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Background: Overweight and fleshiness prevalence has increased globally ; nevertheless, current prevalence and tendencies of fleshy by societal category in low- and middle-income states are unknown. 
Methods: Repeated cross-sectional, nationally representative informations from adult females aged 18-49 ( n= 556, 352 ) in 41 low- and middle-income states were used to find the prevalence of corpulence ( body mass index a‰? 25 ) at each study moving ridge by wealth quintile and educational attainment ( individually ) . The SES-specific prevalence difference and prevalence growing rate for each state were compared for the lowest and highest SES groups. Linear arrested development estimated the association between state wealth and fleshy prevalence growing. 
Consequences: In the bulk of country-years the highest wealth and instruction groups still have the highest age-standardized prevalence of corpulence and fleshiness ( 97 of 111 entire country-years ) . However, in about half of the states ( 21 of 41 ) , the additions in fleshy prevalence over clip have been greater in the lowest SES group compared to the highest SES group. Higher country-level Gross Domestic Product per capita ( GDP ) was associated with a higher fleshy prevalence growing rate for the lowest wealth group compared to the highest ( aGDPper capita/1000= 0. 24 ; 95 % CI -0. 015, 0. 46 ) . 
Decisions: Presently, higher SES groups have more fleshy than lower SES groups across most developing states. However, half the states show a faster growing rates in corpulence in the lowest Selenium groups, declarative mood of an on-going displacement in the fleshy load toward lower SES groups. Across states, this displacement toward faster fleshy growing among lower wealth groups is associated with higher GDP. 
( Word Count: 250 ) 
Introduction 
Low socioeconomic position ( SES ) is associated with higher rates of chronic disease in high-income states 1-4. In lower-income states, chronic disease has merely late go a prima cause of morbidity and mortality 5, and less is known about the societal patterning of emerging chronic diseases in these contexts. In the yesteryear, corpulence was comparatively uncommon in lower-income states and was positively associated with SES 6. However, the prevalence of corpulence has increased dramatically in many lower-income states around the universe over the last 5-15 old ages 7-9. As the load of nutrition-related disease has shifted toward overnutrition 10, it is unknown whether the load of these emerging diseases is going comparatively heavier among lower SES groups. 
Recent cross-sectional grounds suggests that in the bulk of lower-income states wealthier groups have a higher odds of corpulence. However, within-country clip tendencies of the fleshy prevalence for high and low socioeconomic position groups have non been reported. Changes in the fleshy prevalence over clip by socioeconomic position group are of import for understanding which groups are sing an increasing load of corpulence which can assist expect emerging forms of disease. ( ? ) 
Based on ascertained relationships in higher income states and on the documented relentless associations between low socioeconomic position and the prima causes of disease in many contexts, experts have hypothesized that the load of chronic disease in lower income states will finally switch toward lower SES populations within these states ( believe I can mention yach and popkin, possibly others look at concluding disseration chapter ) . Brazil is one of the few middle-income states in which alterations over clip in the SES-specific fleshy prevalence are available. Nationally-representative informations between 1975 and 2003 indicate that, among adult females, the lowest income groups have experienced much more rapid additions in fleshiness prevalence compared to highest SES groups 11. Among the two most thickly settled parts in Brazil, the fleshiness prevalence in the lowest income group has really surpassed that in the highest income group 12. Such a form of alteration in SES-specific fleshiness rates is consistent with a switching load of fleshiness to the hapless. Similar forms have been reported among adult females in urban countries of sub-saharan Africa ( ref? ? ) ... Merely with faster fleshy prevalence growing rates for the low SES groups could the relationship between high SES and overweight finally go opposite in states with antecedently positive relationships. 
On the other manus, there is research to propose that higher SES populations in lower income states will go on to bear the largest load of chronic disease. In India... Additionally, economic dazes frequently affect nutrient security and can go forth populations with the lowest socioeconomic position most vulnerable to inadequate nutrition in these circumstances. 13 ( seek to happen some scientific rating of this, might get down by reading Sen article ) . 
Merely with faster fleshy prevalence growing rates for the low SES groups could the relationship between high SES and overweight finally go opposite in states with antecedently positive relationships. Such a displacement of the load of fleshiness to low SES groups in states come oning through epidemiologic passages would be consistent with the cardinal cause theory of disease ( 11, 12 ) . This theory is frequently invoked to explicate wellness disparities and high spots the overall persistance of the relationship between SES and hapless wellness over clip, despite alterations in the T ( 1, 11, 13-15 ) . 
Brazil is one of the few middle-income states in which alterations over clip in the SES-specific fleshy prevalence are available. Nationally-representative informations between 1975 and 2003 indicate that, among adult females, the lowest income groups have experienced 
document within-country clip tendencies for growing in and, higher entire fleshy prevalence? ? ? ? is 
from the DemographicHealthSurveys ( DHS ) , which are nationally representativefamilystudies administered chiefly in low- and middle-income states ( henceforth referred to as lower-income states ) . The studies entail repeated cross-sections and roll up information about cardinal demographic features, birthrate, contraceptive method, wellness and nutrition. The DHS questionnaires are standardized to enable cross-country comparings 21. 
Since our primary involvement is in the clip trends in fleshy prevalence we included merely states that measured anthropometrics in at least two study moving ridges. beginnings that include anthropometric informations on at least two perennial steps over clip. 
The bulk are from Demographic Health 
AAdditionally, s 
22, 232425 ) . Wealth and instruction were used individually to stand for SES. To stand for wealth, we used the DHS wealth index, which is derived from a chief constituents analysis ( PCA ) of some assets that were asked in all DHS studies, every bit good as some country-specific assets 26. The wealth index was used to make country- and year-specific quintiles of wealth mark, which were used as a categorical variable in the analyses. Educationwas categorized based on the educational mileposts: no schooling, primary, secondary, third school. If less than 2 % of the population fell into any one of the instruction classs, that class was combined with the following closest class to avoid unstable estimations. 
Results 
Age-standardized fleshy prevalence was determined for each wealth and instruction group in each state and in each study twelvemonth and SES ( wealth or instruction ) group. Sample weights to account for complex study design were used in all analyses. Analysiss were conduced individually by: 1 ) wealth quintile, 2 ) instruction group. Our results of involvement were 1 ) the difference in fleshy prevalence between the lowest and the highest wealth/education groups for each study moving ridge ( prevalence difference ( PD ) ) , and, to measure clip tendencies, 2 ) the annualized difference in the net alteration in fleshy prevalence between the first and last study moving ridge for the lowest and highest wealth/education groups ( annualized difference in fleshy prevalence alteration rate ) . To cipher the prevalence difference for wealth quintiles, we subtracted the prevalence in the highest wealth quintile from that of the lowest wealth quintile ( Overweightlowest- Overweighthighest ) in each study wave in each state. A positive corpulence prevalence difference would so bespeak that the lower wealth quintile had a higher prevalence of fleshy compared to the higher wealth quintile. To obtain the annualized difference in the fleshy prevalence growing rates between wealth quintiles, we took the difference between the net alteration in fleshy prevalence in the highest group and the net alteration in the lowest group ( Overweightlowest, lastwave- Overweightlowest, firstwave ) - ( Overweighthighest, lastwave - Overweighthighest, firstwave ) . A positive difference in prevalence growing rates indicated the lowest wealth quintile had a higher rate of prevalence growing rate than did the highest quintile. We repeat these analyses for each state by instruction group, classified by educational mileposts, lowest being no schooling and highest being third school. 
SES was represented by wealth and instruction, in separate analyses, to research the hardiness of the consequences to different indexs of SES. For DHS states, we used the DHS wealth index ; it is derived from a chief constituents analysis ( PCA ) of assets that were asked in all studies, every bit good as some country-specific variables 
2727 
Potentially do age-standardization as sensitiveness analysis merely. 
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