentum in West Africa [99]. Fiscal measures are one 

of the strongest instruments for affecting consumer behaviour. South Africa’s Health Promotion Levy implemented in 2018 is a 

tax on sugary beverages has produced measurable reductions in consumption of SSB and calories. Inspired by these examples, 

West African policy makers are now more and more interested in similar taxes. In Nigeria there has been calls for a tax on sugary 

drinks, and some states have already implemented taxes on alcohol and tobacco. Although these endeavors are in the early stages, 

they promise to be tools to shift dietary patterns [99]. 

A Nutrition Facts label is also a very important improvement. Visible labels on the front of foods make it easier for consumers to 

make healthy decisions and can motivate makers of foods to change their ingredients. In contrast, food labeling policies in West 

Africa are frequently not well made or applied [47]. Many members of the public do not fully understand what the nutritional 

labels on products mean. Governments are not taking advantage of marketing restrictions designed to safeguard children from 

too many unhealthy food promotions. Television, online ads, and school connections are being used by processed food and 

beverage companies to target children. Since there are few strong laws and enforcement, it is hard to stop these practices. The 

improvement and enforcement of these rules will depend greatly on both civil society and regional collaboration. 

4.3  School- Based Nutrition  and  Physical activity program  
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Schools can help encourage kids and young people to lead healthier and more nutritious lives. With proper design, school feeding 

supports better brain development, helps fight instant hunger, and motivates students to attend school regularly in areas where 

food is scarce [100]. If combined with information on healthy eating and exercise, these programs may lead to lifelong healthy 

lifestyle changes. 

Different school-level projects have been set up in West African countries. In 2005, Ghana started the School Feeding Programme 

to give one daily hot and nutritious meal of local produce to students attending basic public schools. Likewise, Nigeria's Home-

Grown School Feeding Program brings together small farmers and school meal suppliers to help farmers and ensure children get 

healthy meals 

Still, school feeding programs encounter many obstacles. The money supporting school meals is not always secure, the school 

buildings are not very good, and school meals often lack nutrients and variety. There is little monitoring, and occasionally, food 

safety can be affected [101]. Often, nutrition education is either ignored or taught in an unreliable manner. To reach their goals, 

school programs should work with detailed curricula, skilled teachers, and involve parents. more efforts are needed so children 

can play safely and get access to clean water and sanitation. 

It is very important to make sure nutrition is included in both national education standards and teacher training. Students should 

gain knowledge about food, health, and the environment, in addition to getting their meals at school. Healthy living can be taught 

by organizing gardening activities, holding cooking lessons, and including physical exercise. 

4.4 Community-Based Interventions and Health Promotion 

At the community level, interventions make it possible to personalize national policies. They usually provide a better fit, are 

culturally acceptable, and work for the needs of the community. They encourage traditional leaders, groups for youth and women, 

and religious organizations to teach about good nutrition and call for responsible action from those in charge of health services. 

Nutrition interventions in West Africa depends greatly on the work of community health workers. Since they live in the 

community, CHWs are able to give information on breastfeeding, feeding other types of food to infants, nutrition for women, and 

health care [103]. Having them involved is considered one reason for more people using healthcare services and for healthier 

changes in behavior. Nigeria’s Community Infant and Young Child Feeding Counselling Package proves that CHWs can 

effectively deliver services that help many people using scarce resources. 

With food prices varying a lot and supply chains being interrupted, more people have started urban agriculture and started 

gardening at home. They increase food and nutritional security for households and also bring the community together. 

Communicating health messages is increasingly done through mass media and mobile devices [104]. Educating people using 

radio dramas and text messages, along with social media ads, has had good results. One illustration is the Alive & Thrive initiative 

using mass media to make people in Burkina Faso and Nigeria aware of breastfeeding and complementary feeding [104]. 

However, sustainability remains a concern. Most community programs are funded by donations and usually run only for a short 

period. Most migrant health programs are not embedded in national health planning, and they often face staff departures, 

unreliable funding, and weak data collection. Long-term results are achieved by making successful models official, increasing 

local skills, and making the government responsible. 

4.5 Multisectoral Collaboration and Capacity Building 

Tackling nutritional changes needs cooperation from many areas outside of health. Food systems and people’s eating habits are 

affected by changes within agriculture, trade, finance, education, and urban planning. Health care organizations require effective 

cooperation to achieve the same goals, share what they have, and avoid doing things twice. As a result of SUN Movement efforts, 

West African countries have created platforms that involve several stakeholders. On these platforms, the government, 

development groups, civil society, and businesses come together to act in a coordinated manner [105]. Effectiveness among these 

platforms is not consistent. In a number of cases, they face poor leadership, confusing roles, and minimal backing by politicians. 

CONCLUSION AND FUTURE PERSPECTIVES 

The nutrition transition in West Africa presents a complex public health challenge marked by the coexistence of undernutrition, 

micronutrient deficiencies, and a rising burden of diet-related non-communicable diseases. Driven by rapid urbanization, 

economic shifts, and changes in food systems, this transition has altered traditional dietary patterns, exposing populations to both 

high-calorie and nutrient-poor diet. While some improvements in food security and maternal and child health indicators have 



Center of Medicine, Vol. 1, No. 1, Month 10, 2025, Pages 1-22 
 

17 
 

been recorded, the overall landscape remains precarious, especially for vulnerable groups such as women, children, and low-

income communities. 

Efforts to address the nutrition transition have yielded mixed results. National policies and strategic frameworks reflect growing 

recognition of the need for multisectoral action, yet their implementation is often hindered by financial, institutional, and 

infrastructural constraints. Community-based programs, school interventions, and emerging food environment regulations offer 

promising models but require sustained investment, contextual adaptation, and rigorous evaluation to ensure impact and 

scalability. 

Looking ahead, nutrition in West Africa hinges on a coordinated, evidence-based approach that bridges health, agriculture, 

education, and economic policy. Strengthening governance, enhancing data systems, and building capacity at all levels 

particularly within local communities will be essential. Equally important is the promotion of culturally appropriate, nutrient-rich 

foods and sustainable agricultural practices that prioritize both health and environmental resilience. In an era of increasing 

globalization, climate change, and demographic growth, West African nations cannot afford to delay. Now is the time to act 

decisively, to transform food systems, empower communities, and invest in bold public health strategies that secure the well-

being and productivity of future generations. 
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