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ABSTRACT 
 

Background: In Lebanon, the population is experiencing nutrition transition and a high 

prevalence of obesity. Studies have shown that the Lebanese people are shifting their dietary 

behaviours from the traditional Lebanese diet, a variation of the Mediterranean diet, towards a 

westernised diet and are being physically inactive. To achieve a population behaviour change and 

address the obesity epidemic, the root causes of these behaviours and food choices should be 

explored and addressed. This approach requires joint efforts from different sectors such as the 

government, healthcare, and civil society to develop action plans and enact policies. In Lebanon, 

the factors that influence eating behaviours and physical activity are still not explored, national 

level policies are still lacking, and researchers have called for an urgent need to implement 

policies to halt the rise of obesity prevalence.   

Aims and objectives: The general aim of this thesis is to explore the perceived factors that 

influence adults’ eating behaviours and physical activity using the socio-ecological model as the 

conceptual framework. In addition, this PhD research explores the relevant contribution and the 

position of different stakeholders towards obesity prevention in Lebanon. Finally, this thesis 

draws on lessons learned from countries worldwide that help in developing guidelines for obesity 

prevention in Lebanon. 

Methods: Two studies were conducted for this PhD research. In the first study, the Photovoice 

method was used to engage Lebanese adults from the North Governorate to explore different 

factors that influence their eating behaviours and physical activity and to identify their 

perceptions towards the actions needed to address obesity. The second study involved a series 

of one-to-one face-to-face semi-structured interviews which were conducted with key 

stakeholders from different public and private sectors (government, civil society, education, and 

healthcare). These interviews aimed to explore the key stakeholders’ perceptions towards 

obesity and its causes, their relevant contribution towards obesity prevention, their priority of 

action to address obesity, and finally the barriers to effective action to reduce obesity in Lebanon.  
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Results: The findings of the two qualitative studies show that obesity is commonly perceived as 

a body image issue rather than a health issue. Some of the main factors that were perceived to 

influence Lebanese adults’ eating behaviours and physical activity were: females’ (wives’ and 

mothers’) employment, social gatherings, and social norms (e.g. food and meal sharing), safety 

concerns, the availability of countless unhealthy food options that are relatively cheaper than 

healthy food, the lack of a physical environment that encourages physical activity, and food 

marketing and advertisements.  The results of the stakeholder’s interviews show that the key 

stakeholders are aware of the nutrition transition and some of the underlying environmental 

factors that caused these behaviour changes. Yet, most of the key stakeholders framed obesity 

in an “individualistic approach” by focusing on unhealthy dietary behaviours, the physical 

inactivity and placed the responsibility on individuals for their lifestyle. Due to their approach, 

most of them focused their actions on raising awareness such as the role of education. Some of 

the barriers to effective policy action to address obesity in Lebanon are the political instability, 

lack of public demand for action, and lack of coordinated multi-sectoral actions.   

Implications: The recognition of obesity as a disease as well as strengthening the public, 

stakeholders’, and policymakers’ support towards obesity prevention strategies are essential to 

overcome the “policy inertia” in Lebanon. The key areas that need to be addressed for obesity 

prevention are raising awareness on obesity health consequences, increasing access to healthy 

food in public and private settings, limiting unhealthy food advertisements, and fiscal measures 

such as taxing unhealthy food and subsidising healthy food.  To facilitate the implementation of 

policies that aim to prevent obesity, a systematic plan of action should be developed. To engage 

stakeholders from different sectors and establish a national multi-sectoral collaboration, national 

strategies and policies that follow a Health in all Policies Approach (HiPA) are recommended. This 

requires strong leadership from the government.  

Conclusions: There is an urgent need to shift the actions beyond targeting the individual by 

implementing public policies to address the obesogenic environment in Lebanon. 

Recommendations for research, policy actions, and practice are provided to guide the action 

towards establishing an appropriate public policy that recognises the need to adopt a socio-

ecological model of implementation. 
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Thesis Overview 
 

This PhD thesis is structured into seven chapters.  

Chapter one - background- This chapter gives background information on nutrition transition 

(patterns, economic changes, dietary and physical activity shifts, and health implications) and 

obesity (definition, prevalence and the health, and financial effects of obesity) in the world and 

Lebanon.  

Chapter two- Review of the literature: this chapter presents the conceptual models used to 

guide this thesis, it reviews the literature on the determinants of obesity and the factors that 

influence eating behaviours and physical activity. In addition, this chapter gives an overview of 

the existing obesity prevention approaches, the worldwide obesity prevention progress, and a 

critical review of policies aimed at obesity prevention from countries around the world.  

Chapter three- Study context- Lebanon: This chapter reviews the existing literature on obesity 

in Lebanon, identifies the research gap, and presents the study aims, objectives and research 

questions.  

Chapter four- Methodology, overall study design and rigour: this chapter describes the major 

research paradigms. It also justifies the paradigm adopted for this thesis, links the research 

questions to the methodology, and justifies the methods used to address them. Finally, it 

presents the strategies used to ensure rigour in each stage of the research and the ethical 

considerations.  

Chapters five and six: methods, data collection, analysis, and interpretation for the two studies 

i) Photovoice, ii) Stakeholders’ interviews: these two chapters describe thoroughly the methods, 

data collection procedure, present the analysis of the results and discuss the findings in relation 

to the literature. 
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Chapter seven- General discussion, recommendations, and conclusion: in this chapter, the 

findings of the two studies are discussed together. It discusses the strengths and limitations of 

the study design, gives recommendations for further research, and guides future practice and 

policy for addressing obesity in Lebanon.  

Overall, this PhD thesis presents the social, cultural, and environmental factors that are perceived 

to influence the eating behaviours and physical activity level of adults living in the North 

governorate in Lebanon. Also, the key stakeholders’ (representing different sectors) perceptions 

towards obesity prevention and the perceived barriers to effective action. Furthermore, this 

thesis discusses the actions that they are already engaged in and explores their approach towards 

addressing obesity.  
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Chapter 1: Introduction and Background 
 

 

1.0 Study context: Lebanon  

This PhD research project was conducted on the Lebanese population and in the Lebanese 

context.  Lebanon is a small country with an area of 10 425 km2 situated in the East 

Mediterranean Region (EMR) (IGSPS, 2012). It is divided into eight governorates (Mohafaza): 

North Lebanon, Akkar, Beirut, Mount Lebanon, Baalbek/El-Hermel, Bekaa, South, and Nabatieh. 

The Lebanese geographic map and the eight governorates are shown in Figure 1.1.   

 

Figure 1. 1 Lebanon Map. Source: reproduced from 
https://www.lebanesearabicinstitute.com/administrative-divisions-lebanon/ 

 

https://www.lebanesearabicinstitute.com/administrative-divisions-lebanon/
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Three languages are spoken in Lebanon: Arabic, French, and English. Arabic is the mother tongue, 

whereas French has been used since the French mandate, and English is also widely used. Most 

of the Lebanese population lives in urban areas, the urbanisation percentage was estimated to 

be 87.2 % in 2010 and is expected to go as high as 90% by 2030 (United Nations Human 

Settlements Program, 2011). Lebanon is a middle-income country with an estimated Gross 

Domestic Product of $17 462 per capita at the start of 2015 (Central Administration of Statistics 

& World Bank, 2015).  

In 2014, the Lebanese native population was estimated to be around 4 647 000 (WHO, 2014a). 

Due to the political situation and wars in the neighbouring countries, Lebanon became a hub for 

refugees from all the region and it has communities from Palestine, Iraq, and Syria (Ramadan, no 

date; UNRWA, 2015). From 2011, it was estimated that a total of 1.5 million Syrian and around 

280 000 Palestinian refugees have migrated to Lebanon (UNRWA, 2015). Lebanon has been 

through years of war causing an unstable political and economic situation, this has led to 

institutional and political weaknesses in terms of health and health promotion (RÉFIPS, 2012).  

Réseau Francophone International pour la Promotion de Santé (RÉFIPS) report in 2012 shows that 

due to the political instability, health promotion was not seen as a priority for the Lebanese 

government.  

The Lebanese population’s medical care is either paid by the employment-based social insurance 

system, the private insurance companies, the Ministry of Public Health, or the people’s own 

money (WHO, 2006).  In Lebanon, non-communicable diseases take a major share of the national 

healthcare budget of the Ministry of Public Health. Statistics from 2011 show that most public 

hospital admissions (75%) were due to non-communicable diseases (cardiovascular diseases, 

cancer, diabetes, and chronic respiratory diseases) (MoPH, 2016). Moreover, additional expenses 

were spent in supporting admissions in private hospitals and free treatments available in primary 

public health centres (PHCs) (MoPH & WHO, 2016). The food requirements of the Lebanese 

population are mostly imported (65-80%) (Halabi & Ghanem, 2016).  Lebanon is facing social and 

cultural shift including increased westernisation (Nasreddine et al., 2012) 
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1.1    Nutrition transition  

1.1.1 Definition  

Nutrition transition is a term introduced by Popkin and Drewnowski (1997) to describe a 

phenomenon identified by a population change in diets and physical activity levels. The 

population change in diet is identified by “a shift away from traditional diets” consisting of 

homegrown and homemade (non-processed) foods, towards a “western diet” consisting of 

processed manufactured foods, ready-made meals, and take away food, especially in low and 

middle-income countries (Popkin, Adair & Ng, 2012).  Nutrition transition occurs alongside  the 

“epidemiological” and the “demographic” transitions (Lee, 2003; Popkin & Gordon-Larsen, 2004), 

whereby the epidemiological transition is the shift in mortality causes, from a high prevalence of 

infectious or communicable diseases associated with poor diet, malnutrition, and poor 

environmental hygiene in the late 19th century, to mortality due to non-communicable diseases, 

such as type II diabetes, cardiovascular diseases and cancer, to first emerge in high income 

countries during the mid-20th century (Olshansky & Ault, 1986; Omran, 1971). The pattern is 

mirrored in low- and middle-income countries (Zimmet et al., 1990). The demographic transition 

is characterised by a shift from high fertility and mortality to a lower fertility and mortality leading 

to an aging population (Omran, 1971), and is associated with social and economic advances such 

as increased household income, higher education attainment, and advances in medicine (Lee, 

2003).  

1.1.2 Increased food consumption and dietary shifts  

In the 19th century, high-income countries saw an agro-industrial revolution characterised by 

advances in agriculture (plant breeding, fertilisation), mechanisation (modern milling), and food 

processing (Schmidhuber & Shetty, 2005). Also, global agricultural policies had the main objective 

to produce grains and animal products at a lower cost (Delgado et al., 1999; Delgado, 2003; 

Popkin, 1994; Popkin, 2011). This agro-industrial revolution and policies caused an increased food 

production, surplus to demand, and therefore, led to a reduction in food cost and price (Popkin 

& Drewnowski, 1997; Schmidhuber & Shetty, 2005; Smil, 2000). Data from 1961 until 2011, show 

that the total energy consumption has increased worldwide and especially so in developing 
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countries (Roser & Ritchie, 2013). The energy supply per person in the world has increased by 

688 Kcal per person per day (from 2196 Kcal to 2884 Kcal) between 1961 and 2013 (Roser & 

Ritchie, 2013) and is expected to reach 3050 Kcal in the year 2030 (WHO, 2002).  

This increase in energy consumption is coupled with changes in dietary patterns. There is an 

increased consumption of food high in fat and drinks high in sugar and a decreased consumption 

of fruits, vegetables, and legumes (Kac & Perez-Escamilla, 2013; Monteiro et al., 2011; Popkin, 

Adair & Ng, 2012). The world trend of fat and protein supply between 1961 and 2013 were 

examined; data show that the fat supply has increased from 47.52 g to 82.76 g of fat per capita 

per day (Roser & Ritchie, 2013), as for the world protein supply, it has increased from 61.46 g to 

81.23 g per capita per day (Roser & Ritchie, 2013). In addition, there were shifts from 

consumption of coarse grains (e.g. sorghum and millet) and legumes to refined grains such as 

refined flour and rice (Popkin et al., 1993; Popkin, Adair & Ng, 2012; Schmidhuber & Shetty, 2005; 

Smil, 2000). 

 Also, there is a shift from traditional food made at home to energy dense food processed by food 

manufacturers (Asfaw, 2011; Monteiro et al., 2018; Pan American Health Organisation of the 

WHO, 2015). To become edible, most food items require to be processed, some of these 

processing techniques include, but are not limited to harvesting, cooking, and fermenting 

(Mozaffarian, 2017). However, there are differences between “processed” and “ultra-processed” 

food. Based on the NOVA food classification, ultra-processed food is defined as “formulations of 

food substances often modified by chemical processes and then assembled into ready to consume 

hyper-palatable food and drink products using flavours, colours, emulsifiers …” (Monteiro et al., 

2019). Ultra-processed foods consist of but are not limited to chocolate bars and snacks, drinks 

with added sugar and microwaveable ready to eat dishes (Monteiro et al., 2018).   From 1998 to 

2012, market sales (per capita) of ultra-processed snack food and soft drinks in low- income 

countries grew at an annual rate of 5.45% and 9.95% respectively and increased from: 1.3 Kg to 

2.8 Kg per person per year and 5.6 (L) to 20.9 (L) per person per year respectively (Monteiro et 

al., 2013). In contrast, in high income countries, the sales of snacks and soft drinks have remained 

relatively stable with an annual rate of increase of 0.15% and 0.45% respectively; from 21.5 kg to 

22 kg for snacks and 117 (L) to 124.6 (L) for soft drinks (Monteiro et al., 2013). Although the 
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relative annual growth (%) per capita between 1998 and 2012, for snacks and soft drinks, is higher 

in low-income countries than high income ones, it can be argued that the sales in 1998 in high-

income countries were already very high (Monteiro et al., 2013). Studies have shown that the 

increased consumption of processed foods has been associated with changes in food 

environments in different regions such as urban Africa, Asia, Middle East, and Latin America 

(Monteiro, 2009; Monteiro, 2010; Monteiro et al., 2013).  

1.1.3 Changes in labour and physical activity  

Nutrition transition is also characterised by a decrease in physical activity level and therefore 

decreased energy expenditure (Popkin & Gordon-Larsen, 2004). Different factors have been 

linked with decreased physical activity level) such as shifts in occupation types, modes of 

transportation, and leisure activities (Church et al., 2011; Prentice, 2006). For changes in job 

related physical activity, people have moved from intensive physical work such as agriculture 

towards more sedentary office-based work in the services sectors (Church et al., 2011; Popkin, 

1999; Popkin & Gordon-Larsen, 2004).  In the United States, a study conducted by Church et al. 

(2011) identified that from 1960 until 2008, the percentage of occupations in the private sector 

that needed a moderate intensity activity decreased from 50% to 20% of the occupations. 

Furthermore, the researchers have found that in around half of a century, there is a decrease of 

at least 100 calories in mean energy expenditure per day related to occupation (Church et al., 

2011). As for changes in activity level during leisure activities, technological advances have led to 

physical inactivity and sedentary lifestyles. The use of digital technology such as the television, 

phones, and computers have led to decreased physical activity levels (Drewnowski, 2008; Ng & 

Popkin, 2012).  

1.1.4 Nutrition transition and economic changes  

Nutrition transition is deep-rooted with social and economic advancements such as increased 

globalisation, urbanisation, and affluence (Branca et al., 2015; Hawkes, 2006; Popkin, 2006). 

Globalisation is characterised by an “internationalisation” of economies and changes in culture 

(Held et al., 1999). There are two different aspects of globalisation, the “economic” aspect that 

corresponds to the economic connection between countries and the “social” aspect that 
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corresponds to lifestyle shifts (e.g. shifts in leisure activities and occupation type) (Gunter & van 

der Hoeven, 2004). The globalisation of food supply has affected the local food environments by 

making processed foodstuff more available (Baker & Friel; 2014; Clark et al., 2012). It also 

influenced the preference, price and amount of food consumed in populations (Kennedy, Nantel 

& Shetty, 2004). The fast-food industry has started expanding since the nineties to reach almost 

all countries in the world (Popkin, Adair & Ng, 2012). International mass media and marketing 

campaigns sped up the shifts towards “western diets” (Mazzocchi, Shankar & Traill, 2012) where 

it changed the populations’ nutrition preferences towards “western food” (Hawkes, 2002 p. 7).  

Furthermore, with the economic advances and urbanisation, more women are in paid 

employment and their roles are no longer limited to being housewives and cooking (Pingali & 

Khwaja, 2004; Welch et al. 2009a; Welch et al., 2009b). However, women’s responsibilities have 

not been replaced or shared by their spouses (Welch et al., 2009a). Women tend to be in charge 

of ensuring that daily meals are available for their family, yet, they rely on more convenient meals 

that are cooked faster than the traditional ones (Pingali & Khwaja, 2004). Research in developed 

countries shows that women’s employment has a limited effect on the family’s diet, in contrast 

in low-income nations, it has a positive net impact on the family’s diet (Mazzocchi, Shankar & 

Traill, 2012).  

1.1.5 Nutrition transition patterns  

Barry Popkin, in 2006, was the first author to summarise nutrition transition into five different 

“patterns”; each of these has been associated with different economic, demographic, social, and 

cultural factors. Details on the nutrition profile, nutritional status, demographic profile, 

morbidity, and food processing at each of these patterns of the nutrition transition are 

summarised in figure 1.2.  
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Figure 1. 2  The five Nutrition Transition patterns and their characteristics. Based on Popkin (2006).  

 

PATTERN 1:

Collecting food 

•Nutrition profile: 
plants, low fat 
wild animals, 
varied diet 

•Nutritional 
status: lean 
individuals, 
limited nutritional 
deficiencies

•Demographic 
profile: low 
fertility, high 
mortality and 
short life span 

•Morbidity: 
infectious 
diseases, no 
epidemics

•Food processing: 
non existent 

PATTERN 2: 

Famine 

•Nutrition profile: 
cereals a main 
source of energy 
with limited food 
variety

•Nutritional 
status: nutritional 
deficiencies, low 
fat consumption 
in children and 
women, stature 
decreases

•Demographic 
profile: high 
fertiliy, short life 
span, increased 
infant and 
maternal 
mortality

•Morbidity: 
epidemic and 
endemic illnesses 
(plague, polio, 
tuberculosis...). 
Deficiency disease 
and famine. 

•Food processing: 
food storage 
starts 

PATTERN 3: 

Receding Famine 

•Nutrition profile: 
starchy staples, 
fruits, vegetables, 
animal protein, 
diet less varied.

•Nutritional 
status: maternal 
and child health 
issues, several 
deficiencies 
disappear, 
weaning diseases, 
stature growth.

•Demographic 
profile: mortality 
decreases 
gradually, then 
swiftly, 
population 
growth.

•Morbidity: 
tuberculosis, 
weaning disease, 
polio

•Food processing: 
food storage, 
canning, 
processing 
technologies 
appear

PATTERN 4: 

Chronic Diseases

•Nutrition profile: 
fat from animal 
sources, sugar, 
processed food, 
less fiber 

•Nutritional 
status: obesity, 
bone disease in 
elderly and many 
disabling diseases 

•Demographic 
profile: life 
expectancy (60-70 
years), significant 
decrease and 
variations in 
fertility. 

•Morbidity: non-
communicable 
diseases as a 
result of nutrition 
and pollution 
(cvd, cancer), 
infectious 
diseases 
decrease. 

•Food processing: 
many food 
processing 
technologies   

PATTERN 5: 
Behavioural change 

•Nutrition profile:  
high quality fats, 
whole grains, 
fruits and 
vegetables

•Nutritional 
Status: decrease 
in body fat and 
obesity, better 
bone health

•Demographic 
profile: life span 
increases to 70-80 
years of age

•Morbidity: health 
promotion 
initiatives, fast 
reduction in heart 
disease, change in 
age-specific 
cancer

•Food processing: 
food technologies 
that substitute 
macronutrients 



  

10 
 

The nutrition transition model (Figure 1.2) describes the shifts in processing techniques and 

nutrition profile; from a varied diet made of non-processed food (plants, wild animals and low in 

fat) to highly processed food and a higher intake of calorie dense food with less nutritional value. 

In addition, the fourth pattern “degenerative disease” is also distinguished with reduced physical 

activity (Popkin, 2006). These considerable shifts in dietary patterns and physical activity levels 

are reflected in poor nutritional outcomes and health status (Popkin & Gordon-Larsen, 2004). 

Obesity and obesity associated non-communicable diseases are the most important nutrition 

transition related public health issues (Popkin, 2006; Uauy & Monteiro, 2004).  As for the last 

pattern, at this stage, interventions are implemented to delay the obesity epidemic and to reduce 

non-communicable diseases (Popkin, 2006; Popkin, Adair & Ng, 2012; Popkin, Monteiro & 

Swinburn, 2013).  

1.2     Nutrition transition in Lebanon  

1.2.1  Shifts in dietary patterns and energy intake 

The traditional Lebanese diet is a Mediterranean diet rich in fruits, vegetables, legumes, grains, 

and olives (Naja et al., 2011). Cross-sectional studies have shown associations between the 

traditional Lebanese (Mediterranean) diet and health benefits (Issa et al., 2011; Jomaa et al., 

2016; Matta et al., 2016).  A study on a rural sample of Lebanese adults found that those who 

followed the traditional Lebanese diet had lower obesity and fat in their abdomens (Issa et al., 

2011). Another study conducted by Matta et al. (2016) found that overweight or obese people 

who followed the traditional diet were more likely to be metabolically healthy than those who 

followed a “fast food/dessert diet” – metabolically healthy people have normal blood pressure, 

blood lipid and sugar levels (Karelis et al., 2005). Furthermore, Jomaa and colleagues (2016) 

identified that following the traditional Lebanese dietary pattern is linked with a healthier 

nutrition quality in adults aged more than 50 years old. However, these three studies are cross-

sectional, thus the exposure (the Lebanese diet) and the different health outcomes that the 

researchers have studied (obesity, metabolic health, abdominal fat) were assessed 

simultaneously, therefore, it is not possible to draw conclusions on causality (Setia, 2016).  
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Despite the evidence on the health benefits of the Mediterranean diet from a meta-analysis of 

studies (Sofi et al., 2008), and the associations between the Lebanese diet and health benefits 

specifically (Issa et al., 2011; Jomaa et al., 2016; Matta et al., 2016), since the twentieth century, 

the Lebanese have been facing a nutrition transition and change to their dietary behaviour. The 

Lebanese people are moving from consuming traditional Lebanese diets towards “western” diets 

(Naja et al., 2011; Nasreddine et al., 2014).  Dietary patterns and intakes have been investigated 

in nationally representative cross-sectional studies on Lebanese adolescents (Naja et al., 2015), 

adults (Naja et al., 2011) and older adult populations (Jomaa et al., 2016). In addition, dietary 

patterns of Lebanese adult populations residing in Beirut were investigated by Nasreddine et al. 

(2006) and dietary patterns of university students in Lebanon (Salameh et al., 2014). Naja and 

colleagues (2011), using secondary data from the Nutrition and Non-Communicable Diseases Risk 

Factor Survey in 2008-2009 (Sibai & Hwalla, 2010) have identified four main dietary patterns 

followed by Lebanese adults: “western”, “prudent”, “traditional” and “fish and alcohol”. Each of 

these dietary patterns is associated with food items; the list of food items is described in Table 

1.1., out of these identified dietary patterns, the “western dietary pattern” that is followed by 

the young Lebanese adults, was the only one associated with obesity even after corrections for 

confounding factors such as energy consumption, age, sex and education. The study findings 

support that westernisation and nutrition transition are contributing to the obesity epidemic in 

Lebanon (Naja et al., 2011).  

Table 1. 1: Lebanese adults’ dietary patterns the associated food items 

Dietary pattern  The associated food 

Western  
Fast food, pizza, pastries, fried chips, sweetened beverages, 

meat, chicken, refined carbohydrates, ice cream, desserts  

Traditional Lebanese 
Fruits, vegetables, bulgur wheat, legumes, olives, whole-fat 

dairy, fats and oils, eggs 

Prudent  Whole wheat, low fat dairy, light soft drinks 

Fish and Alcohol Fish and alcohol  

 Based on Naja et al. (2011) 
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Ladki and Tamer (2008) showed that meals served in restaurants in Lebanon were influenced by 

western countries such as the United States of America, Italy, France, and Mexico. Also, the 

consumers’ most preferred meals were either American, or Lebanese dishes that their recipes 

were altered to resemble the western dishes (Ladki & Tamer, 2008).  

The population dietary shifts are coupled with an increase in energy intake. The mean energy 

intake has significantly increased in Lebanon, data from the Central Administration of Statistics 

and the World Bank (2015) show that the mean energy consumption of the Lebanese people has 

been increasing from 2004 to 2011; from 2576 to 2997 Kcal per individual per day.   

1.2.2 Changes in physical activity level  

In addition to these increases in total energy intake (Central Administration of Statistics & the 

World Bank, 2015), the level of physical inactivity in Lebanese adults is very high with almost half 

of the adult population being physically inactive (Chamieh et al., 2015; Sibai & Hwalla, 2010).  A 

national cross-sectional study by Chamieh et al. (2015) found that 49.5% of adult women and     

44. % of adult men reported low physical activity levels. Data in 2016 by the WHO shows that 

40% of adult males and 33% of adult females are physically inactive (WHO, 2018).  

WHO reports (2009) have identified Lebanon as being a country in the early stages of nutrition 

transition. According to the findings of the PhD thesis by Chamieh (2013), the risk of obesity in 

affluent women is decreasing and could be associated with improved knowledge on healthy diet 

and physical activity benefits; therefore, Lebanon could be classified in the fifth phase of the 

Nutrition transition model by Popkin (2006) - previously described in the first chapter of this 

thesis.  

1.3    Impact of obesity on health and economy 

1.3.1 Obesity and morbidity  

According to the World Health Organisation, obesity is identified as an illness (WHO, 2016c). Also, 

obesity is a risk factor for other diseases, obese individuals are at a higher risk of developing 

musculoskeletal illnesses such as inflammation of the joints and lower back pain                                        

(Shiri et al., 2010). Evidence from a meta-analysis shows positive associations between BMI and 
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arthritis risk, the study researchers have found that for obese persons, the pooled relative risk of 

having arthritis was 1.21 (95%CI; 1.02-1.44) and 1.05 (95% CI, 0.97-1.13) for persons who are 

overweight (Feng et al. 2016). In addition to musculoskeletal disorders, obesity increases the 

individuals’ risk of non-communicable diseases such as diabetes, cancer, and cardiovascular 

diseases (Eastern Mediterranean Region Obesity Collaborators, 2017; Kim et al., 2016; Yao et al., 

2017) as well as chronic respiratory diseases (Melo et al., 2014; Young et al., 1993) which 

ultimately can have a direct correlation to poor health. When looking at risk factors for diseases, 

an umbrella review of meta-analysis examining the causal associations between cancer and 

obesity has found that strong evidence from concurrent studies that adiposity was associated 

with twelve types of cancer (Kyrgiou et al., 2017). Moreover, it was estimated that almost one 

tenth of the cancers in females in North America, Europe, and Saudi Arabia is associated with 

increased body weight (Arnold et al., 2016). The American Institute for Cancer Research (2014) 

has estimated that 320 incidences of cancer such as breast, colon and renal could be prevented 

daily in the United States by maintaining healthy dietary behaviour, being physically active, and 

having a normal body weight.  Furthermore, obesity affects individuals’ quality of life by affecting 

people’s productivity, sleep patterns, self-esteem, and social connections (Dixon, 2010; Lee et 

al., 2016). In addition to this, there is also research to show, that psychiatric disorders and 

depression are also likely to increase (Abou Abbas et al., 2015; Eastern Mediterranean Region 

Obesity Collaborators & Mokdad, 2017; Pratt & Brody, 2014).  

1.3.2  Obesity and mortality 

Obesity is recognised as a risk factor for premature and preventable death globally (Crino et al., 

2015). A pooled analysis of twenty longitudinal studies shows that individuals who have a BMI 

that falls in the obesity class III category are projected to lose 6.5-13.7 years of their lives 

compared to people who have a BMI in the normal ranges (Kitahara et al., 2014). Researchers 

have described the link between BMI and increased risk of premature death as “U-shaped”, with 

higher mortality in very low ranges and mortality rates gradually rise with increases in BMI in 

obesity categories (BMI>30 Kg/m2) (Calle et al., 1999; Jee et al., 2006). Statistics in the year 2010 

show that 3.4 million deaths worldwide were attributed to obesity, which makes 7% of the total 

deaths (Lozano et al., 2012; Ng et al., 2014).  Furthermore, obesity is a risk factor for 
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hypertension, diabetes, and cardiovascular diseases, which are the leading causes of mortality 

worldwide (AIHW, 2004; Ng et al., 2014; WHO, 2011). 

The rise in overweight and obesity prevalence in adults is estimated to cause an increase of in 

burden of obesity associated diseases in the future (Butland et al., 2007; Swinburn et al., 2011).  

Also, several researchers have estimated that the current obesity epidemic might lead to a 

shorter life expectancy in future generations as people may die early from these chronic diseases 

(Ludwig, 2007; Olshansky et al., 2005; Stewart et al., 2009). In the nineties, early illness and death 

from cardiovascular diseases in developed nations considerably decreased; however, reports 

show that the considerable increase in obesity and type II diabetes will hinder the continuation 

of this progress (Ford et al., 2007; Stewart et al., 2009; Swinburn et al., 2011).  

1.3.3 Financial costs of obesity  

The economic burden of obesity is also widely documented. Obesity does not only affect 

economies through health care costs and hospitalisation, it also affects societies due to work 

absences and decreased productivity (Cawley et al., 2007; Schmier et al., 2006). Obesity and the 

associated non-communicable diseases could cause premature mortality, and could affect 

productive individuals; therefore, it could affect economies and lead to poorer communities 

(WHO, 2011). Statistics in 2014 showed that obesity expenses from direct (healthcare) and 

indirect (lost productivity) have reached $2 trillion that accounted for almost 2.8% of the gross 

domestic product (GDP) in the world (Dobbs et al., 2014; Lehnert et al., 2013; Swinburn et al., 

2019). Researchers have estimated significant increases in health care expenses and other 

financial concerns associated with increasing obesity rates (Finkelstein et al., 2008; Howard, 

Thorpe & Busch, 2010; Kelly et al., 2008; Lightwood et al., 2009).  

As examples for the high-income countries; in Canada it was estimated that in 2001, the national 

medical expenses associated with adult overweight and obesity were around four billion 

Canadian dollars (2.2 % of the population health budget) (Katzmarzyk & Janssen, 2004) and 2.3-

3.5% of Switzerland’s of healthcare expenditures in 2002 was due to obesity (Schmid et al., 2005). 

In the UK, as far back as in the late nineties, obesity and the costs of non-communicable diseases 

were estimated to be around £2.58 billion per year; with £480 million due to healthcare expenses 
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and around £2.1 billion for loss of productivity and premature death, and it was expected to reach 

£3.6 million in 2010 (NHS Primary Care Trust, 2010). In 2012, in the UK, obesity related costs 

(indirect and direct) were estimated to be around 3% of GDP, which is around £60 billion 

(McKinsey Global Institute, 2014).  

1.4    Obesity prevalence and trends 

1.4.1 Global obesity prevalence  

Obesity is a major public health challenge and a pandemic. It was estimated in 2016, that around 

1.9 billion adults, worldwide, had a BMI greater than 25 Kg/m2 (WHO, 2020a), and it is estimated 

that there will be around 3.28 billion adults with a BMI greater than 25 Kg/m2 in 2030 (Scott, 

2017). Worldwide trends of adult (age>18 years) overweight and obesity from 1975 and 2016 

show that the number of overweight and obese adults has tripled in four decades; adult 

overweight prevalence has shifted from 20% and 23% in men and women respectively in 1975 to 

39% and 40% in men and women respectively in 2016 (WHO, undated, b). As for adult obesity 

prevalence in men and women, it has increased from 3% and 6 % respectively in 1975 to 11% and 

15 % respectively in 2016 (WHO, undated, b). This means that the ratio of obese to non-obese 

adults is 1:7 in 2017 (FAO, IFAD, UNICEF, WFP & WHO, 2018).   

Obesity was profoundly considered a disease of western and developed countries, yet, all of 

these changes (e.g. economic changes such as globalisation and urbanisation) have led to an 

increased prevalence of obesity in both developed and developing countries (Finucane et al., 

2011). The increase in obesity rates started in high-income countries between the 1970s and 

1980s (Sassi et al., 2009), after that, most of the middle-income nations and several low-income 

nations started to face the childhood and adult obesity issue (Finucane et al., 2011; Swinburn et 

al., 2011; WHO, 2005; WHO, 2008). However, the obesity prevalence is increasing faster in 

developing countries experiencing nutrition transition, and it is associated with a higher pace of 

urbanisation, modernisation and increased affluence as well as an associated radical shift in 

dietary habits and lifestyles (Mehio-Sibaii & EL-Eid, 2016).  
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1.4.2 Obesity prevalence in Lebanon  

National data show that obesity prevalence has been increasing in both adult men and women 

Lebanon in the last two decades (Chamieh et al., 2015; NCD risC, no date; Sibai et al., 2003a; 

WHO, 2018). Figure 1.3 shows the obesity prevalence in Lebanon by gender for several years.  

 

Figure 1. 3 Obesity prevalence in Lebanon by gender for a number of years. Adapted from Chamieh et 
al. (2015), NCD RisC, (undated), Sibai et al. (2003a), WHO (2018).  

Two national studies have been conducted to investigate the obesity prevalence in 1997 (Sibai et 

al., 2003a) and 2008-2009 (Chamieh et al., 2015). The first national study in 1997 of overweight 

and obesity prevalence in Lebanon, showed that the obesity prevalence rates in adult men and 

women (age ≥20 years old) were 14% and 19% respectively (Sibai et al., 2003a). The second 

national study of obesity and overweight prevalence in 2008-2009; the prevalence of obesity was 

estimated to be 26.4% in men and 25.9 % in women (Chamieh et al., 2015). Nasreddine and 

colleagues (2011), analysed results from the two national studies and showed that, between 

1997 and 2009, the obesity prevalence had increased in Lebanon from 14% to 26.4% in men and 

19% to 25.9% in women. In addition, the study authors have found that in ten years, the increase 

in mean BMI in adult Lebanese men and women is greater than the estimated international 

1997  (Sibai et al., 2003) 
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increase: 1.36 kg/m² vs.  0.5 kg/m² per decade for women and 1.84 kg/m² vs. 0.4 kg/m² for men 

(Finucane et al., 2011; Nasreddine et al., 2012).   

More recent data in 2016 show that the prevalence of obesity is continuing to increase with 35% 

vs. 27% in adult (age>18 years old) women and men respectively (WHO, 2018). This is higher than 

the worldwide prevalence for women and men which was estimated at 15% and 11% respectively 

in 2016 (WHO, 2020a). The prevalence of obesity in Lebanon exceeds the prevalence in western 

countries such as the United Kingdom with 38.4% versus 29.7% (NCD risC, undated). This makes 

Lebanon the 27th among 200 countries for high to low obesity prevalence ranking, while by 

comparison, the United Kingdom was the 60th in 2016 (NCD RisC, undated). Despite having a high 

prevalence of overweight and obesity, obesity prevalence (linear trends) for men and women is 

projected to increase further by 2025 and be higher than the global targets for 2025 (WHO, 2018). 

Data from NCD risk factor collaboration show that the projections for 2025 for obesity prevalence 

will be 43.1% for women and 35.4% for men (NCD RisC, undated).  

1.4.3 Obesity trends  

1.4.3.1 Socio-economic status  

Evidence suggests currently that obesity disproportionately affects individuals from socially 

deprived backgrounds. In the past, research showed that obesity particularly affected wealthy 

individuals in the low- and middle-income countries (Monteiro, Conde & Popkin, 2002; Sobal & 

Stunkard, 1989). More recent data shows that with economic development obesity started to 

affect more individuals from low socio-economic status and those who are living in rural regions 

(Samal, Panigrahi & Dutta, 2015).  A study by Jones-Smith et al. (2012) examined data from 

Demographic Health Surveys (DHS) in 39 low- and middle-income countries (LMIC) to explore the 

time trends of overweight and obesity in women from different socio-economic groups from 

1991 and 2008, the researchers have found that people of low affluence and low education, in 

low-income nations, are at greater risk of becoming obese.  

In Lebanon, a nationally representative cross section study conducted by Chamieh et al. (2015) 

explored the association between socio-economic status (focusing mainly on education, families’ 



  

18 
 

assets and crowding index) and obesity in Lebanon. The researchers found that there is a 

relationship between socio-economic status and obesity, especially in Lebanese adult women.  

1.4.3.2 Gender  

Differences in obesity prevalence by gender in 2016 are seen in most countries in the world (NCD 

Risk Factor Collaboration, 2017) (See Table. 1.2). It is worth noting in the Eastern Mediterranean 

Region, the prevalence of obesity in adult women is much higher compared to men (Badran & 

Laher, 2011; Musaiger, 2011) such as Lebanon, Egypt, Turkey, Kuwait and Bahrain (NCD Risk 

Factor Collaboration, 2017).   

Table 1. 2: Prevalence of Obesity by Gender in Selected Eastern Mediterranean Region Countries 
in 2016 

Country Gender Obesity Prevalence (%) 

Lebanon  Men 27.0% 

Women 35.0% 

Egypt Men 23.5% 

Women 42.5% 

Turkey Men 25.3% 

Women 40.7% 

Bahrain 
 

Men 26.5% 

Women 38.2% 

Kuwait Men 34.3% 

Women 47.1% 

Adapted from (NCD RisC, undated) 

While in many western countries (table 1.3), such as Denmark, Finland, Germany (NCD Risk 

Factor Collaboration, 2017) the prevalence of obesity in men is higher than for women. The 
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converse is true in the United Kingdom, where the prevalence of obesity in 2016 was significantly 

higher in women than in men with 29.7% versus 27.9% respectively (NCD RisC, undated).  

Table 1. 3: Prevalence of Obesity by Gender in Selected Western Countries in 2016 

Source: NCD RisC, (undated).  

1.5    The double burden of malnutrition in developing countries 

Although developing countries are experiencing a rapid pace of increase in overweight and 

obesity, some of them, continue to have high levels of under-nutrition and obesity at the same 

time, which is referred to as the “double burden of malnutrition” (Shrimpton & Rokx, 2012; WHO, 

2011; WHO, 2017a). Malnutrition is characterised by an abnormal physiological state due to 

insufficient, excessive, or unbalanced intake of macronutrients, vitamins, and minerals (FAO, 

IFAD & WFP, 2015). In 2018, studies showed that more than half (59%) of 141 countries faced 

the dual burden of under and over-nutrition (Development Initiatives, 2018).  

The dual burden of malnutrition is not limited to having a high prevalence of underweight and 

overweight in the same country (WHO, 2011; WHO, 2017a). The dual burden of malnutrition can 

be found in the same family; where underweight or stunted individuals can have overweight or 

obese family members (Doak et al., 2000; Doak et al., 2001; Kimani-Murage et al., 2015; Ramirez-

Country  Gender Obesity Prevalence (%) 

United 
Kingdom 

Men 27.9% 

Women 29.7% 

Denmark Men 23.1% 

Women 17.7% 

Finland Men 24.6% 

Women 21.5% 

Germany Men 25% 

Women 21.3% 
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Zea et al., 2014). As an example, in a study conducted in Kenya, the prevalence of overweight or 

obese women who had malnourished children was 43% and 37% respectively (Kimani-Murage et 

al., 2015). The dual burden of malnutrition could occur in the same child; where he/she does not 

grow into her/his ideal stature but also has a high BMI and fatness in the abdominal area (Dietz 

et al., 2015). The shift from under-nutrition into the coexistence of under-nutrition (especially 

infancy nutrition insults) with overweight plays an essential part in the increase in the prevalence 

of non-communicable diseases (Black et al., 2013; Popkin & Wen, 2006; Uauy, Kain & Corvallan, 

2011). 

1.6   Undernutrition, nutrition deficiencies and obesity in Lebanon  

Underweight prevalence in Lebanon is low, less than 5% in the 2014-2016 period (FAO, IFAD & 

WFP, 2015). Lebanon has reached one of the Millennium Development Goal 1 (MDG 1) by the 

United Nations (2015b) to reduce the number of individuals who are undernourished by 50% in 

the period 1990-2015 (FAO, IFAD & WFP, 2015). However, in 2003, around 25% of Lebanese 

women of childbearing age had lower than normal amounts of iron and 12.8% had both vitamin 

B9 and B12 deficiency (Al Khatib et al., 2006). In 2009, WHO STEPS Chronic Disease Risk Factor 

Surveillance report for Lebanon, showed that 66% of adults did not consume their daily 

recommended intake of calcium and 19.6 % had less than normal blood levels of vitamin D (Sibai 

& Hwalla, 2010).  These deficiencies may be due to insufficient food intake or overconsumption 

of food of low nutritional value associated with the transitional diets (Halabi & Ghanem, 2016).  

As for food security, a significant proportion of the Lebanese adults and Syrian refugees living in 

Lebanon are experiencing some degrees of food insecurity and inaccessibility to nutritious food 

(UNESWCA, 2016; UNHCR, 2019). Data from the UNHCR (2019) vulnerability assessment of Syrian 

refugees (VASyR) shows that 63% of the Syrian refugee households in Lebanon are marginally 

food insecure “Has minimally adequate food consumption without engaging in irreversible coping 

strategies; unable to afford some essential non-food expenditures” and 28% are moderately food 

insecure “Has significant food consumption gaps OR able to meet minimum food needs only with 

irreversible coping strategies”. Therefore, these households rely on strategies to cope with their 

inaccessibility to food, where 88% of the sample reported that they depend on cheap and less 

preferred food in 2019 (UNHCR, 2019).  
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As for the general Lebanese population, data in 2016 show that 49% of the nationally 

representative sample responded that they were concerned about access to an adequate 

amount of food, and 31% also stated that they were not able to maintain a healthy and balanced 

diet over one year period (UNESCWA, 2016). Moreover, a cross-sectional study by Jomaa et al. 

(2017) has investigated the relationship between food insecurity and obesity among mothers in 

the Beirut area. The study authors found that food insecurity has been associated with a greater 

risk of having nutritional deficiencies or excessive body weight.  In addition, factors such as low 

education, socio-economic status and income were linked with food insecurity (Jomaa et al., 

2017). Halabi and Ghanem (2016) recommend that policies and strategies should emphasise on 

addressing both nutritional deficiencies and obesity simultaneously. 

1.7    Summary of Chapter 1  

It can be concluded that nutrition transition, which is characterised by population shifts in dietary 

behaviours and physical activity levels, is linked with economic development, agricultural 

development, technological advances, and modernisation (Popkin, 1994; Popkin, 2011; Popkin, 

Adair & Ng, 2012). On one hand, the agricultural advances, the livestock revolution, and the 

technological advances have led to the production and increased supply of ultra-processed food, 

vegetable oil, refined carbohydrates, and the increased production of meat and other animal 

products in developed countries (Popkin, 1994; Popkin, 2011). On the other hand, the 

globalisation of markets has let the “western” products of the developed countries being 

introduced in local markets in low and middle-income countries (Held et al., 1999; Gunter & van 

der Hoeven, 2004). The urbanisation characterised by improved infrastructure, highways, and 

ports as well as supermarkets and mass media facilitated the distribution of foreign products in 

cities (Branca et al., 2015; Hawkes, 2006; Popkin, 2006). Technological advances and 

modernisation have also influenced physical activity levels as people shifted towards sedentary 

office work and leisure activities. (Dzewaltowski, 2008; Ng & Popkin, 2012).   

The Lebanese population is undergoing a nutrition transition where the population is shifting 

from consuming the traditional to westernised diets (Naja et al., 2011; Nasreddine et al., 2014) 

and the level of physical inactivity in the Lebanese is very high with almost half of the adult 
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population being physically inactive (Chamieh et al., 2015; Sibai & Hwalla, 2010; WHO, 2018). 

Adult obesity prevalence in Lebanon is high and increasing steadily (NCD risC, undated; 

WHO,2018). Obesity has been associated with many chronic diseases, increased mortality and 

poses a financial burden on individuals and governments. Therefore, it is necessary to halt the 

rise in obesity prevalence in Lebanon.  
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Chapter two:  Literature review  
 

 

2.1 Introduction  

The current chapter critically examines the literature into the causes of obesity, the factors that 

influence dietary behaviours and physical activity, two major factors associated with weight gain. 

It presents the conceptual model used to guide this thesis.  

In addition, this chapter gives an overview and a critical analysis of the different obesity 

prevention approaches, the worldwide obesity prevention progress and examples of policies and 

actions from countries around the world. The next chapter (Chapter 3) discusses the literature in 

relation to the study context – Lebanon.  

2.2 Search strategy  

A comprehensive literature search was carried out using the following databases: PubMed, 

Cochrane, the University of Chester Library catalogue, Google Scholar (for grey literature), the 

World Health Organisation Website, the Institute of Medicine, the UK Department of Health 

Website, and the Lebanese Ministry of Public Health Website. Additional papers cited by key 

papers were also included. The keywords used for the literature search included, but were not 

limited to, the following terms: “nutrition transition”; “obesity”; “obesity determinants”; 

“obesity drivers”; “influences on eating behaviours”, “influences on physical activity”, 

“prevention approaches”; “nutrition policies”; “health in all policies”; “social ecological model”; 

“determinants of food choice”.  The literature search started in November 2016 and has been 

updated throughout the PhD research period.  All study types were screened during the database 

searches. The search strategy included papers from 2000 till 2020. Some papers that date earlier 

than 2000 but provide key information and/or theories were identified and cited.  
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2.3 Perceptions towards obesity determinants    

The traditional medical view on obesity causes focuses on physiological factors associated with 

weight gain; whereby a “positive energy balance” in which the energy intake is higher than the 

total energy expenditure is attributed (Black & Macinko, 2008). This positive energy balance is 

associated with dietary behaviours such as increased high energy food intake and reduced 

physical activity, and other factors such as not having enough sleep (Patel & Hu, 2008), living a 

stressful life (Ayanian et al., 2009), and having a sedentary behaviour (Hu et al., 2003). The 

medical model focuses on the role and responsibility of the individual for his/her behaviour by 

consuming more energy than he/she expands and does little to no physical activity. Therefore, 

this traditional model has been critiqued for neglecting the factors contributing to these 

behaviours and for its “oversimplification” of the mechanism causing obesity (Adler & Stewart, 

2009).  

Towards the end of the 20th and early 21st centuries, a considerable body of evidence into the 

wider social determinants of obesity in high-income populations has emerged. Evidence in the 

UK Foresight Report illustrates a “multifaceted system of determinants” of obesity such as 

individual psychology, biology, activity, and food consumption and the broader determinants 

such as societal influence, activity environment, and food production (Butland et al., 2007; 

Vandenbroek et al., 2007).  Figure 2.1, the “Foresight Obesity Map”, illustrates the complexity of 

the system. 
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Figure 2. 1 Obesity Systems Map. Source: Butland et al. (2007) 
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Knowledge of the various factors influencing food choice is also considerable (Butland et al., 

2007; Popkin, Duffey & Gordon-Larsen, 2005). Evidence shows that people choose what to eat 

and whether to be physically active or not; however, these decisions are influenced by factors 

beyond the person or individual agency (Butland et al., 2007). The previous emphasis on 

traditional and linear models of behaviour began to be replaced. Researchers also began to 

develop a better understanding of the complexity of these factors and their interdependency 

through developments around the socio-ecological models of health emerging from the field of 

health promotion (Bronfrenbrenner, 1994, pp. 1643-1647; McLeroy et al., 1988). The importance 

of people’s environment (Cummins et al., 2007; Ding et al., 2011), and structural factors such as 

social policy were acknowledged as determinants of dietary choices and other risk factors and 

health (McLeroy et al., 1988; Popkin, Duffey & Gordon-Larsen, 2005).  

The complexity of the obesity system recognises the importance of understanding the 

“obesogenic” environment; to explain how it encourages individuals to adopt unhealthy eating 

patterns and reduces opportunities for physical activity as a barrier to weight management 

(Swinburn & Egger, 2002).   

2.4 Conceptual framework used to guide this thesis 

According to Miles and Huberman (1994, p. 18), a conceptual framework “explains, either 

graphically or in narrative form, the main things to be studied; the key factors, concepts, or 

variables; and the presumed relationships among them”. Therefore, a conceptual framework 

proposed for this thesis is the Socio Ecological Model (SEM) (McLeroy et al., 1988) and 

Bronfenbrenner’s ecological systems theory (Bronfrenbrenner, 1994, pp. 1643-1647). The Socio 

Ecological Model (SEM) of health, used widely in the fields of health promotion and 

contemporary public health, illustrates how people’s health and behaviour are affected by 

interrelated factors at the level of the individual, community, macro- or policy levels (Smedly & 

Syme, 2001). The Socio Ecological Model has been broadly used to address the problems linked 

with obesity (Hamre et al., 2006). It has been applied by researchers to study the physical activity 

and dietary patterns of people by investigating the systems in which they live (Sallis & Owen, 

2002, pp. 462-464). This model shows that people’s knowledge is not enough for behaviour 
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change. Therefore, creating a supportive environment along with increasing knowledge is 

necessary to change someone’s behaviour (Strack et al., 2010).  The Socio Ecological Model has 

been illustrated in different ways, yet all the models show that there are multiple interrelated 

systems and levels, and effective prevention and control interventions should tackle each of 

these influences at each level (Green, Ritchard & Potvin, 1966; McLeroy et al., 1988; Strack et al., 

2010; Stokols, 1996). The Socio Ecological Model is illustrated in Figure 2.3. 

 

 

Figure 2. 2    Socio Ecological Model. Reproduced from source: 
https://www.unicef.org/cbsc/files/Module_1_SEM-C4D.docx   

There are five levels of the Socio Ecological Model. First the “Individual influences” 

(Intrapersonal) such as individuals’ knowledge, attitudes, behaviours, traits, and socio-economic 

factors. Second, the “Interpersonal influences” are the groups that people belong to and the 

pressures these place on how people act, these include the normative pressures, the activities 

they participate in and the support they get from social circles such as family, friends, peers and 

co-workers. These social circles are found within organisational influences such as workplaces, 
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schools, universities, places of worship, civil societies. The third, “Community influences” such 

as the relationships between different sectors, institutions and organisation, transportation 

system. The “Organisations” influences such as social institutions. Finally, the “Policy and 

Enabling Environment” such as media and national, state, or local policies (Green, Ritchard & 

Potvin, 1966, McLeroy et al., 1988; Stokols, 1996; Strack et al., 2010).  Several researchers have 

adapted the Socio Ecological Model to illustrate the different factors, on the different levels, that 

influence eating behaviours and physical activity (Fitzgerald & Spaccarotella, 2009; Glanz et al., 

2005). 

2.5 Factors influencing eating behaviours and physical activity levels 
and their association with obesity.  

2.5.1 Intrapersonal level 

As previously discussed, contrary to popular belief, individual agency or choice is mitigated by a 

wide range of factors. At the intrapersonal or the individual level, factors such as genetic or 

hereditary, which are non-modifiable; socio-economic and demographic background, 

psychosocial factors, and factors influencing consumption are pertinent to understanding the 

determinants of obesity (Butland et al., 2007; Fitzgerald & Spacarotella, 2009; McLeroy et al., 

1988).  

Psychosocial factors may include food preferences, stress, mood, attitudes, habits, and the ability 

to control eating behaviours (Djikstra et al., 2015; Brunner, Chandola & Marmot, 2007; Gibson, 

2006; Nicklas et al., 2013). As part of food preferences, a review conducted by Liem and Russell 

(2019) shows that people tend to prefer foods that are sweet rather than bitter, yet, there are 

variances between each person’s food preferences and there is no evidence these differences 

impact on long term dietary behaviours or excessive weight gain (Liem & Russell, 2019). Food 

preferences depend on the individual at the intrapersonal level, however, evidence shows that 

individuals’ food habits also could be learned during early ages and could be influenced by 

exposure to social circle, social norms and culture and also by food marketing at the macro-level 

(Hawkes et al., 2015). Evidence from a systematic review shows that food preferences may be a 
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result of nutrition behaviours in early life such as the mothers’ nutrition during pregnancy as well 

as the individuals’ dietary intake during their infancy (Nehring et al., 2015).  

Emotions can also have an impact on dietary behaviours by influencing cravings and hunger 

(Gibson, 2006), yet, the relationship between attitude and dietary behaviours is based on the 

person’s psychological state. People may have “learnt” their dietary choices based on their 

emotional state and the expected psychological effect (e.g. reducing stress); by eating foods that 

have nutritional properties that can elicit different moods, also known as “hedonic response” 

(e.g. chocolate and contentment) (Gibson, 2006). 

Perceptions of “the consequences of food consumption” on health are also one of the factors 

that play a role in food choice (Lannermas et al., 1997).  Individuals are likely to change their 

behaviours and avoid certain food when the health consequences are likely to appear 

immediately (e.g.  allergic reaction), rather than long term, as food preferences and the 

immediate satiety are stronger predictors of food choice (Birch, 1999). Another factor that may 

influence food choice is “self-efficacy”, which is the perceived ability or confidence to control 

one’s behaviours despite the barriers that one faces (e.g. time constraints) (Bandura, 1997).  

People who are confident that they can avoid eating unhealthy food would not choose these 

foods even if they faced some challenges (Brug, 2008).  

Nutritional knowledge is a factor that may influence food choice. However, nutrition knowledge, 

alone, may not be directly related to food choices (Patterson, Crystal & White, 1996). It is worth 

noting that there are two types of knowledge: declarative knowledge which refers to “knowing 

that” and procedural knowledge which means “knowing how” (Anderson, 1995). Procedural 

knowledge is more closely related to individuals’ behaviours (Dickson-Spillman & Siengrist, 2010). 

As an example, a person uses procedural knowledge when asked to choose the healthier 

between two food items (Dickson-Spillman & Siengrist, 2010).  

Literature suggests that occupation and time constraints may arise as barriers to healthy eating 

(Jenkins & Homer, 2005). A cross-sectional study by Escoto, Nelson and Hannan (2012) shows 

that the duration of the work shift (longer than 40 hours per week) is associated with 

unfavourable effects on eating behaviours in young adults. Furthermore, positive associations 
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between stress and obesity were seen in a study by Brunner, Chandola and Marmot (2007), yet, 

evidence from meta-analysis shows that the association between stress in employment and 

excessive body weight is weak (Wardle et al., 2011).   

2.5.2 Interpersonal level 

At the interpersonal level of the Socio Ecological Model (SEM), the importance of social 

connections and interactions, such as friends, colleagues, family members and significant others, 

on an individual’s health related choices is acknowledged (McLeroy et al., 1988).  Food and eating 

are not only physiological requirements but also an essential social and cultural experience, 

including ceremonies, religious and celebratory events. Individuals often consume food with 

others; therefore, their dietary behaviours are influenced by the people they eat with (Higgs, 

2015).  

Social interactions can be enablers or barriers to healthy eating behaviour such as social 

commitments and the concern to eat within a social circle (Bove & Sobal, 2006). Food 

consumption is associated with perceptions of “normative behaviour” in the social circle (Louis 

et al., 2012). A literature review by Higgs (2015) shows that social norms may affect people’s 

eating practices as they are linked with “social judgement”. The review also shows that people 

tend to abide by social norms when they are unsure about how they should behave or when they 

“share identity” with their social circle (Higgs, 2015). Another review of the effect of eating with 

others on food consumption by Herman, Roth and Polivy (2003) showed that people tend to 

imitate their eating companions’ food decisions and consume the same quantity of food. Some 

people may consume larger meals when they are in the company of others (De Castro & Brewer, 

1992). While, other people may eat very small quantities of food, even after staying one day 

without food, if their “social model” ate small quantities of food (Goldman, Herman & Polivy, 

1991). Furthermore, the social environment may influence the nutritional quality of the food that 

person chooses; studies show that people tend to choose to consume “snacks” if other people 

chose these “snacks” (Prinsen, de Riddler & de Vet, 2013).  Also, as part of interpersonal 

influences, social support is a factor that positively influences individuals’ behaviours (McNeill et 

al., 2006; Wendel-Vos et al., 2007).   
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2.5.3 Community and the institution levels  

Factors that influence eating behaviours and physical activity at the community and institution 

level are influenced by the organisations and sectors involved in the whole food chain or food 

environment including the built environment.  

2.5.3.1 Food environment 

Individual eating behaviours are not independent of the environment in which the people make 

these behaviours (Brug, 2008). The food environment is characterised by the availability, 

affordability, and accessibility of nutritious food options in the community and supermarkets 

(Beydoun & Wang, 2008; Glanz et al., 2005; Nicklas et al., 2013). As such the environment may 

present facilitators or barriers for healthy eating behaviours (Glanz et al., 2005). Which in turn 

determines food security or insecurity, or the ability of people to “have physical and economic 

access to sufficient nutritious food that meets their dietary needs and food preferences for an 

active and healthy life” (World Food Summit, 1996). Evidence from a systematic review and meta-

ethnographic synthesis conducted by Zorbas and colleagues (2018) shows that food prices and 

the unavailability of shops that sell “healthy” food are barriers to healthy eating for people from 

marginalised groups. 

Dietz and colleagues in 2015 argued that eating habits that contribute to a high caloric intake 

might not be constantly related to mindful choices, but these are “learnt responses” to factors in 

the surroundings and when these reoccur frequently, they develop into “habits” that lead to 

overweight and obesity (Dietz et al., 2015). As an example, in a study by Neal et al. (2011), the 

participants were more likely to consume popcorn while watching a movie at the cinema than in 

a classroom. When the environment changes and food options increase, individuals’ eating 

patterns change (Butland et al., 2007).   

The presence of countless palatable unhealthy food options in supermarkets and the various fast-

food outlets make it hard for the consumer to choose healthy food (Jetter & Cassady, 2006). In 

the last five decades, portions of processed and fast food became larger while their relative price 

became lower (WHO, 2017a). Studies show that people consume larger amounts of food when 

the portion size increases (Marteau, Hollands, Shelmit & Jebb, 2015). However, healthy food 
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options such as fruits and vegetables became less affordable for the least fortunate people living 

in developing nations (OECD, 2008; Story et al., 2008). A study by Drewnowski and colleagues 

(2004) shows that high energy food is generally cheaper than healthy food options.  

Furthermore, the availability of less healthy, high fat, high sugar, high energy foods and so-called 

‘junk food’ in shops (Rawlins et al., 2013), in-store food placement and aggressive marketing also 

influence people’s food choices (Pitt et al., 2017). The offers on certain food products are 

perceived to be useful for those who need to look for products with reduced prices (Tach & 

Amorim, 2015). The offers are perceived to be more likely on unhealthy food and their location 

in store influences the people to buy them (Zachary et al., 2013). In a literature review of articles 

discussing the influence of “sales promotion” on dietary behaviours, it has been shown that 

promotions on food and beverages may influence the purchasing choice in the short term 

(Hawkes, 2009). However, Hawkes (2009) found that there is limited evidence on its influence on 

eating behaviours over a long duration. Another review conducted by Martin, Bauld and Angus 

(2017) for Health Scotland found that unhealthy food items are the ones that get reduced in price 

the most through “multi-buy” offers and this promotion strategy leads to higher purchase than 

price discount.  In addition to food availability in shops and supermarkets, the availability of fast-

food outlets in the community is perceived as negatively influencing eating behaviours (James, 

2004; McGuffin et al., 2015).  

The home food environment usually depends on the adults’ food choices (e.g. children’s parents) 

and the availability of food in the area where they live (Nepper & Chai, 2015; Santiago-Torres, 

2014). The availability of unhealthy food at home is associated with higher consumption of these 

foods (Nepper, 2016). Furthermore, in a qualitative study, the study participants explained how 

the availability of unhealthy food options at home negatively influences their eating behaviours 

(Santiago-Torres et al., 2014). Individuals living in deprived communities often have lower access 

to low-cost nutritious food options and have more access to inexpensive fast food (Larson, Story 

& Nelson, 2009).  
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2.5.3.2 Built environment  

The built environment refers to the physical aspect of the city such as design, infrastructure, 

transportation, and facilities (Handy et al., 2002; Transportation Research Board & Institute of 

Medicine, 2005).   

Active recreation indicates the availability and accessibility of community opportunities for active 

leisure such as cycling lanes, parks, pavements, and sports facilities (Blanck et al., 2012; Sallis & 

Glanz, 2009). Having parks and public facilities in a neighbourhood motivates people to walk and 

engage in sports and be more active (Blanck et al., 2012, Wall et al., 2012). In addition to 

availability, factors such as the accessibility and closeness of facilities are linked with higher 

physical activity in people from all age groups (Cohen et al., 2006; Diez Roux et al., 2007; Frank 

et al., 2005; Grow et al., 2008). Furthermore, neighbourhood safety may be perceived as a barrier 

to physical activity (Fleury & Lee, 2006). In this regard, a review conducted by Foster and Giles-

Corti (2008) shows that qualitative inquiries show that individual concerns are perceived as 

barriers to walking, yet, quantitative research shows that the association between safety and 

limited physical activity is inconsistent. As for active transportation, it refers to the availability of 

public transport and cycling lanes (Yang et al., 2010).  Safety is an important factor too, people 

are more likely to walk if they live in a city that is safe for walking (Frank et al., 2005). The available 

and accessible transportations and city safety have been associated with physical activity levels 

(Sallis et al., 2012). 

2.5.4 Macro-environment level  

The last level of the socio ecological model is the macro-environment level. Studying the macro-

environment level is essential as it may have a larger impact at the population level (Kirk, Penney 

& McHugh, 2010).   

This level includes economic pressures on the individuals’ dietary behaviours such as 

advertisements, food pricing, food branding, marketing, and promotion (McLeroy et al., 1988; 

Mozaffarian, 2013; Stockols, 1996; Strack et al., 2010). Food industries exert their influence on 

population food choices through food advertisements, food manufacturers often promote their 

products to the youth by using fictional characters in their advertisements “brand mascots” 
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(Kraak & Story, 2015) and by sponsoring athletes and celebrities in their events (Davies, 2019). In 

the past, junk food advertisements were mainly seen on mass media (e.g. television and radio) 

and billboards, nowadays, the food industries are investing in social media to advertise their 

products and target the youth (Frazier & Harris, 2017).  

Employment opportunities at the national level, and therefore, household income and 

individuals’ socio-economic status (low education and low income) influence eating behaviours 

and are consequently determinants of obesity (Dowler, 2001; Kim & von dem Kenesbeck, 2018). 

Studies have shown that low socio-economic status is associated with a low intake of healthy 

food and a higher intake of “junk food” (Dowler, 2001; Mackenbach et al., 2019). These socio-

economic factors at the macro-environment level are influenced by broader economic drivers 

such as globalisation, urbanisation, and changes in the food system (discussed in chapter 1).  

Also, the macro-environment level includes national, state, or local policies (Lucan et al., 2012; 

McLeroy et al., 1988; Stockols, 1996; Strack et al., 2010). The influence of some policies (e.g. 

taxations and subsidies) will be discussed in the next section (section 2.6.3) of this chapter.   

In summary, the socio ecological framework outlined above emphasises on the complexity and 

inter-relationship between the different sectors in the food supply chain (structure) and individual 

agency or choice. 

2.6 Initiatives and policies to prevent obesity and non-communicable 
diseases  

2.6.1 Obesity prevention targets and approaches 

According to the World Health Organisation (2004), obesity may be prevented.  The overall aim 

of obesity prevention is to reduce the number of people becoming newly obese in a population 

(Kumanyika et al., 2002; WHO, 2000). For this to happen, there are different goals based on the 

body mass index (BMI) of the individuals in a population (IOM, 1995; IOM, 2010). For people who 

have a body mass index (BMI) that falls in the normal range, the aim is to help them keep their 

body mass index (BMI) in that range and to refrain from weight increase, especially as they 

become older. As for the people who already have excessive body weight, the target of 
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preventive strategies is to limit their progress towards the higher body mass index (BMI) range 

and to avoid the diseases associated with excessive adiposity (IOM, 1995; IOM, 2010). The main 

difference between obesity prevention and obesity management is that in the targets; the main 

target in obesity management is to ensure people consume less energy than their daily 

expenditure (create a negative energy balance) and thus lose weight, while the target of obesity 

prevention is to help individuals maintain an energy balance; consume only as many calories as 

they expand per day and therefore avoid weight gain (Kumanyika et al., 2008). Therefore, 

preventive measures aim to promote behaviours that reduce the persistent excessive caloric 

intake compared to energy expenditure (IOM, 2010).  

Obesity prevention approaches have evolved over time. As discussed in the previous sections, 

there are two major models, the public health and the medical model, each of these illustrates 

the determinants of obesity based on different perceptions and theories and, therefore, there 

are two different major obesity prevention approaches (Adler & Stewart, 2009). In the past, the 

obesity prevention strategies were “unidimensional”, based on the medical model, focusing 

mainly on medical treatments, education and/or on behavioural approaches (Garner & Wooley, 

1997; Kayman, Bruvold & Stern, 1990). The health campaigns encouraging healthy habits were 

focused on the hypothesis that human behaviours are voluntary, and the person is responsible 

for his/her choices (Coreil et al. 1985; Crawford, 1980). These “unidimensional” approaches of 

the 1970s and 1980s were later considered to be “victim blaming” as they did not recognise that 

some external factors may influence people’s behaviours (Adler & Stewart, 2009). Also, those 

traditional interventions that did not cover the different factors that promote excessive energy 

intake and reduced physical activity did not lead to any significant improvements in the 

individuals’ health outcomes and were unlikely to be sustainable (Egger & Swinburn, 1997; 

Garner & Wooley, 1997; Kayman, Bruvold & Stern, 1990).  

As discussed previously in this chapter, since the start of the twenty first century, researchers 

started to pay close attention to how the environment influences people’s health (Cummins et 

al., 2007; Ding & Gebel, 2012) and therefore, the necessity of creating healthy environments that 

support healthy behaviours was first introduced in the Ottawa Charter (WHO, Health and Welfare 

Canada and Canadian Public Health Association, 1986). In contrast to individualistic approaches, 
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the “environmental” initiatives that are based on the public health model, and that target the 

“obesogenic” factors show several benefits. On one hand, they can be efficient and sustainable 

as they can be integrated into existing systems and policies (Swinburn, Egger and Raza, 1999; 

WHO. 2010). On the other hand, these approaches have been shown to promote health 

behaviours at the population level (WHO, 2010a), and seem to benefit all parts of society, 

especially the ones that are difficult to reach through education initiatives such as individuals 

with a low socio-economic status (Gallbally, 1997). However, encouraging individuals to adopt 

healthy behaviours in an obesogenic environment cannot be predicted to be successful, nor can 

create a healthy environment in a community where people do not have the basic nutrition 

knowledge to benefit from them (Sallis et al., 2012). Researchers show that creating 

environments that support healthy behaviour does not only require physical changes to the 

environment but also requires a deep understanding of the social constructions of the 

community and how the individual interacts with the environment and with other individuals 

(Belon et al., 2014; Cummins, 2007). Therefore, the new approaches to obesity prevention 

explore the obesogenic environment that leads to unhealthy behaviours (Lake & Townshend, 

2006, WHO 2003), as well as target the general public by educating them to make healthy choices 

(Sallis et al., 2008). Adler and Stewart (2009) call for a “justice perspective” which does not ignore 

that persons are responsible for their behaviour but creates the facilities that support healthy 

behaviour.  

Thus, the aim is to create healthy environments that help people make the “right” food choices 

that are promoted by education programmes (Swinburn, Egger & Raza, 1999; Zhang et al., 2014). 

In other words, these strategies aim to “make healthy behaviours” the norm (Seidell & 

Halberstadt, 2015).   

2.6.2 Global action and the involvement of different sectors  

To prevent obesity globally, in 2013, the WHO developed the Global Action Plan for 2013-2020 

(WHO, 2013a) and the Non-Communicable Diseases Global Monitoring Framework (WHO, 

undated, a) which include different goals for adults and adolescents such as no increase in obesity 

prevalence between 2010 and 2020. These global action plans advocate for a systems-oriented 
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approach and show that initiatives to improve dietary behaviours and physical activity levels 

should address its main causes across all sectors (health, agriculture, food production, marketing, 

education) (WHO, 2013a). Therefore, policymakers should develop policies that target all the 

different levels of influence (e.g. education, portion size, food advertisements and the overall 

built environment to promote healthy behaviours) and the action should be sustainable (Dobbs 

et al., 2014; Gortmaker et al., 2011; Institute of Medicine, 2012; Seidell & Halberstadt, 2015). 

Targeting all the levels of influence requires an action plan, and strong collaborations between 

different sectors to reach a consensus between them as single efforts from one sector, institution 

or individual may not be enough (Dobbs et al., 2014; Kovac, 2017). As an example, some 

environmental factors such as urban design, parks, facilities, transport, food pricing (previously 

discussed in chapter 1) are not regulated by the medical sector but have a great influence on 

obesity and the associated non-communicable diseases.  

Collaborative approaches between sectors are key and the involvement of key stakeholders from 

different sectors should be focused upon (Addy et al., 2015; Centers of Disease Control and 

Prevention, no date 2).  According to the WHO (2012 b), identifying priority areas for action is 

important and requires different steps such as: “problem identification and needs analysis”, 

exploring the possible “solutions”, “assessment and prioritisation of potential solutions” and 

finally drafting the final plan. Every context or nation requires different actions where some 

targets may be more appropriate and practical, therefore, the WHO (2012 b) advises that social 

and political context, the financial situation, systems, and potential barriers should be explored.  

The first phase in “prioritisation” is to recognise and engage the key stakeholders, this 

participation requires “leadership” from the government (New South Wales Department of 

Health, 2005; WHO, 2012 b). When public health professionals collaborate with key stakeholders 

while drafting their strategy, the possibility that the strategy components are implemented 

increases as they feel more concerned and partnering in the plan (WHO, 2012 b). Different 

stakeholders could have a role or influence the obesity prevention strategy. Table 2.1 gives 

examples of potential key stakeholders and their possible influence in obesity prevention.  
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Table 2. 1: key stakeholders and potential role or influence in obesity prevention  

Key stakeholders Examples of potential role or influence in obesity prevention 

National Governments 

Ministries of Public Health, 

Education, Agriculture, 

Transportation and Trade 

 

 

• Governments have the chief role in preventing and controlling obesity as they initiate policies at 

the national level (Gortmaker et al., 2011; Gostin, 2007; Mozzafarian et al., 2018). 

 

Local Governments or 

Municipalities 

 

• Local governments can create “healthy” built environments (parks, urban design and public 

facilities) that promote physical activity through public policy (Godbey & Mowen, 2010; Sallis et 

al., 2012). 

 

Civil Societies 

Consumer associations, Non-

governmental organisations 

and Professional organisations 

 

• Civil societies can advocate for policies and change (Gortmaker et al., 2011).  

• Non-governmental organisations and civil societies have worked on community projects before, 

therefore they can reveal the available assets and the barriers to effective action (Rudolph et al., 

2013). Also, they can share detailed thoughts on ways in which the government can enable 

strategies to promote health (Rudolph et al., 2013). 
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Table 2.1 key stakeholders and potential role or influence in obesity prevention (Continued): 

Key stakeholders Examples of potential role or influence in obesity prevention 

 

The private sector 

Food and beverage industries, 

Media and marketing 

agencies 

 

• The food industry is blamed for fostering obesogenic environments, yet, their involvement and 

support is crucial to reduce the obesity burden (Binks, 2016; Stanford, Tauqeer & Kyle, 2018) 

• The food industry frequently weakens policy drafting by lobbying governments (Nestle, 2002). 

• Food producers should support individuals to make healthy decisions as they are aware of the 

consumer food preferences. They should provide reliable and correct food claims. Also, they can 

reform their foodstuffs to meet people’s dietary requirements, make food items healthier and the 

servings more controlled (Binks, 2016; Seidell, 1999).  

 

 

Universities and 

healthcare professionals 

 

• Universities teach healthcare professionals who in turn will disseminate their information to their 

clients and the public. People perceive medical professionals as well-informed and will seek their 

advice. Therefore, with such a position, they can help in disease prevention instead of simply 

treating illness (Kirk & Penney, 2013; Pearce et al., 2019).   

• The healthcare system should be oriented towards the prevention of diseases (Davies, 2019). This 

requires that healthcare professionals be equipped with the knowledge and to help the public 

(Davies, 2019).  

• They can influence eating behaviours by encouraging and helping patients to improve their diet, be 

more active and maintain a healthy body weight (Loveman et al., 2011; Trueman et al., 2010). 
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2.6.3 Policies for obesity prevention: Improving population diet and physical 
activity  

Food policies are defined by Hawkes and colleagues (2015) as “actions that aim to improve 

human diet”. The importance of healthy public policy has been first discussed in the Ottawa 

Charter in 1986 (WHO, Health and Welfare Canada & Canadian Public Health Association, 

1986). Obesity prevention strategies that are based on policies were shown to be effective to 

all population segments, also, these measures can be integrated into the existing systems, 

therefore, can show sustainable benefits to all segments of a population (Swinburn et al., 

2011). To be considered as successful, policies should have an impact on the population’s 

food consumption and dietary behaviour (Hawkes et al., 2015). There are several areas of 

“hard” policy measures for addressing obesity, the main ones include food marketing 

regulations, fiscal measures, increasing healthy food access, food industry engagement, and 

food labelling (WHO, 2013b). Each of these policy areas will be discussed in the following 

subsections. 

2.6.3.1 Media and food marketing  

As seen in this chapter, media may influence food choices through food advertisements. In 

this regard, the WHO has advised that advertisements of unhealthy food targeted towards 

children should be limited (WHO, 2012a). In a report on addressing childhood obesity, the 

Chief Medical Advisor for England recommends health policies that find could be beneficial 

to health but does not cause much harm to the private sector such as allowing “private sector 

sponsorship of major sporting events, facilities and stars, but only allow advertising and sales 

of their most healthy products on site” (Davies, 2019).  As an example, from the countries that 

are complying with those recommendations, in Chile, in 2016, the government issued a policy 

that restricts commercials and the use of animated characters to promote unhealthy food 

items (Dillman Carpentier et al., 2020). Assessments of the impact of this policy, in 2020, show 

that children and adolescents were still exposed to “junk” food (high in sugar, fat and sodium) 

in advertisements, yet, their exposure was significantly reduced by 35% and 52% respectively 

(Dillman Carpentier et al., 2020). Some of the main challenges of food marketing restriction 

on media are that: on the first hand, some children may be watching television programmes 

with their parents so their exposure cannot be totally prevented; on the other hand, 

restrictions are sometimes are imposed on one mass media outlet (e.g. the television) so the 
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food industry finds and increases their advertisements on a different mass media channel 

such as billboards (Cawley & Wen, 2018; Powell, Harris & Fox, 2013).  

Media campaigns, on television, social media, and billboards, that aim to raise awareness on 

the health impact of overweight and obesity, healthy eating and physical activity are 

implemented to encourage populations, or some population groups, to adopt healthier 

behaviours (Kornfield et al., 2014; Wakefield, Loken, & Hornik, 2010). Media campaigns were 

implemented in many countries around the world, some of these are: BP3D in New York, the 

United States (George et al., 2016); Change4Life in the United Kingdom (Croker et al., 2012; 

Department of Health, 2011); Fighting obesity Campaign in Turkey (Arikan et al., 2014); 

LiveLighter) in Australia (Morley et al., 2016). A systematic review of the impact of media 

campaigns conducted by Kite and colleagues (2018), shows that most of these media 

campaigns aimed to target population behaviours and did not target the drivers of these 

behaviours (e.g. the social influence). Also, the evaluation of these mass media campaigns 

indicated that they could influence population knowledge and attitudes, yet, evidence related 

behaviour change was limited (Kite et al., 2018).  Naidoo and Wills (2009, p. 191) explain that 

mass media campaigns should be combined with other policy actions as media campaigns 

alone may not be enough for achieving behaviour change. 

2.6.3.2 Fiscal measures: taxes and incentives   

Food price is a factor that influences dietary behaviours (discussed in the previous sections).  

Taxes may be implemented on energy dense food and beverages with high sugar content 

(SSB) (Batis et al., 2016; Cholchero et al., 2016; Pomeranz et al., 2017). A tax on sugar 

sweetened beverages (SSB) as a policy is founded on evidence that these drinks are high in 

calories from sugar, provide no nutritional benefit to people and are associated with weight 

gain (Fernandez & Raine, 2019; Te Morenga, Mallad & Mann, 2012). Moreover, Taxation can 

have different implications; it can have an implication on the manufacturers and make them 

reformulate their products to avoid the increase of their product price, also, it can discourage 

the consumer to purchase these products (Cawley & Wen, 2018). Also, it can motivate people 

to choose nutritious options by decreasing the price gap between unhealthy and healthy 

products (for example sugar sweetened beverages and milk) so they would make a choice 

that is not influenced by the price of the product (Buhler et al., 2013). Some people may argue 

that food taxation is a politically harder-to-achieve measure as it can pose financial burdens 
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on people from low socio-economic status. However, these measures have been shown to 

promote better choices and may improve the wellbeing of marginalised people (Afshin et al., 

2015; Food-Price, 2018; Informas, 2017; Mozaffarian et al., 2018).  Lastly, to decrease the 

economic implications of these measures and to maximize their health benefits, tax revenues 

may be used as incentives for food industries and agricultures to decrease the cost of 

nutritious food (Mozaffarian et al., 2018; Olsho et al., 2016; USDA, 2016). Evidence from 

systematic reviews and meta-analyses shows that adding a tax on sugar sweetened beverages 

or “junk” food tax and subsidies may be effective in preventing the increase of obesity 

prevalence as it may decrease populations’ energy consumption (Nakhimovsky et al., 2016; 

Thow, Downs & Jan, 2014).  

As examples from countries implementing taxes: in the US, a study conducted by Smith, Lin 

and Jy (2010), using data from National Health and Nutrition Examination Survey 2003-2006, 

shows that a tax of 20% on the SSB price has shown to reduce the consumption of SSB but 

has led to an increase in the consumption of juices. However, the results of the taxation show 

a net reduction of energy intake of around 39.5 Kcal/person/day (almost equal to 1.9 Kg of 

body weight/person/year) (Smith, Lin & Jy, 2010); While in Great Britain, a levy on sugar 

sweetened soft drinks did not have a positive on the level of the consumer as the purchase of 

SSB has increased by 10.2% after the taxation. Yet, this policy had a positive impact on 

reducing the total sugar consumed from SSB as the industries reformulated their products 

and reduced the total sugar content by around 21.6% which is equivalent to reducing 30,100 

tonnes of sugar from soft drinks yearly (Public Health England, 2019).   

A review by Cawley and Wen in 2018, suggests several recommendations to maximise the 

benefit of implementing fiscal measures. First, the authors recommend implementing the 

taxes at national a level rather than a city level for large countries to avoid shopping across 

cities. As for geographically small countries, it may be worth taking into consideration that 

taxes may not be effective due to cross-country shopping (Cawley & Wen, 2018). As an 

example, in Denmark, a law on taxing high fat food was ineffective as the population ended 

up purchasing high fat food from neighbouring countries that did not pass such taxes such as 

Germany (Smed et al., 2016). Second, they recommend taxing several types of products so 

people would not go for a not so healthy alternative that is not taxed. Third, it is 

recommended to make the taxes increase relatively with the total amount of sugar in a drink, 
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and not to tax “diet drinks” as it may motivate industries to reformulate their products 

(Cawley & Wen, 2018). Moreover, to increase the effectiveness of the taxation policies, a 

review by Fernandez and Raine (2019) recommends complementing taxation policies with 

other policies that aim to increase nutrition knowledge as well as access to healthy products.   

2.6.3.3 Food labelling and reformulation of products  

Food labelling policies and strategies could have different levels of influence (WHO, 2013a; 

WHO, 2016a).  Evidence from systematic reviews and meta-analyses shows that these 

strategies aim to help individuals to choose healthier food items while shopping at the 

supermarket or restaurants (Cecchini & Warin, 2016; Shangguan et al., 2018). Also, similar to 

taxation, the food labelling could influence manufacturers to change the nutritional 

composition of their food products, and these could have long term health benefits beyond 

the individuals’ food choices (Shangguan et al., 2015; Shangguan et al., 2018). There are 

different types of labelling policies and interventions that could be implemented, such as 

front of pack labelling, supermarket guidelines/labelling, and menu labelling.  

Front of pack labelling (FOP) is used to inform the customers of the nutritional quality of the 

food product. Variations of the front of pack labelling are 1) the traffic light labelling system 

used in the UK, and 2) the star system used in Australia and New Zealand. The traffic light 

labelling system uses traffic colours (orange, red and green) on pre-packaged food to rate the 

food content in relation to fat, saturated fat, sugar, and salt (Food Standards Agency, 2008). 

As for the star system, it aims to score the food products with stars (0.5 to 5 stars) depending 

on the product quality (sugar, sodium, and saturated fat content).  However, applying the star 

system is not obligatory (Jones, Shahis & Neal, 2018; Cameron et al., 2016).  Evidence on the 

impact of those traffic labelling policies is conflicting. Emrich and colleagues (2017) have 

found that the traffic light labelling lead to the overall reduction of the consumption of salt, 

fat, and energy. Conversely, Sacks, Rayner and Swinburn (2009) show that there is no impact 

of those policies on consumers’ behaviour. 

Complimentary to food labelling, “purchasing guidelines” in supermarkets aim to market 

healthy food by providing nutritional messages and information on the supermarket shelves. 

Studies show that these point-of-sale strategies are effective to promote and increase the 
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purchase of healthier products (Cameron et al., 2016; Holmes et al., 2012; Sigurdsson, Larsen 

& Gunnarsson, 2014).  

As for “menu labelling”, these policies entail that the restaurants present the total number of 

calories on every meal or food item on the restaurant menu (Cawley & Wen, 2018). Some 

studies have found that menu labelling has a positive impact on customers’ behaviours where 

they purchased fewer calories or healthier products (Bassett et al., 2007; Pulos & Leng, 2010; 

Thorndike et al., 2012). However, critics of the labelling policies argue that these strategies 

place the responsibility on the members of the public for making a healthy food choice 

(Mozaffarian et al., 2018). Furthermore, several studies show that the menu labelling may 

have a higher influence on the food choice of people from higher socio-economic status (Chen 

et al., 2015; Green, Brown & Ohri-Vachaspati, 2015).  Growing evidence shows that the 

people sometimes find it hard to read and interpret nutrition labels and that these labels are 

mostly read by individuals that have a high socio-economic status or a good nutrition 

knowledge (Campos, Doxey & Hammond, 2011; Chen et al., 2012; Grunert et al., 2010; 

Nielsen, 2012). Nutrition labels are beneficial for individuals who usually prefer to choose 

healthier products and need further clarification on the nutritional content of the food 

products to make an informed decision (Hawkes et al., 2015).  

As for restaurants, a study by Bleich, Wolfson and Jarlenski (2015) shows that restaurants that 

implement and adhere to a menu labelling policy tend to serve meals with lower calories than 

those that do not label their menus. Therefore, there is a strong need to make the nutritional 

labels straightforward and not ambiguous so that all segments of the population may be able 

to read and understand them (Lyn, Heath & Dubhashi, 2019).  

Although there is a limited evidence that menu labelling may have an impact on the customer 

as well as the restaurants, the overall effect of menu labelling remains unclear as some 

researchers have shown that these policies may have no impact (Downs, Loewenstein, 

Wisdom, 2009; Elbel et al., 2009; Finkelstein et al., 2011).   

2.6.3.4 Built and food environment   

As seen in this chapter, the built and food environment may influence populations’ food 

choices and physical activity levels.  Policies that aim to improve the built environment include 

those that target the city and neighbourhood design, recreation facilities, transportation, and 
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land use (Community Preventive Services Task Force, 2016; Omura et al., 2020). Such policies 

can increase the opportunities for physical activity and community safety (Brownson, Chriqui 

& Stamatakis, 2009; Ferdinand et al., 2012; Omura et al., 2020).  As for policies targeting the 

food environment, some of these include: regulating the promotion of unhealthy food, 

improve access to grocery stores and food markets with affordable healthy options, limit the 

presence of fast food restaurants and convenience stores that sell unhealthy options (Taylor, 

Parento & Schmidt, 2015).  

2.6.3.5 The NOURISHING framework  

As previously discussed, there is some evidence that different policies can have some positive 

impacts on the population’s diets. However, one action alone cannot cause an effective 

change in behaviours and reverse the obesity trends, but multiple different policies on 

different influences need to be implemented (Cawley & Wen, 2018). Therefore, it is 

recommended to follow a “multifaceted approach” which includes several policies and 

strategies as one policy targeting only one area cannot prevent obesity at the population level 

(FAO, IFAD, UNICEF, WFP and WHO. 2019). The WHO, World Bank, International Association 

for Study of Obesity and the Institute of Medicine have reached a consensus on the different 

targets and policies to promote healthy eating behaviours (Cecchini et al., 2010; Consumers 

International & International Association for Study of Obesity, 2008; IOM, 2012; WCRF & 

AICR, 2009; World Bank, 2011; WHO, 2013a). To group the different policies, The World 

Cancer Research Fund International (WCRF) has created the NOURISHING framework (Table 

2.2) that categorises ten policy actions that target three major “domains”: the food 

environment, the food system and behaviour change communications (Hawkes, Jewell & 

Allen, 2013).  
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Table 2. 2: Nourishing framework  

Domain  Policy action 

 
 
 

Food 
environment 

N Nutrition Labelling and food claims 

O Offer healthy food in public institutions 

U Use of economic tools to reduce the cost of healthy food and make it more available 

R Restrict food marketing  

I Improve food quality 

S Set incentives to create healthy purchasing environments  

Food system H Harness supply chain and action across sectors  

 
Behaviour 

change 
communication 

I Inform the public on nutrition through awareness campaigns 

N Nutrition support and counselling in healthcare settings  

G Give nutrition education and skills  

Adapted from (Hawkes, Jewell & Allen; 2013) 

2.7 Obesity prevention progress and policy implementation  

2.7.1   Worldwide obesity prevention progress  

To date, no country has been able to deal with obesity and reverse its trends across its 

population socio-economic and age groups (NCD-RisC, 2016; Swinburn et al., 2019). The NCD 

risk factor collaboration (2016) stated that there is no chance of reaching the WHO (2013a) 

obesity goals worldwide. Evidence from different countries such as Sweden, Switzerland, 

France and Australia show that overweight and obesity prevalence in children is becoming 

stable or even levelling off (Rokholm et al., 2010). In England, national statistics figures from 

the National Child Measurement Programme, show that obesity prevalence in the most 

deprived areas was more than double of the prevalence in the most affluent areas (26.8% 

vs.11.7%) (NHS Digital, 2018). This shows that there is a widening inequality in childhood 

obesity prevention and that programmes are not benefiting people from all socio-economic 

groups of the country. Also, for obesity prevalence trends between 2006/07 and 2017/18, 

obesity prevalence was flattening in the most affluent English areas, while in the least affluent 

ones, obesity prevalence was still increasing steadily. Consequently, this led to a larger gap in 
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obesity prevalence in year 6 children (11 years of age) between most deprived and most 

affluent areas was 8.5% in 2006/07 and it increased to 13.5% in 2017/08 (NHS Digital, 2018).   

2.7.2 Policy implementation  

The Lancet Commission on Obesity links this inability to reverse obesity trends to a “policy 

inertia” which refers to insufficient political leadership and authority to implement policies to 

respond to the obesity epidemic (Roberto et al. 2015).  In the last thirty years, country 

representatives at the World Health Assembly have been supporting evidence-based 

initiatives and policies for obesity prevention, however, governments haven’t followed with 

significant and measurable actions (Popkin, Monteiro & Swinburn, 2013; Roberto et al., 2015; 

Swinburn et al., 2019). Food policies are still lacking in many countries around the world 

(Roberto et al., 2015). The WHO shows that 25% of the world’s countries did not have a policy 

to promote healthy eating in 2010 and only a limited number of nations have adopted policies 

on the main domains (WHO, 2012c).  

Different factors may influence “policy agendas”, these include the population demands, the 

voting process, the issues that have a high priority and the availability of feasible solutions 

(Kingdon, 1995). The limited public support for action could be linked with a limited capacity 

or financing for strategies, lack of collaborations between different sectors and a low priority 

of action for obesity prevention (Popkin, Monteiro & Swinburn, 2013).   

There was a low priority for governments to enact “hard” policies that target the obesogenic 

environment (Gortmaker et al., 2011; Swinburn et al., 2019). For many countries, the “soft” 

policy measures such as educational strategies, settings-based approaches to wellbeing and 

social marketing were preferred to address the obesity issue (Roberto et al., 2015). One of 

the challenges to the implementation of “hard” policies is the limited political interest to take 

action (Baum et al., 2014). This limited political interest to take action is rooted in the 

approach that obesity is an “individual responsibility” (Huang et al., 2015).  This approach 

favours actions that aim to educate the individuals to choose healthy food over the ones that 

aim to create an enabling environment for healthy behaviour. Advocacy and demand for 

action are required to overcome the “policy inertia” (Mozaffarian et al., 2018). 

Moreover, these policies are left behind due to commercial vested interests such as multi-

national food manufacturers that lobby the government and link excessive body weight to an 
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“individual responsibility” as well as the absence of public support or imperative need for 

action (Popkin, Monteiro & Swinburn, 2013; Swinburn et al., 2019).  

The WHO (2012 b) shows sometimes strategies are developed in “ad hoc” ways, yet, to have 

an all-inclusive plan of action, it is essential that the strategies be “systematic” and involve all 

relevant stakeholders. The development and implementation of sustainable and systemic 

action requires a strong leadership from governments (Mozaffarian, Blashek & Stavirdis, 

2015).  Moreover, two Lancet reports on obesity (Swinburn et al., 2011; Swinburn et al., 2019) 

showed that only a limited number of countries have effective monitoring systems, which are 

essential given the burden of obesity, therefore it should be reinforced so that all countries 

could benefit from the lessons learned by each other.  

2.7.1 Stakeholders engagement through health in all policies (HiAP)  

As previously discussed, it has been advised that initiatives and policies should not be limited 

to the healthcare sector and to include all sectors (CSDH, 2008, p.1). The “Health in All 

Policies” approach (HiAP), also known as whole government approach, aims to engage 

different sectors and stakeholders from health and non-health sectors to initiate and 

implement strategies where there is a win-win situation (Freiler et al., 2013; Kickbusch & 

Gleisher, 2012; WHO, 2013b). It helps stakeholders from health sector to collaborate with 

other stakeholders from sectors on possible implications of their actions on the population 

health status. A “health in All Policies” approach aims to confirm that the different policies 

from different sectors promote a better health or at least would not cause harm to population 

health (Leppo, 2008).  

There are five main features of “Health in All Policies” discussed by Rudolph, Caplan, Ben-

Moshe & Dillon (2013). First, “promote health, equity and sustainability” through integrating 

them in strategies or in governments’ policy processes. Second, “support inter-sectoral 

collaboration” through promoting teamwork between the different health and non-health 

sectors. Third “benefit multiple partners” by targeting several goals, also known as “co-

framing”, in a way that supports the policy priorities of the different sectors (Rudolph et al., 

2013; Khayatzadeh-Mahani et al., 2018). Fourth, “engage stakeholders” and finally, 

“institutionalising” health in all policies (Rudolph et al., 2013).   
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2.8 Summary  

Obesity is determined by a web of inter-related factors and multi-levels of influence (Butland 

et al., 2007).  These are also influenced by broader drivers in the global food system 

(previously discussed in Chapter 1), such as economic changes which changed the food 

environment and made high energy and ultra-processed and fast food more widely available 

(Seidell & Halberstadt, 2015; Swinburn et al., 2011). It could be agreed that these different 

interrelated factors are barriers to healthy dietary choices and are responsible for the rise of 

obesity prevalence throughout the world (Butland et al., 2007; Seidell & Halberstadt, 2015). 

Therefore, to halt the rising prevalence of obesity, the influencing determinants (discussed in 

the previous section) and their role in creating an obesogenic environment should be well 

studied (Kac & Perez-Escamilla, 2013; Uauy et al., 2009; Uauy & Monteiro, 2004). The 

complexity of the factors associated with the increased obesity and the necessity to tackle 

the different factors contributing to this epidemic justifies the use of the whole systems 

approaches to tackle obesity based upon the Socio Ecological Model (Bures, Mabry & Orleans, 

2014; Gortmaker et al., 2011).  
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Chapter three: Lebanon  
 

3.1 Introduction  

This chapter reviews the available literature on obesity determinants in Lebanon, gives an 

overview of the response to the rise of obesity and non-communicable diseases in Lebanon 

and identifies the research gap and justifies the present thesis. The literature search strategy 

that was adopted by the researcher was described in the previous chapter (Section 2.1). The 

summary outcome of the search strategy (focused on Lebanon) is found in Appendix 1.  

3.2 Understanding the obesity determinants in Lebanon   

3.2.1 Dietary, physical activity and socio-economic correlates  

Most of the national studies conducted in Lebanon that were identified in the literature are 

cross-sectional research designs that study the correlation of dietary, physical activity and 

socio-economic factors with obesity in adults (Chamieh et al., 2015), children and adolescents 

(Nasreddine et al., 2014) and pre-school children (Nasreddine et al., 2017). These factors 

include education, marital status, income, and socio-economic status. Table 3.1 summarises 

the obesity correlates of obesity in Lebanese population of different age groups.  

Table 3. 1: Obesity correlates in the Lebanese population  

SOURCE Nasreddine et al. (2017)  Nasreddine et al. (2014) Chamieh et al. (2015). 

AGE  
Group  

Pre-school children  Children and 
adolescents 

Adults 
(age ≥20 years old). 

 
POSITIVE 
CORRELATIONS 
WITH OBESITY 
 

- Higher socio-
economic status  

- Maternal BMI 
- Presence of a paid 

helper  
- Eating while 

watching tv 
- Consuming high fat 

diet (dietary factor) 
 

- Male gender 
- Employed Mother  
- Living in urban areas 
- Sedentary lifestyle 
- Increased intake of 

fast food and sugar 
sweetened 
beverages (dietary 
factor) 

- Increased energy intake  
- Age (30-60 years old) 
- Family history of obesity 
- Marriage in men  
- Low level of education 

 
NEGATIVE 
CORRELATIONS 
WITH OBESITY 
 

- Satiety 
responsiveness  

 

- Breakfast 
consumption and 
Increased intake of 
dairy products and 
fats/oils (dietary 
factor) 

 

- Increases in socio-economic 
status in females 

- Moderate-high physical 
activity in females  
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Researchers have investigated behavioural factors such as sedentary leisure activities (TV 

watching and using technologies) and their association with physical inactivity in different age 

groups: pre-schoolers (Nasreddine et al., 2017) adolescents (Fazah et al., 2010) and adults 

(Mallat et al., 2016).  A cross-sectional study on Lebanese adults shows that 79.61% of the 

sample reported that they watch 1-4 hours of television every day (Mallat et al., 2016).  As 

for adolescents (aged 14-18 years old), a study by Fazah et al. (2010) found that adolescents 

spend between 26.5 and 33 hours per week using screens (TV, Computer and video games). 

Furthermore, the prevalence of overweight/obesity in Lebanese pre-school children was 

found to be associated with behaviours such as having meals high in fat and consuming food 

while watching television (Nasreddine et al., 2017).  

3.2.2 Nutrition knowledge and socio-cultural factors.  

Cultural preference of certain body types was identified as an obesity determinant in Arab 

countries where “plump” women are perceived as beautiful and wealthy (Al Isa, 1997; Al 

Shamari et al., 1994). To the best of our knowledge, no studies have explored the Lebanese 

population’s body type preference. However, Mallat et al. (2016) have conducted a cross-

sectional study in which they investigated the desired weight of Lebanese adults and 

calculated the desired body mass index (DBMI). Results show that the DBMI for the studied 

sample was 23.83+9.41 kg/m2 that falls in the normal BMI range; the researchers argue that 

this population desire implies that public health initiatives in Lebanon may have positive 

outcomes. 

Furthermore, in the literature, social interactions related to cultural behaviours and norms 

such as meal sharing were identified (Al Tawil et al., 2011). Plate sharing is a cultural factor 

described in Arab countries and was associated with obesity; a study in Iraq showed that 

obesity prevalence was significantly higher among those who shared their meals with others 

than those who had their own meal portion with 77.5% versus 69.4% (Al Tawil et al. 2007). 

No studies have explored socio-cultural influences on eating behaviours such as meal sharing 

in the Lebanese context.  

As for nutritional knowledge and awareness of nutrition related diseases, a cross-sectional 

study in 2016 (Mallat et al., 2016) shows that 75% of adults cannot estimate their energy 

intake, which shows a lack of awareness of energy consumption. In the same study, 
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researchers found that most of the sample knew that there is a link between obesity and 

cardiovascular diseases (80.27%) or hypertension (64.09%). However, there is a lack of 

knowledge on the relationship between obesity and cancer, 48.56% of the sample were not 

aware that there is any effect (Mallat et al., 2016).  

3.2.3 “Obesogeneity” of the environment  

Inadequate built environments were found to be hindering physical activity in studies in Arab 

countries: in Saudi Arabia (Awadalla et al., 2014), Tunisia (Aounallah-Skhiri et al., 2019) and 

Egypt (El Gilany et al., 2011). Moreover, in countries of the Eastern Mediterranean Region, 

physical activity is limited due to the limited availability of parks, cycling lanes and the hot 

climate (Yount & Sibai, 2009). However, no studies have explored the “obesogeneity” of the 

environment in Lebanon. Further studies are needed to explore the environmental factors 

that influence eating behaviours and physical activity in Lebanon.   

3.3 The response to the rise of obesity and non-communicable 
diseases in Lebanon 

Although there is strong evidence on the “urgent” need for initiatives and policies to address 

obesity related non-communicable diseases, a significant number of the Eastern 

Mediterranean nations still don’t have any policies to address non-communicable diseases 

such as diabetes (WHO, 2016b; 2017b). Back in 2014, according to the WHO (2014a) country 

profile for Lebanon, for country systems responses to non-communicable diseases, it was 

“unknown” if Lebanon had an active multi-sectoral national policy, strategy, or action plan 

that focuses on: i) non-communicable diseases and their risk factors, ii) promoting physical 

activity and iii) promoting healthy eating behaviours. Researchers in Lebanon, Sibai et al. 

(2003a) and Nasreddine et al. (2012), supported that policies and strategies are needed to 

prevent obesity and promote physical activity.  

Through Internet searches in 2020, the researcher has found that there are no published 

national strategy or policies for obesity prevention per say, but there is a national action plan 

for NCDs prevention for 2016-2020 and several nutrition related initiatives such as the 

development of food labelling standards, a dietary guideline, an obesity prevention initiative 

at public schools and national awareness campaigns. These will be explored in detail in this 

section of the literature review chapter. 
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3.3.1 “The Non-Communicable Diseases Prevention and Control Plan” (NCD-
PCP) 2016-2020 

A national strategy for NCDs and shared risk factors in Lebanon, “The Non-Communicable 

Diseases Prevention and Control Plan (NCD-PCP) 2016-2020” was developed by the Ministry 

of Public Health with the support of the World Health Organisation and representatives of 

different organisations and institutions to prevent and control non-communicable diseases 

(MoPH, 2016). While the focus of this strategy may not be to address excess body weight, this 

Lebanese national strategy for the prevention of non-communicable diseases was found to 

possibly help in obesity prevention. This plan has been adapted from the WHO Global Action 

for Non-Communicable Disease Prevention and Control (2016-2020) and comprises five 

Lebanese Strategic Objectives (LSO) (Table 3.2). The first and second LSO adopt the advice of 

the WHO and recommend a greater multi-sectoral focus on cooperation, resources, and 

engagement of policy action. The fourth LSO focuses on “embedded research” rather than 

clinical or epidemiological research. However, as the Ministry of Public Health in Lebanon 

acknowledges (MoPH, 2016) there will be limited opportunities or greater challenges in 

achieving the LSO1 and LSO2, which like many strategies focus on behaviour change using 

multi-sectoral cooperation and especially cooperation with non-health stakeholders. 
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Table 3. 2: The Lebanese Strategic Objectives (LSO): prevention and control of non-
communicable diseases – A national plan for 2016-2020. 

LEBANESE 
STRATEGIC 
OBJECTIVES 
(LSO) 

 
DESCRIPTION 

LSO 1 This LSO calls for multi-sectoral cooperation between health and non-health 
sectors. However, the cooperation with non-health stakeholders is a 
challenge in Lebanon. 
  

LSO 2 This LSO focal point is on non-communicable diseases prevention as public 
health policy. It focuses on:  

➢ Behaviour change through multi-sectoral actions and early diagnosis 
of non-communicable diseases.   

➢ Engaging policy action in import, production and marketing of 
unhealthy food 

➢  Engaging municipalities in promoting a healthy environment 
➢ Promoting “healthy schools” strategies  

  
LSO 3 This LSO looks at preventative measures at all levels of healthcare as the 

provision of preventative services in non-communicable diseases is lacking 
in Lebanon. It focuses on 
  

➢ Identifying standards at all levels of prevention (primary, secondary, 
tertiary) and to evaluate the adherence to these standards.  
  

 
LSO 4 

 
This LSO sheds the light on “embedded” research rather than 
epidemiological research.  

➢ It promotes collaboration with the National Council for Scientific 
Research (CNRS) and the facilitation of access to raw data.  
  

 
LSO 5 

 
This LSO focuses on monitoring trends in NCDs and their risk factors and the 
impact of interventions.  

Source: MoPH (2016).  

3.3.2 The Lebanese dietary guidelines  

In 2013, the American University of Beirut (AUB) and the National Council for Scientific 

Research (CNRS) published the Lebanon Food Based Dietary Guidelines (Hwalla, Nasreddine 

& Jarrar, 2013) that have been adopted by the Ministry of Public Health in Lebanon to be used 

by medical and nutrition professionals (FAO, n/d). The guidelines aim to promote wellbeing 

and healthy eating habits and therefore decrease the risk of non-communicable diseases in 
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the adult population; by providing information on how to maintain healthy body weight, 

healthy nutrition, and physical activity (Hwalla, Nasreddine & Jarrar, 2013).   

3.3.3 Ajyal Salima: healthy schools’ initiative 

Habib-Mourad and colleagues (2014) conducted a pilot intervention study “Health-E-Pals” 

that aimed to promote healthy eating and physical activity in 9-11 year-old school children 

from eight Lebanese schools, the intervention programme targeted three areas a) education, 

b) parents’ participation and c) food availability at school canteens. Results show that the 

students had better nutritional knowledge, had increased their intake of fruits and vegetables 

and had reduced their intake of food and drinks high in calories (Habib-Mourad et al., 2014). 

Based on the evidence from the “Health-E-Pals” intervention study, the American University 

of Beirut and Nestlé with the support of The Lebanese Ministry of Higher Education in 2014, 

launched the “Nestlé Healthy Kids Program- Ajyal Salima” in 140 public schools. The 

programme has also been adopted in three other Arab countries: Dubai in 2012, the Kingdom 

of Saudi Arabia in 2014, and Hashemite Kingdom of Jordan in 2015 (Epode International 

Network, n/d).   

3.3.4 National awareness campaigns  

Three national campaigns for the prevention of obesity were identified through searches in 

the Lebanese Ministry of Public Health’s website: National Awareness Campaign to Prevent 

Obesity and Kidney Disease in 2017, the National Childhood Obesity Awareness Campaign in 

2018 and the National Awareness Campaign on Obesity in 2019.  

- The Lebanese National Awareness Campaign to Prevent Obesity and Kidney Disease, 2017, 

is a national awareness campaign that was launched on the world kidney disease day. The 

main objective of that campaign was to raise awareness on the relationship between 

kidney disease and obesity and to motivate the general public to adopt a healthy lifestyle 

(MOPH, 2017).  

- The Lebanese National Childhood Obesity Awareness Campaign, 2018, is a national 

strategy that started in 2018, it a national campaign on childhood obesity (MOPH, 2018). 

The national campaign activities included sharing ten health tips for a happy and healthy 

life such as: i) drinking 7 cups of water per day, ii) increasing fruits, vegetable and legumes 

intake, iii) engaging in physical activity for at least one hour a day and limiting electronic 
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games and watching the television less than one hour a day (MOPH, 2018). In addition, 

during the event, the Minister of Health urged parents to choose healthy food and to 

encourage their children to be physically active.  

- The National Awareness Campaign on Obesity, 2019, is a national campaign that aims to 

raise awareness on the health consequences of obesity and how to prevent it. It was 

launched by the Lebanese Ministry of Public Health in collaboration with The Lebanese 

Society of Endocrinology, Diabetes and Lipids (LSEDL), Novonordisc and the Lebanese 

Academy for Nutrition and Dietetics (LAND). This national strategy included activities in 

different communities such as measuring body mass index, sharing health and nutrition 

related to obesity and answering the people’s questions (MOPH, 2019).  

3.3.5 Lebanese Food Labelling Standards 

The Lebanese standards institution (LIBNOR) is the only governmental agency that is 

responsible for setting Lebanese standards, which include the standards on food labelling. 

Table 3.3 summarises the different Lebanese Labelling standards. 
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Table 3. 3: Lebanese food Labelling standards  

Lebanese Labelling 

Standards 

Standard 

CODE 

Description 

General Standard for 

the Labelling of Pre-

packaged Foods                   

(LIBNOR, 2017a) 

 

NL-206 
This standard defines the conditions and 
requirements that must be met in the nutrition label 
and for any information written on packaged food. 
Some of these guidelines: 

- The prepackaged food must not be labeled or 
displayed in a false or misleading information, or 
that may lead in some way to the wrong 
impression. 

- Nutrition Label should include all ingredients, 
food additives, net weight, and presents warning 
signs (e.g. allergens, artificial sweeteners, high 
caffeine).  

General Guidelines on 

Claims (LIBNOR, 2017b)  

Guidelines for Use of 

Nutrition and Health 

Claims (LIBNOR, 2017c) 

 

NL- 660 

And 

NL-661 

This standard aims to provide general guidelines on 
the use of claims, including health and nutrition 
claims, on food products. The main guidelines 
include:  

- No food product should be described in 
misleading or deceptive manner (e.g. no use of 
claims such as “good for health”) 

- Any party that uses any claim on food products 
must be able to justify it.   

General Guidelines on 

Nutrition labelling 

(LIBNOR, 2017 d) 

 

NL- 719 
This standard aims to provide guidance on 
mandatory nutrition labelling.   

- Carbohydrates (from which sugars and fibre), 
total fat, saturated fat and salt.  

- Include energy (Kcal) per serving and the number 
of servings per pack.  

- Include the daily intake reference values.  

 

3.4 Research gap and justification of this present thesis  

Dietary intakes and behaviours have been investigated in Lebanon, yet to develop successful 

interventions and to tackle the problem, answers to questions such as “why are people eating 

what they’re eating?” and “why they are not physically active?” should be well explored. The 
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United Nations Decade for Action on Nutrition 2016-2025 (FAO & WHO, 2019) aims to 

eradicate all forms of malnutrition (undernutrition and over-nutrition) emphasises six main 

policy areas, including promoting “safe and supportive for nutrition at all ages” that highlights 

on “addressing the social and environmental determinants of malnutrition”. Through the 

review of published research and data, the social and environmental determinants of obesity; 

the social, cultural and environmental factors that promote unhealthy eating behaviours and 

physical inactivity, have not been previously explored in Lebanon. In a PhD thesis by Chamieh 

(2013) the researcher recommended further research to explore the determinants of obesity 

in Lebanon, the researcher also explained that there is a paucity of qualitative studies that 

can ‘illuminate the underlying reasons for the determinants of obesity in Lebanon”.  

The evidence on achieving a behaviour change and addressing the obesity epidemic in 

Lebanon calls for multi-sectoral and inter-sectoral approach.  This approach requires joint 

efforts from different sectors such as the education sector, governments, and healthcare to 

develop action plans, programmes and policies (Gortmaker et al., 2011; IFPRI, 2015).  Key 

stakeholders are defined as people who have the know-how and the knowledge about the 

topic under study and could help to design effective social change initiatives (Goh et. 2009). 

Also, there is a need to develop strategies for Lebanon that involve all sectors and are 

culturally sensitive to prevent obesity and stop the rise of disease prevalence (Nasreddine et 

al., 2012).  Furthermore, the literature search of the existing nutrition related programmes 

and policies shows that there is a lack of national policies to tackle obesity in Lebanon. Popkin, 

Monteiro and Swinburn (2013) explained that studies in low and middle should explore why 

policies are “not being implemented, how to implement them, and when it is implemented 

what is the impact”.  

To date, there are no published studies on the perceptions of stakeholders from different 

sectors towards obesity prevention in Lebanon. Although the national strategy is set for non-

communicable diseases prevention in 2016-2020, internet searches in 2020 show that there 

is no published data or reports on its monitoring or progress.  
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3.5 Thesis aims and objectives 

Considering the research gap discussed in the previous section, the general aim of this PhD 

study is to explore people’s understanding of rising levels of adult obesity in Lebanon and the 

different factors contributing to this using a socio-ecological approach. In addition, to explore 

the relevant contribution, relations, and interrelations of different systems (individual, 

interpersonal, community/ organisations and policy) and actors within the systems involved 

in addressing obesity prevention and control in Lebanese society. 

Objectives 

O1:   To adopt a systems approach using the socio-ecological model of health as a conceptual 

framework (McLeroy et al., 1988) to guide the current research examining the 

influence of obesogenic factors on adult obesity in Lebanese society.  

O2:   To use the socio-ecological model to explore and understand the different factors, inter-

relationships, and levels for change and to address obesity in Lebanon.  

O3:   To engage key stakeholders within the system to address obesity in Lebanese society. 

O4:   To draw on lessons learned from countries worldwide and the UK to develop guidelines 

for obesity prevention in Lebanon.   

Research questions  

RQ1.    What are the Lebanese adults’ perceptions towards obesity in Lebanon? 

RQ2.   What are the different factors that influence Lebanese adults’ eating behaviours and 

physical activity level? 

RQ2.  What is the action needed to overcome the barriers to healthy eating from the general 

public’s perspective? Who is responsible to address these barriers? 

RQ4.   What are the key stakeholders’ understandings on nutrition transition and obesity 

causes in the Lebanese society?  

RQ5.  What is the relevant contribution of different stakeholders and their priority of action 

in addressing obesity? 

RQ6.  What is the action needed to address obesity and the possible barriers from the 

stakeholders’ perspective? 

RQ6.    What is the position of the public about the causes and consequences of obesity 

compared with the stakeholders’ perspective? 
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Chapter four: Methodology and study design  
 

 

4.1 Introduction 

This chapter describes the major research paradigms and justifies for the philosophical and 

theoretical underpinnings adopted for this thesis, linking the research questions to the 

methodology and the methods used to address these. Finally, it presents the strategies used 

to ensure rigour in the study and the ethical considerations.  

4.2 Research paradigms  

Research “paradigm” is a term introduced by Thomas Kuhn (1962) representing the 

researcher’s philosophical orientation. A paradigm is a “worldview” or a set of assumptions 

that influence the data collection and analysis (Guba & Lincoln, 1994) and includes four 

distinctive features: ontology, epistemology, methodology and axiology (Guba & Lincoln, 

1985).  Box 4.1 summarises these four paradigm features. 

Box 4. 1 The four features of a paradigm: ontology, epistemology, methodology and axiology. 

Ontology refers to a part of philosophy that is involved with the assumptions researchers 

make to consider something is “real” or the core of the social phenomenon of interest 

(Scotland, 2012).  

Epistemology is defined as “the theory of knowledge”, it describes what it “known” and 

“how do we know” (Blaikie, 1993). Epistemology is considered as the lens through which 

the researcher perceives the world and creates knowledge. Epistemology influences how 

the researcher will discover knowledge (Kivunja & Kuyini, 2017).  

Methodology is referred to as the way (how?) the researcher goes about discovering what 

needs to be known (Guba & Lincoln, 1985). Methodology presents the research design, 

methods and procedures adopted by the researcher in a study to discover something 

(Keeves, 1997).  

Axiology addresses the ethical concerns that need to be examined when conducting a 

research project, therefore, it is involved with “making right decisions” (Finnis, 1980; 

Kivunja & Kuyini, 2017).  Therefore, the researcher should focus on different ethical 

concerns such as:  the moral issues and how to address them; how to protect the 

participants; how to organise a peaceful research; how to reduce the “risk” or “harm” to 

the participants (ARC, 2015).  
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Candy (1989) proposed three major paradigms: the positivist, the interpretivist and the 

critical. More recently, in the twenty first century, the pragmatic paradigm was added to the 

three major paradigms (Tashakkori & Teddlie, 2003, p.3-50).  These four paradigms and their 

ontological, epistemological, and methodological underpinnings are presented in the 

following section.  

4.2.1 Positivist Paradigm  

A Positivist paradigm accepts that a truth or reality occurs outside the researcher and should 

be discovered using “scientific research” (Comte, 1956). The ontology for the positivist 

paradigm is “realism” that believes that there is a single “objective truth or fact” to be 

discovered (Creswell, 2013).  The positivist paradigm is rooted in the objectivist epistemology 

which views that realities exist “objectively” separately from human consciousness; 

therefore, objectivist researchers search for this objective truth independently from their 

background and experiences (Gray, 2014; p. 20).  The “positivist” scientific inquiry is based on 

deductive reasoning, generating and testing hypotheses and is based on quantitative 

methods and experimental designs to draw conclusions and generalise results (Plunkett et al., 

2013). Quantitative studies generate data that is measurable and interpreted using statistical 

analysis (Teddlie & Tashakkori, 2009).  

Bungee (1993) argues that objectivism does not totally reject subjectivity, researchers can 

explore the participants’ subjective perceptions (such as personal beliefs), yet they should 

attempt to analyse the data without including their own subjective view. Critics of objectivism 

argue that it is impossible to be totally objective, Salomon (1991, p. 10-18) explains that while 

designing their study, investigators make “value laden” decisions (e.g. by choosing which 

variables to test and when analysing and discussing the results).   

4.2.2 Interpretivist paradigm  

In contrast to the positivist paradigm, “Interpretivism” claims that individuals try to make 

sense of the world they live in, this understanding is not directly associated with objects or 

the social circumstances, it has to be constructed, created by people (Dyson & Brown, 2006). 

People create their own subjective understandings of their life experiences; thus, meanings 

are diverse (Creswell, 2009). The interpretivist paradigm follows the “relativist” ontology 
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which indicates that there are multiple realities or truths rather than a single reality (Creswell, 

2013).  These several realities develop from the perspectives of the researcher and the study 

participants. All these perspectives are believed to be true and are related to different factors 

such as culture, beliefs and conditions of knowing (Creswell, 2013). 

Kuhn (1996) argued that epistemological stances are always emerging, and new stances 

appear. In recent years, in social sciences specifically, there is a greater appreciation and 

acceptance of plurality. Thus, there is a shift from the dominant approach of the twentieth 

century, positivism, to anti-positivist approaches such as interpretivism (Gray, 2014, p. 37). 

The interpretivist paradigm is rooted in the “constructivist” epistemology. In contrast to 

objectivism (previously seen in the positivist paradigm), constructionism disagrees with this 

objective view of human knowledge. Social scientists for example do not consider people as 

individual beings “who live in a vacuum”, but they explore the individuals in their life 

background (Holloway, 1997).  The interpretivist approach claims there is no direct 

association between the individuals and the world.  It searches for interpretations of the 

social life that are related to subjects’ culture and history (Crotty, 1998, p. 67).  

Interpretivist researchers follow a qualitative approach, defined as “naturalistic” 

methodology which focuses on understanding individual experiences and importance within 

a certain setting or situation using observations or interviews rather than numbers, thus 

analysing meaning and the researcher constructing knowledge (Carter & Little, 2007; 

Greenhalgh, 1997; Hoepfl, 1997; Neutens & Rubinson, 2002, pp. 163-192; Petty et al., 2012). 

Researchers adopt qualitative approaches to understand behaviours, perceptions and 

experiences of the participants (Holloway, 1997, p.1).  

Qualitative methods have been shown to be very effective to study the relationship between 

people and their environment (Cummins et al., 2017).  By exposing how individuals perceive 

and live in their environment and how it affects their health behaviours, they help in creation 

of hypotheses and the identification of the needed action and initiatives (Belon et al., 2014; 

Cummins et al., 2007; Hennesey et al., 2010; Ritcher et al., 2002). For a naturalist 

methodology, data is typically collected through interviews or observations or document 

analysis (Kitto, Chesters & Grbich, 2008; Scotland, 2012). Qualitative studies are mostly 

inductive; that is, the data is collected to generate themes, theory and hypotheses (Carter & 

Little, 2007; Greenhalgh, 1997; Hoepfl, 1997; Neutens & Rubinson, 2002, pp. 163-192.).  
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“Qualitative research begins with assumptions, a worldview, the possible use of a 

theoretical lens, and the study of research problems inquiring into the meaning 

individuals or groups ascribe to a social or human problem. To study this problem, 

qualitative researchers use an emerging qualitative approach to inquiry, the collection 

of data in a natural setting sensitive to the people and places under study, and data 

analysis is inductive and establishes patterns or themes. The final written report or 

presentation includes the voices of participants, the reflexivity of the researcher, and 

a complex description and interpretation of the problem, and it extends the literature 

or signals a call for action” (Creswell, 2007, p.37). 

Different research methodologies exist within the interpretivism paradigm, such as: 

phenomenology, ethnography, and case studies (Scotland, 2012). The interpretive 

phenomenology helps the researcher to explore the “meaning of experience” of populations 

in their social and environmental context and settings (Lopez & Willis, 2004). By using 

phenomenology, researchers listen to the individuals who are living a certain phenomenon, 

identify the different themes and therefore gain a deep understanding of this phenomenon 

under study (Speziale & Carpenter, 2007). Phenomenological studies do not aim to generalise 

the findings, but rather to explore what it is like to live the phenomenon of interest (Field & 

Morse, 1985).  

4.2.3 Pragmatic paradigm  

The interpretivist and the positivist paradigms have each a distinctive set of principles and 

assumptions, therefore there was a division, known as “paradigm wars”, between researchers 

who support quantitative approaches and those who follow qualitative ones (Denzin & 

Lincoln, 2005; Teddlie & Tashakkori, 2009). On the other hand, the pragmatic paradigm, also 

known as “pluralistic approach ”, is a paradigm that emerged when researchers such as Patton 

(1990), and Tashakkori and Teddlie (2003a and 2003b) believed that there is a need for a 

theoretical perspective that advocates the use of the methods that are deemed to be 

necessary to answer the research question. This paradigm follows the “non-singular reality” 

ontology which advocates that “there is no single reality”, it is rooted in the “relational 

epistemology” (Kivunja & Kuyini, 2017). The pragmatic paradigm follows a mixed method 

methodology, in which the researcher may use any methodology or method from qualitative 

and quantitative research (Kivunja & Kuyini, 2017). In mixed method studies, researchers 



  

64 
 

combine or integrate elements of qualitative and quantitative research (Johnson et al., 2007). 

Mixed method studies could be exploratory, in parallel or in conversion (Van Griensven, 

Moore & Hall, 2014; Teddlie & Tashakkori, 2009).  This study approach may be used to have 

a deeper understanding of the topic under study and to generalise findings (Johnson et al., 

2007; Teddlie & Tashakkori, 2009). As an example of a sequential exploratory mixed method 

study design, a researcher chooses to start by conducting focus groups to gain a deep 

understanding of the topic under study, and then from the findings of the initial study, a 

survey is constructed and distributed to a larger sample (Van Griensven, Moore & Hall, 2014).  

4.2.4 Critical paradigm  

A critical theory paradigm, also known as transformative paradigm, focuses on social justice 

and aims to direct action towards political, social, and economic problems (Guba & Lincoln, 

1994, p.110, Riyami, 2015). The critical paradigm follows the historical realism ontology that 

looks at reality as a result of power and accepts that it is formed by “social, political, cultural, 

economic and gender values” (Guba & Lincoln, 1994; p. 110). This paradigm is rooted in the 

“transactional epistemology” (Guba & Lincoln, 1994; Kivunja & Kuyini, 2017), this 

epistemological stance views that “knowledge is determined by social and positional power 

of the advocates of that knowledge” (Cohen et al., 2009, p. 27).  

The critical paradigm mainly focuses on “power” and is chosen for studies where the 

researcher aims to advocate for and to empower the “voiceless or those who are less 

powerful” (Kivunja & Kuyini, 2017). The methodologies that are adopted in studies that follow 

the critical paradigm aim to study the circumstances of marginalised, dominated and 

oppressed people and aims to bring about a social change (Okesina, 2020). Some of these 

methodologies are feminist theory, Freiran studies, ideology critique, participatory 

emancipation, and action research (Guba & Lincoln, 1994, p.109; Cohen, Manion, et al., 2007; 

Shah & Al-Bargi, 2013, p.260).  As for the methods used in these research studies, researchers 

have used qualitative (e.g. one-to-one interviews or focus group discussions or observations), 

quantitative (e.g questionnaires), or mixed methods (Fard, 2012; Mertens, 2005; Shah & Al-

Bargi, 2013).   

Table 4.1 summarises the four major paradigms and their philosophical and methodological 

underpinnings.  
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Table 4. 1: Summary of the four main research paradigms  

Research 

paradigm 

 

Ontology Epistemology Research methodologies 

 

Positivist 

 

Realism  

 

Objective  

- Experimental  

- Correlational methodologies 

- Causal comparative methodology  

- Randomised controlled trials 

 

Interpretivist 

 

Relativism  

 

Constructivist  

- Naturalist methodology  

- Phenomenology methodology  

- Ethnography methodology  

- Action research methodology  

- Case study methodology  

 

Critical 

 

Historical realism 

 

Transactional 

- Feminist theory  

- Freiran studies  

- Participatory emancipation  

- Action research  

 

Pragmatic 

 

Non-singular reality  

 

Relational 

epistemology  

- Mixed method methodology  

Adapted from Kivunja & Kuvini (2017).  

4.3 Philosophical underpinnings of this PhD thesis   

Singh (2015) explains that it is important to address the right philosophy, epistemology, 

methodology and methods to produce a sensible qualitative research approach. Therefore, 

the philosophical underpinnings and methodology of this thesis are presented in this section 

and the PhD study design is discussed in the following section (section 4.3).  

The research paradigm that the researcher chooses to adopt is influenced by the available 

literature on the topic under study and the identified research gap. Through the literature 

review, the researcher has identified that most of the studies conducted in Lebanon that 

explore the determinants of obesity (or the factors that influence Lebanese people’s 

behaviours) follow a quantitative/scientific paradigm, using cross-sectional study designs and 

surveys. Chamieh (2013) has pointed out in her PhD thesis, for implications for future 

research, that qualitative studies exploring the underlying reasons for obesity in Lebanon are 

still missing and should be conducted. To the best of our knowledge, since then, there are no 

in-depth qualitative studies on the Lebanese population exploring the factors underlying the 
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obesity determinants, especially, studies that explore the Lebanese adults’ perceptions 

towards the social, cultural, and environmental factors that influence their eating behaviours 

and physical activity. Furthermore, there is a lack of studies that explore the different 

perceptions of key stakeholders or informants on obesity and its prevention in the Lebanese 

population. To develop suitable citizen-centred policies, a qualitative understanding of how 

eating behaviours and physical activity are influenced is needed (Holmes, 2012). Given the 

lack of prevailing studies on i) the factors that influence eating behaviours and physical 

activity and ii) stakeholders’ perceptions towards addressing obesity in Lebanon. A qualitative 

design was adopted as it can allow the researcher to understand the issue under study with 

much focus on the contextual details.   

As stated in the literature review chapter, the purpose of this study is to explore the 

experiences of Lebanese adults of nutrition transition and in particular their views towards 

healthy eating, physical activity, and obesity in the Lebanese social, cultural, and political 

context. The orientation towards the construction of Lebanese adults’ perceptions and 

attitudes calls for an interpretive approach drawing on constructionist epistemology. 

Therefore, the study follows an interpretivist paradigm and the ontology adopted in this 

thesis is “relativism” which indicates that there are multiple realities or truths rather than a 

single reality (as opposed to “realism” that believes that there is a single objective truth or 

fact to be discovered). The several realities develop from the perspectives of the researcher 

and the study participants. All these perspectives are believed to be true and are relative to 

different factors such as culture, beliefs, and conditions of knowing (Creswell, 2013).  

4.4 Design sequence of this PhD thesis 

The research strategy is presented in Figure 4.1.  In the first phase of the research process, 

the researcher started by background search and reading for a general understanding of the 

topic understudy then a literature review was conducted (presented in chapters 1, 2 and 3 of 

the thesis) and the research gap was identified. In the second phase, two studies were 

conducted: a) study 1- Photovoice method with face-to-face interviews with Lebanese adults 

(chapter 5), b) study 2- in depth face-to-face interviews with key stakeholders (chapter 6), 

each of these two studies have a separate data collection and analysis. In phase 3, a general 

discussion, recommendations and a conclusion were written (chapter 7).  
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Figure 4. 1 The design sequence of this PhD thesis.  

Detailed information regarding the methods used (context and setting, recruitment 

procedure, sampling strategy, inclusion and exclusion criteria, data collection procedure, and 

data analysis) in each of the two studies are found in Chapter 5 (Study 1) and Chapter 6 (Study 

2).   

4.5 Rigour and trustworthiness in qualitative research   

Qualitative studies cannot be evaluated against criteria used to evaluate quantitative 

research such as reliability and validity because of the different frameworks and objectives of 

qualitative research (Agar, 1986). Therefore, researchers need suitable methods to ensure 

“rigour or trustworthiness”; which means a precise and relevant use of methods in qualitative 

designs. In the 1990s, Guba and Lincoln developed a list of criteria to conduct trustworthy 

and rigorous qualitative research; there are four criteria to be used: credibility, transferability, 

dependability and confirmability (Guba, 1981; Guba & Lincoln, 1985, 1989). Creswell (2012, 

p.253) has stated that “researchers should engage in at least two of them in any given study”. 

Therefore, criteria were used in the present research to ensure rigour and trustworthiness in 

the findings. Also, the COREQ checklist “Consolidated criteria for reporting qualitative 

research” was used to report the Photovoice study (study 1, Chapter 5) and the stakeholders’ 

interviews (study 2, Chapter 6) (Tong, Sainsbury & Craig, 2007) (Appendices 9.1 and 9.2).   
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4.5.1 Credibility 

Credibility includes means used to ensure that the results generated from the studies are 

“believable” (Creswell, 2007), in other words, the results are reliable, and the information is 

accurate. Guba and Lincoln (1989) presented different means to ensure the credibility of the 

findings. In this study, the researcher adopted different procedures to increase the credibility 

of the findings. These include reflexivity, peer debriefing and examination, credibility in the 

interview process, triangulation, and authority of the researcher (Guba & Lincoln, 1989).  

4.5.1.1 Reflexivity and authority of the researcher  

In all qualitative studies, researchers are required to distinguish how their presumptions, 

background and knowledge could affect the research process. Yet, in phenomenology, the 

researcher should appreciate that his/her knowledge builds the basis of the study and 

influences the research aims and design rather than try to “bracket” their knowledge (Van 

Manen, 1997).  

Reflexivity is an essential way to demonstrate credibility in qualitative research (Ruby, 1980). 

This is where the researcher admits and reports the effect of the study background and the 

impact the researcher’s own knowledge on the study topic may have on the findings (Green 

& Thorogood, 2004; Malterud, 2001; Ruby, 1980). Aamodt (1982) explained that the inquirer 

should evaluate their position in the context of their study as the researcher is considered a 

part of the process and not simply an observer. It necessitates an explanation by the 

researcher that he/she is conscious that his/her social and cultural background might 

influence the selection of the research topic, the epistemological stance, the data collection 

method, and analysis (Grbich, 2007). For this study, the researcher (MK) is a female PhD 

student at the University of Chester, United Kingdom, in Public Health Nutrition with an 

interest in obesity prevention in response to nutrition transition in Lebanon. She is Lebanese, 

conducting her study with Lebanese participants. Therefore, she understands the Lebanese 

culture and context. She adopts a constructionist epistemology and an interpretivist 

theoretical perspective and recognises the value of the construction and co-creation of 

knowledge by the researcher and the researched. For her first degree, she studied nutrition 

and dietetics in Lebanon and for her masters, she pursued an MSc in Human Nutrition at the 

University of Chester. Owing to her educational, professional, and cultural background, she 
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recognises that obesity is an issue in Lebanon at present, which motivated her to research 

ways to prevent and control it. Being a dietitian before conducting this PhD research, the 

researcher had a typical healthcare professional’s perception towards obesity, where she 

perceived obesity as mainly caused by an “intentional” excessive food intake (following the 

medical model, previously discussed in Chapter 2). However, while immersing herself in the 

literature at the early stages of her PhD research, she started to have a greater appreciation 

of the multi-level influence on food choice and obesity. Also, given the lack of research on 

them in the Lebanese context, she got intrigued to explore them.  

At the beginning of her PhD programme, as woman who was in her mid-twenties, the 

researcher was concerned about feeling intimidated while conducting interviews with key 

stakeholders some of whom were senior in their positions. However, during and at the end 

of the PhD research, she felt empowered having met influential people and key stakeholders 

in her country and contributing to the field of research that she is passionate about. 

Furthermore, the researcher’s investigative skills are assessed to increase the credibility of 

the data (Field & Morse, 1985; Krefting, 1991). The researcher developed her interviewing 

and analysis skills by conducting pilot interviews for both of her studies. She discussed her 

pilot interviews with both of her supervisors, who are both experienced in qualitative 

research, and advice was given to her. In addition, for data analysis, she attended several 

sessions in her university on qualitative research analysis. As for the Photovoice method, she 

participated in a two-week residential summer school in Alicante by the European Training 

Consortium (ETC) in which she was introduced to the Photovoice method by researchers who 

used the method in their different fields.  

4.5.1.2 Member checking (respondent validation), peer debriefing and peer examination  

Member checking, also known as respondent validation, is a method in which the researcher 

discusses the study results with the participants to check if they match with their perspectives 

(Brannen, 1992). Morse (2015) advised that member checking is not recommended as a 

method to ensure credibility as the data analysis is constructed from all the interviews so 

discrepancies may occur, and it may be hard to reach an agreement.  Also, Atkinson (1997) 

explained that researchers may “romanticise” participants’ explanations by ignoring their 

own analysis and choosing the participants’ interpretations.  Therefore, for this PhD research, 
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the researcher and her supervisors agreed not to use member checking. Alternatively, peer 

examination and peer debriefing were used for this study to ensure credibility (Guba & 

Lincoln, 1985). 

Since she is Lebanese and to ensure that she separates herself from the context and interacts 

with other researchers on the research process and findings, peer debriefing process was 

adopted to help the researcher to “detach themselves from the site and to seek out and 

interact with other professionals who are willing to perform the debriefing function”  (Guba, 

1981). Peer debriefing is proposed to avoid bias and to enable “conceptualisation of the 

theory” (Morse, 2015). Throughout this PhD, the researcher had debriefing sessions with both 

of her supervisors, the primary and the secondary, before and after data collection. These 

sessions included, but were not limited to, reviews of the interview questions and prompts, 

the flow of the interviews and analysis of the findings.   

For peer examination, a multi-lingual and Lebanese PhD colleague (fluent in Arabic, English, 

and French), randomly chose one of the voice recordings and checked the accuracy of the 

transcription. Also, she was asked to code five transcripts and cross checks were made to 

compare the codes suggested by the researcher with her colleague’s codes. Finally, to ensure 

correct translation of the quotes from Arabic to English, some of the chosen quotes for this 

thesis from the interviews were back translated by the Lebanese PhD colleague, the original 

translation and the back translation were compared for accuracy (Brislin, 1970). 

4.5.1.3 Credibility in the interviewing process 

Credibility could be ensured during data collection (interview). Some of the strategies that 

the researcher has used are reframing questions, asking again an identical question (May, 

1989, pp. 57-166). In addition, by examining the data between different participants and 

therefore to ascertain standard patterns by asking “other participants said … is this how it is 

for you?” (Morse, 2015) and by asking “do you know others that have the same experience” 

(Krefting, 1991).  Sometimes contradictions can occur, therefore, credibility was ensured by 

explaining the contradictions and heterogeneity in presenting and analysing the findings 

(Guba, 1981).  
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4.5.1.4 Triangulation  

Triangulation refers to the use of multiple research methods to explore the different 

perspectives and the findings of the phenomenon (Speziale & Carpenter, 2007). Different 

triangulation techniques could be used, such as: triangulation of data methods, triangulation 

of data sources, theoretical triangulation, and triangulation of investigators (Denzin, 1978). In 

this thesis, “investigator triangulation” was used, which refers to the contribution of 

researchers from different backgrounds in the research design and process. The main 

researcher of this thesis has a dietetic background, while her main supervisor has a broad 

range of experience and expertise in different fields in nutrition, and her second supervisor is 

focused on public health. In addition, the incorporation of Photovoice and the use of the 

photographs in the first study could serve for triangulation. Yet, a rigour consideration in 

Photovoice is the proper description of the photographs. Wang and Redwood-Jones (2001) 

explain that misstatement can happen when the meaning of the photograph is not clear. This 

misstatement was prevented by discussing each photograph with the participant, therefore 

giving an accurate interpretation of the meaning (Wang & Redwood-Jones, 2001).  

4.4.1 Transferability  

Transferability means that the results and conclusions generated from the research are 

significant to others in comparable circumstances (Creswell, 2007; Guba & Lincoln, 1989, p. 

316). Transferability could be attained by providing other researchers with appropriate 

contextual information; therefore, they can compare this project to their context and can 

evaluate whether the results could be transferred (Schwandt, 2001, pp. 258-259). 

Transferability could be supported by describing the background, the research setting, the 

study participants, study design and data analysis methods that were used (Granheim & 

Lundman, 2003; Holloway, 1997, pp. 160-161.). A rich description of the background and 

context (chapter 3), the study design and methodological procedure (chapters 4, 5 and 6) was 

ensured so other researchers could assess the transferability of the findings to their research 

setting.  

The first study (Photovoice) results and conclusions correspond to the North Lebanon 

Governorate. However, Lebanon is a small country, thus, the results of the first study may be 

transferrable to the other governorates. The second study corresponds to stakeholders who 
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may have different levels of influence in different sectors (government, health, civil society 

and education).  Results of the two studies could be transferrable to other middle-income 

countries located in the Eastern Mediterranean region which may have a similar context.    

4.4.2 Dependability  

Dependability refers to the “consistency” of the results (Guba, 1981). As Kielhofner (1982)  

recommended, a thick description of the methods used to collect and analyse the data for 

the two studies was stated (chapters 5 and 6). A second strategy that could be used to 

increase the dependability of the data is using the “code-recode” procedure, in which the 

researcher codes the same data twice, taking at least fourteen days between each coding and 

examines the contrasts between the results (Krefting, 1991). The researcher used this method 

to ensure the dependability of the data. Moreover, the use of peer debriefing may also be 

used to increase the dependability of the data (Krefting, 1991). As stated in the credibility 

section (4.5.1), the researcher used peer debriefing with her supervisors as a strategy for the 

two studies in this PhD thesis.    

4.4.3 Confirmability  

Confirmability is used by qualitative researchers as an equivalent of “objectivity” for positivist 

research (Guba, 1981). According to Holloway (1997, p.161), the research outcomes should 

be “a result of the research and not an outcome of the biases and subjectivity of the 

researcher”. In this study, different steps were taken to ensure confirmability and to reduce 

the risk of bias: the theoretical underpinning of this PhD thesis was presented in this chapter 

and a full description of the methods used to collect and analyse the data.  

A summary of the strategies that were used to ensure the trustworthiness of the data and the 

rigor is presented in Table 4.2.  
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Table 4. 2: Summary of the strategies that were used to ensure trustworthiness of the data  

 

STRATEGY CRITERIA USED IN THE PRESENT THESIS  

CREDIBILITY ➢ Reflexivity.  

➢ Peer debriefing and peer examination.  

➢ Triangulation during the interviewing process.  

TRANSFERABILITY ➢ Detailed and rich description of the research setting, the study 

participants, study design and analysis.  

DEPENDABILITY ➢  The code-recode technique.   

➢ Peer debriefing.  

➢ Detailed description of methods used. 

CONFIRMABILITY ➢ Presenting the theoretical underpinning adopted for this PhD 

thesis. 

➢ Full description of the methods used to collect and analyse 

data, and the risk of bias was discussed in each of the two 

studies.  

4.5 Ethics  

A favourable ethics opinion (to conduct this PhD study) was granted by the Faculty Research 

Ethics Committee (FREC) of the Faculty of Medicine, Dentistry and Life Sciences of the 

University of Chester (1361/17/MAK/CSN and 1369/17/MAK/CSN) (Appendix 6).   The ethical 

considerations that the researcher has accounted for are voluntary participation, the ability 

to withdraw at any time up to the production of the final report, confidentiality, and 

anonymity of the data. Participation in both studies was voluntary, participants were given 

the right to choose whether they would like to participate in the studies or not, an informed 

consent form was handed to the participants along with a participant information sheet, also, 

participants specifically consented that they accept that their voice would be recorded during 

interviews. Individuals who accepted to participate signed the consent form. The participants 

were able to withdraw at any time up to the production of this final report. All the people 

who participated in both studies did not withdraw from the research and no partially collected 

data was removed. Confidentiality and anonymity are ethical considerations that are required 

for every research study involving human subjects. Anonymity requires that the participants 
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remain non-identifiable (Pollit & Beck, 2008). As for confidentiality, it requires that the 

information that the participants disclose during the interviews will remain confidential and 

will not be accessible by others (Speziale & Carpenter, 2007). Therefore, the participants were 

informed that their information and data will be kept confidential. To ensure the 

confidentiality of participants’ information, all data collected in the two studies: photographs, 

audio recordings, transcripts; were kept anonymous. All individuals participating in the study 

were given a code to substitute their name in the transcripts and the study findings (Dean & 

McClement, 2002). Furthermore, the data is locked in a secure place - the researcher’s 

password protected laptop. Also, a backup of the data was kept on a password protected USB 

drive in a second secure place. Only the researcher and her supervisors had access to the 

voice recordings, photographs, and transcripts.  All data analysis does not identify anyone and 

the answers to the questions. Additional ethical considerations were considered for the first 

study involving the Photovoice method such as privacy and data protection (due to the use of 

photographs as a means of data collection) (See Chapter 5).   

 



  

75 
 

Chapter five: Photovoice study 
 

 

Study 1: Using Photovoice to explore the factors influencing the Lebanese adults’ eating 

behaviours and physical activity levels and action needed to promote healthy eating and 

physical activity. 
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Abstract 

Introduction: Lebanon is a country experiencing a nutrition transition characterised by a 

population dietary shift from traditional to western diet and sedentary activity, and high 

prevalence of obesity (Chamieh et al., 2015; Naja et al., 2011). Internationally, there is much 

evidence that the social, economic, cultural, and environmental influences that populations 

face shape their dietary behaviours and physical activity levels (Harrington & Elliot, 2008; Ross 

et al., 2007). Yet, these factors differ significantly between societies, and it may be hard to 

tackle them without understanding how individuals perceive and experience the obesogenic 

environment (Goh et al., 2009; Swinburn et al., 2019). Knowing the determinants of food 

choice and physical activity is essential for planning effective action to prevent obesity 

(Butland et al., 2007; Law et al., 2007; Maio et al., 2007). Although, many studies have 

explored the different factors that influence eating behaviours and physical activity 

worldwide, previous studies in Lebanon have not explored the Lebanese adults’ perspectives 

on the factors that influence their eating behaviours and physical activity level.   

Aims: To engage with Lebanese adults living in the North Governorate and to explore 

qualitatively their perceptions towards obesity and the factors that influence their eating 

behaviour and physical activity level. More precisely this study aimed to explore the Lebanese 

adults’ (i) perceptions towards obesity (ii) perceptions towards the barriers and opportunities 

to healthy eating (iii) perceptions towards the opportunities and barriers towards physical 

activity, (iv) suggested action to promote healthy eating behaviours and physical activity, (v) 

perceived key stakeholders for obesity prevention in Lebanon. 

 Methods: Using the Photovoice method, twenty face-to-face in-depth interviews were 

conducted with Lebanese adults from the North Governorate, Lebanon. All interviews were 

transcribed and initially analysed using thematic analysis. The findings were further classified 

and discussed using the socio-ecological model (SEM) as a framework.   

Results: 257 photographs were taken by the participants each representing a factor 

influencing either their eating behaviour or physical activity level, which were discussed in 

face-to-face interviews. The thematic analysis of the in-depth interviews resulted in the 

identification of seven major themes (with subthemes for each) representing different 

influences on physical activity and eating behaviours. These themes include: physical 

appearances and body concerns, individual factors, social influences, media and 

communication, food availability and affordability, technology and leisure activities, and 

safety concerns.  

Conclusion: The Photovoice study extends the body of literature on the current status of 

nutrition transition in Lebanon. It is the first study to highlight on how the different levels of 

influence of the socio-ecological model shaped the participants’ food choices and physical 

activity level. Addressing the barriers that the participants have identified in a collaborative 

way through initiatives and public policies is needed to halt the rising prevalence of obesity 

in Lebanon.  
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5.1 Introduction 

There is much evidence that the social, economic, cultural, and environmental situations that 

populations live in, directly influence their dietary behaviours and physical activity levels 

(Harrington & Elliot, 2008; Ross et al., 2007). Different factors influence individuals’ capability 

to choose healthy food and be physically active (Brug et al., 2008; Sallis & Glanz, 2009;) 

(Discussed in chapters 1 & 2).  Yet, these factors differ significantly between societies and it 

may be hard to tackle them without exploring the specific society perspectives and 

understanding how individuals experience the obesogenic environment (Goh et al., 2009; 

Jones & Wells, 2007; Swinburn et al., 2019; Wallerstein, 2006) (discussed in Chapters 1& 2). 

Knowing the obesity determinants in a community is essential for planning effective action to 

prevent it (Butland et al., 2007; Law et al., 2007; Maio et al., 2007). A way to uncover the 

major factors leading to community health issues is “Root Cause Mapping”; this method helps 

researchers or public health professionals to choose effective methods to address these 

determinants. Root Cause Mapping consists of constantly asking “why” to uncover the 

“causes of the causes” of the health concerns that they are trying to address (Rudolph et al., 

2013). Rudolph and colleagues (2013) explained that “problem analysis” is essential to 

explore the possible solutions, furthermore, it is essential to explore the “smaller steps” that 

can lead to a bigger strategy in the future. To the best of our knowledge, previous research 

studies in Lebanon have not explored qualitatively the Lebanese adults’ perspectives on the 

different factors influencing their eating behaviours and physical activity levels.  

5.2 Aims  

This study used a variation of the Photovoice method to engage Lebanese adults living in the 

North Governorate, and to explore qualitatively the factors that influence their eating 

behaviours and physical activity level.  More precisely this study aimed to explore the 

Lebanese adults’  

• Perceptions towards obesity; 

• Perceived barriers and opportunities to healthy eating; 

• Perceived barriers and opportunities to physical activity;  

• Suggested action to promote healthy eating behaviours and physical activity.  
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Also, this study aimed to identify the perceived key stakeholders for obesity prevention in 

Lebanon.  This study seeks to answer the research questions (RQ1 and RQ2) - (presented in 

chapter 3).  

RQ1.     What are Lebanese adults’ perceptions towards obesity?    

RQ2.    What are the different factors that influence Lebanese adults’ eating behaviours and 

physical activity level? 

RQ3.   What is the action needed to overcome the barriers to healthy eating from the 

Lebanese adults’ perspective? Who do they perceive as responsible to address them? 

5.3 Context and setting  

This study has been conducted in the North Governorate in Lebanon. The North Governorate 

is divided into the capital city Tripoli and five neighbouring districts (also known as T5 area): 

El Koura, El Batroun, Bcharre, Zgharta and Minnie-el Dennieh (OCHA, 2014). Tripoli is the 

administrative centre of the North Governorate and is the second largest city in Lebanon 

(OCHA, 2014). The total Lebanese population in the North Governorate in 2015 was estimated 

to be 553637, of which 265347 live in the capital city Tripoli (OCHA, 2014). The North 

Governorate has been chosen for this Photovoice study due to limited resources. The 

researcher on her own was unable to cover all the eight Lebanese governorates, therefore, 

one of the governorates was chosen as the focus of the study. However, the North 

governorate includes a large city and other districts (smallish cities and towns) and Lebanon 

is a small country.  The results of this study may be transferrable to other governorates in 

Lebanon.  

5.4 Study methods  

5.4.1 Photovoice method  

An essential characteristic of this PhD thesis is the use of a variation of the Photovoice 

method. Photovoice is a relatively new qualitative research method, where participants are 

requested to take photographs to document and “assess” their community. These 

photographs are used to promote critical dialogue between the researcher and the 

participants (Baker & Wang, 2006; Freire, 1973; Wang et al., 1998). In this sub-section, the 
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concept and methodology of Photovoice will be described and why it has been chosen by the 

researcher will be explained.  

5.4.1.1 Overview of the Photovoice method  

Photovoice is a research method created in the 1990s by two researchers: Wang and Burris 

(Wang & Burris, 1997). Photovoice was developed as a participatory research method that 

allows participants to represent, to reflect their concerns and to assess the opportunities in 

their community by taking photographs and discussing them with the researcher (Catalani & 

Minkler, 2010; Wang & Burris, 1997; Wang & Redwood Jones, 2001). Photovoice is a method 

where participants are requested to take photographs as these photographs promote “critical 

dialogue” between the researcher and the participants (Baker & Wang, 2006; Freire, 1973). 

Photovoice is an important evolution of “photo elicitation”, a method in which the researcher 

uses images to lead the interview (Buckley, 2014). This process of taking photographs and 

telling stories leads to a deeper understanding of the participants’ daily life and helps the 

researcher to see the community through the participants’ eyes and have a better knowledge 

of a particular issue in a particular setting (Guell & Ogilvie, 2013). The photographs are 

essential in the process, but alone are not enough for interpreting the data (Genoe & Depuis, 

2013). In most cases, the photographs taken by the participants are symbolic of their life, 

experiences and realities. Therefore, the stories behind the images are essential for exploring 

the meaning of the photographs.  Sometimes, photographs could have different or several 

meanings and explore conditions, practices and social interactions (Genoe & Depuis, 2013). 

The evidence generated from Photovoice helps to inform key stakeholders of the available 

resources and concerns relating to a certain matter (Strack, Magill & McDonagh, 2004; Wang, 

2006). This data may support discussions with decision makers about how to produce a 

positive and relevant change (Nykiforuk et al., 2011; Palibroda et al., 2009; Wang & Burris, 

1997).   

Photovoice has been widely used with people from different age groups and cultures to 

explore and assess different issues, community needs and advocating action (Gant et al., 

2009; Strack, Magill & McDonagh, 2004). As examples; it has been used with people with 

HIV/AIDS (Rhodes, 2006; Rhodes & Hergenrather, 2007), Latina teens (Hannay et al., 2013), 

to empower rural women in China (Wang & Pies, 2004), African American women with breast 

cancer (Lopez et al., 2005), homeless persons (Dixon & Hadjialexiou, 2005) and also to assess 
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health behaviours such as healthy eating and physical activity and the factors that influence 

them (Auma, Pradeilles & Holdsworth, 2020; Hannay et al., 2013; Nieuwendyk et al., 2016). 

Photovoice method has been used in Lebanon with “adolescents affected by Syria crisis” (Save 

the Children, 2018).  In some of the studies that use Photovoice as a community based 

participatory research (CBPR) method, the participants were involved in the co-production of 

the interview questions with the researcher and are included in every step of the research 

project (Hannay et al., 2013), however, in this PhD thesis, the researcher adapted Photovoice 

as a method to explore the range of participants’ perceptions on the factors influencing their 

eating behaviours and she created the interview guide herself to make sure that her PhD 

research questions were explored.  

Photovoice methodology originated from constructivism; empowerment education; feminist 

theory; and documentary photography. Constructivism describes learning by constructing 

meaning through participant lived experiences (Hergenrather & Rhodes, 2008, pages 59-87). 

The Freirean approach, empowerment education, means that participant and community 

contributions are each considered important to attain social justice (Carlson, Engebretson & 

Chamberlain, 2006).  The Feminist theory noted that Freire discounted the domination of 

women by men. The Photovoice method can be completed by any person regardless of their 

gender. Since, any person can use a camera, Photovoice can be a successful tool for reaching 

the people who are rarely heard to convey their views and knowledge into the research and 

contribute to action and change (Wang & Burris, 1997; Wang & Redwood Jones, 2001). As for 

documentary photography, it aims to capture the daily life of a certain community or social 

groups to create sensitive evidence of their lived experiences (Jing & Yun, 2007), as they 

describe the situation in photographs to explore the social awareness (Strack, Magill & 

McDonagh, 2004). Wang and Burris used the strengths of these approaches to develop the 

Photovoice methodology (Sutton-Brown, 2014).  

5.4.1.2 Justification of using Photovoice in the first study  

The methodology and methods should correspond to the researcher’s philosophical 

assumptions (Guba & Lincoln, 1994). Therefore, the researcher should pay a critical attention 

on the use of different methods and methodologies that have “history in different research 

traditions” (Plunkett, Leipert & Ray, 2013). Photovoice is commonly used to initiate action. 
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Hence, there is a view that it is a method in the critical paradigm (Plunkett, Leipert & Ray, 

2013). The studies that used Photovoice to initiate action are generally exploring the 

perceptions on topic of a smallish and vulnerable community/ group of people, aims to 

empower them or “give voice to the voiceless” and achieve social change/justice (Wang & 

Burris, 1994).  As for hermeneutic phenomenology, also known as interpretive 

phenomenology, this methodology focuses on people’s daily life “experience’”, “how it is 

lived” and “the relationship between an individual and his lifeworld” (Neubauer et al., 2019). 

This methodological approach emphasises that “individuals are free to make choices, but their 

freedom is not absolute; it is circumscribed by the specific conditions of their daily lives” (Lopez 

& Willis, 2004). In phenomenological research that comes from an interpretivist research 

paradigm, the researcher commonly explores the phenomenon through in-depth interviews 

with participants and the meaning of experience can be discovered (Lopez & Willis, 2012; 

Plunkett, Leipert & Ray, 2013).   

Although Photovoice and phenomenological studies are generally used for different 

methodological and epistemological purposes; Plunkett and colleagues (2013) show that 

Photovoice may be integrated into phenomenological inquiry as it gives an in-depth 

understanding of a “lived experience” by supplementing narratives with photographs on the 

topic under study. Furthermore, the use of Photovoice in an interpretive approach “provides 

direction and purpose regarding the phenomenon or experience of interest” (Plunkett, Leipert 

& Ray, 2013). Photovoice has been used as a phenomenological research method by several 

researchers to explore different topics/contexts such as: to explore the essence of play in 

children (Berinstein & Magalhaes, 2009); to explore leisure and dementia (Genoe & Depuis, 

2013); the belonging for queer students (Duran, 2019) and to explore the perceptions of 

patients with end stage heart failure (Love, 2012).   

The first study aimed to explore the perceptions of Lebanese adults (living in the North 

Governorate) experiencing a nutrition transition; their understanding of obesity and to 

explore the different factors that influence their eating behaviours and physical activity level. 

Obesogenic environments could be explored using both quantitative and qualitative 

methods. Researchers can use quantitative methods such as spatial statistics,  Geographic 

Information Systems (GIS) that map environments. However, these quantitative approaches 

do not provide information on how the populations interact with their environment and do 
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not capture the social influence (Brownson et al., 2009; Brug et al., 2006). Other quantitative 

methods, such as questionnaires may also be used, yet these measures prevent the 

researcher from exploring the relationship between the environment and how the people 

experience it (Fusco et al., 2012). In contrast, qualitative methods are perceived to be suitable 

methods as they portray the relationship between the environment and how people envisage 

it (Cummins et al., 2007). Also, qualitative methods could identify the social, cultural and 

political factors that influence the people’s behaviours. The Photovoice method has been 

used for the same purpose (to explore the different influences on physical activity and/or 

eating behaviours) in previous studies (Belon et al., 2014; Belon et al., 2016a; Belon et al., 

2016b ; Diez et al., 2018; Findholt et al., 2010; Fleury et al., 2009; Hafoka & Carr, 2019; Hannay 

et al., 2013), which justifies the choice of using this qualitative method to answer the research 

questions (RQ1) and  (RQ2) of the present PhD thesis. The use of the Photovoice method is 

relevant for this project as the findings of this study reveal the complex interrelated factors 

and the different levels of influence contributing to the participants’ behaviours. Also, as it is 

a useful method for engaging the public in exploring community health issues and  to identify 

the possible changes that are needed and to propose strategies to tackle them (Catalani & 

Minkler, 2010 ; Kowitt et al., 2015).  

5.4.2 Study participants  

The study participants are from the general Lebanese adult population living in the North 

Governorate. They were aged between 20-64 years old; 20 years old age has been set a 

minimum age as the WHO child and adolescent growth charts include ages 18 and 19 years 

old (De Onis et al., 2007). Also, previous studies conducted on Lebanese adults recruited 

participants aged 20 years or older (Chamieh et al., 2015; Sibai et al., 2003a). The age cap was 

set at 64 years old as the older population may have different age-related factors influencing 

their food choices and physical activity level than the general adult population, such as 

declining physical function and appetite, and their dependence on other people for food 

preparation and access (Whitelock & Ensaff, 2018).  

5.4.2.1 Participant recruitment and sampling method  

Participant recruitment and data collection started in February 2018 and finished in February 

2019.  Participants were initially approached and recruited face-to-face by the researcher 
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herself (MK) from the Safadi Cultural Centre located in Tripoli. Permission was granted by the 

director of the Safadi Cultural Foundation (Appendix 5) to recruit participants and to conduct 

interviews at the centre. The potential participants were asked, before being given the 

Participant Information Sheet (PIS) (Appendices 2.3 & 2.4), If they fit the criteria (owning a 

camera, being Lebanese, and age ≥20 years old). If they did not meet the inclusion criteria, 

the researcher apologised and informed them that they are not able to be a participant in this 

study. If they met the inclusion criteria, the researcher explained to them about the research 

study, gave them the participant information sheet (PIS), and asked them for their voluntary 

participation in this study.  

The chosen sampling methods are purposive and snowball. In the “snowball method”: the 

initial participants were asked if they could introduce a friend, family member, or colleague 

(Biernacki & Waldorf, 1981). New participants suggested further participants (and so on). This 

sampling was chosen to have study participants from different areas of the North 

Governorate and to not solely rely on the people who are registered or visited the cultural 

centre. Along with snowball sampling, a purposive sampling method was adopted (Suri, 

2011). Choosing interviewees from different backgrounds increases the likelihood of 

exploring the various perspectives on the phenomena of interest (Graneheim & Lundman, 

2004). A variety of individuals was recruited using the maximum variation technique to 

explore different perceptions on the issue (Patton, 2002, p.235). The researcher asked for 

suggestions for potential participants with different demographics and characteristics (age, 

gender, location, and employment status) to have a sample of participants as varied as 

possible (Creswell & Plano Clark, 2011). The researcher aimed to have participants from 

different areas of the North Governorate; females and males; people from the age groups 

[20-35], [36-50] and [51-64] and different employment status (employed, unemployed, 

university students). The researcher (MK) contacted the suggested people by telephone and 

asked them if they would like to participate voluntarily in the study, checked if they fit in the 

inclusion criteria, and scheduled an initial meeting with them.  

5.4.3 Sample size  

As for sample size, in qualitative inquiries, it cannot be determined before conducting the 

research study. The participant recruitment was set until data saturation, which is defined as 
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“the stage when further collection of evidence provides little in terms of further themes, 

insights, perspectives or information in a qualitative research synthesis” (Suri, 2011). Yet, 

some guidelines from experienced qualitative researchers were taken into consideration. 

Morse (2010) explained that when the sample is small, or what this researcher called “cherry 

picking”, the data will lack depth and may not produce enough information to portray the 

complexity of a phenomenon. In contrast, Mason (2010) explained that when the number of 

participants is too large in qualitative research, the information becomes repetitive and, 

sometimes, unnecessary. Bertaux (1981, p. 35) suggested that in all qualitative studies to get 

enough insights from the participants, a minimum number of 15 participants should be 

considered. Ritchie and colleagues (2003, p.84) argue that the number of participants in 

qualitative studies “lie under 50”. Green and Thorogood (2009) explain that little “new” 

information emerges “after you have interviewed 20 or so people”.  

5.4.4 Data collection procedure 

Data collection in this study involved several phases: an initial meeting (Phase 1),  photo-

taking period (Phase 2), a follow up semi-structured interview (Phase 3) and finally 

dessimination of the photographs (Phase 4). Phases 1, 2 and 3 were conducted with each 

participant individually.  

Phase 1: Initial Meeting (15 minutes) and orientation on the Photovoice method: 

During this meeting, a set of demographic data was taken from the participant: age, gender, 

occupation status (employed, unemployed or university/college student). The study aim and 

objectives were explained to the potential participant, a consent form was given to him/her 

and was signed to confirm acceptance to participate (Appendices 2.5 and 2.6). After that, the 

Photovoice method was described and the participant was given a general task  “to 

photograph the opportunities and barriers that he/she observes that make it easier or harder 

for them to consume healthy food and to be physically active”. After that, he/she was given 

a set of guidelines (e.g. number of photographs required and other guidance notes) 

(Appendices 4.1 and 4.2) to make sure that all participants had similar input in the study. 

Physical activity was explained to the participants as “any movement done for leisure or 

transportation” (Hafoka & Carr, 2018; Mahmood et al., 2012). The additional ethical 

considerations for Photovoice study were explained to the participants such as avoiding 
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taking pictures of people that could be identified or of anything that would be harmful to 

anyone (Appendices 4.1 and 4.2). A date for a second meeting (preferrably two weeks after 

the initial meeting) was scheduled by both the researcher and the participant depending on 

the availability of both parties.   

Phase 2: “Photo-taking phase” (up to 2 weeks) after the first meeting:  

Each participant was asked to take pictures related to the topic over two weeks. The photo-

taking mission was flexible, the participants were requested to take the photographs that 

they could use during the follow-up meeting (phase 3) to describe the meanings that they 

want to share.  In Photovoice studies, participants are commonly given disposable cameras 

to take the photographs during the “photo-taking” phase of the study. However, Plunkett and 

colleagues (2013), highlighted that using digital cameras rather than disposable ones may 

have some greater benefits such as the photographs taken by the participants can be sent 

electronically and the use of disposable cameras and film may be costly. Due to limited 

resources and the benefits presented by Plunkett, Leipert and Ray (2013), the participants 

were asked to use their digital cameras, or cameras from their smart cellphones to take the 

photographs.  

Phase 3:  Follow up meeting- one-to-one, semi-structured face-to-face interview ( 30 minutes-

1 hour):  

During this meeting, the study participants handed the photographs to the researcher either 

on a USB memory stick or by email. The researcher (MK) loaded the photographs on to a 

laptop computer to be discussed with the participant. All one-to-one interviews were 

conducted in an empty space at the Safadi Cultural Center located in Tripoli, Lebanon. Also, 

before each interview, each participant was reminded that the interview will be audio-

recorded for data collection and analysis purposes.  Also, the interviewee was asked in which 

language he/she prefered to be interviewed (English or Arabic). All interviews were audio-

recorded, the interviews lasted from 25 minutes to 50 minutes, and the average duration of 

the interviews was 30 minutes. 

 A one-to-one semi-structured face-to-face interview was conducted by the researcher 

herself (MK) with each participant to discuss her/his understanding of obesity and to discuss 

the photographs taken by himself/herself, and to explore the different factors influencing 
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their eating behaviours and physical activity levels and the action they believe is needed to 

overcome the barriers and therefore prevent obesity. In semi-structured interviews, the 

researcher follows an interview guide using open-ended questions, the questions used are 

usually organised by a topic related to the general research aims (Harris et al., 2009) along 

with other questions emerging during the interview (Di-Cicco Bloom & Crabtree, 2006).  The 

interview guide included questions and probes on the photographs to encourage the 

interviewees to share stories on the meaning behind the photographs (Appendices 3.1 and 

3.2). This type of interview is chosen as it helps the researcher to initiate a discussion with the 

participants. The semi-structured questions are essential to answer the research questions 

(Di-Cicco Bloom & Gabstree, 2006). As mentioned in a previous chapter (chapter 2), a part of 

the Lebanese population is multilingual and speaks English or French other than the spoken 

Lebanese Arabic. Thus, in some cases, Arabic and English were both used during the interview 

as the people were likely to code-switch and code-mix; which means using both of the 

languages (English and Arabic) in the same sentence. The participants were encouraged to 

speak freely and to use the language (English, Arabic) they wanted or both languages to 

answer the questions asked by the researcher. The interview questions and probes are 
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presented in Box 5.1. Field notes were also taken by the researcher when necessary. These 

interview questions were also translated to Arabic as appropriate (Appendix 3.1 and 3.2). 

Box 5. 1 Interview guide 

Phase 4: Dissemination of the findings  

At the end of this study, a sample of the pictures taken by the participants was chosen by the 

researcher to be shared with the responsible stakeholders. The researcher aimed to include 

at least one picture from each theme and subtheme (with quotations related to each picture) 

(Appendix 7). This sample of photographs was shared with the responsible stakeholders at 

the end of the interviews of study 2.     

5.4.5 Data Analysis  

5.4.5.1 Transcription and translations  

The digitally recorded interviews from the follow up meeting (Phase 3) were transcribed 

verbatim by the researcher after each interview.  In order to keep the authenticity of the data, 

all interviews were transcribed in the interview language. The Lebanese people tend to code 

Semi-structured Interview guide  

1. What is your understanding of obesity?  

2. Are people in your community concerned with obesity? 

3. Tell me about the opportunities that promote healthy eating that you have identified  

4. Tell me about the opportunities that promote physical activity that you have identified  

5. Tell me about the barriers to healthy eating that you have identified  

6. Tell me about the barriers to physical activity that you have identified 

7. Who are, in your opinion, the people or sectors that could contribute in promoting 

healthy eating behaviours and physical activity? 

8. What actions could they do to help people living in your community to overcome the 

barriers to healthy eating behaviour and physical activity? 

Probes (examples) 

• Please discuss using the photographs that you have taken 

• Please explain why you consider these as barriers/opportunities 

• How about … ? Would you give me an example?   

• Can you give me more details? 

•  
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switch, use multiple languages within the same sentence while talking (Mortada, 2015)- 

therefore, for interviews that were conducted in Arabic or when English words are used with 

Arabic, the researcher used E-Arabic for transcription which is the Romanisation of the Arabic 

language (Bou Tanios, 2016); this mainly depends on phoneme-to-grapheme writing, in other 

words using Roman letters to write Arabic words as they sound (Bou Tanios, 2016; El Essawi, 

2011). As an example, an excerpt of a participant transcript is presented in Appendix 8. 

To ensure that the data remains confidential and anonymous, the participant’s name from 

the transcripts and each participant has been allocated a code (e.g. S1P1, S1P2) - S1 refers to 

study 1 and P refers to participant. Non-verbal cues were considered not required, therefore 

were not included in the transcripts. Pauses were included in the transcripts as an ellipsis … 

and any named person or business is written as XXX in the transcripts and quotations. If the 

sentence meaning wasn’t clear, the researcher reviewed the quotations and added 

interpretations between brackets. When the participant is describing a photograph [refering 

to a photograph] has been added in the chosen quote.  

All documents used  during data collection: participant information sheet (PIS), consent form, 

Photovoice guidelines and interview guide were written in both English and Arabic languages 

(Appendices 2, 3 and 4). All transcripts were analysed in the interview language. Only quotes 

that are extracted from the transcripts that are used in the writing of the findings of this thesis 

have been translated to from Arabic to English by the researcher.  

5.4.1.2     Thematic analysis  

All transcripts were analysed initially using an inductive thematic analysis, and then the 

themes were discussed using deductive analysis using the socio ecological model as a 

conceptual framework (McLeroy et al., 1988). The first analysis (inductive approach) allows 

the researcher to generate the themes from the data and get a broad understanding of the 

phenomenon. While the deductive analysis, was used to discuss the findings, to categorise 

the multiple levels of influence on eating behaviours and physical activity and to identify the 

action needed (Hennesey et al., 2010).  

The inductive thematic analysis involved dividing the data into codes that can be put together 

into categories/themes (Braun & Clarke, 2006; Clarke & Braun, 2017). Thematic analysis 

phases were followed;  the first phase starts with “familiarisation with data” which involves 
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transcribing the interviews, reading the transcripts and noting ideas. As a second phase 

“coding”, requires noting early codes of remarkable characteristics of the data in a systematic 

way and collating data relevant to each code (Braun & Clarke, 2006; Clarke & Braun, 2017). 

After that, in phase 3, “searching for themes” the researcher combined different codes into 

potential groups or  themes and collected all data related to each potential theme. In the 

fourth and fifth phases, the themes were reviewed, and further analysis was conducted to 

refine the characteristics of each theme and to create definitions and names for each theme 

(Braun & Clarke, 2006; Clarke & Braun, 2017). After that, the generated themes were 

reviewed by the researcher and her supervisors (SF & LK) to reach an agreement. Finally, a 

review and analysis were conducted and this final report was written. Although photographs 

are necessary for the Photovoice method, the photographs were not analysed separately 

from the interviews that discussed them. The photographs sometimes serve as “metaphors” 

for the participants’ conditions, practices and feelings (Geneo & Depuis, 2013; Woodgate et 

al., 2017). Therefore, photographs do not convey the participants’ messages if they are not 

complemented by their voices and stories, thus these images are tools that help the 

participants to share their stories and perceptions of the topic under study (Wang, 1999).  

5.4.2   Pilot testing  

Before conducting the Photovoice study, a pilot was conducted with three Lebanese adults (i) 

to check if further details should be added in the Photovoice guidelines or training on the 

method, (ii) to practice the interviewing process, (iii) to assess the clarity of the questions in 

the topic guide, (iv) to practice the interview transcribing and coding.  

5.4.3  Ethical Approval and considerations  

A favourable ethics opinion (to conduct this study) was granted by the Faculty of Medicine, 

Dentistry and Life Sciences Research Ethics Committee at the University of Chester 

(1362/17/MAK/CSN). The study ethical considerations were previously described in the 

methodology chapter (Chapter 4) 

Additional ethical considerations were taken into consideration for this study involving the 

Photovoice method such as privacy and data protection. Since Photovoice involves taking 

pictures, the researcher made it clear to the participants that it is preferable not to take 
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pictures of people’s faces or things that make people identifiable (Cohen, 2012) and if the 

people consented to be photographed, the researcher used the picture only for the interview 

purpose and did not use the photographs in the production in the present thesis or the 

pictures if necessary to be used were blurred so no one is identifiable. Photograph ownership, 

copyright and dissemination are issues that the researcher took into consideration (Hannes 

& Parylo, 2014; Guillemin & Drew, 2010).  All participants consented that the pictures taken 

can be used by the researcher in the thesis and can be shared with potential stakeholders or 

policymakers (Appendices 2.5 & 2.6).  

5.5   Study findings  

5.5.1   Study participants   

A total of 36 people was approached to participate in this study. Twelve people were initially 

approached face-to-face. From these twelve people, eight accepted to participate in the 

present study. These eight participants each suggested three people they knew that could be 

potential participants (total 24 people). The researcher asked them if they knew people from 

specific locations, employment status or gender to fill the purposive criteria and have a 

maximum variations sample. From the twenty-four newly suggested participants, seventeen 

accepted to participate in the study. However, two out of the 17 people withdrew from the 

study for personal reasons and three more participants were lost to follow up (were unable 

to schedule a meeting with the researcher). Therefore, only 12 additional people participated 

in the study. The participant recruitment is summarised in figure 5.1. 
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Figure 5. 1. Study Participant recruitment 

A total of 20 Lebanese adults participated in this study, from which: nine participants were 

from the young adult [20-35 years old], six were in the adult group [36-50 years old] and five 

people were from the adults age group [51-64 years old]. The researcher aimed to have 

participants from different areas of the North Governorate. The researcher and both of her 

supervisors (SF, LK) reviewed the list of codes that emerged from the twenty transcripts and 

agreed that data saturation had been reached and no new information is being discovered 

and therefore participant recruitment stopped at twenty interviewed participants. Table 5.1 

gives an overview on each participant gender, employment status, age group and number of 

pictures taken for “opportunities” and for “barriers”.  

12 people were initially 
approached 

8 participants were 
recruited (n=8)

Each of the 8 
participants suggested 

3 other participants 
(total 24 newly 

suggested participants)

7 people refused to 
participate 

17 people accepted to 
participate 

12 participants were 
recruited (n=12) in 

addition to the initially 
recruited participants

two people withdrew 
from the study and 

three people were lost 
to follow up

4 people refused to 
participate or did not 

meet the inclusion 
criteria 

A total (N=20) 
participants 
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Table 5. 1: Study participants’ demographics and the number of photographs taken 

Participant 
Code  

Gender Age 
Group 

Employment 
Status   

#Photographs 
representing 
factors that 
negatively 
influence their 
behaviours 

#Photographs 
representing 
factors that 
positively influence 
their behaviours 

S1P1  Male 36-50 Employed  16 7 

S1P2 Female 36-50  Employed  6 5 

S1P3 Female 36-50 Employed  2 7 

S1P4 Female  20-35 Unemployed  4 7 

S1P5 Female  51-64 Employed  4 15 

S1P6 Female  20-35 Employed  7 6 

S1P7 Male  20-35 Employed  6 6 

S1P8 Male  20-35 Employed  5 5 

S1P9 Female  20-35 Unemployed  7 6 

S1P10 Male  36-50 Employed  4 7 

S1P11 Male  20-35 University student and 
employed  

6 6 

S1P12 Female 51-64 Employed  5 5 

S1P13 Female  36-50 Unemployed  5 12 

S1P14 Female  20-35 Unemployed  2 6 

S1P15 Female  20-35 Unemployed/ 
University student  

6 11 

S1P16 Male  36-50 Unemployed   10 8 

S1P17 Female 20-35 Unemployed/ 
University student  

7 3 

S1P18 Female  51-64 Retired  5 5 

S1P19 Female  51-64 Employed  6 5 

S1P20 Male  51-64 Unemployed  5 7 

 

5.5.2 Photographs  

A total of 257 photographs were taken by the study participants and discussed during the 

follow up interviews. From these 257 photographs, 118 photographs portrayed barriers or 

factors that negatively influence the participants’ eating behaviours and physical activity, 

while 139 showed opportunities or factors that positively influenced their eating behaviour 

and physical activity level. All the participants were asked to photograph at least five positive 

factors or “opportunities” and five negative factors or “barriers” to have similar inputs in the 
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study. All the participants have given at least five photographs for barriers except for five 

participants (S1P3; S1P4; S1P5; S1P10; S1P14) who identified less than five barriers. As for 

opportunities, all participants had at least five photographs that showed opportunities except 

for one participant (S1P17) who took only three photographs. Also, it could be noted that the 

participant S1P15 has identified more opportunities than barriers (11 versus 6), in contrast, 

the participants S1P1 and S1P16, found more barriers than opportunities. Therefore, 

participants may focus on opportunities and barriers differently.  

The photographs are essential for this study and the participants were asked to identify the 

opportunities and barriers in their environment. The discussion during the interviews 

revealed a deeper understanding of the individual, social and cultural factors that make them 

consume certain foods and how they interact with their environment (e.g. some participants 

chose to photograph their meals and to tell a story during the interview on what made them 

consume these foods such as their personal preferences, going out with friends and the 

availability of food at the work cafeteria). As examples, for each theme and subtheme, 

photographs were chosen by the researcher and her supervisors and are presented along 

with their quotations in Appendix 7.    

5.5.3 Themes  

This section of the current chapter presents the factors that the study participants identified 

as influencing their eating behaviours and physical activity. These factors were identified 

through discussions around the photographs that the participants provided as well as those 

issues that emerged during the in-depth face-to-face interviews. The thematic analysis of the 

interviews resulted in seven themes. Table 5.2 shows the different themes and subthemes 

that emerged and have been identified.  

The themes from people from different gender, age groups, and living in different locations 

in the North Governorate of Lebanon provided a broad understanding of how the socio-

cultural, built, and food environments have an influence on people. Therefore, findings from 

different gender or age ranges were not segregated and were not compared by groups, 

except for a small number of factors in which a substantive difference was seen and clearly 

indicated within each theme. Different factors in all themes had various influences on the 

people, while some factors were perceived as negatively influencing eating behaviours and/or 
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physical activity to some people, those were perceived as opportunities and enabling factors 

for a healthy behaviour to others. The different levels of influence (positive and negative 

influence) for each factor are presented in each of the themes. The interviewees helped in 

identifying the relevant people or “stakeholders” for further interviews (study 2, chapter 6) 

and have suggested some actions that they perceive as they could help the people living in 

their community to overcome some of the barriers.  

Table 5. 2: Themes and subthemes  

 THEME SUBTHEMES 

1 Physical appearances 
and body concerns 

- Perceptions towards obesity and body image 
- Lack of health awareness  

2 

Individual factors 
- Occupation and time constraints 
- Psychological and biological factors 
- Smoking  

3 

Social influences    
- Eating out and eating together 
- Significant others and social connection  
- The role of women  

4 Media and 
communication 

- Media   
- Advertisements and food marketing  

5 Food availability and 
affordability 

- Food price and affordability 
- Food availability and accessibility  

6 Technology and 
leisure activities  

- Technological advances 
- Active hobbies and the accessibility of facilities 

7 Safety concerns 
 

- Women’s safety  
- Lack of infrastructure versus laziness 

 

Theme 1: Physical appearances and body concerns  

The first theme that emerged from the thematic analysis is physical appearance and body 

image concerns. Two subthemes have been identified under this theme: perceptions towards 

obesity and body image, and lack of health awareness.  

Theme 1: perceptions towards obesity and body image 

When asked about their general understanding of obesity, most of the participants defined 

obesity as excessive body fatness “obesity is being fat … being fat above the normal weight” 

(S1P14). There are some differences between the young adults’ and the older adults’ 
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perceptions towards body image. The differences in body image perceptions reflect 

transitions in cultural preferences for certain body shapes; where in the past, Lebanese 

people preferred larger body shapes and more “plump” bodies as they were associated with 

beauty and wealth. While in the present time, this cultural preference for larger body shapes 

is still seen in the older Lebanese population particularly. This preference for “plump” bodies 

is found to be a general obesity determinant in Arab culture (Al Tawil et al., 2007).  

An adult from the age group [51-64 years] explained:   

When I was your age [the researcher’s age- in the 20s] … being fat was considered better 

than thin… we used to say that if you don’t have a large belly you’re not even worth a penny 

[a Lebanese saying] … but it all changed now (S1P20). 

In the past losing weight was perceived to be linked with illness, this perception has changed 

in the younger generations, but it is still seen in the older generations. Another younger 

participant from the age group [20-35] added “now the mentality has changed … but it is still there 

… when you see an old person, he would say you look sick … if you lost weight” (S1P14).  

In contrast to older adults, young adult participants reflected that they tend to prefer slender 

body shapes and they perceive obesity as a body image issue. Furthermore, the focus on 

appearances in the young Lebanese adult population was shown to be linked with negative 

attitudes such as stigmatisation, judgment, and critique.  

A participant explained:  

Here [referring to a photograph] … he’s my twin brother… I have a twin brother… he used to 

be always thinner and healthier than me … so they [people in the participant’s social circle] 

used to always say look that’s the fat one and that’s the thinner one … I always used to get 

criticised because he’s thinner than me (S1P7). 

This stigmatisation and judgment seemed to enable and inhibit certain behaviours in different 

individuals “you have a lot of social pressure in Lebanon to be thin … people are judgemental of your 

looks … may be good sometimes … the good thing is that you always try to maintain your body 

weight” (S1P13).  While the fear of being critiqued by people in the social environment for 

having an excessive body weight poses as a barrier for those who are larger in size and trying 
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to engage in physical activity; they fear to go to gyms and be criticised. Perception of their 

own bodies also motivates people to control their food intake and to engage in physical 

activity. Some people reported that they want to be seen as their best self and maintaining a 

“nice body” increases their self-confidence “they care a lot about body image … for me … being fit 

and in good shape gives me confidence in myself and it’s not important how the others [perceive her 

body] … it’s my perception of my own body” (S1P14). Another participant (S1P12) photographed 

a mirror as an opportunity to control body weight as it makes her see herself in the mirror 

and notice if she gained weight “when I look at myself in the mirror and see that I have gained 

weight … I start dieting … so my clothes would still fit in me”.  

Subtheme 2:  lack of health awareness  

The interviewees perceived that people are only concerned about their body image and 

appearances rather than health. A participant explained “here they focus more on appearances 

because they don’t care about their health … each person likes to see his body looking good” (S1P7). 

This orientation towards body appearances may be related to the lack of awareness of the 

health consequences of obesity “not everyone knows how dangerous it is to be obese” (S1P6). An 

interviewee believed that obesity is considered as a health issue when the person has a 

disease “only a few people take care of their health before becoming ill … most of the people … when 

they get ill … from diabetes and these things … they get shocked” (S1P3). Also, having a health issue 

motivates the people to adopt healthier behaviours “I started to think … after I discovered that I 

have a high cholesterol [blood cholesterol] … I started to feel that I should change the way I eat … and 

eat healthy” (S1P20).  

Participants argued that it should be perceived as a health issue as it is related to diseases 

“obesity should be perceived as a health problem … but here … we consider it an appearances 

problem” (S1P4). Therefore, when discussing the actions needed the participants stressed the 

need for raising awareness on the health effects of obesity.  
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Healthcare professionals and the Ministry of Public Health were perceived as key stakeholders 

to raise awareness.  

The Ministry of Public Health could do some awareness campaigns … that excess body 

weight causes health problems not only for the body … we should not see that our body is 

ugly … and do a diet … we should think about our health … that fatness causes heart 

problems (S1P17).  

Some of the participants suggested that the television is a good outlet to raise awareness to 

the public “we can make the parents aware through television” (S1P10).  

Theme 2: Individual factors  

Individual factors such as occupation and time constraints, psychosocial factors, and smoking 

were perceived as influencing the participants’ food choices and/or their engagement in 

physical activity.  

Subtheme 1: occupation and time constraints 

Occupation such as employment, attending university, or being unemployed had different 

influences on the participants’ eating behaviours and physical activity. The participants 

explained that employment, office work, and busy schedules make people more sedentary 

and less active “I must be sitting for 9 hours [work shifts] …” (S1P11).  

Some of the participants perceive that being employed is linked with time constraints that 

lead to unhealthy behaviours such as: consuming unhealthy food, snacking and sedentary 

activity. A participant explained that due to the limited available time, she tends to consume 

fast food as it is perceived to be more convenient and faster to eat, in contrast to healthy food 

that requires more preparation time. Furthermore, not having enough time during the day to 

have a meal has been linked with snacking and leads to hunger and excessive eating later.  

In this picture you see snacks … because I don’t have time ... I like to have snacks because I 

don’t have time to have a proper lunch … I eat snacks on the go … it is not usually healthy … I 

am always in a rush … I come back late … always very hungry so I eat a lot (S1P6). 
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In addition, one participant further explained that she tried to prepare a lunch box for work 

but the process was time consuming “It [meal preparation for work] needed so much time … so I 

did it twice but I stopped ...” (S1P19). As discussed later in theme 3.3. (Role of women), female 

employment and time limits are perceived as negatively influencing eating behaviours and 

increases the families’ reliance on food prepared outside the home.   

Moreover, these unhealthy eating behaviours due to time constraints were coupled with not 

having time to exercise and reduced physical activity “I don’t have time to go to the gym” (S1P6) 

and sedentary behaviours “at work … you are always sitting” (S1P3). A participant said that once 

he started working, he became less physically active “I used to play a lot of basketball … now once 

a week … so it is decreasing … this is something that makes me move ...  due to work …” (S1P8). Also, 

for some, time constraints were due to driving long distances to work and getting stuck in 

traffic “there, the proof [picture] is that I am always in my car … I spend my time on the road to go to 

work … I don’t have time to go to exercise” (S1P2). Perceived time constraints and inability to 

exercise have been identified in previous studies in the Eastern Mediterranean Region 

(Awadalla et al., 2014; Musaiger et al., 2013; Musharrafieh et al., 2008).  

Like employment, university students also explained that their daily stress and perceived time 

limits due to studying and exams affect their physical activity.  A university student explained:  

This is a picture of my university … we all know the stress at the university and the stress 

after university … first there will be stress and the person won’t be able to go to the gym … 

second his time won’t be his … he should study and pass examinations … it’s going to take a 

lot of his time (S1P11).  

In contrast to busy schedules and perceived time limits due to employment; unemployment 

also influences dietary behaviours regardless of the increase of time available. A participant 

mentioned that she is trying to adopt a healthy behaviour and exercise; however, she is 

unemployed thus she spends the day at home and gets bored, so she ends up snacking “I don’t 

work … so recently I started going to the gym … but the problem is that I am unemployed … so all the 

time … I think about food because I am bored when I am at home …” (S1P4). This is a noteworthy 

factor as data show that the young adult unemployment rates are rising in Lebanon (Brihi, 

Takieddine & Zmeter, 2019).  
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As opportunities for physical activity that people have identified in the workplace, some large 

companies have gym facilities and their employees can exercise before work, during lunch or 

after their work shift. From the suggested action, participants focused on having a supportive 

work environment. Some participants recommended that companies should motivate their 

staff to be active by having gym facilities “it would be nice if we have a gym in the company” 

(S1P2). As well as a kitchen (fridge and oven) for them to be able to bring homemade food to 

work “if they give us a proper lunch break, or if they put for their staff microwaves and fridges at 

work” (S1P6).  Also, a participant explained that companies could make employees active by 

making sports teams “there should be a basketball team … large companies I think they have … they 

could take them once for a week to play a match … also a football team” (S1P3).  

Subtheme 2:  psychological and biological factors  

Some participants referred to several individual and psychological factors such as self-

efficacy, will power, motivation and self-discipline while discussing their food choices and 

activity behaviours.  

The person himself should be convinced [to adopt healthy behaviours] and should convince 

himself because the person won’t be convinced by the doctor ... the dietitian … or the 

parents … they do influence … but you should have the motivation and the will to be able to 

make a right choice (S1P2). 

Some adults described how they exert self-discipline to control their eating behaviours, resist 

temptations and avoid external influences. As part of self-discipline, the participants (S1P9; 

S1P14) explained that they allow themselves to have an unhealthy meal once a week “I prefer 

to eat healthy food and once a week to have a cheat meal … I don’t mind it” (S1P9).  A strong 

motivation and positive feeling after exercising are perceived as factors that help the 

participants to engage in physical activity despite the limited time available “one of things that 

makes you feel healthy and live happy is to exercise … and play sports … so this what motivates me to 

keep on exercising even if I don’t always have time … but I always try …” (S1P3). In contrast, not 

having the “habit” to exercise was perceived as a barrier to physical activity “I get a membership 

[fitness center] … I go once or twice then I don’t go … because don’t have the habit to do sports” 

(S1P12).  
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Stress and mental distress were perceived as factors that influence eating behaviours.  Stress 

has been previously identified in the first subtheme while discussing participant stress related 

to studying at the university and the inability to exercise due to time constraints.  

if you are not feeling well [mentally]… and living a lot of pressures and stress … you tend to 

eat more … so all these mental issues would affect … we live in Lebanon with constant stress 

on money … economic situation … traffic …all of these things (S1P13).  

As part of biological factors, women showed that hormonal changes especially before their 

menstrual period make them crave and consume sugary and fast food “sometimes I don’t have 

a good self-discipline to avoid stopping at XXX [multinational fast- food outlet] … sometimes I should 

stop because I am PMS-ing” (S1P2). Having diseases such as joint problems or previous injuries 

are perceived as barriers to physical activity “some people have injuries … it could be old or new 

… that prohibits them from exercising … some people have problems in their joints … they can’t run … 

it difficult for them” (S1P11).   

Subtheme 3: smoking  

Some of the photographs included cigarette packs or Shisha to reflect that smoking is a factor 

that affects their overall health in general and especially their physical activity. The 

participants (S1P7; S1P8; S1P13) who took these photographs described how smoking 

cigarettes affects physical endurance, their overall physical fitness, and their ability to engage 

in physical activity.   

However, one participant explained that she smokes to avoid eating “I smoke … I smoke to feel 

less hungry …” (S1P13). Another participant said: 

[showing a picture] This is a packet of XXX [cigarette brand] … I smoke ... I started to smoke 

from 2-3 years … I play a lot of sports… basketball … cardio … it affects my endurance … I try 

to maintain a [healthy lifestyle] ... For example, … I tried to stop for 6 months … but I go back 

to smoking … I can’t ... it’s a big problem for me … (S1P7)  
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Smoking shisha enables sedentary behaviours and sedentary leisure activities such as 

socialising with friends and spending time in coffee shops “here [referring to a picture] you can 

see shisha … I usually smoke shisha when I go to a coffee shop with my friends … we go a few times a 

week” (S1P16).  

Theme 3: Social circle    

Participants perceive that eating behaviours and food choices are affected by the eating 

behaviours of the people around them when going out and during social events. Meal sharing 

and eating from a variety of foods during mealtimes are Lebanese socio-cultural factors that 

participants believe are influencing their food intake and food choice. Furthermore, social 

circles and significant others serve as role models that motivate people to adopt healthy 

lifestyles and engage in physical activity. Women were perceived as key actors as they 

influence the eating behaviours of the whole family.  

Subtheme 1: eating out and eating together  

The participants reported that leisure activities involve social gatherings, eating out and going 

to restaurants. Eating with friends is perceived as an occasion to socialise with them, but it 

seems to negatively affect their eating behaviours as it is viewed as a barrier to healthy eating 

and a reason for increased energy intake for most of the participants.  

Participants’ friends and peers’ eating behaviours influence their eating behaviour. Although, 

some participants explained that they do not feel pressured by their peers to eat certain food 

but seeing them ordering certain foods are cues that trigger their “cravings”. Therefore, when 

peers prefer to eat unhealthy food, participants were more likely to consume the same food 

even when they wanted to order something healthy “in this picture … when you go out you crave 

more [unhealthy food] … people going out with you want to order them” (S1P5). Also, a participant 

said that she would also eat when her eating companion tends to overeat “when you see people 

always eating a lot… you feel like eating even if you weren’t hungry” (S1P6). 

Furthermore, some participants reported that eating out involves “indulging” with energy 

dense and fried food. A participant added “usually when we go out, we never decide to go to eat 

a salad … we choose the restaurant to eat there … I don’t believe that it’s a friend outing unless we go 

out and eat somewhere nice” (S1P14).  Food taste and preferences influenced their choices 
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while eating out, unhealthy food was perceived to more appealing and linked with “cravings” 

and enjoyment.  

I love food … so if someone wants to speak honestly … the fatty things are tastier ... you eat 

a burger with cheese and a buttery bun than grilled chicken with broccoli … I am not one of 

those who eat just to eat … I enjoy food … and this what makes you eat something 

unhealthy … you know ... (S1P9).  

In contrast, for one participant, eating with peers is not always viewed as negatively 

influencing his eating behaviours. He explained “if I went out with someone who goes to the gym 

[a fit person] … I order something healthy” (S1P11).  

Social events such as Christmas dinner, Iftar during Ramadan, birthdays, and bachelor parties 

involve having meals and food buffets. These food “buffets” during birthday and bachelor 

parties include a variety of unhealthy food choices and a limited range of healthy ones “here 

[picture] we had a birthday and they got popcorn, chips, pastries, cake and these things” (S1P15). 

The same participant explained that exerting self-discipline and resisting temptation is harder 

on these special occasions.  

As part of the social and cultural factors, the participants explained that the Lebanese people 

like to eat together and share a variety of meals. Meal sharing was photographed in different 

settings: home, work and while going out. Sharing meals is perceived as a barrier to healthy 

eating as it makes the people consume foods that are unhealthy or consume a larger quantity 

of food “we always order things together to share … I can’t limit myself ... I decide to order something 

healthy but when I see what they ordered I can’t say no … and I end up eating with them” (S1P14).  

Participants also explained that eating from several plates (Meze) makes them unable to 

estimate their portion size and they may consume more than one plate at once. Cultural 

eating behaviours such as sharing food and eating a variety of dishes during a meal is an 

obesity determinant reported elsewhere in the Arab world (Al Tawil et al., 2007).   
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A participant explained: 

In our company [referring to a picture] … we have several employees … so we do as you see 

in this picture so we get a lot … a lot … we don’t get one item … we get by kilo … for example 

… half kilo of Labneh … half a kilo of cheese … and we have a breakfast together … this is an 

unhealthy breakfast … why! Because you keep on eating without noticing … because you 

don’t eat one sandwich and that’s it … you may eat 2-3 loaves of bread ... even if it was oat 

bread … you eat a lot without noticing … especially when you are with your colleagues 

(S1P7). 

Subtheme 2: significant others and role models   

As part of the social influences on behaviours, social circles, and significant others such as 

partners, family members, relatives, friends, and role models positively influence their eating 

behaviours and physical activity levels.  Role models such as significant others were perceived 

to motivate the participants to exercise and lose weight.                                                                        

A participant explained “This is my private trainer … she motivates me … she pushes me a lot to do 

things and she helps me a lot” (S1P5). While another explained how her physically active uncle 

motivates her to exercise “this is my uncle … why he motivates me because he’s 72 and did two 

heart surgeries … he exercises and cares about nutrition …” (S1P5). Parents discussed that they 

motivate their children to engage in physical activity and to lose weight. Also, as part of the 

social influences, having an exercise partner or being part of a sports team is perceived as an 

opportunity as it affects people’s physical activity levels “honestly … my sister and cousins 

motivate me to exercise … now I joined fitness classes … for example my sister was the first to go … 

then my cousin wanted to go … so all of us go now” (S1P17).   

Furthermore, having health concerns about a family member may be a reason for the whole 

family to adopt healthier behaviours to support him/her. A woman reported cooking with less 

salt for the family as her husband has hypertension. Another interviewee explained that the 

whole family consumes oat bread as her father has cholesterol problems “I took a picture of 

this [a picture of oat bread] because at home we only eat oat bread … because my dad discovered 

that he has cholesterol so our mom would only buy oat bread” (S1P2).  
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Subtheme 3: the role of women  

As a third subtheme that emerged from the data analysis is the role of women.  The women, 

especially grandmothers, mothers, and wives, were identified to be key players as they affect 

the family’s eating behaviours both positively and negatively. Traditionally, women are 

responsible for cooking for their families and their cooking practices affect the whole family’s 

eating behaviours. Several participants perceived their mothers’ and wives’ cooking as an 

opportunity to healthy eating as they cook healthy food. A participant explained:   

In this picture you could see … healthy food ... it is available because my mom always tries to 

take the family towards a healthy lifestyle and she cooks things that have a lot of vegetables 

… low margarine and oil … she focuses on high protein … (S1P4).  

Also, some participants reported that they take their wife’s or mother’s food to work and 

therefore were less likely to order fast food with their colleagues “I try to get food from home 

[to work] … my mom cooks … otherwise I would need to order a delivery … mainly fast food” (S1P8). 

Along with cooking for the family, women are responsible for food procurement, thus, when 

they make healthy purchasing choices, the members of the family consume healthy food. One 

participant explained that the availability of healthy snacks that her mother purchases for the 

family helps her eat mindfully and choose a healthy option “my mom is a motivation to be 

healthy … she buys these healthy nuts …” (S1P4). Moreover, mothers sometimes put some rules 

and control the food availability at home. One of the mothers explained that whenever she 

cooks her children are not allowed to order a delivery of fast food “my kids must eat from what’s 

available [food] at home … I rarely allow them to order fast food … especially if I cooked …” (S1P18). 

In contrast, some participants showed that their mothers’ lack of nutrition knowledge, 

unhealthy eating habits and cooking practices such as cooking with margarine negatively 

affected their eating behaviours. They perceive that their mothers’ meals are not healthy and 

are barriers for healthy eating for the whole family.  
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You know there are still some parents who believe that the flavour of margarine is different 

… I know that margarine and oil contain the same number of calories … if you want to talk 

about calories … but it is not healthy … they say that they put a little … they usually use it for 

rice … I prefer that it gets cooked with oil … but when the food is served for the family … it is 

not possible that I tell her [the mother] to cook for me alone … so sometimes I need to eat 

margarine (S1P9). 

Also, not all the participants perceive the traditional Lebanese diet as healthy and those who 

do not perceive it as healthy usually refer to their mothers’, wives’, or grandmothers’ cooking 

practices and recipes. An interviewee said, “As a culture, I believe that people don’t choose the 

healthy … the Lebanese cooking contains a lot of margarine … although there are some healthy 

options as meze … but as meals there is a lot of fat and margarine” (S1P14).  Also, some mothers 

use unhealthy snacks as “treats” for their children. 

 A participant explained:  

This is a picture of the food cupboard at home … it includes chips … chocolate … biscuit … 

everything that makes you fat … it is always full…my mom thinks that she is getting us treats 

… but in fact she is ruining our house [a Lebanese saying for doing something bad] (S1P9) 

When women are in paid employment, sometimes they are unable to cook for the family. 

Women’s employment is perceived as a barrier to healthy eating for families as the family 

members either rely on food deliveries or they have lunch at work/university or someone else 

does the cooking.  

A participant explained that due to employment she has no time to cook, she cooks once a 

week, while during the week the whole family relies on food deliveries “I come from work very 

tired … I arrive at 4-4:30 pm … I don’t have time … I cook once a week … we order fast food and we 

eat all together [the whole family]” (S1P12). Employment and time constraints influence eating 

behaviours were explained in the previous theme (Theme 2. Individual factors).  

Another participant explained that the housekeeper replaces the mothers/wives when they 

are absent at work, however, the mother/wife may still be responsible for managing the 

cooking at home. 
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My healthy lifestyle I owe to my family … my mom in particular … because even if she 

doesn’t cook … she oversees the cooking and makes sure that what is being cooked 

contained less fat and these things … she definitely motivates me to work out and stay fit 

and not gain weight in the future (S1P14) 

Also, in some of the cases, when the housewife is in paid employment or does not cook, 

newlywed couples rely on the couple’s mothers’ cooking. A participant explained “she doesn’t 

have time [to cook] ... she works all day [the participant’s wife] ... so my mother or my mother-in-law 

when they cook … they fill a Tupperware for us …” (S1P8).  

Theme 4: Media and food marketing  

Another major theme that emerged from the data analysis is the influence of media (mass 

media and social media) and advertisements on adults’ eating behaviours and physical 

activity.  

Subtheme 1: Media  

Excessive social media use affects the young generation “people are addicted to their phones … 

XXX and XXX [social media platforms] … these affect people a lot” (S1P11). Some of the young adult 

participants mentioned that their behaviours are influenced by social media and that “social 

media has positives and negatives” on the behaviours. Young adult women and men have 

reported that they were positively influenced by role models on social media such as 

“bloggers” or “influencers”. These people motivate them to be fit.  

In my opinion … social media is playing a main role … when people see those influencers 

being fit and healthy … and their bodies look good … this motivates the guys our age to go 

towards the healthy lifestyle … to work out and go to the gym (S1P3) 

Furthermore, people sharing body transformations and weight loss success stories on social 

media were perceived as opportunities as they positively influence individuals to exercise and 

be more physically active “sometimes when you see how people were and how they became [how 

they look like] … this way it motivates you and you feel that you too you can do it … if someone did 

this change I can change too …” (S1P6).  These social media “bloggers” are not only perceived 

as role models for having a fit body or for achieving a weight loss, but also for their ability to 
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perform certain moves in the gym as some of the fitness models share their exercise routines 

on social media platforms.  

This picture … we are all influenced by social media … and these pages … fitness 

transformations … I always check them out on XXX [social media platform] … they make me 

motivated to get healthy and see how for example someone changed her body … (S1P4). 

However, when asked if these social media role models could contribute to obesity 

prevention, an interviewee expressed her concern that these people may trigger further 

negative attitudes towards body image.  

Influencers can … but I hope they can do it in a healthy way … they focus on the body image 

but sometimes it makes it a really negative thing … we need a positive body image not a 

negative one … we want people to be healthy not so skinny … so skinny is not healthy 

(S1P14). 

In contrast, as a barrier to healthy eating, some participants said that XXX [social media 

platform] could affect their eating behaviours as some “pages” or “foodies” that they follow 

on social media share pictures of food and make them crave these foods. People who created 

and are responsible for these pages share pictures of the food that they consume while eating 

out “When you follow a page on XXX [social media platform] and they post a picture of those fries 

with cheddar cheese … and those meals … the next day you want to go there” (S1P15). The quality 

of the food that these “pages” share tends to be unhealthy “you rarely see that these foodies 

share healthy stuff … because it doesn’t trigger people to follow them … you crave the burger with the 

cheese … not the grilled chicken with salad without a sauce …” (S1P13). These pages are sometimes 

sponsored by restaurants and food chains where the responsible person may be invited to try 

the food for free or they get paid to share the pictures. A participant explained that “these 

pages belong to people who get to share their food on their page on XXX [social media platform] and 

sometimes are invited by the restaurants to try their food … and of course to post some pictures” 

(S1P7).  It could be understood that these are the new marketing strategies that restaurants 

use to subtly market their food and menus.   

Sharing pictures is not limited to influencers or pages; participants reported that friends and 

family that they are following on social media may also share their fitness pictures or food 
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they consumed. A participant explained that she shared a picture of the calories she burned 

on the treadmill on social media “I was walking on the treadmill … so I purposely took a picture of 

the calories that I burned … to get motivated more … to motivate my friends but most importantly to 

motivate myself …” (S1P15).  

As part of globalisation, people explained how their eating behaviours get influenced by 

people from western countries or social connections visiting western countries through social 

media. A participant said “XXX [social media platform] is no longer limiting you to one region or one 

country … you are now seeing the whole world” (S1P11). Another participant explained “my fiancé 

was in Los Angeles … so you know there … it’s full of burgers and fast food … so he sent it to me [a 

picture of a burger] and I was so hungry … so I started craving it …” (S1P9).  

Media outlets such as the television and social media platforms were perceived as an 

opportunity to gain nutrition knowledge and information. People explained that some 

dietitians share nutrition tips on their social media pages “there are people on XXX [social media 

platform] who share things that are very important … advice and tips ...” (S1P11). Similarly, some 

dietitians that appear on the television programmes that encourage the people to eat healthy 

food and provide them with the needed nutrition knowledge. 

Subtheme 2: advertisements and food marketing  

Although television can be a great outlet for sharing nutrition knowledge to the public, 

television is also seen as a barrier due to food advertisements for unhealthy food such as 

ultra-processed biscuits, chocolate bars, soft drinks and fast-food. A participant raised 

concerns about using celebrities and influential people especially sports players for marketing 

strategies and advertisements “for example, when a football player like XXX … does an 

advertisement for XXX [soft drinks brand] … that’s very odd … that person is an idol in sports … all the 

people are influenced by him …” (S1P10).  

Food advertisements especially on billboards and television were identified as both barriers 

and opportunities for healthy eating “I feel that they all [advertisements] influence in the same 

way … if XXX launches new nuts … you’ll want to try … also an advertisement for XXX [artificial 

sweetener] … will make people say … why would I eat sugar and calories …” (S1P15). Several 

participants (S1P4; S1P6; S1P7; S1P8; S1P14) photographed fast food advertisements on 

billboards, they explained that these are cues for cravings especially if seen when hungry, or 
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when they have limited time available. The number of food advertisements and billboards is 

perceived to be higher in urban areas than in rural “you find some [advertisements for fast food] 

but a small number … in the city you find more focus on these things … in our village it’s way less” 

(S1P10).  

A participant (S1P19) photographed advertisements of healthy products and she perceives 

that these motivate her to consume healthy snacks. However, food advertisements were seen 

to be sometimes contradictory and sending a mixed message to the people and make them 

engage in ambivalent behaviours. This caused people confusion due to mixed messages from 

TV programmes that aim to increase nutrition knowledge that is coupled with advertisements 

for unhealthy food are also seen in other countries worldwide. One participant discussed that 

these advertisements make him confused on what to choose the healthy or the unhealthy 

option.  

I feel that advertisements make me confused… for example you see an ad for XXX [multi-

national fast food outlets] … after it cornflakes fitness and they put that the summer is here 

and a women very slim with a flat stomach … it makes you get lost … to go for this or that … 

for the burger or fat free cornflakes (S1P3).  

Another participant noted that when the ads were removed and the billboard was used for a 

different purpose, the person stopped seeing the advertisement and her triggers stopped. It 

could be argued that this could be a great example of the need for policy action on controlling 

junk food marketing in Lebanon.  

In this picture … we are now in the period of parliamentary elections … so I usually pass by 

this road and on my way back I find this billboard … it usually has advertisements for fast 

food and I always used to crave food whenever I see it … now … we are in the elections 

period … so they removed the ads and put the pictures of those who are running for the 

elections … so whenever I pass by I stopped craving these food (S1P4). 

When other participants were asked if they support any action on food marketing and 

advertisements, they said that they believe that advertisements should be reduced “I am with 

reducing advertisements in media … when a person stops seeing it on the TV … He would forget it 

slowly … would avoid it” (S1P10). Yet, a participant added that she believes that advertisements 
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and billboards should be limited but she does not believe that it may be effective alone as 

people are still going to see the food on social media “I definitely think that advertisements should 

be reduced in Lebanon … on public roads … but how much are these going to be efficient … you’ll see 

them on social media” (S1P14).  

Theme 5: Food affordability and availability  

When discussing their food choices, the participants showed that food availability and price 

were key factors that affected purchasing and consuming specific food items.  

Subtheme 1: food price  

Food price was perceived by most of the participants as a barrier to healthy eating. Food 

affordability was discussed when the participants showed the factors that affect their food 

choice in grocery stores, supermarkets and while eating out in restaurants. In grocery stores 

and supermarkets, the “healthier” version of the same product was found to be more 

expensive than the “unhealthy” version that has higher amounts of sugar, fat and calories 

“when you go to the supermarket and you want to buy biscuits … the healthy and sugar free ones are 

always more expensive than the regular ones …” (S1P3).  

Food affordability may affect the food product choice, yet, some participants explained that 

the price doesn’t really matter to them “for me honestly the price doesn’t matter … it won’t really 

matter for 1000 LBP or 2000 LBP [around 50 pence and one £1] … to have something that has less 

calories” (S1P13). While others explained that underprivileged people would choose the 

cheaper version rather than the healthier version even if they prefer to have the healthier 

version “who said that the poor people don’t like to eat healthy and eat oat bread … low fat cheese 

and Labneh … but when this is expensive … they would prefer to buy the cheaper product … this is the 

situation of our society …” (S1P3).   

When talking about eating out in restaurants, food price also was perceived as a barrier to 

healthy eating. The participants said that healthy meals are available but are costly “In general 

at restaurants the healthy meals are more expensive than the unhealthy … this really matters when 

people look at what to order … I find that salads … sometimes … are expensive” (S1P15). Promotional 

strategies and offers of fast-food chains make people more likely to consume high energy and 

unhealthy food “we rely on XXX [fast food outlets] ... they always got offers … so it encourages you 

to order more… they always have offers” (S1P8).  
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When discussing the action needed to overcome this barrier, there is noticeable support from 

the participants for fiscal measures that reduce prices of healthy food rather than adding 

taxes on unhealthy ones. Most of the participants find that measures such as taxes are not 

effective as people would buy the unhealthy foodstuff anyway “I am against increasing the price 

… you will want it more …” (S1P10). The study participants argued that if the healthier products 

in the supermarkets were cheaper or have a similar price than the regular product, people 

would be able to start focusing on their health.  

People tend to … especially in our society … they tend towards the cheaper … so this thing 

really matters ... if the sugar free and low fat were the same price as the regular one … 

people might choose the low fat and would focus on making healthy choice (S1P3). 

A participant stressed the role of the government in monitoring the formulations of the 

products and monitoring the price “the government should monitor the quality of the food ... the 

ingredients they put in it … healthier products should be cheaper so people would afford them” 

(S1P3).   

Subtheme 2: food availability and accessibility  

Along with affordability, (un)healthy food availability and accessibility also affect the food 

choice; it positively and negatively influences eating behaviours. Food availability has been 

discussed at home (previously seen in theme 3, when discussed the availability of food and 

homemade meals is influenced by mothers and wives). In addition, a participant explained 

that having certain available food at home makes them eat these food items “I ate this [slice of 

cake] just because we had it at home … although I wasn’t hungry …” (S1P13). Participants described 

that the availability of some healthier products in supermarkets, restaurants, or community 

settings as opportunities for healthy eating as they help them purchase products with 

reduced calories. A participant said: 

This is a pack of toasts … when I saw it in the supermarket, I bought it right away … it 

contains 17 calories per slice … in the supermarkets that are not that big … you can’t find 

these things … you find the regular toast that contains 32 calories (S1P15). 
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However, in some of the small grocery stores in their local community, they can’t find many 

healthy options such as food products with reduced calories “this [referring to a picture] … I 

remember that I went to buy healthy biscuits … but I couldn’t find any” (S1P9).  

A new trend in the Lebanese communities is that grocery shops offer fast home deliveries; 

these deliveries are perceived to be barriers to healthy eating and negatively influence eating 

behaviours. A participant explained that these fast deliveries make ultra-processed snacks 

more accessible. She described that whenever she craves chocolate bars, she would call the 

grocery shop near her house, and they would deliver the chocolate in a short period of time 

“there is also something … is that near our house we have a grocery shop that delivers chocolate … so 

whenever I crave it … I call him and he delivers the chocolate …” (S1P19).  

Also, the location of the food items in the supermarket was also perceived as a barrier to 

healthy eating. A participant explained that throughout her food shopping she was only 

picking healthy items. However, the availability of snacks such as chocolate bars near the 

cashier made her unable to resist the temptation and buy these unhealthy products.  

Here [referring to a picture] because when I am food shopping … next to the cashier they put 

a stand for XXX [chocolate brand] … so you become tempted to buy it with the other items … 

I didn’t want to buy them on purpose … I didn’t pick anything that’s not healthy … but at the 

end you become tempted (S1P14).  

As for restaurants, accessibility, and the type of food available and served in these restaurants 

influences eating behaviours “the food that I want to order from the restaurants near our house is 

not healthy …” (S1P19). International fast-food chains and other local food chains that serve 

American food such as burgers, fried chicken and fries were recognised to be widely available 

in Tripoli, the capital city of the North Governorate “Now we have so many American restaurants 

… XXX [fast food chains] … all of them … XXX [Local fast-food chain] … it is Lebanese, but it serves 

foreign food [burgers]” (S1P18). People living in smaller towns explained that these food chains 

are not near their homes, but they would drive to go eat there or would go to local restaurants 

that also serve this kind of food “we don’t mind driving to Batroun to eat at XXX [a Lebanese 

restaurant that serves American food]” (S1P17).   
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All participants agreed that it is always possible to find a healthy meal to order from the menu, 

however, they described that the options are limited compared to the unhealthy ones “I can 

find … a lot … I can order grilled protein with vegetables… I would always find … there aren’t many 

choices … but I always find” (S1P5). Another participant added “we can order grilled chicken or 

grilled Kafta [ground meat with parsley] … but that’s it we get bored of these options …” (S1P19). In 

contrast to fast-food and restaurants that serve unhealthy food, the participants identified 

restaurants that prepare “homemade” and traditional meals that are perceived as 

opportunities for healthy eating. A participant discussed the availability of diet centres and 

restaurants specialised in healthy meal deliveries and “food boxes”. They explained that these 

diet restaurants offer food with reduced fat, calories and “this is my lunch … it doesn’t contain 

anything fried … no fat … low calories” (S1P11). The “food boxes” are specially tailored for the 

people’s needs and food choices.  

Food boxes are meals … breakfast … lunch and dinner …. that get delivered to your home … 

you get to choose what to eat … they have a weekly menu … so you will not think about 

what to eat during the day … no one cooks at home … so I find it the same if I cook or get 

these … money wise … the unhealthy food is slightly cheaper … but it will not be a big 

difference (S1P13).  

Some menus are labelled by nutritionists so people would know how many calories and how 

much fat, carbohydrates, and protein they consumed per meal. These are perceived as 

opportunities for healthy eating, yet, a participant explained that these meals are not very 

appealing and that are usually preferred by people who are on a “diet” “there are some 

restaurants that have a light menu … you can read the calories on them … I like to check these when 

I am on a diet” (S1P13).  

Food options in local food establishments such as cafeterias at work, community settings, 

universities, and beach resorts also affect their food purchases. The study participants 

discussed how the healthy/unhealthy food availability/unavailability affect their food choices 

“when you are at work and don’t have access to fruits … vegetables … so you tend to eat something 

unhealthy … and snacks that are not healthy” (S1P3). A participant perceives that when healthy 

food is available and affordable, the food choice becomes based on personal food preferences 

“we have in our cafeteria healthy food … the prices are not high … the meal is cheap … there is brown 
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bread … salad ... grilled food … so it goes to what you choose to eat …” (S1P11). Another participant 

said: 

This part of the fridge [referring to a picture] … he [shop owner] added it this year … there is 

tabbouli … fresh salad … fresh juice … watermelon slices … so I’ve found this is a very good 

idea it motivates the one to take something healthy and won’t need to eat a man’oucheh 

[Lebanese dough with cheese or olive oil and thyme on top] … if he sees a salad or tabbouli 

he might pick it … (S1P9).  

Vending machines at universities and community settings are perceived as negatively 

influencing the participants’ eating behaviours as they make ultra-processed snacks more 

available and therefore consumed by the people “this picture … at work we have a machine 

[vending machine] … when I feel … and I really love chocolate … so I always buy ...” (S1P12).  

From the action needed, interviewees stressed the need to have available and affordable 

healthy options in their workplaces, community settings and restaurants so people would 

choose healthy “restaurants that make unhealthy food should have something healthy so people 

would choose” (S1P11). 

Theme 6: Technology and leisure activity  

A major theme that emerged through the thematic analysis is technology and leisure activity. 

This theme presents how modern technology and (in)accessibility to facilities influence the 

leisure activities of the participants.  

Subtheme 1:  technological advances 

Technological advances such as cars, electric lifts, laptops, television (subscription websites 

for movies), video games and electronic devices were perceived as barriers to physical 

activity.  People are relying on these technological advances such as cars to commute and the 

lift for day-to-day tasks and avoid taking the stairs. In contrast, participants in some rural areas 

and those living in small buildings (three floors) have photographed the stairs and explained 

that they don’t have lifts “at work I need to use the stairs … I spend the day going from my office to 

the other offices … we don’t have lifts …” (S1P19).  As for leisure activities, a participant explained “this 

is XXX [video games console] … it is wasting the youths’ time” (S1P11).  
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A participant explained that the reliance on the technologies for leisure such as watching the 

television is due to the lack of active activities that they could do especially in winter “we don’t 

have anything to do here in Tripoli … we don’t have activities to do in the winter … we watch TV … and 

while watching TV we feel like eating something … we order chips … chocolate … nuts” (S1P12). Also, 

some participants discussed that using these technologies are coupled with snacking on 

unhealthy snacks such as chips, nuts and chocolate as well as increased consumption of sugar 

sweetened beverages “they are playing video games and sitting … the bag of chips next to them 

and the bottle of XXX [soft drink brand] next to them and the chocolate …” (S1P11). There is a 

noticeable shift in leisure activities especially in children and young adults. A participant 

explained that when he was younger, he used to play with other children in their community, 

while children these days prefer to play video games, use their computers or tablets “all kids 

spend their time on their XXX [video game console] and these … you rarely see kids really playing” 

(S1P15). However, technological advances were not always perceived as negatively 

influencing people’s behaviours. Some participants explained that applications on their 

smartphones or smartwatches such as those that track the steps they’ve walked every day 

(pedometers) encourage them to walk more and therefore achieve their goals “This is the 

health application on my phone … I always check how many steps I walked everyday … it motivates 

me to walk more …” (S1P10). Also, applications on smartphones that help them estimate and 

track their calories were perceived as opportunities for healthy eating and for losing weight.  

This is XXX [application that helps in calorie tracking] … an application … I add to it all the 

food [that she eats] … it’s like a diary for food … so I can track how much I am taking 

carbohydrates … protein … fat ... It helps me be aware if I am increasing [food intake] … 

(S1P5). 

Subtheme 2: active hobbies and the accessibility to facilities  

The (non-) availability and (non-) accessibility of public or private facilities where people could 

engage in active hobbies is perceived as an opportunity or barrier to physical activity. The 

participants discussed the (non-)availability of parks, gyms, football courts and basketball 

courts and swimming pools in their communities.  

As part of active leisure activities, most of the young adult participants (S1P15; S1P17) 

photographed the gym and consider that going to the gym as an active hobby and an 
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opportunity for physical activity. All of these gyms are private and a fee must be paid, the 

participants explained that these are affordable to them but may not be affordable to all 

members of the community “this paper is … you could see the gym membership fees ... these prices 

… not everyone in Tripoli can pay them … the community we live in… money is a factor … if people go 

to the gym or not” (S1P11).  Additionally, some participants described the social aspect of the 

gym such as joining a fitness class with a friend or a family member or the motivation that 

their fitness trainer gives them encourages them to be physically active “this is a group doing 

sports in a studio … when they do sports together, they get motivated a lot after sports and get 

motivated from each other and the time goes fast …” (S1P10). The physical aspect of the gym was 

also discussed, such as the motivational quotes on the gym walls that motivate them to 

achieve their fitness goals “this picture is a motivational quote that you find written on the walls of 

the gym …” (S1P15). Furthermore, two participants (S1P4; S1P13) mentioned that training at 

the gym is perceived as an opportunity for physical activity only, but also for healthy eating 

behaviours “what helps me a lot is … when I go to the gym … I come back home and do not eat 

unhealthy food … I struggle so much at the gym … I don’t want it to go to waste” (S1P13).  In the 

past gyms were not as available and people were not used to it as a place to exercise “back in 

my time … when I was young … we didn’t have gyms” (S1P12), older adults explained that people 

are getting the gym culture from the western countries. It also goes back to theme 4 where 

the media and globalisation have an influence on behaviour. From the action needed, 

participants believe that if governments create public gym facilities or memberships at 

subsidised fees so people would be more physically active. A participant explained that if gym 

prices could be reduced further, people would be motivated to exercise more “we can motivate 

people to exercise … make the gym membership cheaper ...” (S1P15). Most of the participants 

agreed that sports facilities are available in their communities but paid for such as gyms and 

football, basketball, and tennis courts “all the things in Tripoli must be paid … as in sports ... for 

example basketball … football … and gyms all of these you have to pay to enter ...” (S1P3).   

Community and environmental assets that have been identified by the participants are the 

promenade by the beach (Corniche) for people to walk, the good weather and the nature as 

these are opportunities to physical activity. The beach promenade is described as a place 

where people could run, jog or cycle. A participant acknowledged that when the Mina (area 

in Tripoli) municipality removed the barriers such as “food kiosks” along the Corniche people 
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became able to exercise “the municipality removed the things that prevent you from exercising … 

on the Corniche … people have now a higher chance to run freely … there aren’t kids … nothing that 

would stop them … this helped a lot” (S1P11). Also, some interviewees photographed private 

access beach resorts that they move to during the summer. These resorts provide 

opportunities for active recreation such as swimming, playing volleyball on the beach, 

running, or jogging or playing basketball or football. However, these facilities are only 

accessible by the members of all ages of these beach resorts or owners of chalets there.  

In the summer I live in a beach resort … the good thing is that you have the chance to be 

more active [there] … than to stay at home … the beach is in front of you … swimming is 

always a good idea … second we have a sand shore … very large … they’ve put there a 

volleyball net … so you always have the option to play volleyball … if not … you can walk on 

the large sandy shore … also we have courts for football … basketball ... all of these help 

(S1P9). 

Several participants have discussed that the “nice” weather in Lebanon is an opportunity for 

outdoor free physical activity such as going on hikes and swimming on the beach. 

I go on hikes … I really enjoy the views it’s very relaxing … everyone can do the same … first 

because it’s free access … we have stunning views … second it’s everywhere … it’s safe … it’s 

not like walking on a treadmill … you are outdoors … you are doing physical activity and at 

the same time you are enjoying landscapes around you … (S1P13).   

Nature was also discussed especially in mountain villages “when you see this view … these 

mountains … you get motivated … when you see the greenery you get relaxed … it’s not like looking 

at buildings and everything is closed in front of you … nature helps the humans to exercise” (S1P10). 

A participant explained “it is a place near my house [referring to a photograph] … it gives you the 

motivation to walk and run … green nature … and these things … there aren’t lots of cars … so it 

motivates you to put on your sportswear and go run in the morning before work …” (S1P3).  

The municipalities and governments were perceived as key stakeholders by providing more 

facilities for the general public and by organising activities in the community that promote 

physical activity “the municipalities could organise in the villages … half marathon … bike race … 

these are still lacking …” (S1P10). Activities such as marathons are run in Tripoli, yet, they are 
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perceived to be run for raising money rather than promoting physical activity “they do 

marathons to collect money … not for health awareness …” (S1P8).  In addition, universities are 

settings that should provide the facilities and activities for students to be active “[universities] 

can make hours for football … basketball … that are in different times than their courses ... so the one 

who finishes [his lectures] … won’t need to do these things outside the university …” (S1P11).  

Theme 7: Safety concerns  

Safety concerns were discussed as barriers to physical activity. Safety concerns were 

perceived to be related to socio-cultural factors (especially for women), to availability of the 

needed infrastructure in some areas, or people’s attitudes. 

Subtheme 1: women’s safety  

Most of the women participants shared safety concerns that affected their outdoor physical 

activity. Some women explained that their fear of harassment would make them unable to 

walk in certain areas “I don’t walk as I fear harassment … especially for females … you know in which 

society we live ... and if I don’t feel safe to walk … I prefer not to walk” (S1P14). Similarly, another 

participant said “I don’t walk because it’s not that safe honestly … I will get harassed on the streets” 

(S1P13). Some participants explained that in some areas if they walk, they would hear 

comments from men “a lot of people [men] say comments … you don’t feel at ease while you are 

walking … so I prefer to go in my car and park in front of the store” (S1P2). Also, some female 

participants had safety concerns without a particular reason. Furthermore, in some 

communities of the North Governorate, some cultural factors affect the women’s physical 

activity such as women are not allowed to walk alone that can restrict their physical activity 

“my husband doesn’t like that my daughters walk alone …” (S1P19).  

Also, a participant added that the lack of safety is due to the lack of security measures by the 

police or government. From the action needed to overcome this barrier, municipalities and 

the government are key stakeholders identified by the participants. A female participant 

explained that it is the role of the local governments and police to increase the security 

measures for women to feel safe to walk. 
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Sometimes at night you feel there is not enough security … they say [government] that there 

is an increased security sometimes … but that’s only once per week … at night you don’t see 

police cars … roaming in the streets … I know a lot of countries that have police in the street 

at night even if there is nothing … just to make sure that it’s safe and secure … (S1P9)  

Subtheme 2: lack of safe infrastructure versus culture  

The participants photographed and described the physical aspects of their cities or villages. 

Infrastructure availability or unavailability was an opportunity or barrier to walking and 

cycling. Participants described the lack of safe infrastructure for walking, the lack of cycling 

lanes and pavements, no traffic lights or pedestrian crossing lanes and the motorcycles that 

make pedestrians feel unsafe in some areas “in Tripoli we don’t have the needed 

infrastructure for people to walk” (S1P19). Also, the lack of suitable lighting was perceived as 

a barrier to walking at night as some participants felt insecure. 

You feel that in some streets … there is not a good pavement for people to walk ... or when 

you are walking on a pavement you find a motorcycle or a bicycle … so when you’re walking 

you feel that that your hand is on your heart [Lebanese saying to express fear] that someone 

would bump into you (S1P9).  

From the action needed to overcome this barrier, a participant explained that municipalities 

should make the roads more walkable so people would use their cars less “if we had a 

pavement and organised roads … and places for people to cross the roads … I would walk more… I 

wouldn’t have used my car that much” (S1P5). Another participant added “if they [government] do 

organised roads … they would help the people …” (S1P9).  

 Also, regardless of the availability of safe cycling lanes in some areas, a person explained “not 

giving them [the cycling lanes] an importance” (S1P5). A participant added “in our society … the 

cycling culture is absent” (S1P10).  
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5.6 Discussion 

This study explored the Lebanese adults’ perceptions towards obesity and the different 

factors that affect their eating behaviours and physical activity level. Although several 

negative and positive influencing factors were grouped together into major themes, there is 

an overlap between some of the themes for influencing factors. As an example, technological 

advances such as the television use for leisure activity was connected to physical inactivity 

and unhealthy food snacking, also, it was associated with access to mass media and food 

advertisements that affect eating behaviours and physical activity but was regarded as an 

outlet for programmes that increase nutrition knowledge. Moreover, it was discussed when 

people talked about staying at home due to unemployment and lack of active recreation 

opportunities in the community. This example shows how different interconnected factors 

affect one another to make the broader system (Lee et al., 2016). Also, this translates the 

complexity and the feedback loops of the energy balance system as seen in the UK’s Foresight 

obesity systems map (Butland et al., 2007) (see Chapter 2, Figure 2.1)  

Nutrition transition in Lebanon  

The study findings extend the body of literature on nutrition transition in Lebanon, some of 

the nutrition transition aspects that were identified are shifts in dietary patterns, 

westernisation, and sedentary physical activity (Popkin, Adair & Ng, 2012; Popkin & 

Drewnowski, 1997). The shifts from the traditional diet towards a “western” diet were 

translated in the findings when the participants photographed their meals they ate out (e.g. 

burgers and pizza) and discussed the availability of the international fast-food chains in their 

communities, the ultra-processed food and beverages in their supermarkets. These “western” 

dietary patterns were confirmed in other studies in Lebanon (Naja et al., 2011; Nasreddine et 

al., 2014). Data from 2016, show that almost half of the adult population in Lebanon is 

physically inactive (WHO, 2018). The study findings identified the greater use of technological 

advances such as cars and electronic devices (television, video games and handheld devices) 

as tools for leisure activity, especially in youth, as well as the shifts in occupation when 

participants described their office work shifts that lead to this physical inactivity. Increased 

reliance on electronics for leisure is widely found in the literature as a cause of decreased 

physical activity (French et al., 2001). Previous studies in Lebanon have found that physical 

inactivity is linked with sedentary leisure activities and technology use in adolescents (Fazah 
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et al., 2010) and adults (Mallat et al., 2016). The use of technologies for leisure activity was 

perceived as a barrier to healthy eating as it was viewed to be linked to snacking. Similar 

results were found in another study conducted on Lebanese university students (Yahia et al., 

2008). In almost all countries of the Eastern Mediterranean Region, using cars, TV and 

computers and technology have been associated with increased obesity (Musaiger & Al 

Hazzaa, 2012). Another study by Weicha et al. (2006) found a link between screen time and 

higher intake of fast and junk food.  However, technological advances were not always 

perceived as negatively influencing people’s behaviours. Some participants explained that 

applications on their smartphones or smart watches include pedometers encourage them to 

walk more and therefore achieve their goals. Evidence from systematic reviews and meta-

analyses shows that these “activity trackers” may lead to a higher physical activity level in the 

short-term (Baskerville et al., 2017; Brickwood et al., 2019; Hodkinson et al., 2019).  Yet, there 

is a paucity of studies that explore their effect on physical activity in the longer term.  

Lebanese adults’ perceptions towards obesity, healthy eating, and the traditional Lebanese 

diet  

The participants’ definition of obesity is like the definition by the WHO (2020a) as excessive 

body fatness. Yet, the interviewees perceive that there is a lack of awareness of the health 

consequences of obesity. The Health Belief model explains that people are likely to act to 

change their condition when they perceive the health impact as high (Rosenstock, 1966). In 

this regard, only one cross-sectional study has been conducted in Lebanon to investigate the 

population’s knowledge of health consequences related to obesity. Researchers found that 

most of the sample knew that there is a link between obesity and cardiovascular diseases 

(80.27%) or hypertension (64.09%). Yet, there is a lack of knowledge on the relationship 

between obesity and cancer, 48.56% of the sample were not aware that there is any effect 

(Mallat et al., 2016).  

The preference for “plump” bodies has been described in the literature as an obesity 

determinant in Arab culture as it is perceived as a symbol of beauty and wealth (Al Isa, 1997; 

Al Shamari et al., 1994; Al Tawil et al., 2007).  No previous studies have explored the Lebanese 

population’s perceptions towards obesity and body shape preferences. The findings of this 

study reflected a transition in perceptions towards body preferences; the young generation 

preferred slender bodies, in contrast to the older adult generation that was more orientated 
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towards “plump” bodies. This influence may be one of the causes of the higher prevalence of 

obesity in Lebanese women in older age groups (+50 years old) found by Chamieh et al. 

(2015), however, the high prevalence of obesity rates in this age group may be related to the 

hormonal changes and physiological changes that happen with aging (Kapoor, Collazo-Clavell 

& Faubion, 2017). Therefore, further studies are needed to study the relationship between 

body image preferences in older Lebanese adult women and obesity. As for the preference in 

the young adult population, evidence shows that western body preferences have led to 

fixations on “thinner bodies” and dissatisfactions with physical appearances in the Arab 

region (Musaiger, 2011).  

The Lebanese adults’ general perceptions of healthy eating and traditional Lebanese diet 

emerged while discussing the pictures taken by the participants.  While talking about the 

factors that negatively influence their eating behaviours (or barriers to healthy eating), they 

described the “unhealthy” food and gave examples of fast food and ultra-processed food such 

as “chips”, “chocolate”, “biscuits”. Healthy food options that they discussed were “salads”, 

“low margarine”, “a lot of vegetables”. Healthy snacks were “nuts”. The perspectives of the 

Lebanese adults on the traditional diet were conflicting. Some of the participants perceive the 

traditional diet as healthy while others described it as not always healthy. Despite the 

associations of the traditional diet and health benefits found by researchers in Lebanon (Issa 

et al., 2011; Jomaa et al., 2016; Matta et al., 2016), people who do not always perceive it as 

healthy have linked the traditional diet to their mothers’ or wives’ cooking practices and skills 

and explained that they cook with a lot of fat and especially “margarine”.  Further studies are 

needed to investigate the use of margarine in traditional Lebanese cooking.  

Lebanese adults’ perceptions of the factors that influence their eating behaviours and 

physical activity level.  

The study findings are grouped using the socio-ecological models and theories as a conceptual 

framework (Green, Ritchard & Potvin, 1966; McLeroy et al., 1988; Stokols et al., 1996; Strack 

et al., 2010). The study results extend to the body of literature on factors influencing adults 

eating behaviours and physical activity and compared to previous studies conducted in 

Lebanon and Eastern Mediterranean Region. The socio-ecological model has been previously 

described in the literature review chapter (Chapter 2).  The themes that emerged through the 

thematic analysis showed a range of barriers and opportunities to physical activity and 
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(un)healthy eating from all levels of the socio-ecological model: intrapersonal level, 

interpersonal, community and institution level, macro environment level and public policy 

(Green, Ritchard & Potvin, 1966; McLeroy et al., 1988; Stokols et al., 1996; Strack et al., 2010). 

(i) Individual level (intrapersonal level) 

The first level of the socio-ecological model is the Individual Level (Green, Ritchard & Potvin, 

1966; McLeroy et al., 1988; Stokols et al., 1996).  It includes knowledge, attitude, behaviours, 

and traits, socio-economic and demographic factors (McLeroy et al., 1988). Although the 

participants were asked to photograph the influences on their behaviours that they perceived 

in their environment, several additional individual factors have emerged during the interview 

discussions such as: food preferences, smoking, biological factors, psychosocial factors, 

occupation, and perceived time constraints.  

Studies show that food palatability and preferences also play a role in the individuals’ food 

choices and obesity (Djikstra et al., 2015; Nicklas et al., 2013).  In this study, the participants 

explained that food taste and preference were major factors influencing their decisions while 

choosing what to eat. Western food and processed food were perceived to be more appealing 

“fatty food is tastier” and has a better taste than “healthy” food and the healthy options were 

described to be “limited with no variety”. A study conducted by Ladki and Tamer (2008) 

showed that the Lebanese consumers’ most preferred meals were either American or 

Lebanese dishes that their recipes were altered to resemble the western dishes.  

As part of the influences on the individual level, in this study, smoking has been identified as 

a barrier to physical activity as it is perceived to be influencing some participants’ physical 

fitness and their ability to engage in physical activity. Smoking shisha was related to sedentary 

behaviours such as going out with friends to coffee shops and long sitting times. Evidence 

shows that smoking is correlated with a lower physical activity (Al Tannir et al., 2009; 

Aounallah-Skhiri et al., 2009; Maatoug et al., 2013; Musharrafieh et al., 2008). As part of 

biological factors, on the individual level, women showed that hormonal changes especially 

before their menstrual period make them crave and consume sugary and fast food. The 

American Psychiatric Association (2000) includes “food cravings” as one of the criteria to 

assess Premenstrual Dysphoric Disorder (PMDD).  
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Another factor on the intrapersonal level, employment, was found to be influencing eating 

behaviours on both interpersonal and intrapersonal levels (e.g. women occupation). The 

influence on the intrapersonal level will be discussed in the next subsection of this chapter.  In 

this study, the participants described how their occupation, busy schedules and “time 

constraints” influenced their behaviours and lead to physical inactivity and unhealthy eating 

behaviours such as relying on take-away and fast food and frequent snacking. Occupation, 

the associated time constraints, and the limited time available to cook have been previously 

identified in the literature (Jenkins & Horner, 2005; Escoto et al., 2012). Furthermore, in this 

study, when the participants discussed the influences on their food choices and physical 

activity level, they explained that a psychosocial factor such as “stress at work” negatively 

influences their behaviours. Although positive associations between stress and obesity were 

seen in a study elsewhere by Brunner, Chandola and Marmot (2007), evidence from meta-

analysis shows that the association between stress at employment and excessive body weight 

is weak (Wardle et al., 2011). Similar to employment, university students also explained that 

their daily stress and perceived time limits due to studying and exams affect their physical 

activity.  However, evidence from a systematic review shows that the relationship between 

stress and weight increase among college students is inconsistent (Haidar et al., 2018). 

Further studies are needed to investigate the impact of “stress” on eating behaviours among 

university students.  

In contrast to employment, the participants explained that unemployment was also 

negatively influencing their behaviours as it was perceived to be a reason for staying at home 

more, adopting sedentary activities such as watching the television and frequent snacking. A 

cross sectional study in Lebanon shows a positive association between unemployment and 

high obesity prevalence (Chamieh et al., 2015). This may be a factor explaining the high 

obesity prevalence found in unemployed persons in the Eastern Mediterranean Region 

(Ahmad et al., 2006; Ainy & Azizi, 2007; Batnitzky, 2008; Chamieh et al., 2015; Janghorbani et 

al., 2007; Veghari et al., 2010).  

Some participants referred to several individual and psychological factors such as self-

efficacy, willpower, motivation, and self-discipline while discussing their food choices and 

activity behaviours. Some adults described how they exert self-discipline to control their 

eating behaviours, resist temptations and avoid external influences.  A strong motivation is 
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perceived as a factor that helps the participants to engage in physical activity despite the 

limited time available. The social cognitive theory states that “self-efficacy” is the perceived 

ability or confidence to control one’s behaviours despite the barriers that one faces (e.g. time 

constraints) (Bandura, 1997).  People who are confident that they can avoid eating certain 

unhealthy food, would not choose these foods even if they faced some challenges (Brug, 

2008).  

(ii) Interpersonal level   

The second level of influence is the interpersonal level. It is related to relations with social 

connections such as friends, colleagues, family members and significant others (McLeroy et 

al., 1988). The participants reported that leisure activities involve social gatherings, eating out 

and going to restaurants with friends and family. Social gatherings were found to be one of 

the preferred leisure activities in the Eastern Mediterranean Region (Bauman et al., 2011; 

Sharara et al., 2018).  

Social interactions can be enablers or barriers to healthy eating such as social commitments 

and the concern to eat with a social circle such as family, friends, and colleagues (Bove & 

Sobal, 2006; Devine et al., 2003). Food consumption is associated with perceptions of 

“normative behaviour” in the social circle (Louis et al., 2012). Social norms may affect people’s 

eating practices as they are linked with “social judgement”, people tend to abide by social 

norms when they are unsure about how they should behave or when they “share identity” 

with their social circle (Higgs, 2015). In this study, the Lebanese adults described the influence 

of their social networks and interactions on their eating behaviours and physical activity level.  

Social events, family gatherings and going out with friends and peers were seen to negatively 

influence their eating behaviours, they were perceived as making them eat larger quantities 

of food and “indulge” in unhealthy junk food and meals. Eating with other people was 

perceived to lead to a consumption of unhealthy food and increased food intake in most of 

the times and trigger their “cravings”, except for when eating with someone who is adopting 

a healthy lifestyle.  Evidence shows that people tend to imitate their eating companions in 

their food decisions and consume the same quantity of food (Herman, Roth and Polivy, 2003). 

Some people may consume larger meals when they are in company of others (De Castro & 

Brewer, 1992). While, other people may eat very small quantities of food, even after staying 

one day without food, if their “social model” ate small quantities of food (Goldman, Herman 
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& Polivy, 1991). Furthermore, social environment may influence the nutritional quality of the 

food that person chooses (Prinsen, de Riddler & de Vet, 2013).  

Meal sharing, eating together a variety of foods and from several platters (such as Meze), per 

meal appeared to negatively influence the eating behaviours of the study participants as they 

discussed that it makes them unable to estimate their portion size, and consequently 

consume more food. In the literature, social interactions were related to cultural behaviours 

and norms, such as meal sharing (Al Tawil et al., 2007). Plate sharing is a cultural factor 

described in other Arab countries and was associated with obesity; a study in Iraq showed 

that obesity prevalence was significantly higher among those who shared their meals with 

others than those who had their own meal portion with 77.5% versus 69.4% (Al Tawil et al., 

2007).  

As part of social influences, female figures in the family (wives, mothers and grandmothers) 

are perceived as key players, the food intake of the participants is affected by the mother’s 

or wife’s knowledge, food consumption and cooking, support and motivation to exercise. In 

addition, they described how women are the ones who are responsible of cooking and their 

employment (wives and mothers) influenced the eating behaviours of the whole family. 

Women’s (mothers’ and wives’) employment were hindering the participants’ eating 

behaviours as they are unable to cook for their families. Researchers have discussed that with 

the economic advances and urbanisation, more women are in paid employment and their 

roles are no longer limited to being housewives and cooking (Pingali & Khwaja, 2004; Welch 

et al. 2009a; Welch et al., 2009b). However, women’s responsibilities have not been replaced 

or shared by their spouse (Welch et al., 2009a). Women tend to be in charge of ensuring that 

daily meals are available for their family, yet, they rely on more convenient meals that are 

cooked faster than the traditional ones (Pingali & Khwaja, 2004). Similar to the findings of our 

study were found in a qualitative study conducted in another country in the Eastern 

Mediterranean Region (Iran) (Farahmand et al., 2015), the researchers found that women are 

responsible for cooking and being in paid employment seemed like a barrier for the family to 

eat healthy food. Research in developed countries shows that women’s employment has 

limited effect on the family’s diet, in contrast in low-income nations, it has a positive net 

impact on the family’s diet (Mazzocchi, Shankar & Traill, 2012). Furthermore, a cross-sectional 
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study showed that families with employed mothers had fewer homemade meals per week 

than those whose mothers are housewives (Neumark-Sztainer et al., 2003).  

Moreover, Lebanese adults described the social support and having a significant other as 

opportunity and motivation to adopt healthier lifestyle such as engagement in physical 

activity (joining gyms and fitness classes) and to lose weight. Previous studies explored the 

influence of social support (having an exercise partner and role models) on physical activity 

(Kirk et al., 2010; McNeill, Kreuter & Subramanian, 2006; Wendel-Vos et al., 2007).  

(iii) Community and institutional level  

A third level of the socio-ecological model is community and institutional level (Green, Richard 

& Potvin, 1996; McLeroy et al., 1988; Stokols et al., 1996). Some of the community and 

institutional level influences that were discussed: the community food environment 

(restaurants, supermarkets), such food availability and affordability in supermarkets, 

restaurants availability and food availability in restaurants, institution food environment 

(workplace, school, community institutions) and the built environment (availability and 

accessibility of private and public facilities).  

Food environment  

Dietz et al. (2015) argued that unhealthy eating habits that contribute to a high caloric intake 

may not be constantly based on mindful choices, but these are “learnt responses” to factors 

surrounding the person and these occur frequently and get “reinforced”, thus they develop 

into “habits” that lead to overweight and obesity. The food environment may present 

facilitators or barriers for healthy eating behaviours (Glanz et al., 2005). The food 

environment is characterised by the availability, affordability, and the accessibility of 

nutritious food options in a community settings and supermarkets (Beydoun & Wang, 2008; 

Glanz et al., 2005; Nicklas et al., 2013).  

Food affordability and price were discussed when the participants showed the factors that 

affect their food choice in grocery stores, supermarkets and while eating out in restaurants. 

In this concern, there is much evidence that food price is one of the main factors that 

influence food choice (International Food Information Council Foundation, 2007). The lighter 

meals and products were perceived by most participants in this study as more expensive than 
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the ones higher in calories, fat, and sugar. It has been long discussed that healthy food is often 

more expensive than unhealthy (Drewnowski et al., 2004; Monsivais & Drenowski, 2007). 

Researchers have previously discussed food price and affordability (unhealthy food is cheaper 

and more convenient) in the Eastern Mediterranean countries (Hwalla, Nasreddine & Al 

Labban, 2017). The higher cost of healthy food cost has also been reported as a barrier to 

healthy eating in Iran (Farahmand et al., 2015). Also, the study participant discussed the 

promotional strategies and offers of fast-food chains that make them more likely to consume 

high energy and unhealthy food. A participant identified the location of the food items in the 

supermarket as a barrier to healthy eating. There is evidence that in-store food placement 

also influences people’s food choice (Pitt et al., 2013). As action needed, the participants 

highly recommended the fiscal measures that reduce the healthy food price. Research in 

Egypt shows that reducing healthy food costs increases the intake of healthy food and reduces 

the intake of high energy food items (Asfaw, 2007). 

Along with affordability, the study participants discussed the (un)availability and 

(un)accessibility of healthy food in different settings: schools, workplaces, universities, 

community settings, supermarkets, restaurants and at home. This (un)healthy food 

availability and accessibility also affects the food choice; it positively and negatively influences 

eating behaviours. The study participants described that the availability of some healthier 

products in supermarkets as opportunities to healthy eating as they help them purchase 

products with reduced calories. However, in some of the small grocery stores in their local 

community some of the participants explained that they cannot find many healthy options 

such as food products with reduced calories.  Evidence from a systematic review and meta-

ethnographic synthesis conducted by Zorbas and colleagues (2018) shows that food price and 

unavailability of shops that sell “healthy” food are barriers to healthy eating for people from 

marginalised groups. 

Furthermore, food accessibility, and the type of food available and served in restaurants 

influences eating behaviours. International fast-food chains and other local food chains that 

serve American food such as burgers, fried chicken and fries were recognised to be widely 

available in Tripoli, the capital city of the North. People living in smaller towns explained that 

these food chains are not available near their homes, but they would drive to go eat there or 

would go to local restaurants that also serve similar food items on their menus. Ladki and 
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Tamer (2008) showed that meals served in restaurants in Lebanon were influenced by 

western countries such as the United States of America, Italy, France, and Mexico, and the 

recipes of Lebanese dishes served in these restaurants were altered to resemble the western 

dishes (Ladki & Tamer, 2008). In contrast to fast-food and restaurants that serve unhealthy 

food, the participants identified restaurants that prepare “homemade” and traditional meals 

that are perceived as opportunities to healthy eating. A participant discussed the availability 

of diet centres and restaurants specialised with healthy meal deliveries and “food boxes”.  

This study participants described some restaurant menus that are labelled by nutritionists so 

people would know how many calories and how much fat, carbohydrates, and protein they 

consumed per meal. These are perceived as opportunities to healthy eating, yet, a participant 

explained that these meals are usually preferred by people who are on a “diet”. In this regard, 

researchers have discussed that nutrition labels are beneficial for individuals who usually 

prefer to choose healthier products and need further clarification on the nutritional content 

of the food products to make an informed decision (Hawkes et al., 2015).   

Vending machines at universities and community settings are perceived as negatively 

influencing the participants’ eating behaviours as they make ultra-processed snacks more 

available and therefore consumed by the people. Previous studies have shown that the snacks 

sold in vending machines tends to have a low nutritional value and high energy (Grech et al., 

2016; Park & Papadaki, 2016).  

Home environment 

The home food environment is the availability of healthy food at home. It depends on the 

interpersonal factors such as family members and the availability of food in the area where 

they live (Ding et al., 2012; Nepper, 2016; Santiago-Torres, 2014). In this study, the home food 

environment was mainly influenced by the women (mothers and wives) who are responsible 

for food procurement and preparation for the family. The participants described how the 

presence of some ultra-processed snacks and chips at home posed as barriers to healthy 

eating.  Similarly, in a qualitative study conducted by Santiago-Torres and colleagues (2014), 

the study participants explained how the availability of unhealthy food options at home 

negatively influences their eating behaviours. A trend in the Lebanese communities is that 

grocery shops offer fast home deliveries; these deliveries are perceived to be barriers to 
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healthy eating and negatively influencing eating behaviours. An interviewee explained that 

these fast deliveries make ultra-processed snacks more available at home.  Evidence shows 

that the availability of unhealthy food at home is associated with higher consumption of these 

foods (Nepper, 2016).   

Built environment   

The built environment refers to the physical aspect of the city such as design, infrastructure, 

transportation, and facilities (Handy et al., 2002; Transportation Research Board & Institute 

of Medicine, 2005).  

The Lebanese adults living in the North Governorate photographed the built aspect of their 

community especially the infrastructure and discussed how the lack of pavements, road 

crossings, traffic lights and lighting at night negatively influence their decision to walk. In this 

respect, studies have shown that some of aspects of these features negatively affect people’s 

physical activity levels (Frank et al., 2005) and subsequently have been linked with morbidity 

(Frank et al., 2005; Sturm & Cohen, 2004) and higher BMI (Papas et al., 2007). Inadequate 

built environments were found to be hindering physical activity in other Arab countries 

(Musaiger et al., 2013). Similar results were shown in studies conducted in Saudi Arabia 

(Awadalla et al., 2014) Tunisia (Aounallah-SKhiri et al., 2009) and Egypt (El Gilany et al., 2011).  

In addition to the lack of infrastructure, the availability and accessibility of community 

opportunities for active leisure such as cycling lanes, parks, pavements, and sport facilities 

also influence physical activity levels (Blanck et al., 2012; Sallis and Glanz, 2009). The Lebanese 

adults described the accessibility of sports facilities such as the gym, football court or 

basketball court. While these were perceived as opportunities to physical activity for some of 

the participants, they explained that these facilities must be paid for and may not be 

accessible or affordable to all the people in the community. Literature shows that having 

parks and public facilities in a neighbourhood motivates people to walk and engage in sports 

and be more active (Blanck et al., 2012, Wall et al., 2012). In countries in the Eastern 

Mediterranean Region, physical activity is limited due to the limited availability of parks and 

walking/cycling lanes and hot climate (Yount & Sibai, 2009). However, some participants 

explained that in some cases there are walkable areas, cycling lanes and safe parks, yet people 

are not used to engaging in outdoor activity rather than the lack of facilities.  
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In addition to the availability of facilities and infrastructure, community safety is an important 

factor too, people are more likely to walk if they live in a city that is safe for walking (Frank et 

al., 2005). Available and accessible transportation and city safety were associated with 

physical activity level (Sallis et al., 2012). The findings of this study reflect that young female 

adults perceive their community social environment (fear of harassment or hearing 

comments) as discouraging their outdoor physical activity. Participants suggested that local 

government such as municipalities and police should increase their safety measures to 

encourage them to be physically active. Women are unable to engage in physical activity in 

some Arab countries due to cultural factors (Musaiger & Al Ansari, 2000). A review conducted 

by Foster and Giles-Corti (2008) shows that qualitative inquiries show that individual concerns 

are perceived as barriers to walking, yet, quantitative research shows that the association 

between safety and limited physical activity is inconsistent.  Therefore, Belon and colleagues 

(2016a) recommend that strategies to increase physical activity should encourage people to 

see their cities as beautiful places to reside, in addition to increasing safety measures to 

increase inhabitants’ perceived safety. The researchers (Belon et al., 2016a) explained further 

that this could be achieved by increasing social activities and events to reinforce community 

bonds. This proposed strategy is reasonable for Lebanon as the participants focused on social 

influences on physical activity such as joining fitness classes with other people. Also, when 

they suggested that local governments should increase events that increase physical activity. 

(i) Macro environment level and public policy  

The last level of the socio-ecological model is the macro level and public policy which includes 

media (mass media and social media) and national, state, or local policies as well as 

advertisements and food pricing (Green, Richard & Potvin, 1996; McLeroy et al., 1988; 

Stockols, 1996; Strack et al., 2010). Although the participants tended to focus on the 

interpersonal and community levels while taking the photographs. Some factors were 

photographed by the participants such as television, social media pages and billboards.  

Media outlets such as the television and social media were perceived as an opportunity to 

gain nutrition knowledge and information. People explained that some dietitians share 

nutrition tips on their social media platforms. Similarly, there are dietitians that appear on 

the television programmes that encourage the people to eat healthy food and provide them 

with the needed nutrition knowledge. Although television can be a great outlet for sharing 
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nutrition knowledge to the public, it is also seen as a barrier due to food advertisement for 

unhealthy food such as ultra-processed biscuits, chocolate bars, soft drinks and fast-food. 

Food advertisements especially on billboards and television were identified as both barriers 

and opportunities for healthy eating; the participants photographed fast-food 

advertisements on billboards, they explained that these are cues for cravings especially if seen 

when hungry. Advertisements of healthy products were perceived to motivate people to 

consume healthy snacks, however, food advertisements coupled by fast food advertisements, 

were seen to be sending mixed messages to the people and make them engage in ambivalent 

behaviours.  Similar results were seen in Iraq, where television programmes that aim to 

increase the nutrition knowledge were coupled with advertisements for unhealthy food 

(Farahmand et al., 2015). The Lebanese adults suggested that marketing on television should 

be reduced especially marketing unhealthy foods and showed that mass media and social 

media could be used for awareness campaigns and to share nutrition knowledge. Therefore, 

action to prevent obesity in Lebanon should stop unhealthy food marketing on media outlets 

and use them for awareness campaigns and to promote healthy lifestyles.  

Social media use affects the young participants of this study. Some of the young adult 

participants mentioned that their behaviours are influenced by social media and that “social 

media has positives and negatives” on the behaviours. Young adult women and men have 

reported that they were positively influenced by role models on social media such as 

“bloggers” or “influencers” who share pictures of themselves at gym or working out.  These 

people motivate them to be fit. Two researchers Chapman (2012) and Rayner (2012) have 

debated the potential of involving celebrities in social marketing and health promotion 

campaigns. While in the author of the first article (Chapman, 2012) believes that they should 

be involved in campaigns, Rayner (2012) argues that their involvement in these campaigns 

might shift the public attention to them rather than the goals of the campaign itself.  

In contrast, as a barrier to healthy eating, some participants said that social media could affect 

their eating behaviours as some “pages” or “foodies” that they follow share pictures of food 

and make them crave these foods. The quality of the food that these “pages” share tends to 

be unhealthy. These pages are sometimes sponsored by restaurants and food chains where 

the responsible person may be invited to try the food for free or they get paid to share the 

pictures. In the past, junk food advertisements were mainly seen on televisions, nowadays, 
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the food industries are investing in social media to advertise their products and target the 

youth (Frazier & Harris, 2017). 

Environmental assets that have been identified by the participants are the promenade by the 

beach (Corniche) for people to walk, the good weather and nature (mountains) as these are 

opportunities to physical activity. Several participants have discussed that the mountains and 

“nice” weather in Lebanon is an opportunity for outdoor free physical activity such as going 

on hikes and swimming in the beach. Moreover, the beach promenade is described as a place 

where people could run, jog or cycle. In contrast, in some countries of the Eastern 

Mediterranean Region, physical activity is limited due to the limited availability of parks, 

cycling lanes and the hot climate (Yount & Sibai, 2009). 

 

Perceived stakeholders and action needed 

After discussing the different factors that they perceive as influencing their eating behaviours 

and physical activity level. The participants were asked about the change that they would like 

to see to overcome the factors that negatively influence their eating behaviours and physical 

activity levels. Seventeen recommendations for action to overcoming the barriers to healthy 

food choice and physical activity were identified. Also, the participants were asked about the 

people/sectors or government agencies that they perceive to have a role to initiate this 

change. The different stakeholders that the participants have identified and their perceived 

role and action, are summarised in the Table 5.3. 
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Table 5. 3: Summary of the perceived barriers and the action needed by stakeholders/sectors  

Perceived barrier to healthy eating 
and physical activity 

Stakeholder or sector Perceived role/action needed 

• Lack of awareness towards the 
health consequences of 
obesity (Theme 1)  

Health sector (e.g. 
Healthcare professionals 
and Ministry of Public 
Health)  
Media and Social media; 
public figures and 
“influencers” 

➢ Motivate people to consume healthy food and be physically active.  
➢ Raise awareness on health consequences of obesity through 

awareness campaigns.  
➢ Use the television for awareness campaigns and to increase 

nutrition knowledge. 
➢ Motivate people to consume healthy food and be physically active 

but with being careful on not increasing the stigma towards obesity. 

• Sedentary work/Inability to 
exercise due to long shifts at 
work and time constraints 
(Theme 2) 

Private sector (e.g. 
employers / universities) 

 
➢ Establish sports teams for the employees. 
➢ Create a healthy work environment by having the facilities (gym). 

• Excessive food marketing of 
unhealthy food on billboards 
and television (Theme 4) 

Government  
 

 
➢ Reduce “junk” and fast-food advertisements on billboards and 

television.  

• Inability to eat healthy food 
/unavailability of healthy food 
at work and university  
(Theme 5) 

Private sector (employers/ 
universities)  

➢ Increase the availability and affordability of ready to eat healthy 
food in work/university cafeterias.  

➢ Reduce unhealthy food in vending machines at worksites/ 
universities.  

➢ Include kitchen facilities (fridge and microwave) in worksites so 
people can refrigerate and re-heat homemade food.  
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Table 5.3: Perceived barriers and the action needed by stakeholders/sectors (Continued) 

Perceived barrier to healthy eating 
and physical activity  

Stakeholder or sector Perceived role/action needed 

• Food price and inability to 
afford healthy food (Theme 5) 

Government  ➢ Reduce the price of healthy/light products (e.g. low-fat dairy 
products) to match the unhealthy ones (e.g. full fat dairy products). 

➢ Reformulations of the products and monitoring food price  

• Women are not feeling safe to 
walk - lack of safety is due to 
the lack of security measures  
(Theme 7) 

• Lack of safe infrastructure for 
outdoor activity - the lack of 
cycling lanes and pavements, 
no traffic lights or pedestrian 
crossing lanes, street lighting 
(Theme 7) 

• The motorcycles that make 
pedestrians feel unsafe 
 (Theme 7).  
 

Local municipalities and 
government  

➢ Improve overall built environment by adding cycling lanes, cross-
roads, pedestrian traffic lights (walkable roads) and road lighting 
at night.  

➢ Create free and accessible spaces for physical activity such as parks 
and fitness facilities.   

➢ Organise free fitness activities or subsidising memberships to gyms 
and fitness facilities. 

➢ Increasing the community security and safety (e.g. city lighting).  
➢ Improving public transportation.   
➢ universities and workplaces are settings that should provide the 

facilities and activities for students and employees to be active. 
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5.7 Study strengths and limitations  

A first limitation of this study is that the study was conducted only in the North Governorate 

(Lebanon) and participants were initially recruited from a cultural centre located in Tripoli. 

Therefore, the results may have a restricted transferability with other research in this area. 

However, the selection bias has been reduced by choosing a purposive and snowball sampling 

strategy, and aiming to include participants from different age groups, gender, employment 

status and from different areas in the North Governorate.  In addition, the themes were regular 

across all five districts and capital city of the North Governorate, thus the positive and negative 

influences that have been identified are consistent. Most of the themes were comparable to 

other studies, especially to those that are conducted in other Arab countries and the Eastern 

Mediterranean Region. Another limitation of the first study is that the study findings reflect only 

the perceptions of Lebanese adults living in the North Governorate, the sample did not explore 

the different influences on the Syrian and Palestinian refugees living in Lebanon will likely have 

different socio-economic and cultural backgrounds. Lastly, the participants’ responses in the 

interviews and the type/quality of photographs taken by them were likely influenced to some 

degree by their level of personal health literacy, which is defined as “The wide range of skills and 

competencies that people develop to seek out, comprehend, evaluate, information and concepts 

to make informed choices, reduce health risk, and increase quality of life” (Zarcadoolas, 2005). 

However, the health literacy of the sample was not measured in this study.  

As for strengths, this is the first Photovoice study to qualitatively explore the different levels of 

influence on eating behaviours and physical activity level and the “obesogeneity” of the 

environment from the perspectives of adults living in the North Governorate, Lebanon. This is 

the first qualitative study in Lebanon to explore the environment and how people interact with 

it as perceived by community members is the key strength of this study. Also, only limited 

research on this area has been conducted in the Arab region. In addition, this is the first study of 

its kind to be conducted in Lebanon and the Arab region generally using the Photovoice method 

to explore the influences on eating behaviours and physical activity. The use of photographs 

along with the interviews has helped the researcher to get a deeper understanding of the daily 

environmental and cultural influences on individuals’ behaviours (Belon et al., 2016). Finally, 
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having participants from different demographics and characteristics (age, gender, location/area 

and education level) is also strength of this Photovoice study as it can represent the diversity 

within the North Governorate.    

5.8 Conclusion  

Photovoice was a useful method to explore the factors that influence the eating behaviours and 

physical activity levels of Lebanese adults living in the North Governorate. Consequently, findings 

gave insights on the determinants of obesity as perceived by the community members.  As 

previously mentioned, knowing the obesity determinants in a community is essential for planning 

effective interventions (Butland et al., 2007; Law et al., 2007; Maio et al., 2007). Addressing these 

determinants across all levels of influence, in a collaborative and concerted way through 

initiatives and public policies, is important to halt the rising prevalence of obesity in Lebanon.  
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Chapter six: Stakeholders’ interviews   
 

Study 2: Exploring the perspectives of key stakeholders from different sectors towards 

addressing obesity in Lebanon 
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ABSTRACT 

Introduction: To achieve a population behaviour change and to address the obesity epidemic, a 

multi-sectoral approach is needed. This approach requires joint efforts from different sectors 

such as the government, healthcare, and civil society to develop action plans and policies 

(Gortmaker et al., 2011; IFPRI, 2015). Key stakeholders are defined as people who have the 

know-how and knowledge about the topic under study and could help to design effective social 

change initiatives (Goh et. al, 2009). To address obesity, it is crucial to explore the stakeholders’ 

roles, barriers that prevent change, and the factors that may enable it (Gonzalez-Zapata et al., 

2008). Previous studies in Lebanon have not explored qualitatively the perspectives of key 

stakeholders for addressing obesity in Lebanon.  

Aims: The broad aim of this study is to explore the perspectives of key stakeholders from the 

government, public sector, civil society, and healthcare towards obesity and obesity prevention 

in Lebanon. The objectives are to explore 1) their general understanding of obesity and the 

perceived causes of obesity in the Lebanese society, 2) the level of priority for action towards 

obesity, 3) the action that they are already engaged in and the action they believe is needed, 4) 

the perceived barriers to effective action.   

Methods: Using a purposive and snowball sampling, a total of twenty-four key stakeholders 

from different sectors and institutions (government, civil society, academia, non-governmental 

organisations, professional associations, healthcare, municipalities) were recruited for this 

study.  Data was collected through semi-structured face-to-face interviews and analysed using 

thematic analysis.  

Results: The thematic analysis of the in-depth face-to-face interviews has resulted in six themes 

(with subthemes for each theme) representing the key stakeholders’ perspectives on obesity 

and its prevention in Lebanon. The themes include nutrition transition and westernisation; lack 

of supportive environment versus individual responsibility; the healthcare system; piecemeal 

and ad hoc action and political barriers.  

Discussion and conclusion: The study results highlight the priority of action towards addressing 

obesity, the barriers to effective action and the action needed to prevent it in the Lebanese 

society. The findings of this study serve as a guide for developing a guideline for interventions 

and public policy for addressing obesity in Lebanon. 

 

 



  

140 
 

6.1 Introduction  

As discussed in the literature review (chapter 2), to achieve a population behaviour change 

and to address the obesity epidemic, a multi-sectoral approach is needed. This approach 

requires joint efforts from different sectors such as the education sector, governments, and 

healthcare to develop action plans, programmes, and policies (Gortmaker et al., 2011; IFPRI, 

2015).  Key stakeholders are defined as people who have the know-how and the knowledge 

about the topic under study and could help to design effective social change initiatives (Goh 

et. 2009). Stakeholders can be “members of local communities, representatives of community 

groups and non-profit organisations, academics, and business sector representatives” 

(Rudolph et al., 2013). Members of local government or municipalities can also be considered 

as stakeholders (Rudolph et al., 2013). Local governments are directly in contact with the 

general public and those whose “living environment” is influenced by their policies, the 

members of municipalities can have important information on the possible action and the 

barriers of other projects. Furthermore, members of local governments are those who share 

the needs of their communities (Rudolph et al., 2013). As for non-governmental organisations 

(NGOs), they have worked on community projects before, therefore they can reveal the 

available assets and the barriers to effective action (Rudolph et al., 2013). Moreover, they can 

share detailed thoughts on ways in which the government can enable strategies to promote 

health (Rudolph et al., 2013).  

To address obesity, it is essential to explore the stakeholders’ roles, barriers that prevent 

change and the factors that may enable it (Gonzalez-Zapata et al., 2008). Exploring the key 

stakeholders’ priorities, preferences and interests is an important step towards designing a 

successful strategy (Pasteur, 2001). The implementation and success of the multi-sectoral 

obesity prevention approaches require and rely on the capability of involving them (Addy et 

al., 2015; Baeckstrand, 2006). Rudolph and colleagues (2013) showed that stakeholders’ 

participation is important as they can help the researchers to 1) develop sound strategies by 

sharing their perspectives on the determinants of health and on the ways in the public sector 

can hinder or initiate action to address health issues; 2) explore the responsibilities of the 

“different government agencies”; 3) encourage public involvement in government action; 4) 

foster collaboration between different sectors and share evidence with policymakers 

(Rudolph et al., 2013). Previous research (PhD thesis) on obesity in Lebanon urged the 
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governmental, non-governmental and academic sectors to act and to recognise the 

multifaceted aspect of obesity (Chamieh, 2013). A systematic review by Oude Luttikhuis and 

colleagues (2009) showed that qualitative studies that explore the key stakeholders’ 

perceptions towards the strategies and their efficacy are necessary. Although researchers can 

learn from the different perspectives and information of key stakeholders to the best of our 

knowledge, to the present date, there are no published studies that have explored the key 

stakeholders’ views on obesity and the barriers to effective action in Lebanon.  

6.2 Aims  

To address this gap, the broad aim of this study is to explore the perspectives of key 

stakeholders from local governments, the public sector, civil society, and healthcare towards 

obesity and obesity prevention in Lebanon. More precisely, this study aims to explore the 

stakeholders’: 

• General understanding of obesity and the perceived causes of obesity in the Lebanese 

society; 

• Level of priority for action towards obesity;  

• Action that they are already engaged in and the action they believe is needed;  

• Perceived barriers to effective action.  

This study seeks to answer the research questions RQ3, RQ4, and RQ5 (presented at the end 

of Chapter 3).  

RQ4.   What are the key stakeholders’ understandings on nutrition transition and obesity 

causes in the Lebanese society?  

RQ5.  What is the relevant contribution of different stakeholders and their priority of action 

in addressing obesity? 

RQ6.  What is the action needed to address obesity and the possible barriers from the 

stakeholders’ perspective? 
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6.1 Methods  

6.1.1 Research design  

When researchers want to explore the different views on a topic, they choose to conduct 

qualitative research (Kirk et al., 2014). This study follows an interpretive approach. Details on 

the methodology chosen for the present study have been presented in Chapter 4 of the thesis.  

6.1.2 Study participants and recruitment procedure  

This study aims to discuss obesity with stakeholders from 1) healthcare (e.g. medical doctor, 

dietitian) who were involved in strategies or national awareness campaigns, 2) education (e.g. 

nutrition professors, school teachers, public health researchers), 3) government  (e.g. Ministry 

of Public Health, members of local governments, members of governmental institutions and 

organisations, members of the parliament)  and 4) civil society (e.g key members of 

professional associations, key members of international agencies, key members of non-

governmental organisations, media experts).  

Therefore, it is essential to have a heterogeneous sample that targets people from different 

organisations and sectors and includes a range of views. Key informants’ names were initially 

identified through: i) reviews of official documents (publications and strategies), ii) internet 

searches of websites (NGOs, international organisations, professional associations, 

Ministries), iii) from the literature review as they worked on  some  of the national strategies 

and participated in awareness campaigns (discussed in Chapter 3), iv) the researcher’s 

contacts from education sector, healthcare and non-governmental organisations.  

The initial sampling strategy chosen for this study is a purposive "criterion" sampling (Patton, 

1990), which is a purposive sampling technique that aims to identify and include participants 

having different characteristics such as: being a “key stakeholder”  in different sectors or 

organisations who have interest, experience on the topic under study or may influence the 

development of policies for obesity prevention in Lebanon. This criterion sampling is used to 

make sure that the sample provides a full understanding of the topic under study (Patton, 

1990).  The recruitment strategy adopted by the researcher depended on different factors: 1) 

the online availability of the key informant’s email address and phone number, 2) the 

organisation head office phone number, 3) Availability of the address and location of the 
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organisation or association. If the email address of the potential participant was available, an 

invitation letter to participate in the study was sent by email. If the email address was not 

found on the website, but the phone number of the potential participant was found, the 

researcher contacted the stakeholder by phone call. If no website for the organisation was 

found. The researcher visited the organisation and asked to talk to a representative- or to 

leave the invitation letters to the responsible personel in their offices.   

At a second stage, snowball sampling was adopted by asking the participants to recommend 

other people who could be interviewed (Patton, 2002). The snowballing method was used to 

ensure that other stakeholders that were involved in or could be involved in prevention 

strategies in Lebanon are interviewed.   

The sample size in qualitative studies differs from quantitative studies, the sample size cannot 

be calculated (Patton, 2002). The participant recruitment was set until data saturation, which 

is defined as “the stage when further collection of evidence provides little in terms of further 

themes, insights, perspectives or information in a qualitative research synthesis” (Suri, 2011). 

However, to get enough insights from the participants, a minimum number of 15 participants 

was suggested by Bertaux (1981, p. 35). Another researcher, Polkinghorne (1989) suggested 

that at least five and up to twenty five stakeholders are needed. To make qualitative critical 

comparisons, researchers have proposed having at least five participants per stakeholder 

group (Patton, 2002; Sandelowski, 1995).  

Before and throughout the data collection process, 42 potential study participants were 

identified and approached. Out of 42 participants that have been approached, 14 participants 

did not reply to the invitation letters and email or haven’t answered the office calls. Each of 

these participants have been contacted twice, the stakeholders were considered non-

responders after the second attempt. Twenty eight participants initially agreed to participate, 

however four of them were lost to follow up and the researcher couldn’t interview them due 

to several reasons such as to the seniority of their position, the participant’s busy schedule 

and time constraint (n=2) or personal travels and annual leaves (n=2). Therefore, interviews 

were conducted with 24 participants (57.2% of the approached participants). 

Also, the researcher and both of her supervisors (SF, LK) reviewed list of codes that emerged 

from the twenty-four transcripts and agreed that data saturation had been reached and no 
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new information is being discovered and therefore participant recruitment stopped at twenty 

interviewed participants.  

6.1.3 Ethical approval  

A favourable ethics opinion to conduct this study has been granted from the Faculty of 

Medicine, Dentistry and Life Sciences Research Ethics Committee at the University of Chester 

(1369/17/MAK/CSN) (Appendix 6.2). The study ethical considerations were described in the 

methodology chapter (Chapter 4). 

6.1.4 Data collection procedure 

Data collection started in September 2018 and lasted till May 2019. Data was collected 

through in-depth one-to-one face-to-face key informant interviews using semi-structured 

questions. All interviews were conducted in the personal office of the participants. The 

decision about the interview location and timing was made during the participant recruitment 

phase and upon accepting to participate. At the beginning of the interview, participant 

information sheets and consent forms in Arabic or English (Appendices 2.9, 2.10, 2.11 and 

2.12), were given to the participants. All participants consented to participate in the study 

and agreed to audio-recording of the interview. Interviews were conducted in the 

interviewee’s preferred language, either Arabic or English. Sometimes using both languages 

at the same time because the researcher and some of the participants were both multi-

lingual. In some interviews, participants also used French words within sentences spoken in 

English or Arabic (multilinguism and the use of two languages at the same time in the 

Lebanese society has been previously discussed in chapter 5). The interviews lasted from 20 

minutes to 1 hour. The average duration of the interviews was 30 minutes. The semi-

structured interviews have been widely used in research studies, the interviews normally 

lasted from 30 minutes to several hours to finish (Di-Cicco Bloom & Grabstree, 2006). 

However, for this study, the researcher aimed to have a minimum duration of 30 minutes and 

up to 1 hour- for time limitations for efficiency purposes during data collection (Di-Cicco 

Bloom & Crabtree, 2006). This average duration is similar to the duration of stakeholder 

interviews conducted by researchers in the United States, which lasted on average 24 minutes    

(Ganter et al., 2016).  Although the minimum duration was expected to be around 30 minutes, 

for three participants, due to their seniority in their positions and time constraints, they 
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allowed the researcher just 20 minutes for the interview questions. During the interviews, 

notes were taken when it was necessary. Several participants shared with the researcher 

documents (e.g. published data, official documents, handouts…) that are relevant to the 

interview topic.   

Semi-structured interviews are interviews that follow an interview guide using open ended 

questions. The questions used are usually organised by a limited topic related to the general 

research aims (Harris et al., 2009). This type of interview is chosen for this study as they help 

the person conducting the study to initiate a discussion with the participant (Di-Cicco Bloom 

& Grabstree, 2006). The semi-structured questions are essential to answer the research 

questions (Di-Cicco Bloom & Grabstree, 2006). Moreover, the interview guide enables the 

researcher conducting the interviews not to drift away from the main objective of the 

interview, while still being able to “probe” when the researcher required that the respondents 

provide further details (Gray, 2014, p. 217). Semi-structured interviews have been used in a 

similar study by Ganter et al. (2016) to explore the community stakeholders’ perceptions 

towards childhood obesity in the United Kingdom. The researchers used the semi-structured 

interviews to guarantee that the interview procedure is standardized. The interview topic 

guide used for this study is adapted from the Leaner Fitter Future project (ASO, MRC & London 

School of Hygiene and Tropical Medicine, 2003) which investigated the views of different 

stakeholders towards childhood obesity in the UK. The main interview questions are found in 

Table 6.1.  
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Table 6. 1  Interview guide  

 Indicative Interview Questions 

1) Background  • What is your understanding of obesity? 

2) Strategic relevance  • What level of priority of action do you attach to address 
obesity? 

3) Causes  • What are in your opinion the main causes of obesity in 
Lebanon? 

4) Solutions  • What are in your opinion the primary targets to prevent and 
control obesity in Lebanon? 

• What actions are you engaged in regarding obesity in 
Lebanon? 

• What other actions could you contribute to a combined multi-
sectoral collaboration? 

• What specific actions by other sectors, organisations, 
associations and people would you like to see? 

5) Barriers  • What are, in your opinion, the potential barriers to effective 
action? 

Based on (ASO, MRC & London School of Hygiene and Tropical Medicine, 2003)  

The first question was general to build rapport between the interviewer and the interviewee 

(Ryan & Dundon, 2008). During the interviews, open-ended questions from the topic guide 

were asked and “probes” were used to encourage the participants to give more details 

(Bernard, 1994; Spradley, 1979). Throughout the data collection process, the interview guide 

was modified as the participants revealed new data and therefore showed new aspects of the 

phenomenon to be explored (McGrath, Palmgren & Liljedhal, 2019). Additional questions 

were asked to probe the areas of expertise and the role of the different stakeholders (Denzin, 

1989). This method helped the researcher to explore the various themes and perspectives. As 

an example, key stakeholders who participated in the Food Labelling guidelines, Ajyal Salima, 

the Non-Communicable Diseases Prevention and Control Plan (NCD-PCP) and national 

awareness campaigns (discussed in chapter 3) were asked to talk about their experience.  

6.1.5 Pilot interviews   

Pilot interviews were conducted before data collection; pilot tests help the researcher to 

practice the interview process and to refine the interview questions (Creswell, 2013; Jamshed, 

2014). There is no pre-determined number of pilot interviews required (Turner, 2010). 

Therefore, the researcher conducted three pilot interviews with Lebanese contacts. These 
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interviews were not included in the data analysis as the pilot interviews were with people 

who are not potential participants for the study and do not fit in the inclusion criteria (e.g. 

being a key stakeholder).   

6.2 Data analysis  

6.2.1 Transcription and translation  

The digitally recorded interviews were transcribed verbatim by the researcher herself. 

Interview transcription was initiated on the same day, after the end of each interview, as it 

helps the researcher to start identifying similarities and differences between different 

stakeholder views and the areas that require further exploration (McGrath, Palmgren & 

Liljedahl, 2019).  

To ensure that the data remains confidential and anonymous, the participant name and 

organisation have been removed from the transcripts and each participant has been allocated 

a code (e.g. S2P2- S2 for study number two and P2 for participant 2). All interviews were 

transcribed in the interview language. For interviews that were conducted in Arabic or where 

Arabic has been used with English, the researcher used the E-Arabic for transcription (similar 

to chapter 5). Non-verbal cues were considered not required, therefore were not included in 

the transcripts. Pauses were included in the transcripts an ellipsis […] and any named person 

or business is written as XXX in the transcripts and quotations. If the sentence meaning wasn’t 

clear, the researcher reviewed the quotations and added interpretations between two 

brackets. 

All the quotations extracted from the transcripts were translated to English by the researcher 

herself as she is fluent with the two languages (English and Arabic) and was able to translate 

from Arabic to English (for the words that have been used in Arabic or English sentences). To 

ensure better accuracy of the data as noted by Sandelowski (2002), a Lebanese PhD colleague 

at the University of Chester has back translated some of the quotes (from English to Arabic). 

Disagreements were discussed and changes were made accordingly (Previously discussed in 

Chapter 4). 
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6.2.2 Thematic analysis  

All transcripts were analysed using the inductive thematic analysis process (Braun & Clarke, 

2006; Clarke & Braun, 2017) described in section the previous study (chapter 5, section 5.4.2).  

6.3 Findings  

6.3.1 The study participants    

A total of twenty-four stakeholders, five men and nineteen women, were recruited in this 

study. Although the key stakeholders were approached for a specific area of expertise and 

experience, some of the key stakeholders were able to share their knowledge in several fields 

and represented several sectors at the same time. As an example, the first participant (S2P1), 

is a Chairperson of the Nutrition department at one of the universities in Lebanon, however, 

he was able to share his know-how and expertise on the food industry as he worked 

previously as a food service manager.  

Morse (2008) explained that demographic tables in qualitative research should include 

information regarding the sampling reasoning instead of stating unrelated details. Therefore, 

a description of the participants’ occupation, experience or area of expertise and the sector 

they represent is presented in Table 6.2. The main reason (occupation/position) for 

recruitment in the study is put as a first bullet in occupation/position column for each 

participant (Table 6.2).   
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Table 6. 2: Overview of the study participants  

Participant 

Code 

Gender Occupation /Positions Sectors 

S2_P1 Male  • Food scientist / Worked in food industries. 

• Associate professor of Food Sciences.  

Education  

Food industry  

S2_P2 Female  • Assistant professor and chairperson of Nursing 

and Health Sciences Department.  

Education   

S2_P3 Female   • Chairperson of Nutrition and Dietetics 

Department.  

Education   

S2_P4 Female   • Worked on a healthy school program in 

Lebanon.   

• Nutrition Lecturer. 

• Dietitian   

Education  

Private sector 

 

S2_P5 Female  • Technical committee member of “Food 

Labelling and Food Hygiene” of a public 

institution that aims to set standards for 

industries.  

• Nutrition Lecturer.  

Public 

Institution 

 

 

Education 

S2_P6 Female  • School Teacher.  

• School curriculum coordinator.  

Primary 

education  

S2_P7 Male • Board member of an association for food 

scientists.  

• Former board member of an association for 

food industrialists.   

Professional 

association   

 

Food industry  

S2_P8 Female  • Committee member of an association for 

nutrition and dietetics professionals in 

Lebanon.  

• Technical committee member of “Food 

Labelling and Food Hygiene” of a public 

institution that aims to set standards for 

industries. 

• Head dietitian at a hospital 

Professional 

association  

 

 

Public 

Institution 

 

Healthcare 
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Table 6. 2:  Overview of the study participants (Continued) 

Participant 

Code 

Gender Occupation /Positions Sectors 

S2_P9 Female   • Head dietitian at a hospital and nutrition 

Lecturer.  

Healthcare 

Education  

S2_P10 Female  • Founder and president of a non-

governmental organisation.  

Non-

governmental 

organisation 

S2_P11 Female • Board member of a civil society that supports 

local community causes in North Lebanon. 

Non-

governmental 

organisation 

S2_P12 Female • Public Health Officer at an International Non-

Governmental Organisation.  

Non-

Governmental 

organisation 

S2_P13 Female • Clinical dietitian  

• Nutrition Lecturer.  

Education  

Healthcare 

S2_P14 Female • Diet and fitness centre owner. 

• Clinical dietitian. 

Healthcare/ 

Private 

Business  

S2_P15 Male 

  

• Medical doctor and surgeon specialised in 

bariatric surgeries.  

• Former member of the parliament.  

Healthcare  

 

Government 

 

S2_P16 

 

Female • Elected member of a municipality in North 

Lebanon. 

Local 

Government 

S2_P17 

 

Male • President of a municipality in North Lebanon.  Local 

Government  

S2_P18 Female • Board member of a network that supports 

implementing the UN sustainable 

developmental goals (SDGs).  

Non-

governmental 

association   
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Table 6.2: :  Overview of the study participants (Continued) 

Participant 
Code 

Gender • Occupation /Positions Sectors 

S2_P19  Female • Manager of a Lebanese healthy food 

catering chain.  

Food industry 

S2_P20 Female • Employee at the department of 

preventive medicine, the Ministry of 

Public Health.   

Government  

S2_P21 Male • Food service manager for a restaurant 

chain in Lebanon.   

Food industry  

S2_P22 Female • Public health nutritionist & awareness 

coordinator for a non-governmental 

organisation.    

Non-governmental 
organisation  

S2_P23 Female • Communication consultant and youth 

coordinator for a non-governmental 

organisation.   

• Social media specialist.  

Media  
 
Non-governmental 
organisation  

S2_P24 Female • clinical dietitian.  Healthcare  

 

6.1.1 Themes  

This section of the findings presents the key stakeholders’ perceptions towards obesity and 

its causes in Lebanon, the initiatives they are already engaged in, the action that they perceive 

is needed to prevent obesity in Lebanon and the perceived barriers to effective action. The 

thematic analysis of the key stakeholders’ interviews has resulted in six major themes (with 

subthemes for each). The key stakeholders provided a broad understanding of the topic under 

study through their expertise and experience; however, the major themes were similar to 

stakeholders from different sectors. Therefore, results from the different stakeholders were 

not segregated and were not compared by stakeholder group, except for a small number of 

factors within some themes where a substantive difference in perceptions between the 

stakeholder groups was identified. The major themes with the related subthemes are 

presented in Table 6.3. 
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Table 6. 3: Major themes and the related subthemes  

 Theme Subthemes 

1 Nutrition transition 
and westernisation  

1) Western lifestyle  
2) Women’s employment versus patriarchy 

2 Obesogenity of the 
environment versus 
Individual choices  

1) Obesogenity of the environment  
2) Individuals’ responsibility  

3 Piecemeal and ad 
hoc action  

1) A focus on awareness  
2) Nutrition related initiatives  
3) Action not targeted towards health  

4 Call for action  1) The needed strategies  
2) Targeting the youth  
3) Multi-sectoral collaboration and a systematic plan 

 

5 The healthcare 
system  

1) Hierarchy in health system  
1) Disease treatment versus prevention  

6 Political barriers  1) Government structure 
2) Socio- economic barriers 
3) Lack of public demand. 
4) Previous challenges 

 
 

Theme 1.   Nutrition transition and westernisation  

Most of the key stakeholders recognised the burden of obesity and its high prevalence in the 

Lebanese society. Several stakeholders described it as being a “big problem” (S1P7) that is 

affecting both children and adults “We have an increasing problem of obesity in children and 

adults” (S2P3). Many of the stakeholders described aspects of the nutrition transition and 

westernisation of the Lebanese lifestyle (consistent with the literature on nutrition transition 

in the world and Lebanon previously discussed in chapters 1 and 3).  This major theme could 

be divided into two subthemes: i) western lifestyle, ii) women’s employment versus 

patriarchy.   

Subtheme 1: Western lifestyle     

key stakeholders described the Lebanese lifestyle as being westernised, they described shifts 

in dietary behaviours from consuming traditional diets to “western” diets full of processed 
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and fast food as main causes of obesity in Lebanon. A clinical dietitian and nutrition lecturer 

explained “People used to eat traditional homemade food full of vegetables … now they eat fast food, 

fries, fried food … food choices that are high in fat and calories …” (S2P13). The traditional Lebanese 

diet is perceived to be healthy, but it is not followed anymore “our traditional diet is very healthy, 

but we are not maintaining our traditional diet …” (S2P9). This dietary shift is perceived to be 

increasing the obesity burden in Lebanon especially in the younger generation “if we were to 

follow the actual Mediterranean diet … we wouldn’t have this problem … we are becoming more 

westernised and I am seeing a lot of obesity in the younger generation” (SP12). Using data from the 

WHO Global School Health Survey (WHO, 2017b) the same interviewee explained “you also 

have the percentage of people who always eat processed food and drink carbonated beverages is 

high” (S2P12).  In addition, they described some shifts in physical activity levels and that the 

population is becoming physically inactive. Also using data from the same WHO global school-

based health survey (WHO, 2017b) while responding, one of the participants explained that 

the younger generation is physically inactive giving the high percentage of the 13-15-year age 

group that do not engage in physical activity “the percentage of people who do not engage in 

physical activity … for example in Lebanon is very high 85% ...” (S2P12).  This physical inactivity, 

especially in children, was perceived to be linked to technological advances and the use of 

electronics for leisure activities instead of “active playing”, a participant said “The children have 

tablets, phones, Televisions, video game consoles, all of these are sedentary activities … they are not 

like old days when kids used to play … even adults … their food preferences changed …” (S2P13). 

Subtheme 2: women’s employment versus patriarchy 

As part of modernisation, several stakeholders from education and healthcare sectors 

described that a bigger proportion of the Lebanese women are working and building careers 

along with being housewives, therefore they do not have time to cook like before, therefore, 

their families rely on eating convenient food away from home. An interviewee explained 

“women were at home … they used to have time to prepare meals … now you have a limited time to 

cook” (S2P9).   
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Therefore, women employment is perceived as a factor that has impact on the families’ diet.  

They [Lebanese men] would tell you my wife works … she doesn’t cook and we rely on 

delivery food … women want to work and follow their careers … when a man gets married … 

a few months after marriage he gains weight … what is happening to this guy? You ask him 

… he will say …  I used to eat Tabekh [Lebanese dishes] in my mother’s house but now I got 

married and my wife works … she doesn’t [cook] and we rely on food deliveries (S2P3). 

This Lebanese society is perceived to be a “patriarchal society” and the gender roles are still 

not equally distributed. Even if some women are financially contributing to the family, they 

are still responsible for the “house duties” such as cooking. 

Women want to work and follow their careers … I am not putting the blame on women … I 

am putting the blame on the system … Of course, men can cook … but we have a patriarchal 

society … and we rely on women to do this … so why are women forgetting their role? And 

their huge responsibility in preventing obesity (S2P3). 

Furthermore, the patriarchal society is not only affecting the families’ eating behaviours, but 

it may also be limiting the women’s physical activity levels in some communities. One of the 

key stakeholders (S2P1) explained that in some areas and communities where women are not 

allowed to walk alone “we also have traditions … in many areas in Lebanon … women cannot go 

out alone after 6 pm and she usually comes back from work at 5:30 pm” (S2P1). 

Theme 2.   Obesogeneity of the environment versus individual responsibility  

A second theme that emerged from the data analysis is obesogeneity of the environment 

versus individual responsibility. Two subthemes are related to this theme: i) obesogeneity of 

the environment and ii) individual responsibility and lack of awareness.  

Subtheme 1: obesogeneity of the environment  

The dietary shift is perceived to be influenced by the western countries and globalisation 

(similar to the effects of globalisation in nutrition transition that have been described in 

Chapter 1). The far reach of multinational food industry made fast food widely available in the 

Lebanese communities “fast food is everywhere” (S2P9). A participant explained “The presence 

of globalisation … now you can eat whatever you want … International fast-food chains are 
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everywhere … fast food …” (S2P12). Furthermore, several interviewees discussed the media 

influences on people’s eating behaviours and food choices through advertisements “media 

influences the choices of people … they are exposed to a lot of XXX [soft drink brand], XXX [fast food 

chain], and sugary drinks at a very young age …” (S2P12).  One of the participants explained that 

the young generation in Lebanon is not only affected by local media, but they are also affected 

by international advertisements and celebrities while watching the TV. She gave an example 

of the Lebanese young generation watching the football World Cup and being influenced by 

a celebrity football player who appeared in advertisements eating a double burger. Thus, this 

collaboration of the celebrity from western countries influences the Lebanese youth’s food 

choices. She explained “Not only in Lebanon … everywhere … when is XXX holding a double burger 

during the World Cup … Kids will eat the double burger from this restaurant like him … these 

advertisements come from western countries” (S2P9).  

Many of the participants agreed that there is a lack of supportive environment that enables 

the Lebanese individuals to be physically active and consume healthy food. As part of the food 

environment, the key stakeholders have discussed the food environment in different settings 

such as schools, universities, and workplaces. A participant said: “at work they have those 

vending machines and those cafeterias that offer unhealthy food...” (S2P3). Most of the 

interviewees perceive that “healthy food” is more expensive in the restaurants “If you go to 

any restaurant, you will find that healthy is more expensive than the unhealthy food” (S2P1) as well 

as supermarkets “the healthy food corner is always more expensive” (S2P24).  A dietitian 

explained:  

if you want to buy something healthy … it should have double the price than the unhealthy 

… For example, the bread if it is whole-wheat … it is for 2250 LBP [£1] … while the white 

bread is for 1000 LBP [50 pence] … And so on … If you want to buy fat free Labneh [a 

Lebanese version of the Greek yogurt] … you must pay twice the price of the regular Labneh 

… we are not talking about sophisticated food like salmon … we are talking about the 

simplest things like bread and Labneh (S2P9) 

The key stakeholders discussed the lack of infrastructure such as cycling lanes “we don’t have 

the built environment to do physical activity … we mostly live in urban areas … we don’t have bicycle 

lanes ...” (S2P9). Several participants explained that sometimes, even if there are some public 
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spaces or the infrastructure, they are not well maintained “the public gardens are not well 

maintained … in all Tripoli there are two that could be considered okay …” (S2P9), or not safe or well-

designed, an elected member of the municipality clarified “there are [cycling lanes] … I find them 

not successful … in my opinion they need to redesign them and to make them safer for those who are 

cycling” (S2P16). Outdoor public facilities or parks for children to play are not widely available 

and the gyms and other fitness facilities are not affordable for all socio-economic segments 

of the population.  A stakeholder explained “we have an issue with safe environments for physical 

activity … safe free places for children to play …” (S2P4). A dietitian explained that this lack of 

facilities has led some people to take their children to restaurants or fast food chains that 

have playgrounds and compromise on the nutritional quality of the food that their children 

are eating just for them to play and be physically active “on Sunday …people take their children 

to XXX [international fast food chain] because they have a space for playing … they are choosing 

unhealthy food just because they needed the playground that is available” (S2P13).  

In addition to the lack of the built infrastructure that supports physical activity, a stakeholder 

explained that the heavy traffic in Lebanon may also affect the individuals’ eating behaviours 

“I think the hectic lifestyle … the traffic … people who work in Beirut get stuck in traffic for two hours 

when they come back from work … they’re so hungry … they have no option other than having fast 

food” (S2P14). Also, this traffic issue influences their physical activity, another participant 

explained “the working schedules are from 8 am to 5 pm … then you get stuck in traffic one to two 

hours … then at what time are you going to exercise? no way …” (S2P3).  The lack of public 

transportation is aggravating this issue “People tell you that they take their car because we don’t 

have public transportation …” (S2P8). Some key stakeholders described the lack of safety due to 

socio-cultural factors “in some areas in Koura [a city in the North governorate] … the roads are not 

safe at all … also … you can’t go there wearing tight clothing and walk without getting comments … 

so your physical activity level gets affected ...” (S2P9).  

Although the focus of this study is not on childhood obesity, many stakeholders (S2P1, S2P3; 

S2P5, S2P6, S2P8, S2P9; S2P13; S2P14; S2P24) gave examples of the school system in 

Lebanon. As part of the food environment and food availability at schools, the key 

stakeholders focused on the lack of availability of healthy food in canteens and cafeterias and 

described the available unhealthy food in them, the stakeholders said “what I think we are still 

neglecting is the school canteen …” (S2P8).    
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As for physical activity, the stakeholders (S2P1 and S2P9) explained that physical education 

and physical activity is still limited in some of the public schools “there are public schools that 

don’t have a physical education hour per week … they don’t exercise” (S2P9). A member of a 

municipality explained: 

Last time I had a meeting with students in the faculty of health … they are visiting schools to 

assess students’ health … this is part of their final year project … I asked them about physical 

activity …  for example, there are schools where the instructor sits and they just run … she 

doesn’t talk to them as if she doesn’t exist … they just play … and you have schools that 

don’t have instructors … and others that don’t even have a playground (S2P16). 

A couple of stakeholders stressed on the lack of dietitians at school that assess and monitor 

the students. A participant explained: 

If you go and try to find out if they have dietitians … nutritionists … taking care of these 

things [healthy menu at schools and nutrition education] … they still don’t acknowledge the 

role of the dietitian in meal planning in schools (S2P3). 

One of the participants, a schoolteacher, explained that she does not have enough 

information or awareness on obesity causes as it’s not her area of expertise and they don’t 

focus on this topic at her school “So you are asking me … but I can’t explain a lot about the causes 

because I don’t know … we don’t focus on this topic … I tried to talk in general but there isn’t any focus 

on it …” (S2P6).   

Subtheme 2: Individuals’ responsibility  

Despite acknowledging and being aware of the “obesogeneity” of the environment, most of 

the stakeholders consider that obesity in Lebanon is also mainly related to the people’s 

personal choices, attitudes, lack of knowledge/health awareness and behaviours. Several 

stakeholders from the healthcare sector (dietitians and a medical doctor) said that people 

choose not to eat healthy and or to be physically inactive and they put the blame on the 

people themselves “The biggest responsibility is on the person who’s obese because at the end it’s 

a decision” (S2P8).  
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A dietitian/nutrition lecturer perceives that even if the environment is obesogenic, people 

should be able to make a right food decision if they have “the will”, she explained:  

Even if whatever is around him that pushes him to eat … he can control … but there is a part 

on the environment that can help the people who have a weaker will power… but just to 

help them … but the biggest responsibility is on the person (S2P8). 

The same stakeholder added that it may be linked to personal attitudes such as laziness and 

preferring to eat rather than to exercise “our problem in Lebanon is the population itself … the lazy 

population … they don’t like to exercise … they like to eat … we eat out a lot as part of our culture …” 

(S2P8).  A medical doctor added that the person should be convinced to have a healthier 

behaviour “the person should be convinced that they should change their food quality and to reduce 

the quantity” (S2P15). As for physical activity, a stakeholder added that even if the roads are 

safe, people will not walk because they are not used to walking “I am telling you that this is the 

culture … even if you make the roads safe … they will not walk anyway …” (S2P8).   

Some people don’t want to … for example when I give them an exercise to do … they say not 

now … but I tell everyone that they should exercise … and for those who don’t want to go to 

the gym … they can walk (S2P14). 

A stakeholder, a medical doctor, added that due to lack of awareness even if people decide 

to walk or be physically active, they end up eating unhealthy snacks on the way, and even if 

there is awareness, they believe that the temptations are stronger than the people’s will to 

lose weight and their self-control.  

Sometimes you see people during weekends walking on the Corniche slowly and at the end 

of their walk they decide to eat an ice cream … so in fact there is no logic behind weight loss 

… there is no awareness and even if there is awareness … their desire to eat is greater than 

their desire to be healthy … they are sure that they need to lose weight … but their desire to 

eat is stronger than stopping … (S2P15). 

Other factors that some of the key stakeholders have discussed are the lack of motivation, 

cultural factors such as spending time in coffee shops/shisha “Ladies are not getting motivated 

to go to the gym as much they are motivated to go to places where they can have fun … they go to 

coffee shops to smoke shisha and sit for 2 hours” (S2P13).  
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However, although some participants said that there are safe places for people to go for hikes 

in Lebanon. They linked the physical inactivity to a cultural factor and individual factors rather 

than the lack of facilities. This idea goes back to the perception that people choose not to be 

physically active.  

You don’t see people plan to go for a hike … or go on a bike … I don’t think because we don’t 

have places … we have very beautiful mountains to hike … that are 20 minutes away from 

cities … we have very good places to run … I think that the problem is in the people 

themselves … they are lazy … it’s the attitude that needs to be changed (S2P8) 

In addition to personal choices and responsibility, the key stakeholders perceive that it is the 

individuals’ lack of health awareness and nutrition knowledge that lead to unhealthy 

behaviours. A dietitian and a project coordinator for a nutrition initiative in Lebanon added 

“obesity is a serious problem and people don’t know how serious it is” (S1P4). 

The stakeholders see that the Lebanese people tend to see obesity as excessive fatness, a 

stakeholder added “the Lebanese see obesity as being fat … they don’t see its effect on health” 

(S2P24). Also, the Lebanese population is unaware of the association between obesity and 

health issues, especially the chronic and non-communicable diseases. An interviewee said 

“They [the Lebanese people] don’t know its [the obesity] effect on diseases … on cancer … on fertility 

… because they are not aware of the consequences ... they don’t care about it” (S2P13).  

Two stakeholders, a schoolteacher, and a clinical dietitian (S2P6; S2P13) explained that due 

to their lack of awareness, parents let their children consume fried and processed food.  

I think the awareness problem … for parents … sometimes I see kids that are aged 2 years 

old eating French fries with their parents … I think that parents don’t have an awareness on 

the food type that their kids are eating … what matters to them is that they are eating and 

that’s it … they are not focusing on the food that makes them gain weight … and most of 

them are having iron deficiency because they are eating potato fries instead of protein and 

healthy food (S2P13) 
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Furthermore, two of the stakeholders in academia clarified that the lack of awareness is an 

issue especially for people who do not have a scientific educational background. The 

participant (S2P13) explained “You see engineering students they don’t have any basis on nutrition 

or health”, another participant (S1P1) added:   

It depends also on the background … if the person has a scientific background … especially in 

areas related to health they will be aware … but people who are not educated or educated 

in fields that are not related to health … they don’t know the consequences of obesity … they 

don’t take any action … so it goes back to awareness (S2P1) 

Stakeholders perceive that lack of health awareness has resulted in a society that perceives 

obesity as a body image issue rather than a disease, people have concerns about their body. 

A chairperson of the nutrition department of one of the Lebanese universities said: 

We have a lack of awareness … a lot of people still believe that obesity is not a disease … 

they think that it is a body image issue and what proves this is that if you survey dietitians 

and ask them when obese people come to their clinic to lose weight, is it out of concern for 

their health or out of concern for their looks? I am sure that most of them are going to tell 

you for their looks, they won’t tell you that they care about their health implications (S2P1). 

The stakeholders who have a nutritional background (S2P1) or dietitians (S2P9, S2P13) 

explained further that the Lebanese society suffers from body image distortions “the distorted 

body image that we have … we care about body image for getting the job, for being popular, because 

obese people are usually left behind … so it’s good and bad … because women stay in ideal body 

weight” (S2P1). They also believe that even if people have concerns about their weight, it is 

usually for body image concerns and for special events such as (e.g., weddings, summer…) or 

to fit in and be accepted in their social circles rather than having health concerns. Thus, their 

weight loss results are not permanent nor sustainable, a stakeholder said: “since they are not 

doing it for health reasons … they are not doing it for something permanent, they do it because they 

have a wedding, a trip and so on … if they do it out of concern for their health … it will be permanent” 

(S2P1) 

A participant explained that this is also for the young generations “for the teenage girls that 

come [to this dietitian’s clinic] who are 12 years old and obese, they come for body image issue … 
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there aren’t complications in health… they become lonely … Their friends don’t like them “(S2P9). 

Another interviewee added that when parents take their daughters to dietitians, they tell 

them that need to make their daughters’ bodies look better, a participant explained “when 

they bring a little girl to your clinic ... they say how can we make her body look better … they come for 

body image concerns more than health … because there is no awareness on these things …” (S2P13).  

The dietitians believe that people who perceive obesity as a disease are usually the ones who 

have non-communicable diseases and are referred by a medical doctor “people who are 

referred to me by medical doctors … they see it as a health issue … after getting concerned about their 

health …  but I think that in Lebanon it’s more of a body image issue” (S2P14). Another dietitian 

added “the adults come [to the dietitian’s clinic] for health concerns as they are referred by medical 

doctors because they have respiratory problems” (S2P9).    

Theme 3.   Piecemeal and ad hoc action     

Another theme that emerged from the data analysis is piecemeal and ad hoc action. In this 

theme three subthemes were identified i) a focus on awareness ii) nutrition related initiatives, 

iii) initiatives that are not targeted towards health.   

Many of the stakeholders recruited for this study have been involved in nutrition related 

initiatives in Lebanon (described in Chapter 3) such as Food Labelling Standards, the Lebanese 

Dietary Guidelines - the Cedar, The Non-Communicable Diseases Prevention and Control Plan 

2016-2020, the National Awareness Events by the Ministry of Public Health, and the Healthy 

School Initiative - Ajyal Salima, therefore they were able to share their experience in these 

initiatives.  

Subtheme 1: a focus on awareness  

When the key stakeholders were asked about the action that they are engaged in towards 

obesity prevention, most of the stakeholders in academia, healthcare and some in non-

governmental organisations have described that they have organised or have participated in 

initiatives that aim to raise awareness and to promote healthy eating and physical activity. 

These primary prevention activities were conducted in multiple settings at such as universities 

through “nutrition clubs” and community settings such as municipalities “we showed people 

how much sugar there is in different types of juices, chocolate … people used to think that these don’t 
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contain sugar … but when we showed them how much sugar there is … this has increased their 

awareness” (S2P13).  

At hospital settings, the initiatives aimed to provide anthropometrical measurement for 

obesity and additional nutrition education.  

We always have awareness campaigns related to obesity … Twice a year… World Obesity 

Day and World Diabetes Day … our aim is always to weigh people … calculate their BMI … 

take their waist circumference and inform them about obesity and the associated risks and 

how to eat healthy ... the portion sizes (S2P9). 

Furthermore, some of these awareness campaigns, were in collaboration between different 

sectors such as academia and local governments, academia and healthcare, non-

governmental associations and local governments, non-governmental associations and 

academia, as an example, a stakeholder from academia said: “we do a lot [awareness 

campaigns] … sometimes with municipalities …” (S2P2). In addition to public awareness 

campaigns in institutions and settings, one of the stakeholders explained that raising 

awareness is not limited to the general public, their involvement in research and the 

conferences held at their university aims to raise awareness on obesity prevention in Lebanon 

“at XXX [university] we organise conferences … every year we have conferences and we invite people 

… professionals … and the general public to highlight on the importance of nutrition including fighting 

obesity … so research and outreach activities” (S2P1).  

In addition, a committee member of a professional association for nutritionists and dietitians 

explained that they are involved in empowering dietitians and raising awareness in the 

general public “a part of our mission is to empower dietitians … we created the food guidelines … we 

also give awareness to the public on what they can eat or not … we also do a lot of conferences on 

weight management …” (S2P8). The Ministry of Public Health also organised annual events for 

childhood obesity prevention as well as non-communicable diseases prevention such as diabetes.  
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The stakeholder (S2P20) working at the Ministry of Public Health described the activities that they 

organised during one of the events that aims to raise awareness for childhood obesity. 

We organised an open doors event at the Ministry … we got nutritionists to work on stands 

… it was for all kids … they came and we taught them the difference between every food 

group … and the difference between healthy and not healthy … we worked also on things 

related to physical activity … we did a show and a theatre … and sports activities … Zumba 

and things that promote physical activity among children … distributed small brochures that 

they took them home (S2P20). 

Subtheme 2:  Nutrition related initiatives  

As part of the nutrition related initiatives, stakeholders from all sectors (S2P1; S2P5; S2P11; 

S2P17) showed that food safety, food contamination and foodborne illnesses are more of a 

concern than the nutritional quality of the food.  A participant who works with a public 

institution that sets food standards explained “There is a concern on food safety … safety is an 

issue so between safety and nutritional quality of what we are eating … people would go towards 

safety more … we have a problem with pesticide residues … antibiotics residues … you have a lot of 

microbiological contamination … pollution” (S2P5).  A board member of a civil society explained 

that “we focus on things related to the environment … as part of this we focus on food … last year we 

did a campaign to check whether the bread is contaminated or not … we conducted the tests … we 

found out that some contained cockroaches’ residues … and other things … we don’t know what we 

eat … so we sent our results to the specialised ministry to act” (S2P11). Furthermore, inspectors in 

municipalities and ministries focus on chemical and biological food contamination, a 

president of a municipality explained “the health inspectors in the municipality focus on everything 

related to health… the expired products … they take samples from food items … if it is contaminated 

… we close the shop … if we find expired products we confiscate and we report them” (S2P17).  

As for another initiative, the food labelling standards, a stakeholder explained that they have 

collaborated with the food industry and ministries to design standards for food labelling “we 

made sure that the food has labels on it because we believe that labels help in obesity prevention 

because you can’t hold a pack of food and not know how many calories are there … and fat … the 

food industry had they input … the ministries … agriculture … trade and health …” (S2P8).  



  

164 
 

However, a researcher raised concerns on the accuracy of nutrition labelling and explained 

“we conducted a study on gluten free products … we found out that 80% of the products are not 

gluten free … so if on gluten they are not that focused… they wouldn’t care about fat and calories …” 

(S2P1). He urges the municipalities and the inspectors in the concerned ministries to check 

for the accuracy of the food labels and the implementation of the standards “the inspectors 

should not only inspect good hygiene practices … they should inspect the accuracy of the nutrition 

facts” (S2P1).  

Subtheme 3: Initiatives that are not targeted towards health  

Stakeholders from non-health sectors such as municipalities, civil society and food industry 

described their involvement in some initiatives that, despite being targeted towards other 

social and community issues or personal interests, they could help in promoting healthy 

eating behaviours and physical activity. As an example, a president of one of the 

municipalities explained that they are working on improving the infrastructure, adding cycling 

lanes and improving the safety. Although this action motivates people to be more physically 

active, the municipality representative explained that it is their priority as it aims to reduce 

car use and improve the traffic issues.   

For cycling lanes … it is a very important topic for us because if people get used to bicycles … 

not only for sports … it is for reducing the use of cars … the bicycle has two roles … for health 

… and the other role is to reduce the number of cars and it is more affordable … especially 

that we live in this economic crisis … so if people be more aware and use the cars (S2P17). 

Another stakeholder (S2P16) explained that one of the municipalities in collaboration with a 

local non-governmental organisation and volunteers from private sector have organised 

football trainings and matches for children from public schools in very deprived areas of the 

city. These actions were targeted to building connections between the students, to help them 

grow healthy and reduce drug intakes in youth. Similarly, a board member of a civil society 

explained that they worked in one of the deprived areas in the North Lebanon and created a 

public sport facility as they perceive that pushing the youth towards physical activity reduces 

their risk of getting involved in illegal behaviours such as drug use. She explained:  
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We used to talk to guys from Tebbaneh [a deprived area in North Lebanon] about the things 

that could be done to reduce their involvement in drug use and illegal activities … so they 

said exercise could help … so we asked them what do you need? They said a sports facility … 

so we worked a lot on this, and the municipality helped us in doing so (S2P16). 

As for the food industry, they are involved in initiatives such as food labelling for personal 

interests as they need to export their products to countries overseas, a stakeholder explained 

“if any industry or producer is interested in exporting to Europe or the United States… he needs to 

address nutrition labelling …” (S2P7). Also, he added that nutrition labelling is needed for the 

food industrialists to meet the consumer needs and therefore to increase their sales “I was 

always trying to get some of these issues [food labelling] to the producer so he would understand that 

why it is needed ...  he can do better business …” (S2P7). 

Theme 4.   Call for action  

As a fifth theme that emerged from the thematic analysis is call for action. There are two main 

subthemes: i) the needed strategies and ii) targeting the youth.  

Subtheme 1: the needed strategies  

Despite being almost all already involved in awareness activities, most of the key stakeholders 

focused on the further need of raising awareness “it’s very important to raise awareness … 

and education”. A chairperson of a nutrition department at one of the universities explained 

“if you really want to have some changes … you should educate the people because when people are 

educated … they know how to confront their temptations” (S2P3). Moreover, the media is 

perceived as a source of nutrition knowledge for the public and thus in addressing obesity. 

Some interviewees suggested that educational strategies to be shared on media such as 

nutrition segments that include simple and short messages “healthy tips … simple tips that could 

reach everyone …” (S2P24). A dietitian gave an example that these messages could be aired on 

the television before the news “a lot of people like to watch these two minutes’ health tips that 

come before the news …” (S2P9). Moreover, several stakeholders explained that the youth is 

more likely to be influenced by social media more than television therefore there should be 

some social media campaigns “to target the youth … we need to work on social media” (S2P24). 

Also, stakeholders explained that celebrities and public figures could be engaged in these 

campaigns, a participant explained “all the celebrities could influence people through social media 
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… if XXX [a Lebanese singer] tells them how much she exercises every day and that she eats ... people 

will do like her” (S2P9). Therefore, awareness campaigns may be disseminated on social media 

platforms and on television to target all population age groups, a dietitian said “they have to 

make a campaign … something big … put it everywhere so people would see them” (S2P14).  

As for the actions other than raising awareness, most of the stakeholders discussed the 

importance of limiting media advertisements of fast and ultra-processed food through 

regulations and policies “in media … there should be more control …” (S2P9).   

Furthermore, several stakeholders called for strategies through municipalities and the 

Ministry of Interior and Municipalities to create “healthy cities” by improving the overall 

infrastructure and increasing public facilities for physical activity “the municipality could play a 

role … fix the roads … for the people to walk and increase the outdoor activities” (S2P24).  

Also, there is a need to increase the availability of healthy food at public and private 

institutions and settings, a participant explained “if they [employers] make healthy lunches more 

available … that would be great” (S2P9).  

Subtheme 2:  Targeting the youth   

Several participants (S2P1, S2P5, S2P6, S2P8, S2P9; S2P13) focused on childhood obesity 

prevention as they recognise that building healthy habits should start with the youth.  A 

stakeholder explained “I think that if you want to think about individuals, you should definitely start 

with children … if you don’t have healthy habits when you are a child you definitely don’t have healthy 

habits when you grow up” (S2P9). Thus, they focused on changing the school environment to 

promote healthy eating behaviours and physical activity “you can start with the school 

environment … any implementation of intervention should be as early as possible” (S2P9).  

They called for action at the different levels. First, selling healthy food options and limiting 

unhealthy ones “in the cafeteria we should sell healthier food … with a variety … and remove all the 

unhealthy ones” (S2P6). Second, physical education and promoting physical activity. Third, by 

hiring dietitians that monitor the students and raise awareness through nutrition education. 

A schoolteacher explained that the school should focus on nutrition education “sometimes we 

talk about healthy eating in some science lectures … but we don’t have a weekly lecture for this … I 

think if this could happen … it will help a lot” (S2P6). A clinical dietitian said, “it’s time for nutrition 
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to be in the curriculum … same as any subject they give them at school” (S2P24). She also added 

that schools should also provide nutrition education for teachers as well as the students “for 

the schools that are giving the students some nutrition awareness…they should also give the 

teacher…because teachers don’t have that knowledge” (S2P24). In addition, raising awareness on 

the level of the parents “we should raise awareness with the parents… because they are the ones 

who guide their kids … maybe we can do so through activities” (S2P6). A stakeholder from a non-

governmental organisation explained that “parents and schools are the most influencing bodies 

for the young person …” (S2P12).  

Several interviewees focused on the role of the government on initiating the action “the 

government has a role ... the ministries can make some decrees and rules for schools ...” (S2P10). A 

member of a municipality explained that the municipality can control the food environment 

at school as they can monitor the quality of the food sold in kiosks or cafeteria and showed 

her willingness to work on: 

I am responsible for the public schools … the problem is that they do not have healthy food 

… they sell crisps … I am collaborating with the head of the health committee in the 

municipality … so we decided to work on that … we can monitor the kiosks … I hope that we 

will be able to work on that project … we have it in mind (S2P16). 

A key stakeholder who worked on the healthy school initiative in Lebanon explained that for 

a successful obesity prevention in the youth, there should be some targeted action towards 

the school environment as well as the wider community and media “we should start with the 

healthy environment at schools … then move to a wider safer environment … for them at least to go 

to school walking … and advertisements should be really controlled” (S2P4).  Another stakeholder 

explained “today unfortunately … we are still seeing lots of advertisements … some of them are 

daring to send messages that the traditional diet is not tasty … and that children should eat nuggets 

and so … we should make some laws to stop this ...” (S2P20).  

Subtheme 3: multisectoral collaboration and a systematic plan    

While many of the stakeholders were individually engaged in some action that aim to raise 

awareness and prevent obesity or could influence the individuals’ eating behaviours and 

physical activity levels. The obesity prevalence is still on the rise in Lebanon (previously 
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discussed in chapter 3).  The stakeholders agreed that these activities did not lead to 

significant change as there is a lack of a systematic national plan and leadership from the 

government to address obesity in Lebanon.  

Since we don’t have a systematic approach… the change is not being achieved … 

unfortunately until now we haven’t seen a real effort to tackle obesity … all are individual 

efforts … and when you have individual efforts that are not under an umbrella where each 

party knows its role … they will stay individual efforts and will not lead to significant change 

(S2P1) 

All the stakeholders from the different sectors called for interventions at the national level 

through national programmes and policies “they should implement policies on the national 

level’ (S2P14). There is a call for decrees that support healthy behaviours “we need to have 

certain laws to support physical activity, to support healthy eating” (S2P5).  

Most of the key stakeholders agreed that to prevent obesity and promote healthier eating 

behaviour a systemic plan of action is needed and that coordination between different parties 

is essential. A participant explained that obesity is a multifactorial issue and cannot be tackled 

through one sector or ministry “this obesity problem is no more an issue that could be addressed 

through one ministry [the Ministry of Public Health]” (S2P15). Another participant explained “all 

it’s a very complicated problem that cannot be tackled by one entity … it should be a collective 

effort to reach the desired outcome” (S2P1).  

All the stakeholders agreed that this collective effort is needed from all the different 

stakeholders in the different sectors to prevent obesity in Lebanon “we have to have joint 

efforts” (S2P5) and “there should be a team effort … the ministries … the municipalities … 

universities” (S2P10).  A participant explained that “we need some work on the level of different 

ministries … the sports … interior and municipalities to have facilities … The Ministry of Public 

Health” (S2P15).   
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The stakeholder working at the Ministry of Public Health calls other ministries to work with 

them as their role is limited to raising awareness while other stakeholders have other roles. 

The Ministry of Education … stakeholders from universities … the municipalities … us as a 

Ministry of Public Health we have a responsibility, but our role is limited to awareness … In 

Lebanon what can we do? Nothing … but other stakeholders should work with us … the 

Ministry of Media should focus on advertisements … and other stakeholders (S2P20). 

Also, media is perceived as having a significant share of the responsibility and should be 

engaged in obesity prevention initiatives, a participant explained “so definitely working on 

engaging media is very important” (S2P12). Some stakeholders highlighted on the need to have 

a public body that engages all the different sectors and monitors and evaluates their actions. 

In this regard, a stakeholder from the Ministry of Public Health explained that she is working 

on a national plan for childhood obesity, she said “I am working on a plan for childhood obesity 

prevention … we are going to make a committee represented by the concerned ministries ... the 

universities … and other stakeholders that are in relation to implementing the national strategy to 

prevent obesity” (S2P20). 

Theme 5.   The healthcare system  

A major theme that emerged from the data analysis is the health system. This theme includes 

the following subthemes 1) hierarchy in the health system 2) disease treatment versus 

prevention. 

Subtheme 1: Hierarchy in the healthcare system  

It is very noticeable that several key stakeholders believe that the healthcare professionals 

have a main role to obesity prevention and that also there is a hierarchy in the health system. 

They perceive those medical doctors are the most important in the system. Also, the 

interviewees from a nutritional or dietetics profile perceive that there is a lack of coordination 

and referral system between medical doctors and the dietitians, which weakens the role of 

the dietitians.  
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 I know a lot of physicians who tell people ‘Don’t go to a dietitian just follow what I do’ … not 

always giving them the accurate information …  endocrinologists and cardiologists … some 

of the new doctors they refer patients to me because they think that it’s not their area of 

expertise and they would not know everything … but the old-fashioned doctors they want to 

do everything themselves … there is no system of referrals … you should pay commissions to 

the doctors for them to refer patients … I am not doing that, but a lot of people do it (S2P14)  

Even when discussing the nutrition awareness with a stakeholder representing an 

international non-governmental organisation (S1P12) about an initiative in the primary 

healthcare centers, she said that the physicians and nurses can give the nutrition information 

if the dietitian is not available “the physician can tell them what to do … there are many primary 

healthcare centres that offer [dietary] consultations … if they don’t have it … they have a nurse that 

can play a role in telling the people what to do …” (S2P12). Dietitians call for an increased 

collaboration between them and the other healthcare professionals such as medical doctors 

“the physician’s order can help a lot … medical doctors should give advice to patients to see a dietitian 

… usually they tell them eat this and that” (S2P9).  

Subtheme 2: Disease treatment versus prevention  

In addition to the hierarchy in the health system, the Lebanese healthcare system focuses 

more on medical treatments rather than primary prevention, a president of a non-

governmental organisation explained “we are oriented towards treatments rather than 

prevention” (S2P10). A stakeholder in an international organisation (S1P12) explained that 

they are monitoring a Non-Communicable Diseases Initiative at the primary healthcare 

centers, however the activities that the interviewee has described focus mainly on screening 

for non-communicable diseases “they have access to primary healthcare … so if they are 40 years 

old and above … they go directly screening for chronic conditions and if they do have chronic 

conditions … they receive a package” as well as tertiary prevention where they support in non-

communicable disease treatments “we support the essential medication … if they have these 

conditions they get the medication for free … for a very small price … subsidised prices … there are 

sometimes parts of this programme they can get the medication for free ... totally free” (S2P12).  
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Therefore, there is a need for re-directing health care professionals towards prevention “the 

doctors need to do more preventive medicine than curative medicine … in Lebanon we have more 

curative medicine than preventive … the preventive aspect in Lebanon is null … so if you do more 

preventive medicine … you will see better results” (S2P3). Several stakeholders from the 

healthcare sector perceive that a budget of the Ministry of Public Health is spent on the 

medical treatments and hospitalisation while it should also focus on nutrition “a big portion of 

the health care budget is spent on hospitalisation … we know really well that with good nutrition that 

hospitalisation can be reduced from 15 days to 7 days … they don’t think of it that way … I don’t know 

why” (S2P9). A participant explained that this is due to the limited budget and not everyone 

in Lebanon is fully covered for health services “to be honest obesity is a big problem, but Lebanon 

has bigger problems too… you have the problem with the social security … you can’t ask for these 

things …” (S2P8).  

 A key stakeholder perceives that the government is still not aware of the cost effectiveness 

of focusing on disease prevention rather than treatment “the government pays huge amounts 

of money on diabetes and hypertension … and so on … if we do a prevention for them and the 

government sees its cost effectiveness … they would understand … but the government doesn’t know 

its importance” (S2P14). During the interview with the stakeholder from the Ministry of Public 

Health, she explained that “for us in … we always have to have a budget [for projects] … we need 

funders … because in the Ministry of Public Health … our budget is not very big … and it is mostly spent 

on treatments not on prevention” (S2P20).   

Although most of the stakeholders perceive that health in Lebanon is skewed toward disease 

treatment rather than prevention. Yet, the stakeholder from the Ministry of Public Health 

explained that the newly appointed Minister of Health supports preventive strategies “the 

strategy of the new Minister of Health … he is working on prevention … we are working a lot here to 

prevent the problems … because we can honestly avoid them through prevention … of many diseases 

that we are having today” (S2P20).  
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Theme 6.   Political barriers  

The sixth theme is Political barriers. Three main subthemes emerged in this theme: i) 

government structure, ii) socio- economic barriers, iii) lack of public demand, iv) previous 

challenges.  

Subtheme 1: Government structure   

Also, different stakeholders described the government structure while discussing obesity in 

Lebanon. A stakeholder from a municipality explained that the municipality administration 

changes every several years and each time a new person comes in charge; he/she may delay 

or stop some initiatives that the previous administrators have established.  

In 2006 we planned the roads [ in a city in North Lebanon] and we made some pedestrian 

only streets … we set only two hours for cars per day for cars that contain products … all 

other cars were not allowed to pass by these streets … but too bad … this rule only remained 

until 2010 … after 2010 when the municipality administration changed … the rule is gone 

(S2P17). 

A participant also added there is always an issue with funding and that it is important that the 

action could be institutionalised and be sustainable to reach tangible results “when we want 

to do something there is always an issue of funding … if you want to do it once and it is successful how 

to institutionalise it … how are you going to make it sustainable …” (S2P12).  

Half of the stakeholders raised concerns on the implementation of the policies, a participant 

explained “in Lebanon it’s not the problem with drafting laws as much as with implementing laws 

...” (S2P1). A participant from an international non-governmental organisation explained that 

implementation of laws is difficult as it is difficult to make these laws interesting to the 

concerned stakeholders “sometimes you have a lot of laws … that take time to be issued … and 

when they are issued … they are not implemented … the implementation is quite hard and how to 

make it interesting for everybody …” (S2P12). The same interviewee also said that the 

government is unable to monitor the action of the different stakeholders as there is a lack of 

human resources that are responsible for disease prevention in the ministries “there is a dietary 

department at the Ministry of Public Health … but the department is engaged in a lot of things … and 

they only have one staff” (S2P12).  
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Subtheme 2: socio-economic barriers  

Most of the interviewees described political barriers to effective action to address obesity in 

Lebanon and that make obesity not a priority on the government’s agenda. The interviewees 

agree that Lebanon is facing several socio-economic and political problems, these include 

safety and security issues, refugees, pollution, political instability, lack of funding for 

strategies and programmes. A participant said: “you have the conflicting situation … the politic 

situation … the economic situation … that are really the main barriers …” (S2P12).  This socio-

economic and political situation makes healthy nutrition and physical activity not a top 

priority for governments to initiate action towards obesity prevention.  

Health is not a priority … we had wars in our country … so security is a priority… and when 

you look at the pollution that we are having … the garbage crisis we’re having … so talking 

about obesity is not a priority knowing that the rates of obesity are increasing dramatically 

in Lebanon … and we know that it is causing other diseases … (S2P1). 

When asked regarding policies for obesity prevention, due to the economic situation in the 

country, most of the key stakeholders were against taxation, a stakeholder explained “we 

might be able to reach it one day [taxation] … but not now … we can’t make it now due to the 

economic status of the country” (S2P20). A medical doctor and a former member of the 

parliament added “I don’t know if it’s acceptable … basically for me it’s something very hard to do” 

(S1P15). A dietitian explained “you can’t add taxations if the wages are very low… people need to 

eat things that are cheap … they don’t care if it’s healthy … you cannot tax if you have people who 

earn 600 000 LBP [ £300] per month …” (S2P24).  

Subtheme 3: lack of public demand  

Key stakeholders perceive that there is not enough action towards obesity prevention as the 

Lebanese citizens are not demanding action. An interviewee described the Lebanese citizens 

saying that “people ask for things they think are more important … until now we still don’t have full 

medical coverage …” (S2P13). They also perceive that the public is not pushing the government 

to put national strategies and policies for obesity prevention on the political agenda “the 

things that are basics are not available … so because they are not available … so healthy eating and 

obesity prevention is seen as a luxury” (S2P5).  
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A participant explained that it is a combination of both the lack of commitment from the 

government and the lack of support and demand for action from the public.  

Lack of government commitment and people are not health oriented … in other countries 

when you talk about health … people would listen because people care about their health … 

here people care about the traffic … about corruption … about garbage … so they don’t 

really care about health in general (S2P1). 

Subtheme 4: Previous challenges 

Several participants have described several challenges that they faced in multi-sectoral 

collaborations. A member from a technical committee for a public institution (that aims to set 

standards for industries) explained that they worked with the Ministry of Industry on some 

standards for food labelling in the Lebanese market and the division of the Ministries’ roles 

was challenging.  

These five standards … one of them on food labelling … one on nutrition fact labelling … they 

define the do’s and don’ts … what to put on a label … the application in the market is by the 

competent authorities … Ministry of Public Health … Ministry of Trade and Commerce … the 

problem is that the food system has lots of overlaps in tasks … each of these has a share of 

the control and this is challenging … I remember in one the meetings we were talking about 

who should give the approval for the health claim … which ministry … there was a grey zone 

… the Ministry of Trade and Commerce or the Ministry of Public Health (S2P5). 

Several participants perceive that municipalities are sometimes not aware of their important 

role to increase physical activity “municipalities have a role, but the problem is that sometimes they 

don’t know their role …” (S2P5).  An interviewee who worked on a healthy school initiative in 

Lebanon (previously discussed in Chapter 3) explained that in their programme they tried to 

involve the municipalities, however the local government was only helpful in organising events but 

they didn’t work on the built environment “we tried to get the municipality involved in making an 

obese friendly environment… the only thing that worked is when we organised big events… the 

municipalities participated… but walking tracks for school children… they didn’t do that” (S2P4).  
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A participant who worked in the food industry in the past and has a nutritional background 

explained that there is conflict of interests for the food industry “food industries are like any 

other business, they are money seekers they don’t care about the well-being of the consumers” 

(S2P1). Therefore, he focused the role of the government in following up with the food 

industries and supporting them to improve the nutritional quality of their products through 

incentives “there is a lack of follow up in terms of government when it comes to food industries … 

and at the same time the government doesn’t give any incentive to food industries that do efforts to 

reduce fat content or the caloric content” (S2P1). A stakeholder working at an international non-

governmental organisation explained that to engage with all the different parties, they should 

see their relevance and the benefits of their participation “You need to engage with the 

stakeholders … because if they don’t find relevance for them … they will not be engaged … they need 

to see tangible results … you should show them what are the benefits now … and what benefits you 

will have” (S2P12). 

6.2 Discussion  

Most of the key stakeholders recognised the burden of obesity and its high prevalence in the 

Lebanese society. They acknowledged that obesity prevalence in Lebanon is high and 

increasing steadily in all age groups (in children, adolescents, adults, and elderly). Data show 

that obesity prevalence in 2016 has reached 35% in adult women and 27% in adult men 

(WHO,2018) and is projected to reach 43.1% and 35.40% in women and men respectively by 

2025 (NCD risC, undated). The key stakeholders recognised that Lebanon is undergoing a 

nutrition transition, they agreed that the Lebanese population is facing a shift in dietary 

behaviours and physical activity levels. These perceptions are consistent with the literature 

on nutrition transition in Lebanon (presented in the third chapter of this thesis); which discuss 

the dietary shifts (Naja et al., 2011) and the physical inactivity (Chamieh et al., 2015; Sibai & 

Hwalla, 2010). In addition, the key stakeholders perceive the traditional foods as “healthy” 

but the Lebanese people are not following the traditional Lebanese diet anymore. 

Associations between the traditional diets and health benefits were shown in cross-sectional 

studies conducted in Lebanon (Issa et al., 2011; Jomaa et al., 2016). The key stakeholders 

described the shifts in physical activity levels and that the population is becoming physically 

inactive.  
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In this study, some of the interviewees described some social and economic aspects 

associated with nutrition transition and globalisation that were described in the literature 

(Basu et al., 2013; Popkin, Adair & Ng, 2012; Stuckler et al., 2012) such as the increased 

availability of fast-food chains and the international food marketing. A key stakeholder gave 

an example of an advertisement of a football player marketing fast food during the World Cup 

season and he explained that this advertisement would influence the eating behaviours of 

the Lebanese youth. Despite their roles in promoting physical activity, athletes have been 

critiqued in previous studies in other countries for promoting unhealthy eating behaviours in 

youth by endorsing energy dense food and soft drinks or being sponsored by the international 

fast-food chains (Bragg et al., 2013; Bragg et al., 2018). The technological advances and their 

roles in fostering sedentary behaviours and physical inactivity (Frenk et al., 2003) have also 

been identified in this study. In this regard, physical activity, its association with sedentary 

activities and technology have been investigated in cross-sectional studies conducted in 

Lebanon on different age groups: for example, pre-schoolers (Nasreddine et al., 2017), 

adolescents (Fazah et al., 2010) and adults (Mallat et al., 2016). As part of the nutrition 

transition and economic changes, the stakeholders discussed the effect of women’s 

employment on the families, especially stressing on the patriarchy in the Lebanese society, 

where families of the employed women were perceived to be relying on fast and convenient 

food rather than homemade meals. Furthermore, some of the stakeholders described those 

women are “forgetting their roles”. As discussed in the first chapter of this thesis, with the 

economic advances and urbanisation in low- and middle-income countries, more women are 

in paid employment, and their roles are no longer limited to being housewives and cooking 

(Pingali & Khwaja, 2004; Welch et al. 2009a; Welch et al., 2009b). However, women’s 

responsibilities have not been replaced or shared by their spouses (Welch et al., 2009a). 

Women ensure that daily meals are available for their family, yet they rely on more 

convenient food or meals that are cooked faster than the traditional ones (Pingali & Khwaja, 

2004). 

The key stakeholders agreed that there is a lack of a supportive environment that enables the 

Lebanese individuals to be physically active and consume healthy food. As part of the food 

environment, the key stakeholders have discussed the food environment and availability of 

unhealthy food in different settings such as schools, universities, and workplaces. 
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Furthermore, most of the interviewees perceive that “healthy food” is more expensive in 

restaurants. Also, the stakeholders have focused on the role of the media in negatively 

influencing the Lebanese individuals’ behaviours through advertisements of unhealthy food 

(e.g. fast food and soft drinks). Despite acknowledging and being aware of the “obesogeneity” 

of the environment, most of the stakeholders consider that obesity is mainly related to 

people’s personal choices, attitudes, lack of knowledge/health awareness, and behaviours. 

As described in the literature review chapter (chapter two), in the traditional biomedical 

model approaches, obesity was perceived as an individual responsibility where people were 

blamed for making unhealthy food choices or being considered “lazy” for not being physically 

active (Tesh, 1981). Several stakeholders from the healthcare sector (dietitians and a medical 

doctor) said that “people choose not to eat healthy” and or “to be physically inactive” and 

they put the blame on the people themselves. A key finding of this study is that several 

stakeholders from different sectors believe that even if the environment is obesogenic, 

people should be able to make the right food decision if they want to or have the “will”. 

Similar perceptions were seen in western countries such as the United Kingdom in 

Everybody’s Business report (Department of Health and Social Security, 1976), health issues 

such as obesity were described because of individual choices and behaviours. In addition to 

personal choices and responsibility, many stakeholders focused on the lack of nutrition 

knowledge and health awareness in the Lebanese society. Consistent with the results in a 

previous cross-sectional study by Mallat et al. (2016) on Lebanese adults where 75% of the 

study participants showed a lack of awareness of energy consumption as they were unable to 

estimate their caloric intake. In the same study, 45.56% of the sample were unaware of the 

association between obesity and cancer (Mallat et al., 2016). 

The stakeholders’ priority of action, the action they’re already engaged in and perceived 

barriers to effective action 

In this study, the key stakeholders acknowledged that the socio-economic and political 

situation is making obesity and health in general, not the top priorities for the different 

sectors. As described in chapter three (Lebanon context), Lebanon has been through many 

years of wars causing an unstable economic and political situation that leads to institutional 

and political weaknesses in terms of health and health promotion (RÉFIPS, 2012). This is like 

other low and middle countries where obesity is still not seen as a major public health issue 
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(WHO,2010). In addition, the Lebanese public is demanding basic needs such as electricity, 

waste management, traffic reduction and employment, so they are not pressuring the 

government to initiate action towards their health. For health promotion initiatives to be 

successful, the World Health Organisation (1984) recognised that important circumstances 

should be met such as having peace in the country and the satisfaction of simple population 

needs such as sufficient food and employment. These also should be coupled with 

government commitment and population demand (WHO, 1985).  

When the key stakeholders were asked about the action that they are engaged in towards 

obesity prevention, most of the stakeholders in academia, healthcare and some in non-

governmental organisations have described that they have organised or have participated in 

initiatives that aim to raise awareness and to promote healthy eating and physical activity. 

Some of these awareness campaigns were individually lead or in collaboration with another 

institution, organisation or sector (e.g. university collaborating with municipalities, 

universities with hospitals, non-governmental associations with the municipality). Also, many 

of the stakeholders showed concerns, felt responsible and targeted their efforts regarding 

food safety and hygiene rather than influencing the nutritional qualities of food. Similarly, a 

report by Davies (2019) in the United Kingdom, shows that environmental health 

professionals tend to pay close attention to food safety despite having a pivotal role in 

addressing obesity through influencing food choices and portion sizes. As for another 

initiative, the food labelling standards, a stakeholder from a public institution that sets 

standards explained that they have collaborated with the food industry and ministries to 

develop standards for mandatory food labelling (e.g. macronutrients and calories). As 

discussed in the literature review (chapter 2) of this thesis, critics of the labelling policies 

argue that these strategies place the responsibility on the members of the public for making 

a healthy food choice (Mozaffarian et al., 2018). Also, nutrition labels are beneficial for 

individuals who usually prefer to choose healthier products and need further clarification on 

the nutritional content of the food products to make an informed decision (Hawkes et al., 

2015).  A cross-sectional study shows that there a low awareness of the use of food among 

Lebanese people, where only 29.3% of them reported that they check nutrition labels while 

buying food items from the supermarket (Hassan & Dimassi, 2017). Therefore, there is a 

strong need to make the nutritional labels straightforward and not ambiguous so that all 
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segments of the population may be able to read and understand them (Lyn, Heath & 

Dubhashi, 2019). Moreover, a stakeholder from academia raised concerns on the accuracy of 

nutrition labelling and urges the municipalities and the inspectors in the concerned ministries 

to check for the accuracy of the food labels and the implementation of the standards. In this 

regard, a study conducted in Lebanon has shown that 19% of samples from products that 

were labelled as “gluten free” were contaminated with gluten and the researchers urged the 

governmental agencies and food industry to monitor the labelling of food products (Hassan, 

El Aridi & Bassil, 2017). 

Stakeholders from non-health sectors such as municipalities, civil society and food industry 

described their involvement in some initiatives that, despite being targeted towards other 

social and community issues such as those that reduce drug use, traffic, and pollution. Yet, 

the initiatives that they have described also promote healthy eating and physical activity. 

These examples show that the use of Health in all Policies (HiAP) or Whole-Government 

approaches are effective in engaging stakeholders from non-health sectors to initiate and 

implement strategies where there is a win-win situation (Freiler et al., 2013; Kickbusch & 

Gleisher, 2012). Khayatzadeh-Mahani et al. (2018) call for “co-framing of obesity” in a way 

that supports the policy priorities of the different sectors. Using these strategies for Lebanon 

seems to be promising as there are many socio-economic and political issues in the country 

that the different sectors and the public are focusing on. In this study, it is noticeable that 

several key stakeholders believe that healthcare professionals have the main role in obesity 

prevention and that also there is a hierarchy in the health system. They perceive that medical 

doctors are the most important in the system. Obesity prevention is often perceived as a main 

or exclusively a responsibility for the health sector, a South Australia Healthy Weight project 

shows that co-framing policies can help in addressing this issue as non-health sectors would 

see how making action can benefit them (Newman et al., 2016).  

Several participants discussed the healthcare system in Lebanon, they highlighted on the 

focus on medical treatment rather than prevention of diseases. Although most of the 

stakeholders perceive that health in Lebanon is skewed toward disease treatment rather than 

prevention. Yet, the stakeholder from the Ministry of Public Health confirmed that there will 

be more focus on disease prevention seems to be promising. However, she also said the 

budget of the Ministry of Public Health is spent on disease treatments and that funding is 
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needed for the obesity prevention programme. Naidoo and Wills (2009, p. 118) explained that 

governments are concerned about showing immediate results, therefore, they finance 

disease treatment and they become hesitant in financing prevention, which results may take 

time to be shown. Re-directing healthcare towards prevention is very important (WHO,1986).   

Furthermore, the participants described the “government structure” and showed that 

coordination between different sectors and recognising the role of each sector is sometimes 

challenging. Similar challenges of inter-sectoral coordination were discussed in a previous 

study in Lebanon (El Jardali et al., 2014). Furthermore, there is a lack of a body that monitors 

the action implemented by different sectors. Lancet reports on obesity (Swinburn et al., 2011; 

Swinburn et al., 2019) show that this is the case around the world as only a limited number 

of countries have effective monitoring systems. Popkin, Monteiro and Swinburn (2013) 

explained that limited support for action could be linked with limited financing for strategies, 

lack of collaborations between the different sectors and a low priority of action for obesity 

prevention. 

The stakeholders’ perceptions towards the action needed to prevent obesity in Lebanon 

As previously discussed, the key stakeholders described the lack of a supportive environment 

for physical activity and healthy eating as they described the aspects of the built environment 

(streets, recreation facilities and parks) and the food environment (unhealthy food availability 

in cafeterias and canteens, unhealthy food price versus healthy food price. Several 

stakeholders explained that local governments such as municipalities have key roles in 

promoting physical activity by improving the overall built environment. The necessity of 

creating healthy environments has been known since the Ottowa Charter in 1986 (WHO, 

Health and Welfare Canada & Canadian Public Health Association, 1986). In the UK, as an 

example of the role of municipalities/local governments in creating “healthy cities”, the paper 

“Tackling Causes and Effects of Obesity” (Local Government Association, 2015) highlights the 

strategies that local governments could implement to promote physical activity and healthy 

eating which include, but are not limited to, providing recreation facilities and collaborating 

with local employers and schools to improve the food availability on their premises. The 

stakeholders perceive that there is a need to increase the availability of healthy food at public 

and private institutions and settings. Several participants focused on childhood obesity 

prevention as they recognise that building healthy habits should start with the youth. Thus, 
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they focused on changing the school environment to promote healthy eating behaviours and 

physical activity.   

Despite being almost all involved in awareness activities, most of the key stakeholders 

focused on the further need of raising awareness in the general public and most of the 

participants from academia, healthcare, non-governmental organisations stated that they 

have organised or participated in events/lectures/conferences that aim to raise awareness on 

healthy nutrition and obesity in the Lebanese society.  In a cross-sectional study by Mallat and 

colleagues (2016), 67.3 % of the study participants strongly supported media campaigns led 

by the government that increase people’s awareness of the effects of obesity on health. 

Therefore, there is significant public support for such initiatives.  Several stakeholders 

explained that the youth is more likely to be influenced by social media more than television 

therefore there should be some social media campaigns to raise awareness and utilise it as a 

tool for disseminating health-related messages and nutrition information. In this regard, 

Naidoo and Wills (2009, p. 191) explain that mass media campaigns should be combined with 

other policy actions as media campaigns alone may not be enough for achieving behaviour 

change. As for the actions other than raising awareness, most of the stakeholders discussed 

the importance of limiting media advertisements of fast and ultra-processed food through 

regulations and policies. 

Despite weighing the responsibility on the individuals, all stakeholders agreed that to address 

obesity, there should be collaborations, joint actions, and coordination between the 

government and the different stakeholders from the health and non-health sectors. Some 

stakeholders explained that there is a lack of an entity that engages all the stakeholders in 

Lebanon. These results reflect the need to have a strategy that includes collaborative actions 

from all sectors rather than developing unidimensional interventions (Addy et al., 2015; WHO, 

2012b). A transparent dialogue between all parties to address obesity (Kovac, 2017) is 

needed.  

Similarly, in the UK, in Choosing Health: Making Healthier Choices Easier (Department of 

Health, 2004), although they have recognised that the accountability for initiatives ranges 

from the people to the political body, they focused on the individualistic approach to promote 

health (Naidoo & Wills, 2009, p.54). Similarly, Salas and colleagues (2017), argue that, in 

Canada, it is acknowledged that obesity is influenced by environmental factors, yet, the 
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strategies to address obesity are “framed in individualistic terms” focusing on that the 

people’s unhealthy behaviours are due to their inadequate nutrition knowledge or their 

inability to self-control. Although public health issues are usually targeted using one of the 

opposing approaches: “the systemic” approach that endorses government action for 

promoting health and “the individual” approaches (Lawrence, 2004). The implementation of 

initiatives that aim to prevent obesity generally focused on changing individual behaviours 

rather than targeting the obesogenity of the environment often hinder the progress in obesity 

prevention (Hawkes, 2013; Lachat et al., 2013). Yet, Roberto and colleagues (2015) explain 

that this opposition between the two approaches can hinder the progress for obesity 

prevention as the two approaches should each be acknowledged as the individuals are 

responsible for their wellbeing and the environment can help them to control their 

behaviours. The interaction between the individual and the environment should be 

acknowledged; the environment makes unhealthy food options widely available which 

influences their food choices and increases their request for these food items (Hawkes et al., 

2015).  Local governments started to join their actions (e.g urban planning, transportation) 

with health targets (Stair, Wooten & Raimi, 2008). To overcome the risk of being unable to 

deal with nutrition transition issues, well-established nutrition governance is required to 

respond to nutrition transition problems specific for each country (Sunguya et al., 2014).   

6.3 Strengths and limitations  

The first limitation of this study is that it does not include the perspectives of stakeholders 

working at all the different ministries such as the Ministry of Education and the Ministry of 

Trade and Commerce who play key roles in obesity prevention. Reaching representative 

personnel from these ministries was not possible. As for the strengths of this study, the 

literature review shows that little is known on the perspectives of key stakeholders towards 

addressing obesity in Lebanon. This study is the first to explore the barriers that slow the 

progress in addressing nutrition transition in Lebanon and subsequently to prevent obesity 

and obesity related non-communicable diseases. The use of a qualitative method to collect 

the data enabled the researcher to explore in depth the stakeholders’ perceptions towards 

obesity prevention and especially in the Lebanese context. The interview was semi-

structured; using probes enabled the researcher to delve into detail the topics related to the 

research aims and questions.  
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6.4 Conclusion  

The study results highlight on the priority of action towards addressing obesity, the barriers 

to effective and the action needed to prevent it in the Lebanese society. This study results 

serve as a guide for developing a guideline for interventions and public policy for addressing 

obesity in Lebanon, that will be discussed in Chapter 7 (General Discussion and Conclusion).  
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Chapter 7: General discussion and conclusion  
 

 

7.1 Introduction 

In the last two decades, worldwide, there has been a growing body of literature that 

recognises the different factors that influence eating behaviours and physical activity that go 

beyond the individual or individual agency (Butland et al., 2007; Swinburn et al., 2011). To 

target all these levels of influence, to achieve a population behaviour change and to address 

the obesity epidemic, a multi-sectoral approach is needed. This approach requires joint 

efforts from governments and the different social and economic sectors to develop and 

support action plans and enact policies (Gortmaker et al., 2011; IFPRI, 2015). The obesity 

prevalence in Lebanon is high (Chamieh et al., 2015; WHO, 2018), and strategies and policies 

to address obesity are still inadequate or lacking (WHO, 2014a). Therefore, there is much 

need to implement policies to address obesity in Lebanon and to develop evidence informed 

actions, a greater understanding of the context is important.  

Previous studies in Lebanon (Jomaa et al., 2016; Naja et al., 2011; Naja et al., 2015; 

Nasreddine et al., 2006; Nasreddine et al., 2014) investigated dietary behaviours and the 

shifts from traditional diets towards a “western” diet; also some studies investigated the 

correlation between dietary behaviours, physical activity and socio-economic factors with 

obesity (Chamieh et al., 2015; Nasreddine et al 2014; Nasreddine et al., 2017), using a 

quantitative approach; while the individual, social and environmental drivers of the 

obesogenic behaviours, also known as the “root causes” of these behaviours, were not 

explored.  Also, to the best of our knowledge no previous studies have explored the 

stakeholders’ perceptions towards obesity, the action needed to address it and the barriers 

to effective action.  Therefore, this PhD thesis was intended to explore the different factors 

on each level of influence on Lebanese adults’ eating behaviours and physical activity, and the 

policies that are needed to target each of these influences and the potential barriers to 

effective action, using the Socio Ecological Model (SEM) (McLeroy et al., 1988) as a conceptual 

framework (discussed in chapter 2). In addition, the thesis sought to explore the general 

position of key stakeholders towards obesity and their relevant contribution and their level 
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of priority in addressing it. This thesis has focused on an area that had not been explored in 

studies conducted in Lebanon and further exploration was essential for research. This PhD 

study is a significant contribution to knowledge as it could inform the development of 

strategies and policies to address obesity in Lebanon.  

The findings of the two studies were discussed each in chapters five and six. Therefore, this 

chapter generally discusses the findings of the two studies in the context of the current 

literature and it relates to the thesis general aims and objectives. In addition, it identifies the 

strengths and weaknesses of the overall design and finally presents recommendations for 

policy, research, and practice.  

7.2 General discussion  

7.2.1 Understanding the stakeholders’ and the Lebanese adults’ perceptions 
towards obesity and its health implications.  

This PhD thesis sought to explore qualitatively the perceptions of Lebanese adults (study 1) 

and key stakeholders (study 2) towards obesity. Most of the key stakeholders agree that 

obesity prevalence, especially childhood obesity, is increasing in Lebanon and that it has 

major implications on individuals’ health. However, the Lebanese adults (study 1) and the key 

stakeholders (study 2) agree that obesity is seen by the public as a body image issue more 

than a health issue. Moreover, most of the participants of the two studies perceive that the 

Lebanese society’s perceptions towards obesity are linked to a lack of awareness towards the 

health consequences of obesity. As seen in the first chapter of this thesis (background), 

obesity is identified as an illness by the World Health Organisation (2016c). Also, obesity is a 

risk factor for other diseases; individuals who have a high body mass index are at a higher risk 

of developing musculoskeletal illnesses (Feng et al. 2016; Shiri et al., 2010) and non-

communicable diseases such as: diabetes, cancer and cardiovascular diseases (Eastern 

Mediterranean Region Obesity Collaborators, 2017; Kim et al., 2016; Yao et al., 2017). 

Perceptions towards obesity as a health condition or a disease risk factor have a significant 

influence on the development and success of obesity prevention strategies; Visscher and 

colleagues (2017) argue that obesity prevalence will keep on rising in a population when the 

public and/or key stakeholders do not perceive its serious health consequences. Also, 
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according to the Health Belief Model, people are most likely to act to change their condition 

when they perceive the health impact as high (Rosenstock, 1966).  

7.2.2 Understanding the Lebanese adults’ perspectives towards the factors 
that influence food choice and physical activity level versus the key 
stakeholders’ perspectives.  

In the first study of this thesis, the Photovoice method was used to engage Lebanese adults 

to identify the factors that positively and negatively influence their food choices and level of 

physical activity, using the Socio-Ecological Model (SEM) as a theoretical model (Green, 

Ritchard & Potvin, 1966; McLeroy et al., 1988; Stokols, 1996; Strack et al., 2010). The socio 

ecological model illustrates the different factors that influence individuals’ health behaviours 

on the individual, interpersonal, community, and policy levels (McLeroy et al., 1988). In this 

regard, the study findings show that the Lebanese adults’ food choices and physical activity 

level were influenced by different factors on different levels of the Socio-Ecological Model. 

Moreover, there is much evidence that the social and cultural contexts and environment that 

populations live in, directly influence their dietary behaviours and physical activity levels 

(Harrington & Elliot, 2008; Ross et al., 2007). Therefore, this thesis is constructed within the 

Lebanese social and cultural context. Culture is defined by Caperon and colleagues (2019) as 

“a shared system of meaning that is adaptive and always changing”.  Although this PhD 

research aims to inform strategies and policies to address obesity in the Lebanese social and 

cultural background, it is important to recognise that change is happening in Lebanon, 

especially in the younger generation, where the population is shifting towards a westernised 

lifestyle, by adopting more western values in respect to food.  

On the individual level of the socio ecological model, the participants described food 

preferences, smoking, biological factors, psychosocial factors, occupation, and perceived time 

constraints as determinants of their food choices and physical activity levels. On the 

intrapersonal level, social commitments, socio-cultural norms (e.g. meal and plate sharing), 

social support and role models, and the female figures in the family (mothers and wives) 

exerted positive and negative influence on the quality and quantity of the food consumed.  

While on the community, organisational and macro environment levels, the study 1 

participants showed how the unaffordability, inaccessibility and unavailability of healthy and 

nutritious food, and the abundance and mass marketing of the unhealthy options (on 
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billboards, television and social media) were barriers to healthy food choices in their 

environment. As for the built environment, the unsafe infrastructure and lack of facilities 

were barriers to physical activity for some individuals. In contrast, the good weather and 

nature (mountains and beach promenade) were perceived as opportunities for physical 

activity. Most of these factors have been identified in other countries/contexts as influencing 

food choice and physical activity level. Evidence shows that populations adapt their 

behaviours based on their surrounding environment (Magnusson, 2010).  These broader 

factors, at the community or macro-economic level of society, influence people’s behaviours 

and decisions (Popkin, Duffey & Gordon-Larsen, 2005). These different factors were discussed 

in detail and in relation to the existing literature, in the Eastern Mediterranean Region and 

worldwide, in Chapter 5 (section 5.6). 

As for the key stakeholders’ (study 2) understanding towards obesity determinants, they were 

able to acknowledge some aspects of the “obesogenic environment” such as lack of healthy 

food in different settings such as schools, universities, and workplaces; the abundance of 

“cheap” unhealthy food options; the lack of public facilities for active childhood play and for 

adults to engage in physical activity. Also, there was a main emphasis on the school setting as 

important to shaping the students’ dietary behaviours and physical activity. However, for 

most of the stakeholders (civil society, municipality, healthcare), except for some 

stakeholders from academia, there was a main emphasis on the individual and behavioural 

factors leading to excess body weight, blaming the population for choosing to consume 

energy dense food and to be physically inactive due to being “lazy” and focusing on “self-

efficacy” by considering that even if the environment is obesogenic, the individuals should be 

able to control their behaviours and make the right decisions. Self-efficacy is central in the 

social cognitive theory that focuses on the ability or confidence to control one’s behaviours 

despite the barriers that they face (e.g. time constraints) (Bandura, 1997). As described in the 

literature review chapter (Chapter Two), the traditional medical model focuses on 

unidimensional behaviour change models and theories (e.g. social cognitive theory) that 

explain the role of individual agency as most important in controlling behaviour. The 

traditional thinking towards obesity has been critiqued for neglecting the other factors 

contributing to these behaviours (Adler & Stewart, 2009).  
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7.2.3 Identifying the action needed towards addressing obesity from the 
participants’ perspective versus the action that the stakeholders are  
already engaged in and the action that they perceive are needed.  

After identifying the different factors that influence their eating behaviours, the Lebanese 

adults (study 1) were asked to suggest action they perceive as needed to overcome the 

barriers to healthy eating and physical activity. The study 1 participants suggested several 

strategies (Chapter 5, Table 5.2) that mainly aim to raise awareness on the health 

consequences of obesity, increase healthy food availability and affordability, limit food 

marketing, increase the availability of free/affordable and safe facilities that promote physical 

activity. These several factors could be tackled through the implementation of “hard” policy 

measures, the main ones include food marketing regulations, fiscal measures, increasing 

healthy food access, food industry engagement, and better food labelling (WHO, 2013b; 

WHO, 2016a). The different policy areas that are transferable to the Lebanese context are 

discussed in the next section of this chapter.  

As discussed in the previous section of this chapter, although the key stakeholders (study 2) 

described obesity as a “problem” in Lebanon, and agreed that the obesity prevalence is 

increasing, identified several factors related to the nutrition transition (e.g. globalisation, 

international food marketing, modernisation) and the obesogenic environment (abundance 

of ultra-processed and junk food, healthy food price versus unhealthy food price, food 

marketing and advertisements), yet, they mainly focused on the role of the individuals in 

controlling their behaviours. When asked about the action that they’re already engaged in to 

address obesity in Lebanon (study 2), most of the stakeholders have developed or have 

participated in “unidimensional” strategies, which aim to encourage the individuals to change 

own behaviours without addressing the underlying drivers of their behaviours, such as: 

national campaigns that aim to raise awareness on healthy eating and physical activity; 

developed the dietary guidelines; worked on the nutrition labelling guidelines (mandatory 

food labelling such as total calorie, fat and protein content in food, and regulations on food 

claims); except for the stakeholder who worked on the project that aimed to target the food 

environment in public schools (all of these initiatives were summarised and discussed in 

chapter 3). From the Review of the existing strategies (chapter 3) and the findings of the two 

qualitative studies, different limitations of these strategies could be identified.  
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In the “The Non-Communicable Diseases Prevention and Control Plan (NCD-PCP) 2016-2020”, 

that was developed by the Ministry of Public Health with the support of the World Health 

Organisation and representatives of different organisations and institutions to prevent and 

control non-communicable diseases in Lebanon (MoPH, 2016), one of the Lebanese Strategic 

Objectives (LSO 2), focused on non-communicable diseases prevention and public health 

policy and called for engaging policy action in import, production, and marketing of unhealthy 

food. To date, end of 2020, to the best of our knowledge, no published documents show any 

policy action that is implemented regarding regulating import, production, or marketing of 

unhealthy food.  

As for the national awareness campaigns for obesity:  The Lebanese National Awareness 

Campaign to Prevent Obesity and Kidney Disease, (MoPH,2017); The Lebanese National 

Childhood Obesity Awareness Campaign (MoPH, 2018), The National Awareness Campaign on 

Obesity (MoPH, 2019) and other smaller scale individually lead awareness events (discussed 

by the key stakeholders in chapter 6). These yearly national campaigns aimed to raise 

awareness of the health consequences of obesity and how to prevent it. The latest national 

strategy included activities in different communities such as measuring body mass index, 

sharing health and nutrition information related to obesity, and answering the people’s 

questions (MOPH, 2019). Evidence shows that education and awareness campaigns may 

increase the individuals’ knowledge and, for example, help them differentiate between 

healthy and non-healthy food and estimate their portion size (Small et al., 2013). However, it 

could be argued that the budget spent by multi-national and international food industry to 

market their “energy dense” products is far beyond the budget spent on such campaigns, 

thus, these campaigns cannot alone stop the food industry influence on eating behaviours 

(Visscher et al., 2017). Also, we could argue that these national campaigns (MoPH, 2017; 

MoPH, 2018; MoPH, 2019) are run for a short period of time compared to the advertisements 

and marketing of the food industry that are run throughout the year.  

As for another initiative, the food labelling initiative, most of the Lebanese Labelling Standards 

(LIBNOR, 2017a; LIBNOR, 2017b; LIBNOR, 2017c; LIBNOR, 2017d) (summarised in chapter 3) 

are related to the mandatory food labelling which aims to regulate the claims on food 

products (no food product should be described in misleading or deceptive manner) and to 

provide guidance on mandatory nutrition labelling (labelling of carbohydrates, protein, total 
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fat, saturated fat and salt, energy (Kcal) per serving and the number of servings per pack). 

While these standards aim to protect the consumer from deceptive claims, these standards 

may not help the Lebanese population choose healthier products. As discussed in the 

literature review, critics of the labelling policies argue that these strategies place the 

responsibility on the members of the public for making a healthy food choice (Mozaffarian et 

al., 2018). Also, nutrition labels are beneficial for individuals who usually prefer to choose 

healthier products and need further clarification on the nutritional content of the food 

products to make an informed decision (Hawkes et al., 2015). Also, it is reported there a low 

awareness of the use of food labels while buying food at the supermarket among Lebanese 

people (Hassan & Dimassi, 2017). Therefore, there is a strong need to make the nutritional 

labels straightforward and not ambiguous so that all segments of the population may be able 

to read and understand them (Lyn, Heath & Dubhashi, 2019). Moreover, a stakeholder from 

academia raised concerns on the accuracy of nutrition labelling and urges the municipalities 

and the inspectors in the concerned ministries to check for the accuracy of the food labels 

and the implementation of the standards.  

Similar to the findings of the second study of this thesis, Salas and colleagues (2017), argue 

that, in Canada, it is acknowledged that obesity is influenced by the environmental factors, 

yet, the existing strategies to address obesity are “framed in individualistic terms” focusing 

on the views that the people’s unhealthy behaviours are due to their inadequate nutrition 

knowledge or their inability to self-control.  Evidence from developed countries shows that 

one of the challenges to the implementation of “hard” policies is the limited political interest 

to act (Baum et al., 2014). This limited political interest to act is rooted in the approach that 

obesity is an “individual responsibility” (Huang et al., 2015).  This approach favours actions 

that aim to educate the individuals to choose healthy food over ones that aim to create an 

enabling environment for healthy behaviour. Evidence from western and developed 

countries, who had undergone the nutrition transition before low-middle income countries, 

shows that the traditional “unidimensional strategies” that did not cover the different factors 

that promote excessive energy intake and reduced physical activity did not lead to significant 

improvements in the individuals’ health outcomes and were unlikely to be sustainable (Egger 

& Swinburn, 1997; Garner & Wooley, 1997; Kayman, Bruvold & Stern, 1990). However, 

evidence shows that action targeted towards informing and motivating populations to change 
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behaviours is less likely to lead to a change in behaviour if the environment remains 

obesogenic (Magnusson, 2010).  Roberto and colleagues (2015) explain the interaction 

between the individual and the environment should be acknowledged; the environment 

makes unhealthy food options widely available to individuals which influences their food 

choices and increases their request for these food items (Hawkes et al., 2015).  Therefore, the 

Lebanese key stakeholders’ and government’s soft policy actions should be complemented 

with ‘hard policies” that target the environment (the different policy areas are discussed in 

the next section of this chapter).  

7.2.4 Identifying the barriers to effective action for obesity prevention  

Different barriers to effective action were identified by the key stakeholders (study 2).  A first 

barrier to effective action that was identified is the lack of public demand and policymakers’ 

low priority of action. Key stakeholders acknowledged that the socio-economic and political 

situation is making obesity and health in general as not in the top group of priorities for the 

different sectors. As described at the beginning of this thesis, in the Lebanon context section, 

Lebanon has been through many years of wars causing an unstable economic and political 

situation that lead to institutional and political weaknesses in terms of health and health 

promotion (RÉFIPS, 2012). This is like other low- and middle-income countries where obesity 

is still not seen as a major public health issue (WHO,2010). In addition, the Lebanese public is 

demanding basic needs such as electricity, waste management, traffic reduction and 

employment, so they are not pressuring the government to initiate action towards their 

health. For health promotion initiatives to be successful, the World Health Organisation 

(1984) recognised that important circumstances should be met such as having peace in the 

country and the satisfaction of simple population needs such as sufficient food and 

employment. These also should be coupled with government commitment and population 

demand (WHO, 1985). 

Another barrier to effective action that was identified is the lack of leadership from the 

government to initiate multi-sectoral action and implement a national plan to tackle obesity.  

The study participants (study 2) described the “government structure”, the stakeholders 

showed that coordination between different sectors and recognising the role of each sector 

is sometimes challenging. Similar challenges of inter-sectoral coordination were discussed in 

a previous study in Lebanon (El Jardali et al., 2014). Also, the Lebanese Strategic Objective 1 
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in “The Non-Communicable Diseases Prevention and Control Plan (NCD-PCP) 2016-2020”, calls 

for multi-sectoral cooperation between health and non-health sectors. However, it 

acknowledges that the cooperation of health and non-health stakeholders is a challenge in 

Lebanon (MoPH, 2016).  

Also, the key stakeholders discussed the lack of funding, limited human resources, and a lack 

of a body that monitors the action implemented by different sectors. Furthermore, reports 

on obesity (Swinburn et al., 2011; Swinburn et al., 2019) show that this is the case around the 

world as only a limited number of countries have effective monitoring systems. Popkin, 

Monteiro and Swinburn (2013) explained that limited support for action could be linked with 

limited financing for strategies, lack of collaborations between the different sectors, and a 

low priority of action for obesity prevention. 

7.3.1  Recommendations for policy  

7.3.1.1    Supporting “Health in All Policies” approach in Lebanon   

As discussed in the previous section, the stakeholders (study 2) acknowledged that the socio-

economic and political context are not making obesity and disease prevention not a top 

priority for the government and the different sectors. The key stakeholders gave examples of 

initiatives but that they were involved in that were not targeted towards health but have 

effects on obesity determinants, for example: improving the physical aspect of the city 

(infrastructure) to encourage people to walk or cycle and therefore to reduce the traffic and 

pollution; implementing food labelling standards so the food industries could export their 

products to foreign countries or tailor them based on the consumers’ need to increase their 

sales; engaging the youth in deprived areas in physical activity/sports teams to shift them 

from participating in illegal behaviours. Therefore, it is recommended for Lebanon to adopt a 

Health in All Policies Approach (HiAP) to engage stakeholders from non-health sectors to 

initiate and implement strategies where they could find a “win-win situation” and to “co-

frame” obesity in a way that supports the policy priorities of the different sectors (Freiler et 

al., 2013; Khayatzadeh-Mahani et al., 2018; Kickbusch & Gleisher, 2012).  

7.3.1.2 Policy areas  

As seen in the literature review chapter (chapter 2), to prevent obesity globally, in 2013, the 

WHO developed the Global Action Plan for 2013-2020 (WHO, 2013a) and the Non-
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Communicable Diseases Global Monitoring Framework (WHO, undated, a) which include 

different goals for adults and adolescents such as: no increase in obesity prevalence between 

2010 and 2020. These global action plans advocate for a systems-oriented approach and show 

that initiatives to improve dietary behaviours and physical activity levels should address its 

main causes across all sectors (WHO, 2013a; WHO, 2016a). Therefore, policymakers should 

develop policies that target all the different levels of influence (e.g. education, portion size, 

food advertisements and the overall built environment to promote healthy behaviours) and 

the action should be sustainable (Dobbs et al., 2014; Gortmaker et al., 2011; Institute of 

Medicine, 2012; Seidell & Halberstadt, 2015). From the findings of the first study (Photovoice) 

of this thesis and based on the evidence from countries that implemented obesity related 

strategies and policies (chapter 2- Literature review), several key policy areas could be 

transferred to the Lebanese context.  

➢ Policy area 1: Raising awareness  

The findings of the two studies show that there is a lack of awareness of the health 

consequences of obesity. The participants of study 1 suggested that people should be 

motivated to consume healthy food and be physically active by raising awareness on the 

health consequences of obesity through awareness (e.g. on the television). However, the 

participants suggested that these campaigns should be carefully tailored to avoid the increase 

of stigma towards obesity.  As seen in the literature review chapter, media may influence food 

choices. Media campaigns, on television, social media, and billboards, that aim to raise 

awareness on the health impact of overweight and obesity, healthy eating, and physical 

activity are implemented to encourage populations, or some population groups, to adopt 

healthier behaviours (Kornfield et al., 2014; Wakefield, Loken, & Hornik, 2010). These mass 

media campaigns indicated that they could influence population knowledge and attitudes, 

yet evidence related behaviour change was limited (Kite et al., 2018). However, most of these 

media campaigns aimed to target population behaviours and did not target the drivers of 

these behaviours (Kite et al., 2018), therefore, to achieve behaviour change these awareness 

campaigns should be complemented with policies that target the other “influences”.  
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➢ Policy Area 2: Fiscal measures - Subsidise healthy products and taxation on unhealthy 

food  

The participants of the two studies perceive that healthy food options are more expensive 

than “junk food” and fast food. The participants of the first study explained how the food 

price is a barrier to healthy eating behaviours. The participants of the first supported subsidies 

measures to reduce food price:   reduce the price of healthy/light products (e.g. low-fat dairy 

products) to match the unhealthy ones (e.g. full fat dairy products).  

Evidence shows that the price gap between healthy food and junk food could be reduced 

through taxation and subsidies. It can motivate people to choose nutritious options by 

decreasing the price gap between unhealthy and healthy products (for example sugar 

sweetened beverages and milk) so they would make a choice that is not influenced by the 

price of the product (Buhler et al., 2013). To decrease the economic implications of these 

measures and to maximize their health benefits, tax revenues may be used as incentives for 

food industries and agriculture to decrease the cost of nutritious food (Mozaffarian et al., 

2018; Olsho et al., 2016; USDA, 2016). Evidence from systematic reviews and meta-analyses 

show that adding a tax on sugar sweetened beverages or “junk” food may, and subsidising 

healthy food may help in preventing the increase of obesity prevalence as it may decrease 

populations’ net energy consumption or dietary behaviour (Nakhimovsky et al., 2016; Thow, 

Downs & Jan, 2014). Also, taxation can impact manufacturers and encourage them to 

reformulate their products to avoid the increase of their product price (Cawley & Wen, 2018). 

Some may argue that for geographically small countries it is worth taking into consideration 

that taxes may not be effective due to cross-country shopping (Cawley & Wen, 2018). 

Although Lebanon is a geographically small country, it is not affected by cross-country 

shopping like the case of Denmark and Germany (Smed et al., 2016), as the neighbouring 

countries to Lebanon are not easily accessible by car for the population due to political 

tensions or wars; the political tensions between Lebanese and Israel and the ongoing civil war 

in Syrian. As for some recommendations concerning taxation: taxing several types of products 

so people would not select a not so healthy alternative that is not taxed and to make the taxes 

increase relative to the total amount of sugar in a drink, and not to tax “diet drinks” as it may 

motivate industries to reformulate their products (Cawley & Wen, 2018).  
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➢ Policy Area 4: Limiting marketing of fast food 

The participants of the two studies perceive that excessive food marketing of unhealthy food 

on billboards and television negatively influences individuals’ behaviours, especially 

advertisements in which celebrities and athletes are sponsored. In this regard, the WHO has 

advised that advertisement of unhealthy food targeted towards children should be limited 

(WHO, 2012a). In a report on addressing childhood obesity, the former Chief Medical Advisor 

for England recommends health policies that could be beneficial to health but do not cause 

much harm to the private sector such as allowing “private sector sponsorship of major 

sporting events, facilities and stars, but only allow advertising and sales of their most healthy 

products on site” (Davies, 2019). It should be noted that the Lebanese population is influenced 

by western countries, and by international marketing campaigns, similar to other developing 

countries. Therefore, restrictions on unhealthy food marketing should be a priority and 

require joint actions across-countries. Furthermore, as seen in study 1, advertisements are no 

longer limited to televisions and billboards, food is now advertised on social media. The 

marketing of unhealthy food on social media is an area that does not get enough attention in 

national plans and research studies. Policymakers and researchers are urged to explore 

options on how to limit social media advertisements.  

➢ Policy Area 5: Increasing opportunities for physical activity  

As seen in the first study of this thesis, women are not feeling safe to walk in many areas due 

to lack of safety is linked to the lack of security measures (fear of harassment or hearing 

adverse comments). Participants (study 1) suggested that local government such as 

municipalities and police should increase their safety measures to encourage them to be 

physically active. A review conducted by Foster and Giles-Corti (2008) identifies that 

qualitative inquiries show that individual concerns are perceived as barriers to walking, yet, 

quantitative research shows that the association between safety and limited physical activity 

is inconsistent.  It is recommended that strategies to increase physical activity should 

encourage people to see their cities as beautiful places to reside, in addition to increasing 

safety measures to increase inhabitants’ perceived safety (Belon et al., 2016a). This could be 

achieved by increasing social activities and events to reinforce community bonds (Belon et 

al., 2016a). This proposed strategy is reasonable for Lebanon as the participants focused on 

social influences on physical activity such as joining fitness classes with other people. Also, 
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when they suggested that local governments should increase events that increase physical 

activity. 

Another factor related to city safety that the participants (study 1) have discussed is the lack 

of safe infrastructure for outdoor activity such as the lack of cycling lanes and pavements, no 

traffic lights or pedestrian crossing lanes, limited street lighting. As seen, in the second study 

(stakeholders’ interviews), municipalities’ and local governments’ main concern is to reduce 

traffic and pollution. These changes in the overall built environment can promote physical 

activity and could be integrated in the existing municipality, as well as the Ministry of Interior 

and Municipalities, plans to reduce traffic. This may be one of the examples in which the 

Health in All Policies (HiAP) could be effective.  

Also, the sedentary work, and inability to exercise due to long shifts at work and time 

constraints were discussed by the Lebanese adults (study 1). The study participants proposed 

establishing sports teams for the employees to encourage them to be physically active.  

➢ Policy area 6: Addressing food availability in public and private settings 

The participants of the two studies discussed the unavailability of healthy food in settings 

such as workplaces, schools, and universities.  The Lebanese adults (study 1) call for an 

increase in the availability and affordability of ready to eat healthy food in work/university 

cafeterias and for reduction of unhealthy food in vending machines at worksites/universities. 

In this regard, national and settings-based policies could be implemented to modify the 

quality of the food sold in cafeterias and vending machines (Driessen et al., 2014; Gemmill & 

Cotugna, 2005).  Also, as part of the Lebanese adults’ recommendations (study 1), the 

participants requested the inclusion of kitchen facilities (fridge and microwave) in worksites 

so people can refrigerate and re-heat homemade food. 

7.3.2 Recommendations for policy implementation and practice 

The findings of this study have several practical implications. This section will present 

different recommendations for practice to facilitate the implementation of policies to address 

obesity in Lebanon.   
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7.3.2.1 The recognition of obesity as a disease, strengthening the public, stakeholders’, and 

policymakers’ support towards obesity prevention strategies and shifting the 

healthcare system in Lebanon towards obesity and non-communicable disease 

prevention 

As discussed in the first section of this chapter, the Lebanese adults (study 1) and the key 

stakeholders (study 2) agree that obesity is seen as a body image issue more than a health 

issue. Also, the study 2 findings show that although the healthcare system in Lebanon is 

mainly focusing on disease treatments rather than prevention, it has been shown that there 

is, amongst stakeholders, limited prioritisation of action and a lack of public demand towards 

obesity prevention.  The Ministry of Public Health’s budget is spent on disease treatment and 

funding is needed to implement disease prevention strategies and campaigns. Yet, the 

stakeholder working at the Ministry of Public Health added that the newly (then) appointed 

Minister of Public Health supports preventive strategies. However, she also said the Ministry 

of Public Health’s budget is spent on disease treatments and that funding is needed for 

obesity prevention programmes. In this concern, Naidoo and Wills (2009, p. 118) explained 

that governments are concerned about showing immediate results, therefore, they finance 

disease treatment and they become hesitant in financing prevention, the results of which may 

take time to be shown. Evidence shows that, in the past, policymakers and public health 

specialists were instructed that investing in prevention strategies is not advantageous, as such 

interventions are costly and the illnesses are just delayed instead of being “prevented” or 

stopped (Fries, 1980).   

Re-directing healthcare towards prevention is very important (WHO,1986). The recognition 

of obesity as a disease, its impact on health, and that obesity prevention would be cost 

effective for the government and the Ministry of Public Health, is important to enabling 

obesity prevention strategies (Visscher et al., 2017).  Re-direction and reforms in the 

healthcare system are needed to increase the focus towards disease prevention (WHO, 1986). 

Advocacy and demand for action are required to overcome the “policy inertia” in Lebanon 

(Mozaffarian et al., 2018). Therefore, strengthening the public, stakeholders, and the 

government support towards obesity prevention strategies is much needed.  

On the level of the policymakers, this could be achieved by showing governments how the 

financial and health burden of obesity could be reduced by implementing policies (WHO, 
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2014b). While on the population level, raising awareness on the importance of maintaining a 

healthy body weight to avoid illnesses is essential (WHO, 2014b).  While for the medical 

sectors, there should be an increased focus on disease prevention in the healthcare 

professionals’ curriculums. Also, as discussed in the first section of this chapter, the budget of 

the multinational food industry and their expertise in marketing is far beyond the Ministry of 

Public Health resources for educational campaigns, therefore, the government is urged to 

understand the need to tackle the issue by implementing “hard” policies rather than rely on 

awareness campaigns.  

7.3.2.2 Addressing food safety and food quality simultaneously by raising awareness on the 

potential role and contribution of different stakeholders. 

Many of the stakeholders (municipality, professional associations, non-governmental 

associations) showed concerns, felt responsible, and targeted their efforts regarding food 

safety and hygiene rather than influencing the nutritional qualities of food. While food safety 

is a public health issue that could not be disregarded; food safety and food quality could be 

addressed simultaneously (Chan, 2015; United Nations, 2015a). A report by the former Chief 

Medical officer in the United Kingdom (Davies, 2019) shows that environmental health 

professionals tend to pay close attention to food safety despite having a pivotal role in 

addressing obesity through influencing food choices and portion sizes. Therefore, there 

should be increased emphasis and raising awareness on the role of public health professionals 

working at municipalities as well as civil societies on the importance of their role to tackle 

obesity, to influence the food environment, and to address food safety concurrently.  

7.3.2.3 Multi-sectoral collaboration, systematic action, and government leadership  

The findings of study 2 show that most of the actions that the stakeholders were engaged in, 

were initiated, or lead by “individual” organisations or institution, and sometimes in 

collaboration with another institution/organisation. As discussed in the previous sections of 

this chapter, coordination between different sectors and recognising the role of each sector 

is sometimes challenging.  The collaboration between health and non-health sectors is key to 

the success of health promotion strategies. Therefore, interprofessional education; by 

learning about each professions’ role and how the actions of one sector influence the other; 

should be promoted (WHO, 2010b).  
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Moreover, the findings of study 2 show that actions are developed “ad hoc” and do not follow 

a national, systematic, and all-inclusive plan to prevent non-communicable diseases, and 

particularly obesity.  Most of the participants in study 2 (stakeholders) acknowledged that for 

effective action for addressing obesity, there should be coordinated efforts from different 

sectors. The WHO (2012b) shows that sometimes health related strategies are developed in 

“ad hoc” ways. Researchers agree that targeting all the levels of influence requires a 

“systematic” action plan; and for policies to be implemented, the support of all relevant 

stakeholders is required and strong collaborations between different sectors to reach 

consensus between them as single efforts from one sector, institution or individual may not 

be enough (Dobbs et al., 2014; Kovac, 2017; WHO, 2012b).  To overcome the risk of being 

unable to deal with nutrition transition issues, well-established nutrition governance is 

required to respond to nutrition transition problems specific for each country (Sunguya et al., 

2014).  

7.3.3 Implications for nutrition education and dietetics practice 

The stakeholders’ interviews (study 2) show that the dietitians were more inclined to perceive 

obesity causes from an “individualist” perspective, where the individuals were blamed for 

their behaviours, for consuming more energy than they expend and considered “lazy” for 

doing little to no physical activity.  This perception stems from the approach that the person 

is responsible for his/her excessive eating and should be able to control their food intake and 

choices (Puhl & Brownell, 2003). In this regard, studies have shown that the way that 

healthcare professionals tend to view obesity happens because of internal factors such as the 

inability to control behaviours (Puhl & Brownwell, 2003). Nutritionists and dietitians are not 

only a source of nutrition knowledge for the public, but these professionals are also key 

players in advocacy, development, and implementation of public health nutrition strategies 

(Loveman et al., 2011; Trueman et al., 2010). Therefore, there should be more emphasis on 

public health nutrition, and the nutritionists’ role in addressing diet-related non-

communicable diseases, in nutrition programmes.   
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7.3.4 Implications for businesses: food industry and private sector   

The food industry is often blamed for fostering obesogenic environments, yet, their 

involvement and support are crucial to reducing the obesity burden (Binks, 2016; Stanford, 

Tauqeer & Kyle, 2018).  Food producers should support individuals to make healthy decisions 

as they are aware of the consumer food preferences. Therefore, they are urged to provide 

reliable and correct food claims and reform their foodstuffs to meet people’s dietary 

requirements, make food items healthier and control the serving sizes (Binks, 2016; Seidell, 

1999).  

As for employers and the private sector, the findings of the first study (chapter 5) show 

employees spend most of their time at work and they perceived that time constraints and the 

available resources (e.g. food availability in the cafeteria, vending machines, availability of a 

kitchenette) influence their eating behaviours and physical activity level. And as seen in the 

first chapter of this thesis (introduction and background), obesity can financially affect 

businesses as it is associated with a decreased productivity, increased healthcare claims and 

work-related injuries (Schulte et al., 2007; Schulte et al., 2008). Therefore, companies are 

advised to integrate actions that encourage employees to consume healthy food and be 

physically active into existing worksite health programs (Carnethon et al., 2009; WHO & World 

Economic Forum, 2008). Some examples of worksite action recommended by the study 1 

participants are: increase the availability and affordability of ready to eat healthy food at work 

cafeterias, reduce unhealthy food in vending machines, including kitchen facilities such as a 

fridge and microwave so the staff can refrigerate and re-heat homemade food, establish 

sports teams for the employees, and provide access to fitness facilities.  

7.3.5 Implication of Patriarchy and gender roles on eating behaviours and the 
recommended action. 

The findings of the first study show that established female figures in families (wives, mothers, 

and grandmothers) are perceived to influence the quality of the food consumed by the family. 

Similarly, the key stakeholders (study 2) agree that the Lebanese society is patriarchal, and 

that food preparation remains the main and most important role of female figure in families 

despite the modernisation and economic development of the Lebanese society. Therefore, 

when women are in paid employment, the quality of the food consumed by family members 

was perceived to be negatively affected as they would rely on more fast and convenient food. 
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Patriarchy is culturally embedded in the Lebanese society and changing gender and social 

norms would be challenging and may take many years to happen. However, social and 

behavioral change may be promoted through social marketing campaigns and strategies that 

aim to strengthen the relationships between family members and to distribute duties 

between them (Caperon et al., 2019).   

7.3.6 Policy and implementation recommendations for low-middle income 
countries in the Eastern Mediterranean Region. 

The Lebanese national nutritional situation is comparable to other neighbouring countries in 

the Eastern Mediterranean Region. Some of the findings of this PhD thesis, especially study 

1, were comparable to other countries in the Eastern Mediterranean Region that are 

undergoing a nutrition transition, shifts in dietary behaviours and physical activity levels (Galal 

et al., 2004; Ng et al., 2011) (discussed in Chapter 5).  

Similar to Lebanon, these countries in the Eastern Mediterranean Region are experiencing a 

low priority of action towards addressing obesity. According to the World Health 

Organisation, a large proportion of the countries in the Eastern Mediterranean Region are 

facing a “policy inertia” to address nutrition related non-communicable diseases (2016b). 

Therefore, they are urged to develop strategies and implement policies to tackle obesity. It 

could be suggested that, for these countries, the Health-in-All-Policies approach would 

facilitate the implementation of policies and action directed towards health into existing 

strategies that suit the policy priorities of different sectors (Freiler et al., 2013; Khayatzadeh-

Mahani et al., 2018; Kickbusch & Gleisher, 2012). Additionally, regional collaborations and 

coordination in the Eastern Mediterranean Region are important to address obesity epidemic.  

7.3.7 Recommendations for future research  

From the findings of this thesis, different recommendations for future research were 

identified.  

1- Further studies to explore the relationship between preference of plump bodies and 

obesity in older Lebanese adult women.  

The study participants of the first study show that there is a generational difference in body 

image perceptions and preferences. The findings show that in the past, Lebanese people 

preferred larger body shapes and more “plump” bodies as they were associated with beauty 
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and wealth. While in the present time, this preference has changed for younger groups, but 

cultural preference for larger body shapes is still seen particularly in the older Lebanese 

population. This preference for “plump” bodies is found to be a general obesity determinant 

in Arab culture (Al Tawil et al., 2007). Furthermore, studies are needed to investigate the 

relationship between body preferences in older Lebanese adult women and obesity given that 

the prevalence of obesity in Lebanese women [+50 age groups] is high (Chamieh et al., 2015).  

2- Further research needs to explore the different influences on other population and 

age groups.  

The first study enabled us to identify the different perspectives and determinants of food 

choice and physical activity, as well as the action that the Lebanese adults would like to see 

to overcome the barriers to healthy eating and physical activity. Since the results of the first 

study cannot be immediately generalised due to the use of a qualitative method, national 

surveys (cross-sectional studies) in Lebanon are needed to generalise the findings of the 

Photovoice study to the population level. Moreover, the first study explored solely the 

perspectives of Lebanese adults, further research needs to be done to explore the different 

influences on other population groups in the country (Syrian and Palestinian refugees) and 

other age groups (children, adolescents, and elderly) to confirm whether the results of this 

study are transferable to other population groups in Lebanon.  

3- Further research on Lebanese adults’ knowledge and health awareness.  

The participants in both studies (from the general adult population and key stakeholders) 

perceived a lack of knowledge and health awareness in the Lebanese society, further national 

studies are needed to investigate the Lebanese adults’ knowledge, attitudes, and behaviours 

towards nutrition, obesity and health. Precisely, studies that investigate the Lebanese 

populations’ knowledge and awareness of the relationship between obesity and non-

communicable diseases are highly recommended.  

4- Further research on Lebanese traditional cooking traditions (e.g. margarine use).  

Despite the emerging body of evidence on the relationship between the traditional Lebanese 

diet and positive health outcomes (Issa et al., 2011; Jomaa et al., 2016; Matta et al., 2016). 

The stakeholders agree that the traditional Lebanese diet is “healthy”, However, the 

traditional diet was not always perceived as “healthy” as several Lebanese adults (study 1) 
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discussed cooking traditions and practices such as “margarine use” that make the traditional 

cooking “not very healthy”. Further studies are needed to investigate the cooking practices 

of the Lebanese population and the traditional Lebanese recipes.   

5- Further studies need to investigate the content of television and billboard food 

advertisements in Lebanon and their influence on eating behaviours.  

In the first study of this PhD thesis, some participants discussed food advertising on the 

television and billboards which was seen to be mainly negatively influencing their eating 

behaviours through the promotion of unhealthy food, however, sometimes the same media 

outlets are sending mixed nutrition messages and sometimes causing confusions when 

including nutrition messages or advertisements for healthy products followed by 

advertisements for fast food (study 1). 

6- The impact of social media on eating behaviours is an emerging area of research that 

should be further explored. 

In the first study of this thesis, the Lebanese adults explained how they perceive social media 

platforms positively (e.g. access to nutrition knowledge, social support, and role models that 

who share photos while exercising and motivate them to be physically active) and negatively 

influencing their behaviours (e.g. photos shared by friends on social media that make them 

crave junk food, sponsored advertisements and food “bloggers” that get sponsored by 

restaurants to share pictures of their meals). The impact and influence of social media on 

eating behaviours is an emerging area of research that should be further explored. 

7- Studies to examine the curriculum of healthcare professionals and the focus on 

disease prevention in Lebanese university programmes.  

Further studies are needed to examine the curriculum of healthcare professionals and the 

focus on public health nutrition obesity and non-communicable diseases prevention as well 

as the focus on the relationship between obesity and chronic diseases (e.g. diabetes, 

cardiovascular diseases and cancer) in the students’ programmes.  

8- Further studies, worldwide, should monitor the implementation of nutrition policies.  

Studies should evaluate the feasibility, the barriers to implementation and actual 

implementation of the policies and their impact on the population dietary behaviours and 
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physical activity level. Thus, countries could learn from each other successes and lessons and 

therefore avoid the loss of financial resources on failed strategies.  

7.4 Methodological considerations: strengths and limitations of the 
study design  

The key strength of this study design is the use of qualitative research methods as it revealed 

the various perspectives on the topic under study (Kuzel, 1992). It gave an overview of the 

context in which interventions and policies could be applied (Anderson, 2010). Other 

strengths of using qualitative study are presented by Anderson (2010) such as: i) the topic 

under investigation can be explored in depth, ii) the interview questions can be modified by 

the person conducting them at the time of data collection.  The use of qualitative studies, and 

the socio-ecological model as a theoretical framework to guide this thesis, provided a holistic 

understanding of the phenomenon. Understanding Lebanese adults’ perspectives on the 

factors that influence their eating behaviours and physical activity as well as the perspective 

and relevant contribution of diverse key stakeholders, from different affiliations, in obesity 

prevention is a unique contribution of this thesis as it could inform strategies to respond to 

the nutrition transition and to prevent obesity through understanding the local context.  

Like any other research design, the design of this PhD study has several limitations. First, this 

study was conducted only in the North Governorate (Lebanon), therefore, the results may 

have a restricted transferability to other areas with other research required in this area. 

However, the themes were consistent across all five districts and the capital city of the North 

Governorate, thus the positive and negative influences that have been identified are 

consistent. In addition, most of the themes were comparable to other studies, especially 

those conducted in other Arab countries and the Eastern Mediterranean Region. Another 

limitation of the first study is that the study findings reflect only the perceptions of Lebanese 

adults. The sample did not explore the different influences on the Syrian and Palestinian 

refugees living in Lebanon who have different socio-economic circumstances and cultural 

backgrounds. In addition to the strengths and limitations of the overall study design, 

particular strengths, and limitations of each of the two studies have been identified in 

chapters 5 and 6.  
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7.5 Recommendation for photovoice use in future research 

In the first study of this thesis, the adaptation of the photovoice method was effective in 

exploring the perceptions towards the factors that influence eating behaviours and physical 

activity. The use of this method has helped the researcher to get a deeper understanding of 

the participants’ everyday lived experiences and how food and lifestyle choices were made 

(Baker & Wang, 2006; Genoe & Depuis, 2013; Guell & Ogilvie, 2013). The photographs taken 

by the participants and the stories told about them helped the researcher capture social and 

cultural information that cannot be explored through conducting interviews alone or by using 

a quantitative method such as the Food Choice Questionnaire. Therefore, researchers and 

public health professionals are recommended to use photovoice, as a method in public health 

nutrition research and as a tool in community health promotion activities.   

7.6 General concluding comments  

Knowledge of Lebanese adults’ and key stakeholders’ perceptions towards obesity and its 

prevention was limited. Thus, this PhD thesis was exploratory and intended to generate a 

greater understanding of an area that was not previously explored in the Lebanese context 

rather than to draw strong hard conclusions.  There is an urgent need to address nutrition 

transition and the high prevalence of obesity in Lebanon. The policy “inertia” in Lebanon was 

mainly due to the inclination of most stakeholders towards an individualist approach, that 

weighs the burden of excessive weight gain and physical inactivity on the individuals’ agency. 

For this to happen, there is a need that the policymakers shift their approach towards obesity 

prevention; away from focusing mainly on the individuals’ personal responsibility and on 

raising awareness, to creating supportive and healthy environments that promote healthy 

eating and physical activity. Public policies that target the barriers to healthy eating and 

physical activity at the individual, interpersonal, community and macro-levels should be 

implemented. The key areas that need to be addressed for obesity prevention are raising 

awareness on obesity health consequences, increasing access to healthy food in public and 

private settings, limiting unhealthy food advertisements, and fiscal measures such as taxing 

unhealthy food and subsidising healthy food.   

To facilitate the implementation of policies that aim to prevent obesity and the related non-

communicable diseases, a systematic plan of action that encompasses action across all 
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sectors and stakeholders should be developed. This requires strong leadership from the 

government to coordinate the collective efforts of the different stakeholders. As seen in this 

thesis, the stakeholders were involved in different actions and strategies for reasons other 

than obesity, yet, these strategies may have an influence on nutrition behaviour and physical 

activity. Therefore, to increase the priority of action of key stakeholders, policies could be 

developed using the Health in All Policies Approach (HiPA) that focuses on integrating health 

related policies into existing policies to achieve a multi-sectoral “buy-in”. 
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Postscript 
 

The data collection for the two studies in this PhD thesis started from February 2018 and 

lasted until May 2019, and most of the data analysis and writing up of this thesis was 

completed prior to or during unprecedented major events that happened in Lebanon: the 

Lebanese revolution; the SARS-CoV-2 (COVID-19) pandemic; the economic crisis and 

devaluation of the Lebanese pound; and the Beirut blast. It is worth noting that these events 

that have occurred from the end of 2019 and through 2020, may have major effects on the 

Lebanese people’s health, nutrition status, food security, and may need special 

considerations and policy implications. 

The Lebanese revolution 

On 17 October 2019, the Lebanese population started national uprisings against the existing 

political system, these revolts became known as the Lebanese revolution (BBC, 2019). The 

Lebanese people took to the streets as the government and the existing political system failed 

to provide the population their basic needs such as electricity, effective waste management, 

education, and healthcare, while kept on drowning the country into more debt due to 

corruption in all sectors (BBC, 2019; BBC, 2020a).  As a result of this revolution, the Prime 

Minister resigned, and a new government was formed in January 2020 (BBC, 2020a).  

The COVID-19 Pandemic 

On 12 March 2020, the World Health Organisation declared a novel coronavirus, SARS-COV-2  

(COVID-19) as a pandemic, as it spread globally, caused high numbers of deaths, and started 

to pose a burden on healthcare systems in many countries worldwide (WHO, 2020b). To 

contain and avoid the further spread of the virus, governments around the world started to 

impose full lockdowns and curfews. The first case of COVID-19 infection was identified in 

Lebanon on the 21st of February 2020 (MoPH, 2020), and on the 21st of March 2020 the 

government announced full lockdown and curfew measures that lasted a couple of months 

(Houssari, 2020). As a result of a pandemic during a period of political and economic crisis, 

the official Lebanese currency, the Lebanese pound, went into free fall and lost up to 78% of 

its value against the USD (Sly, 2020) 
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The Beirut port blast  

On top of the above mentioned political, financial, and health burdens that the Lebanese 

population was experiencing since October 2019, a major blast happened in the port of the 

Lebanese capital city, Beirut, on 4 August 2020. This major explosion led to the destruction of 

300 000 homes, the injury of more than 5000 people, the death of at least 200 people in 

Beirut, and an estimated loss of between £8 billion and £11 billion (BBC, 2020b). The 

devaluation of the national currency topped by a blast that destroyed half of the capital city, 

caused further financial constraints on a population that was already suffering. Most of the 

population’s needs, especially food, rely on imports (Sly, 2020). A report published by ESCWA 

(2020) shows that the blast that lead to the destruction of most of the main port in Lebanon, 

on top of the existing economic crisis, devaluation of the national currency and COVID-19 

pandemic related lockdown, lead to a steep increase in the poverty rate and put half of the 

Lebanese population at a high risk of becoming food insecure by the end of 2020. Evidence 

from systematic reviews and meta-analysis show that food insecurity is associated with an 

increased risk of obesity and non-communicable diseases (Moradi et al., 2019).  

The COVID-19 pandemic and obesity 

The burden that the COVID-19 pandemic has caused, lead to a decreased priority towards 

preventing and addressing diet related non-communicable diseases around the world (Dicker 

et al., 2020). Researchers around the world have explored the relationship between obesity 

and COVID-19 morbidity. Emerging evidence from systematic reviews and meta-analyses 

shows that people who are obese are more likely to develop severe symptoms of COVID-19 

than those who have a normal body weight (Foldi et al., 2020; Singh Malik et al., 2020; Yang, 

Hu & Zhu, 2020). Furthermore, several studies have explored the impact of the pandemic on 

eating behaviours and physical activity levels (Belanger et al., 2020; Rogers et al., 2020). 

However, A report by World Obesity (2020) in their Obesity and COVID19 policy brief shows 

that “the majority of the governments have not responded to the links between COVID-19 and 

obesity”. Also, the authors of this policy brief urge governments to initiate strategies on 

nutrition-related non-communicable diseases, given the evidence on the relationship 

between excessive body weight and COVID-19 morbidity (World Obesity, 2020).  
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Conclusion  

The short- and long-term impact of the political crisis, COVID-19 pandemic and the major blast 

that happened in Beirut, on food security, eating behaviours, and physical activity of the 

Lebanese population remains is an area that requires further investigation. The major events 

that happened in Lebanon may hinder diet-related non-communicable diseases prevention.  

However, given the evidence on the impact of obesity on COVID-19 morbidity, as well as the 

relationship between food insecurity and obesity, the government is urged to address the 

COVID-19 pandemic, food insecurity, and diet-related non-communicable diseases 

concurrently.  

Malika Al Kattan  

27 November 2020 
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Appendix 1. 
 

Literature search outcomes – Focused on Lebanon. 
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Literature search outcome (Lebanon) 

From the literature searches, only forty-five published records in Lebanon were considered 

relevant and included in the literature review.  Out of these forty-five published records, twenty-

three were peer reviewed articles, one book chapter, ten website articles (such as information 

shared on the Lebanese Ministry of Public Health website). Additional four unpublished policy 

documents (Lebanese Food Labelling Guidelines) were shared by one of the key stakeholders 

after the interview of the second study were also reviewed. Most of the published peer reviewed 

articles (n=22) were of quantitative (cross-sectional) studies exploring the associations between 

dietary behaviours, lifestyle factors and obesity.  There was only one published qualitative 

research and there is a lack of longitudinal studies exploring the impact of dietary behaviours on 

obesity within the Lebanese context (Table 1).  

Table 1: Outcome of literature searches  

PUBLICATION TYPE NUMBER OF RECORDS 

PEER REVIEWED ARTICLE 
- QUANTITATIVE STUDY 

- QUALITATIVE STUDY  

N=23 
22 

1 

BOOK CHAPTERS 1 

WEBSITE ARTICLES 10 

PhD THESIS 2 

REPORTS AND POLICY DOCUMENTS 9 

UNPUBLISHED DOCUMENTS/ 

POLICIES 

4 
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Appendix 2. 
 

 

Invitation letters, Participant Information Sheets and consent forms 

 

Study 1 (Photovoice) and Study 2 (stakeholder interviews) 
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Appendix 2.1. Invitation letter, English (study 1: Photovoice)   

 

 

Invitation letter 

 

Subject - Invitation to participate in a research study project titled : 

Combining "Photovoice" with face-to-face interviews to explore the opportunities,  barriers  and  action 

needed to promote healthy eating and physical activity in Lebanese communities. 

Hello,  

 

We are conducting interviews and Photovoice sessions as part of a research study to increase our 

understanding of the opportunities, the barriers and action needed to promote healthy eating and 

physical activity in Lebanese communities. As an adult in living in the North Governorate you are 

in an ideal position to give us valuable first-hand information from your own perspective.  

 

Photovoice is a method used in research, it requires that the participants take photos from their community 

to discuss the topic that the researcher is exploring- in this study the topic of interest is: healthy eating and 

physical activity.  

 

The participation in this requires your attendance to: 

- An initial meeting (15 minutes), during which the study design and the Photovoice method 

will be explained to you. Also, your approval to voluntarily participate in this study will 

be recorded.  

- A follow-up meeting ( lasting 1 hour), preferably, 1 week after the initial meeting, during 

which you are required to answer to a set of questions and discuss the photos that you 

have taken with the researcher.  

 

Your responses to the questions will be kept confidential 

There is no compensation for participating in this study. However, your participation will be a 

valuable addition to our research and findings could lead to greater understanding of the 

opportunities and barriers of healthy eating in your community and will therefore help in 

generating guidelines to overcome these barriers in your community.  

 

If you feel interested, please contact us by email (1521750@chester.ac.uk) or by phone (+961 

70282673) 

 

Regards,  

mailto:1521750@chester.ac.uk
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Appendix 2.2 Invitation letter, Arabic (study 1: Photovoice ) 

 

Invitation Letter – Arabic Version 

 

دعوة للمشاركة في مشروع دراسة بحثية بعنوان   -الموضوع   

 

مع المقابالت وجها لوجه الستكشاف الفرص والحواجز والعمل الالزم لتعزيز األكل الصحي   ”Photovoice“جمع بين "

 "  والنشاط البدني في المجتمع اللبناني

 

 مرحبا،

 

نحن نجري مقابالت و جالسات "الفوتوفوايز"  كجزء من دراسة بحثية لزيادة فهمنا للفرص والعوائق واإلجراءات الالزمة 

الصحي والنشاط البدني في المجتمعات اللبنانية. كشخص بالغ يعيش في محافظة الشمال ، فأنت في وضع مثالي  لتعزيز األكل 

 .لتزويدنا بمعلومات قيمة مباشرة من وجهة نظرك

 

الفوتوفوايز  هي طريقة مستخدمة في البحث ، وتتطلب أن يلتقط المشاركون صوًرا من مجتمعهم لمناقشة الموضوع الذي  

في هذه الدراسة يكون الموضوع المثير لالهتمام هو: األكل الصحي والنشاط البدني -لباحث يستكشفه ا . 

 

 تتطلب المشاركة في هذا حضوركم إلى 

دقيقة( ، سيتم فيه شرح تصميم الدراسة وطريقة التصوير الضوئي. أيًضا ، سيتم تسجيل موافقتك على    15اجتماع مبدئي )

ةالمشاركة التطوعية في هذه الدراس . 

اجتماع متابعة )لمدة ساعة واحدة( ، ويفضل أن يكون ذلك بعد أسبوع واحد من االجتماع األولي ، يُطلب منك خالله اإلجابة  

 على مجموعة من األسئلة ومناقشة الصور التي التقطتها مع الباحث 

 

 ستبقى إجاباتك على األسئلة سرية 

، ستكون مشاركتك إضافة قيمة إلى أبحاثنا ونتائجنا يمكن أن تؤدي   ال يوجد تعويض عن المشاركة في هذه الدراسة. ومع ذلك

هذه الحواجز في  إلى فهم أكبر لفرص وحواجز األكل الصحي في مجتمعك ، وبالتالي ستساعد في إنشاء إرشادات للتغلب على  

 .مجتمعك

 

 961+) أو عبر الهاتف (chester.ac.uk@1521750) إذا كنت مهتًما ، فيرجى االتصال بنا عبر البريد اإللكتروني

70282673) 

 

 مع تحياتي، 

 مليكة القطان ، 

. طالب دكتوراه ، جامعة تشيسترز، المملكة المتحدة . 



  

273 
 

Appendix 2.3 Participant Information Sheet, English (Study 1: Photovoice) 

 

 

 

 

 

Participant information sheet 

 

Combining Photovoice with face-to-face interviews to explore the opportunities,  barriers  and  action 

needed to promote healthy eating and physical activity in Lebanese communities. 

 

You are being invited to take part in a research study.  Before you decide, it is important for you to 

understand why the research is being done and what it will involve.  Please take time to read the following 

information carefully and discuss it with others if you wish.  Ask us if there is anything that is not clear or 

if you would like more information.  Take time to decide whether or not you wish to take part.  

Thank you for reading this. 

What is the purpose of the study? 

This research is being undertaken on Lebanese adults. The project will help to explore the opportunities 

and barriers to healthy eating and physical activity in your community.  Also, this study aims to identify 

potential actions to overcome the barriers and to prevent and control obesity.  

Why have I been chosen? 

You have been chosen to participate in this study because you are a Lebanese adult.  

Do I have to take part? 

It is up to you to decide whether or not to take part.  If you decide to take part, you will be given this 

information sheet to keep and be asked to sign a consent form.  If you decide to take part you are still free 

to withdraw at any time and without giving a reason.  A decision to withdraw at any time, or a decision 

not to take part, will not affect you in any way. 

What will happen to me if I take part? 

You will come to two sessions (the first one will take 15 minutes; the second one will be for 1 hour). During 

the first session, the study method, Photovoice, will be explained to you, you will be given a set of 

guidelines to take photos- to be used in the study. During the second meeting, you will be asked several 

questions about healthy eating and physical activity, you will be asked for your demographic data such as 

(age, gender, level of education). Also, the photos that you have taken will be discussed using guided semi-
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structured questions- the meeting will be audio-recorded. The photos that you have taken, your audio-

recordings and demographic data will be kept confidential, no-one will be identifiable in the final report. 

What are the possible disadvantages and risks of taking part? 

There are no disadvantages or risks foreseen in taking part in the study. 

What are the possible benefits of taking part? 

By taking part, you will be contributing to the development of guidelines for obesity prevention in 

Lebanese population.  

What if something goes wrong? 

If you wish to complain or have any concerns about any aspect of the way you have been approached or 

treated during the course of this study, please contact Dean of the Faculty of Medicine, Dentistry and Life 

Sciences, University of Chester, Parkgate Road, Chester, CH1 4BJ, England, 0044 1244  513055. 

Will my taking part in the study be kept confidential? 

All information which is collected about you during the course of the research will be kept strictly 

confidential so that only the researcher carrying out the research will have access to such information.  

Participants should note that data collected from this project may be retained and published in an 

anonymised form. By agreeing to participate in this project, you are consenting to the retention and 

publication of data. 

What will happen to the results of the research study? 

The results will be written up into a dissertation for my final project of my PhD. Individuals who participate 

will not be identified in any subsequent report or publication. 

Who is organising the research? 

The research is conducted as part of a PhD in Public Health Nutrition within the Department of Clinical 

Sciences & Nutrition at the University of Chester. The study is organised with supervision from the 

department, by Malika Al Kattan, PhD student. 

Who may I contact for further information? 

If you would like more information about the research before you decide whether or not you would be 

willing to take part, please contact: 

Malika Al Kattan 1521750@chester.ac.uk 

Thank you for your interest in this research. 
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Appendix 2.4 Participant Information Sheet, Arabic (Study 1: Photovoice)  

 

 

 

 

 

 

 نموذج معلومات المشاركي   

"Combining Photovoice with face-to-face interviews to explore the opportunities,  barriers  and  action 

needed to promote healthy eating and physical activity in Lebanese community”. 

ن " ي المع  Photovoice الجمع بي 
مقابالت وجها لوجه الستكشاف الفرص والحواجز والعمل الالزم لتعزيز األكل الصحي والنشاط البدنن

ي 
ي المجتمع اللبنانن

 " فن

 

. قبل ان تقرر اذا ترغب بالمشاركة ، الرجاء قراءة المعلومات المذكورة ادناه حول هذه الدراسة و ما  ي بحث علمي
انك مدعو للمشاركة فن

ب منك القيام به. لو سمحت، خذ وقت كاف لقراءة المعلومات و مناقشتها مع اآلخرين لو أردت.اسألنا اذا كان أي معلومة  
ٌ
سوف يتطل

أردت أكير تفاصيل حول البحث. خد وقت كاف لتقرر اذ ترغب بالمشاركة ام ال. غي  واضحة  اذا   

 شكرا لقراءتك لهذا النموذج.  

 ما دوافع عمل هذا البحث؟  

ن  هذه  ن اللبنانيي  ي . الدراسة تجري عىل البالغي 
ي فن
وع عىل استكشاف الفرص والحواجز أمام األكل الصحي والنشاط البدنن سيساعد المشر

 . كما ان هذه الدراسة تهدف إىل تحديد اإلجراءات المحتملة إىل التغلب عىل الحواجز و مكافحت السمنة. مجتمعك

  

ت للمشاركة؟   لماذا اختر

ي العمر.  
ي الجنسية و بالغ فن

ي هذا البحث ألنك لبنانن
ت للمشاركة فن  انك اخير

 هل علي ان اشارك؟   

سيطلب منك توقيع استمارة الموافقة إذا قررت المشاركة فستحصل عىل هذه ورقة المعلومات لإلبقاء عليها و . المشاركة طوعية تماما 

ي أي وقت ودون إبداء سبببالمشاركة بالبحث. 
ي االنسحاب فن

ي المشاركة أنت ال تزال حرة فن
ي أي  . ذا كنت ترغب فن

قرار االنسحاب فن

 .ي شكل من األشكالوقت، أو قرار بعدم المشاركة، لن يؤثر عليك بأ

 

 

؟ ما سيحصل اذ اردت المشاركة بالبحث  

ي إىل 
ن )سوف يتتطلب منك أن تأنر ي سيكون لمدة  15أول واحد يستغرق  اجتماعي 

سيتم  ل، خالل االجتماع األو ساعة(.  1دقيقة. والثانن

ح لك  طريقة الدراسة  ي و يتم منحك مجموعة من المبادئ التوجيهية وسيطلب منك    Photovoiceشر
التقاط صور الستخدامها فن



  

276 
 

ي و ستتم مطالبتك بالبيانات  . الدراسة
، سوف يطلب منك عدة أسئلة حول األكل الصحي والنشاط البدنن ي

خالل االجتماع الثانن

( الديموغرافية )مثل العمر، الجنس، ي كنت قد اتخذت باستخدام عدة أسئلة  .المستوى التعليمي
  -أيضا، سيتم مناقشة الصور التر

ي التقطتها لتسجيالتك الصوتية والبيانات الديموغرافية وقياسات  .االجتماع سوف يكون مسجل الصوت
سيتم االحتفاظ بالصور التر

ي 
ي التقرير النهان 

ن
 . الجسم ، ولن يتم التعرف عىل صاحب أي صورة ف

 

مخاطر البحث؟ مساوئ و ما هي   

 

ي الدراسة. 
ن
ي المشاركة ف

ن
 .ال توجد أي مساوئ  أو مخاطر متوقعة ف

 

 ما هي الفوائد المتوقعة من المشاركة؟ 

ي لبنان.  
ن
ي وضع مبادئ توجيهية للوقاية من السمنة ف

ن
 من خالل المشاركة، سوف تساهم ف

 ماذا لو حدث خطأ ما؟ 

 

اب أو معالجتها خالل هذه   ي تم االقير
ي تقديم شكوى أو لديك أي مخاوف بشأن أي جانب من جوانب الطريقة التر

إذا كنت ترغب فن

،يرجى مراجعة عميد كلية الطب، طب األسنان و علوم الحياة،الدراسة،   جامعة تشسير

   , Parkgate Road, Chester, CH1 4BJ, Englandعىل العنوان  

 .513055  1244 0044والرقم : 

ي الدراسة رسية؟ تهل س
 
ي ف

 ظل مشاركتر

ي يتم جمعها عنك أثناء البحث سوف تبقر شية للغاية بحيث فقط الباحث الذي يجري البحث سوف يكون  
ميع المعلومات التر

ي أن يالحظ المشاركون أنه يمكن االحتفاظ بالبيانات المجمعة من هذا . الوصول إىل هذه المعلومات 
ي شكل  وينبغن

ها فن وع ونشر المشر

ها. مجهول الهوية وع، فإنك توافق عىل االحتفاظ بالبيانات ونشر ي هذا المشر
 .عيى الموافقة عىل المشاركة فن

 

 ماذا سيحدث لنتائج هذا البحث؟

ي أي تقرير أو نشر الحق.
وع دكتوراة. لن يتم تحديد األفراد الذين يشاركون فن ي أطروحة لمشر

 سيتم كتابة النتائج فن

 من ينظم هذاالبحث؟

ي علم التغذية ضمن 
ا. تم تنظيم  يتم إجراء البحث كجزء من بث دكتوراة فن ، انجلير ي جامعة تشسير

قسم العلوم الشيرية و التغذية فن

اف من القسم.   ي الدكتوراة،  بإشر
 الدراسة، مليكة القطان ، باحثة فن

ي االتصال به للحصول عل مزيد من المعلومات؟
 من الذي يمكنت 

ي 
ي مزيد من المعلومات حول البحث قبل أن تقرر ما إذا كنت ترغب فن

ي  ذا كنت ترغب فن
ونن يد االكير  :المشاركة، يرجى   عىل اليى

 

Malika Al Kattan 1521750@chester.ac.uk 

  نشكرك عل اهتمامك بهذا البحث
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Appendix 2.5 Consent Form, English (Study 1: Photovoice)  

 

 

 

 

Title of Project: Combining Photovoice with face-to-face interviews to explore the opportunities,  

barriers  and  action needed to promote healthy eating and physical activity in Lebanese communities. 

Name of Researcher:  Malika Al Kattan  

     Please tick initial box 

 

1. I confirm that I have read and understood the information sheet  

     for the above study and have had the opportunity to ask questions. 

 

2. I understand that my participation is voluntary and that I am free to withdraw  

at any time, without giving any reason and without my legal rights being affected 

 

3.  I agree to my interview to be audio-recorded 

 

4. I agree to send the photos that I have taken to the researcher 

 

5. I agree that the researcher will have the right to use the photos                                                that I 

have taken while producing and publishing the final report                                          

       (the photos will remain anonymous for confidentiality reasons)                                                                                     

 

6. I agree to take part in the above study.   

 

___________________                _________________   _____________ 

Name of Participant Date  Signature 

 

 

Researcher Date Signature 

 

1 for participant; 1 for researcher
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Appendix 2.6 Consent form, Arabic (Study 1: Photovoice)  

 

 

 

 

Title of Project: Combining Photovoice with face-to-face interviews to explore the opportunities,  

barriers  and  action needed to promote healthy eating and physical activity in Lebanese communities. 

ن  : "عنوان الدراسة مع المقابالت وجها لوجه الستكشاف الفرص والحواجز والعمل الالزم لتعزيز األكل الصحي والنشاط    ”Photovoice“جمع بي 

ي 
ي المجتمع اللبنانن

ي فن
 "  البدنن

 : مليكة القطان  اسم الباحث

 

ي قرأت وفهمت ورقة المعلومات  .1
 أؤكد أنتن

  .أعاله، وأتيحت لهم الفرصة لطرح األسئلةللدراسة المذكورة      

   

 

ي أي وقت،  .2
ي أحررت فيهاواالنسحاب فن

ي طوعية وأنتن
ي أدرك أن مشاركتر

دون                                                                                        إنتن

ي القانونية
 .إبداء أي سبب ودون أن تتأثر حقوفر

   

 

 تسجيل المقابلةأوافق عىل   .3

 

 

ي أخذتها للباحث .4
 أوافق عىل إرسال الصور التر

 

 

ي أخذتها .5
ي استخدام الصور التر

                                                                                                      أوافق عىل أن يكون للباحث الحق فن

ي  
 (ألسباب تتعلق بالشية     ستبقر الصور مجهولة المصدر)أثنإنتاج ونشر التقرير النهان 

 

 

ي الدراسة المذكورة أعاله  .6
 . أوافق عىل المشاركة فن

 

          _________________        ____________________            ____________________  

اسم المشارك                                              األمضاء                                              التاري    خ   

           ____________________                _________________ _____________________  

الباحث                                                      األمضاء                                             التاري    خ   

نسخة للباحث و نسخة للمشارك  
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Appendix 2.7 Invitation letter, English (study 2: Stakeholder Interviews)  

 

 

Invitation letter 

 

Subject: Invitation to participate in a research study project titled : Exploring the perspectives of 

different sectors towards the obesity in Lebanon 

 

Hello, 

 

We are conducting interviews as part of a PhD study to increase our understanding of the views and 

opinions of people from different sectors (Education, Health and Local government) towards the obesity 

in Lebanon.  

Being a …... (will be filled for each participant, for example: Chairperson of the nutrition department 

working at University X) you are in an ideal position to give us valuable first-hand information from your 

own perspective.  

The participation in this requires your attendance to  

- A face-to-face interview (lasting from 30 minutes to 1 hour), during which you are required to 

answer a set of question. 

 

Your responses to the questions will be kept confidential. 

There is no compensation for participating in this study. However, your participation will be a valuable 

addition to our research findings and could lead to greater understanding of different views of different 

sectors towards obesity problem and will therefore help in generating guidelines for a multi-sectorial 

action towards obesity prevention in Lebanon 

If you are interested in our study, please reply to this email or contact the researcher’s mobile number 

+961 70282673 

 

Best regards,  

Malika Kattan  

PhD Candidate,  

University of Chester, United Kingdom 
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Appendix 2.8 Invitation letter, Arabic (Study: Stakeholder interviews)  

Invitation Letter – Arabic 

 

 

 .الموضوع: دعوة للمشاركة في مشروع دراسة بحثية بعنوان: استكشاف وجهات نظر القطاعات المختلفة تجاه السمنة في لبنان 

 

 

 مرحبا،

 

 

نجري مقابالت كجزء من دراسة دكتوراه لزيادة فهمنا آلراء وآراء الناس من مختلف القطاعات )التعليم والصحة والحكم المحلي(  

في لبنان تجاه السمنة  

. 

أنت في وضع مثالي لتعطينا   (X سيتم ملؤه لكل مشارك ، على سبيل المثال: رئيس قسم التغذية الذي يعمل في جامعة) ... ... كونك

 .معلومات قيمة مباشرة من وجهة نظرك

 المشاركة في هذا تتطلب حضوركم 

خاللها اإلجابة على مجموعة من األسئلة دقيقة إلى ساعة واحدة( ، يطلب منك  30مقابلة وجها لوجه )تستمر من  - . 

 

 

 .ستبقى إجاباتك على األسئلة سرية

 

 

ال يوجد تعويض عن المشاركة في هذه الدراسة. ومع ذلك ، ستكون مشاركتك إضافة قيمة إلى نتائج أبحاثنا ويمكن أن تؤدي إلى فهم  

السمنة وبالتالي ستساعد في وضع مبادئ توجيهية للعمل متعدد  أكبر لوجهات النظر المختلفة للقطاعات المختلفة تجاه مشكلة  

 القطاعات نحو الوقاية من السمنة في لبنان 

 

 

  961إذا كنت مهتًما بدراستنا ، فيرجى الرد على هذه الرسالة اإللكترونية أو االتصال برقم الهاتف المحمول للباحث +

70282673 

 

 

 

 تحياتي الحارة، 

 

 مليكة قطان 
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Appendix 2.9 Participant information sheet, English (Study 2: Stakeholder Interviews)  

 

 

 

 

 

 

Participant information sheet 

 

Exploring the perspectives of different sectors towards the obesity in Lebanon 

 

You are being invited to take part in a research study.  Before you decide, it is important for you to 

understand why the research is being done and what it will involve.  Please take time to read the following 

information carefully and discuss it with others if you wish.  Ask us if there is anything that is not clear or 

if you would like more information.  Take time to decide whether or not you wish to take part.  

Thank you for reading this. 

 

What is the purpose of the study? 

 

This research is being undertaken on different organisations from the health and non-health sectors in 

the North Governorate, Lebanon. The project is to explore the strategic relevance, the perceived causes 

of obesity, action needed and barriers towards obesity prevention in the different sectors in Lebanon.  

 

Why have I been chosen? 

 

You have been chosen to participate in this study because you are a representative of an organisation 

from the health or non-health sectors in Lebanon.  

 

Do I have to take part? 

 

It is up to you to decide whether or not to take part.  If you decide to take part you will be given this 

information sheet to keep and be asked to sign a consent form.  If you decide to take part you are still free 

to withdraw at any time until the end of interview.  A decision to withdraw at until the end of the 

interview, or a decision not to take part, will not affect you in any way. 

 

What will happen to me if I take part? 

 

You will need to attend one interview (taking from 30 to 60 minutes), in which you will be asked some 

questions. Interviews will be conducted in your office or other venue. The interview will be audio recorded 
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for data collection and analysis purposes. No person will be identifiable in the final report, this also applies 

to the organisation that you are representing.  

 

What are the possible disadvantages and risks of taking part? 

 

There are no disadvantages or risks foreseen in taking part in the study. 

 

What are the possible benefits of taking part? 

 

By taking part, you will be contributing to research which might influence the development of guidelines 

for obesity prevention in Lebanese population.  

 

What if something goes wrong? 

 

If you wish to complain or have any concerns about any aspect of the way you have been approached or 

treated during the course of this study, please contact Dean of the Faculty of Medicine, Dentistry and Life 

Sciences, University of Chester, Parkgate Road, Chester, CH1 4BJ, United Kingdom, +44 01244  513055. 

 

Will my taking part in the study be kept confidential? 

 

All information which is collected about you during the course of the research will be kept strictly 

confidential so that only the researcher carrying out the research will have access to such information. 

Participants should note that data collected from this project may be retained and published in an 

anonymised form. By agreeing to participate in this project, you are consenting to the retention and 

publication of data. 

 

What will happen to the results of the research study? 

 

The results will be written up into a dissertation for my final project of my PhD and may be published. 

Individuals who participate will not be identified in any report or publication. 

 

Who is organising the research? 

 

The research is conducted as part of a PhD in Public Health Nutrition within the Department of Clinical 

Sciences & Nutrition at the University of Chester. The study is organised with supervision from the 

department, by Malika Al Kattan, PhD student. 

 

Who may I contact for further information? 

 

If you would like more information about the research before you decide whether or not you would be 

willing to take part, please contact: 

Malika Al Kattan:  1521750@chester.ac.uk 

 

Thank you for your interest in this research. 
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Appendix 2.10 Consent form, English (Study 2: Stakeholder interview) 

 

 

 

 

Title of Project: Exploring the perspectives of different sectors towards obesity in Lebanon 

 

Name of Researcher:  Malika Al Kattan 

 

Please tick initial box 

 

1. I confirm that I have read and understood the information sheet                                                                                           

for the above study and have had the opportunity to ask questions. 

 

2. I understand that my participation is voluntary and that I am free to                                                                          

withdraw at any time, without giving any reason and without my legal                                                                     

rights being affected.  

 

3.  I agree that my interview be audio-recorded 

 

4. I agree to take part in the above study.   

 

 

___________________                _________________   _____________ 

Name of Participant Date  Signature 

 

 

Researcher Date Signature 

 

1 for participant; 1 for researcher
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Appendix 2.11 Participant Information Sheet, Arabic (Study 2- stakeholders) 

 

 

 

 

 

 

 نموذج معلومات المشاركي   

 Exploring the perspectives of different sectors towards the obesity in Lebanon 

 

ي لبنان 
 استكشاف وجهات نظر القطاعات المختلفة تجاه السمنة فن

. قبل ان تقرر اذا ترغب بالمشاركة ، الرجاء قراءة المعلومات المذكورة ادناه حول هذه الدراسة و ما  ي بحث علمي
انك مدعو للمشاركة فن

ب منك القيام به. لو سمحت، خذ وقت كاف لقراءة المعلومات و مناقشتها مع اآلخرين لو أردت.اسألنا اذا كان أي معلومة  
ٌ
سوف يتطل

أردت أكير تفاصيل حول البحث. خد وقت كاف لتقرر اذ ترغب بالمشاركة ام ال. غي  واضحة  اذا   

 شكرا لقراءتك لهذا النموذج.  

 ما دوافع عمل هذا البحث؟  

وع إىل استكشاف   ي محافظة الشمال ، لبنان. يهدف المشر
ن الصحي وغي  الصحي فن ي منظمات مختلفة من القطاعي 

يجري هذا البحث فن

اتيجية ي مختلف   األهمية االسير
ي تحول دون الوقاية من السمنة فن

واألسباب المتصورة للسمنة واإلجراءات الالزمة والعوائق التر

ي لبنان
 .القطاعات فن

ت للمشاركة؟   لماذا اختر

ي لبنان.  ا
ي هذه الدراسة ألنك ممثل لمنظمة من القطاعات الصحية أو غي  الصحية فن

لقد تم اختيارك للمشاركة فن  

 هل علي ان اشارك؟   

وك لك لتحديد ما إذا كنت تريد المشاركة أم ال. إذا قررت المشاركة ، سيتم منحك ورقة المعلومات هذه لالحتفاظ بها   األمر مير

ي أي وقت حتر نهاية المقابلة. إن قرار 
وسُيطلب منك التوقيع عىل نموذج الموافقة. إذا قررت المشاركة ، فال يزال بإمكانك االنسحاب فن

 اية المقابلة ، أو قرار عدم المشاركة ، لن يؤثر عليك بأي شكل من األشكال. االنسحاب حتر نه

 

؟ ما سيحصل اذ اردت المشاركة بالبحث  

ي  60إىل  30ستحتاج إىل حضور مقابلة واحدة )تستغرق من 
دقيقة( ، حيث ستطرح عليك بعض األسئلة. سيتم إجراء المقابالت فن

ي ،  مكتبك أو أي مكان آخر. سيتم تسجيل 
ي التقرير النهان 

المقابلة الصوتية ألغراض جمع البيانات وتحليلها. لن يتم تحديد أي شخص فن

ي تمثلها. 
ا عىل المنظمة التر

ً
 وهذا ينطبق أيض
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مخاطر البحث؟ مساوئ و ما هي   

 

ي الدراسة. 
ن
ي المشاركة ف

ن
 .ال توجد أي مساوئ  أو مخاطر متوقعة ف

 

 ما هي الفوائد المتوقعة من المشاركة؟ 

ي لبنان.  
ن
ي وضع مبادئ توجيهية للوقاية من السمنة ف

ن
 من خالل المشاركة، سوف تساهم ف

 ماذا لو حدث خطأ ما؟ 

 

اب أو معالجتها خالل هذه   ي تم االقير
ي تقديم شكوى أو لديك أي مخاوف بشأن أي جانب من جوانب الطريقة التر

ن
إذا كنت ترغب ف

،يرجى مراجعة عميد كلية الطب، طب األسنان و علوم الحياة،الدراسة،   جامعة تشسير

   , Parkgate Road, Chester, CH1 4BJ, Englandعىل العنوان  

 .513055  1244 0044والرقم : 

ي الدراسة رسية؟ تهل س
 
ي ف

 ظل مشاركتر

ي يتم جمعها عنك أثناء البحث سوف تبقر شية للغاية بحيث فقط الباحث الذي يجري البحث سوف يكون  
ميع المعلومات التر

ي أن يالحظ المشاركون أنه يمكن االحتفاظ بالبيانات المجمعة من هذا . الوصول إىل هذه المعلومات 
ي شكل  وينبغن

ها فن وع ونشر المشر

ها. مجهول الهوية وع، فإنك توافق عىل االحتفاظ بالبيانات ونشر ي هذا المشر
 .عيى الموافقة عىل المشاركة فن

 

 ماذا سيحدث لنتائج هذا البحث؟

 

وع دكتوراة.  ي أطروحة لمشر
ي أي تقرير أو نشر سيتم كتابة النتائج فن

 .الحقلن يتم تحديد األفراد الذين يشاركون فن

 

 من ينظم هذاالبحث؟

ي علم التغذية ضمن 
ا. تم تنظيم  يتم إجراء البحث كجزء من بث دكتوراة فن ، انجلير ي جامعة تشسير

قسم العلوم الشيرية و التغذية فن

اف من القسم.   ي الدكتوراة،  بإشر
 الدراسة، مليكة القطان ، باحثة فن

ي االتصال به للحصول عل مزيد من المعلومات؟
 من الذي يمكنت 

ي مزيد من المعلومات حول البحث قبل أن تقرر ما إذا كنت 
ي ذا كنت ترغب فن

ونن يد االكير ي المشاركة، يرجى   عىل اليى
 :ترغب فن

 

Malika Al Kattan 1521750@chester.ac.uk 

  نشكرك عل اهتمامك بهذا البحث
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Appendix 2.12 Consent form, Arabic (study 2- stakeholders) 

 

 

 

 

 

Title of Project:  Exploring the perspectives of different sectors towards the obesity in Lebanon 

ي لبنان"  : "عنوان الدراسة
ن
استكشاف وجهات نظر القطاعات المختلفة تجاه السمنة ف  

 : مليكة القطان  اسم الباحث

 

ي قرأت وفهمت ورقة المعلومات  .1
 أؤكد أنتن

  .وأتيحت لهم الفرصة لطرح األسئلةللدراسة المذكورة أعاله،      

   

 

ي أي وقت،  .2
ي أحررت فيهاواالنسحاب فن

ي طوعية وأنتن
ي أدرك أن مشاركتر

                                                                                             إنتن

ي القانونية
 .دون إبداء أي سبب ودون أن تتأثر حقوفر

   

 

 تسجيل المقابلةأوافق عىل   .3

 

 

ي الدراسة المذكورة أعاله  .4
ن
 . أوافق عىل المشاركة ف

 

 ____________________            ____________________                 _________________ 

التاري    خ       اسم المشارك                                              األمضاء                                          

 _____________________           ____________________                _________________ 

الباحث                                                      األمضاء                                             التاري    خ   

 

 نسخة للباحث و نسخة للمشارك  
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Appendix 3 
 

 

Interview guides: study 1 (Photovoice) and study 2 (Stakeholder 

interviews) 
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Appendix 3.1 Interview guide, English (study 1: Photovoice)  

 

 

Interview Guide 

 

Title : Combining Photovoice with face-to-face interviews to explore the opportunities,  barriers  and  

action needed to promote healthy eating and physical activity in Lebanese communities. 

 Table: Questions for Photovoice discussion 

Question Justification 
Level from socio-
ecological model 
 

1- Can you tell me about the opportunities that 
promote healthy eating and physical activity that 
you have identified in your environment? 
 

- Please discuss using the photos that you have 
taken) 
 

- Please explain why do you consider them as 
opportunities 

 

To assess the 
opportunities ( to 
promote healthy 
food consumption 
and physical 
activity) in the 
individuals’ 
community  that 
participants have 
identified through 
Photovoice 

 
All levels of socio-
ecological model 

2- Can you tell me about the barriers to healthy 
eating and physical activity that you have 
identified in your environment? 

- Please discuss using the photos that you have 
taken. Please explain why you consider these as 
barriers. 
 

To assess the 
barriers towards 
healthy eating and  
in the community  
that participants 
have identified 
through Photovoice  

All levels of socio-
ecological model 

3- Are people in your community concerned with 
obesity as a health issue? 
 

- Please discuss using the photos that you have 
taken 

 

To assess the 
attitude towards 
obesity 

Personal/individual 
Level 

4- What are the reasons, in your opinion, that make 
a person consume unhealthy food and decreased 
physical activity? 

- Please discuss using the photos that you have 
taken 

 

To assess the 
beliefs towards 
healthy eating and 
physical activity 

Personal/individual 
Level 
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5- Who are, in your opinion, the people or sectors 
that could contribute in promoting healthy eating 
behaviours and physical activity? 

To assess 
individuals’ attitude 
towards healthcare 
professionals and 
their involvement 
in promoting 
healthy food 
consumption and 
physical activity. 
To assess 
individuals’ attitude 
towards non health 
sector in promoting 
healthy food 
consumption and 
physical activity. 
 

Inter-personal, 
Institutional and 
Organisational 
level 

6- What actions could they do to help people living 
in your community to overcome the barriers to 
healthy eating behaviour and physical activity? 

 

To assess how 
different sectors 
could help in 
overcoming the 
barriers to healthy 
eating behaviours 
and physical 
activity. 
 
To explore policy 
action to prevent 
and control obesity 
 
 

Community, 
Organisational and 
policy making 
levels 
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Appendix 3.2 Interview guide, Arabic (study 1: Photovoice) 

ن  عنوان الدراسة :  مع المقابالت وجها لوجه الستكشاف الفرص والحواجز والعمل الالزم لتعزيز األكل الصحي والنشاط     Photovoiceجمع بي 

ي 
ي المجتمع اللبنانن

ي فن
 البدنن

 

 أسئلة للمناقشة : 

Question in Arabic 

 

Reason 

 

Level from socio-

ecological model 

 

ي تعزز األكل   -1
ي عن الفرص التر

نن هل يمكن أن تخيى

ي مجتمعك؟
ن
ي الذي حددته ف

 الصحي والنشاط البدنن

ي كنت قد  -
الرجاء مناقشة استخدام الصور التر

 ( اتخذت

 يرجى توضيح سبب اعتبارهم فرصا  -

 

 See Appendix 3.1 See appendix 3.1 

ي تحول دون  هل يمكن أن  -2
ي عن العوائق التر

نن تخيى

ي الذي حددته 
تناول الطعام الصحي والنشاط البدنن

ي بيئتك؟
 فن

ي كنت قد  -
الرجاء مناقشة استخدام الصور التر

 اتخذت

ي اعتبارها عقبات -
 .يرجى توضيح السبب فن

See Appendix 3.1 See Appendix 3.1 

 

ي مجتمعك من السمنة كمسألة   -3
ي الناس فن

هل يعانن

 صحية؟

ي كنت قد  -
الرجاء مناقشة استخدام الصور التر

 اتخذت

See Appendix 3.1 See Appendix 3.1 

ي تجعلك تستهلك طعاما غي     -4
ما هي األسباب التر

؟ ي
 صحي ونقص النشاط البدنن

  الرجاء مناقشة استخدام -

ي كنت قد اتخذ
  الصور التر

See Appendix 3.1 See Appendix 3.1 

 

ي  -5
ي  من هم، فن

رأيك، األشخاص أو القطاعات التر

ي تعزيز السلوكيات الغذائية  
يمكن أن تسهم فن

؟  ي
 السليمة والنشاط البدنن

 الرجاء مناقشة استخدام  -

ي كنت قد اتخذت
 . الصور التر

See Appendix 3.1  

 
See Appendix 3.1 

ي يمكن القيام بها لمساعدة  -6
ما هي اإلجراءات التر

ي 
مجتمعك للتغلب عىل األشخاص الذين يعيشون فن

ض سلوك األكل الصحي والنشاط   ي تعير
الحواجز التر

؟ ي
 البدنن

ي كنت قد  -
الرجاء مناقشة استخدام الصور التر

 . اتخذت

 

See Appendix 3.1 

 

 

See Appendix 3.1 
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Appendix 3.3 Interview guide, English (study 2: Stakeholder Interviews)  

 

Interview guide 

 

Study 2- Project title: Exploring the perspectives of different sectors towards the obesity in Lebanon.  

 

Table 1: Topic Guide 

 

 Indicative Interview Questions 

1) Background  • What is your understanding of obesity? 

2) Strategic relevance  • What level of priority of action do you attach to deal 

with obesity? 

3) Causes  • What are in your opinion the main causes obesity in 

Lebanon 

• Can you list different factors that are causing obesity in 

adults in Lebanon? 

4) Solutions  • What are in your opinion the primary targets to prevent 

and control obesity in Lebanon? 

• What actions are you engaged in regarding obesity in 

Lebanon? 

• What other actions could you contribute to a combined 

multi-sectoral collaboration? 

• What specific actions by other sectors, organisations, 

associations and people would you like to see? 

5) Barriers  • What are, in your opinion, the potential barriers to 

effective action by your sector/organisation/association 
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Appendix 3.4 Interview guide, Arabic (Study 2: Stakeholder Interviews)  

 

Interview guide - Arabic 

 

Study 2- Project title: Exploring the perspectives of different sectors towards the obesity in Lebanon.  

 

 الجدول 1: دليل المواضيع

  أسئلة المقابلة اإلرشادية 

  Background • ما هو فهمك للسمنة؟ 

  Strategic relevance • ما هو مستوى أولوية العمل الذي توليه للتعامل مع السمنة؟

ي لبنان؟
 • ما هي برأيك األسباب الرئيسية للسمنة فن

ي تسبب السمنة لدى 
• هل يمكنك شد العوامل المختلفة التر

ي لبنان؟ 
ن فن  البالغي 

Causes  

ي لبنان  
• ما هي برأيك األهداف األساسية للوقاية من السمنة فن

 والسيطرة عليها؟

ي تشارك في
ي لبنان؟ • ما هي اإلجراءات التر

 ها بخصوص السمنة فن

ك   ي تعاون مشير
ي يمكن أن تساهم بها فن

• ما اإلجراءات األخرى التر

 متعدد القطاعات؟

ي تتخذها قطاعات ومنظمات 
• ما هي اإلجراءات المحددة التر

ي رؤيتها؟
 وجمعيات وأشخاص آخرين ترغب فن

Solutions  

ل من قبل  • ما هي ، برأيكم ، العوائق المحتملة أمام العمل الفعا

 قطاعك / منظمتك / جمعيتك 

 

Barriers  
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Appendix 4.  

 

Guidelines for Photovoice – Study 1  
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Appendix 4.1 Guidelines for Photovoice – Study 1- English  

 
General guidelines for participation in Photovoice study   

- Photos taken should represent the barriers to healthy eating and physical 

activity  

- Photos taken should represent the opportunities that promote healthy 

eating behaviours and physical activity.  

- Barriers and opportunities should be encountered in your daily life (e.g. at 

home, at work, at university or academic institution, community and public 

places).  

- The barriers may not be affecting you but may be affecting people from 

your community.  

- A minimum of 5 photos for each category:  barriers and opportunities 

- A maximum of 10 photos for each category  

- Photos should not include people’s faces (unless a consent is taken from 

them) for ethical considerations 

- Photos should be taken with your camera and should not be taken from the 

internet. 
How to share your photos with the researcher? 

- The photos should be shared with the researcher before or right at the 

start of the interview using one of these methods:  

• Email attachment to: 1521750@chester.ac.uk (one day before the 

interview, preferably). 

• Given to the researcher on a USB stick at the start of the interview 

(to be saved on the researcher’s laptop). 

• Or sent via Bluetooth from your mobile phone to the researcher’s 

laptop (at the start of the interview).  

- All photos will be loaded on the researcher’s laptop and will be discussed 

during the interview  
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Appendix 4.2  Guidelines for Photovoice, Arabic (Study 1: Photovoice) 

 

ي الدراسة
 
 : مبادئ توجيهية عامة للمشاركة ف

 

ي تم التقاطها  -
ي  الحواجزيجب أن تمثل الصور التر

 أمام األكل الصحي والنشاط البدنن

ي تم التقاطها  -
ي الفرص يجب أن تمثل الصور التر

ي تعزز السلوكيات الغذائية السليمة والنشاط البدنن
 . التر

ي حياتك اليومية  -
ن
ي الجامعة أو المؤسسة ) يجب أن تواجه الحواجز والفرص ف

ن
ي العمل أو ف

ن
ل أو ف ن ي المين

ن
عىل سبيل المثال ف

 (. األكاديمية والمجتمع واألماكن العامة

 ولكن قد تؤثر عل األشخاص من مجتمعكقد ال تؤثر الحواجز عليك  -

 الحواجز والفرص: لكل فئة صور 5ال يقل عن ما  -

 لكل فئة  صور 10األقىص من الحد  -

 (  ما لم يتم الحصول عىل موافقة منهم)يجب أال تتضمن الصور وجوه األشخاص  -

ا ويجب أن ال تؤخذ من اإلنير  -  . نتيجب أن تؤخذ الصور مع الكامي 

 

 :كيفية مشاركة الصور مع الباحث

 

ي بداية المقابلة  -
كة مع الباحث قبل أو الحق فن  يجب أن تكون الصور مشير

 :  باستخدام واحدة من هذه الطرق

ي  •
ونن يد اإللكير  (. قبل يوم واحد من المقابلة، ويفضل)  chester.ac.uk@1521750: مرفق اليى

ي بداية المقابلة عىل  تعىط •
 (. ليتم حفظها عىل كمبيوتر الباحث) USBللباحث عىل فن

ي بداية المقابلة)من هاتفك المحمول إىل كمبيوتر الباحث   Bluetoothأو إرسالها عن طريق  •
 (. فن

 

 سيتم تحميل جميع الصور عىل الكمبيوتر المحمول الباحث لمناقشتها خالل المقابلة -
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 Appendix 5.   

 

Permission letter to recruit participants (Study 1: Photovoice) 



  

297 
 

 



  

298 
 

 

 

 

 

 

Appendix 6. 

 

FREC approval letters 

 

 

Study 1 (Photovoice) and Study 2 (Stakeholder Interviews) 
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Appendix 6.1 FREC approval, Study 1 

 

 

 

  

Faculty of Medicine, Dentistry and Life Sciences 

Research Ethics Committee 

 

frec@chester.ac.uk 

Tuesday, 9th January 2018 

 

Malika Al Kattan 

29 Croasdale Avenue 

Manchester 

M14 6GU 

Dear Malika, 

 

Study title: Combining “Photovoice” with face-to-face interviews to explore the opportunities, barriers 

and action needed to promote healthy eating and physical activity in Lebanese communities 

FREC reference:  1362/17/MAK/CSN 

Version number: 1  

 

Thank you for sending your application to the Faculty of Medicine, Dentistry and Life Sciences Research 

Ethics Committee for review. 

 

I am pleased to confirm ethical approval for the above research, provided that you comply with the 

conditions set out in the attached document, and adhere to the processes described in your application 

form and supporting documentation.   

 

The final list of documents reviewed and approved by the Committee is as follows: 
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Document                       Version Date 

Application Form                                   1 October 2017 

Appendix 1 – List of References 2 December 2017 

Appendix 2 – Summary CV for Lead Researcher   

Appendix 3 – Risk Assessment  1 October 2017 

Appendix 4(a) & 4(b) – Participant Information Sheet [PIS] 2 December 2017 

Appendix 5(a) & 5(b) – Letter(s) of invitation to participants  2 December 2017 

Appendix 6(a) & 6(b) – Participant Consent Form 2 December 2017 

Appendix 7 – Written permission(s) from relevant personnel (eg. 

to use faculties) 

2 December 2017 

Appendix 8(a) & 8(b) – Interview schedule(s) or topic guide(s)  2 December 2017 

Appendix 9(a) & 9(b) – Guidelines for Photovoice 2 December 2017 

Response to FREC request for further information or clarification 1 December 2017 

 

 

Please note that this approval is given in accordance with the requirements of English law only. For 

research taking place wholly or partly within other jurisdictions (including Wales, Scotland and Northern 

Ireland), you should seek further advice from the Committee Chair / Secretary or the Research and 

Knowledge Transfer Office and may need additional approval from the appropriate agencies in the 

country (or countries) in which the research will take place. 

 

With the Committee’s best wishes for the success of this project.  

 

Yours sincerely, 

 

 

Professor Ben Green 

Chair, Faculty Research Ethics Committee 

Enclosures: Standard conditions of approval.   

Cc. Supervisor/FREC Representative 
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Appendix 6.2 FREC Approval, Study 2 

 

 

  

Faculty of Medicine, Dentistry and Life Sciences 

Research Ethics Committee 

 

frec@chester.ac.uk 

Tuesday, 17 April 2018 

 

Malika Al Kattan 

29 Croasdale Avenue 

Manchester 

M14 6GU 

 

Dear Malika, 

 

Study title: Exploring the perspectives of different sectors towards the obesity problem in Lebanon 

FREC reference: 1369/17/MAK/CSN 

Version number: 1 

 

Thank you for sending your application to the Faculty of Medicine, Dentistry and Life Sciences Research 

Ethics Committee for review. 

 

I am pleased to confirm ethical approval for the above research, provided that you comply with the 

conditions set out in the attached document, and adhere to the processes described in your application 

form and supporting documentation.   

 

The final list of documents reviewed and approved by the Committee is as follows: 
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Document                       Version Date 

Application Form                                   1 November 2017 

Appendix 1 – List of References 1 November 2017 

Appendix 2 – Summary CV for Lead Researcher 1 November 2017 

Appendix 3 – Risk Assessment  1 November 2017 

Appendix 4a & 4b – Participant Information Sheet [PIS] 2 April 2018 

Appendix 5a & 5b – Letter(s) of invitation to participants  2 April 2018 

Appendix 6a & 6b – Participant consent form(s) 2 April 2018 

Appendix 7a & 7b – Interview schedule(s) or topic guide(s) 2 April 2018 

Appendix 8 – Lebanon – North Governorate demographics 1 November 2017 

Appendix 9 – Permission Letter 1 April 2018 

Response to FREC request for further information or clarification 1 April 2018 

 

Please note that this approval is given in accordance with the requirements of English law only. For 

research taking place wholly or partly within other jurisdictions (including Wales, Scotland and Northern 

Ireland), you should seek further advice from the Committee Chair / Secretary or the Research and 

Knowledge Transfer Office and may need additional approval from the appropriate agencies in the 

country (or countries) in which the research will take place. 

With the Committee’s best wishes for the success of this project.  

Yours sincerely, 

 

 

 

Professor Stephen Fallows 

Deputy Chair, Faculty Research Ethics Committee 

Enclosures: Standard conditions of approval.   

Cc. Supervisor/FREC Representative 
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Appendix 7. 

 

 

 

 

Photovoice participants’ 

Examples of photographs with quotations – Study 1  
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Theme 1: Physical appearances and body 

concerns  

 

Subtheme 1: perceptions towards obesity and body 

image 

“This picture is my swimsuit ... whenever I see 

swimsuits and try them on … I get motivated to eat 

healthy and lose weight … the summer is 

approaching, and summer clothes show your body 

shape” (S1P4) 

------------------------------------------------------------------ 

Theme 2: Individual factors  

 

Subtheme 1: occupation and time constraints 

“In this picture you see snacks … because I don’t have 

time … I like to have snacks because I don’t have time 

to have a proper lunch … I eat snacks on the go … 

they’re not healthy … I am always in a rush … I come 

back late [from work] … always very hungry so I eat a 

lot” (S1P6) 

 

Theme 2: Individual factors  

 

Subtheme 1: occupation and time constraints  

“this picture is my university … we all know the stress 

at the university and the stress after the university … 

first there will be stress and the person won’t be able 

to go to the gym … second his time won’t be his … he 

should study and pass examinations … it’s going to 

take a lot of time” (S1P11) 

Theme 3: Social influences  

 

Subtheme 1: Eating out and eating together  

“In this picture you can see … when you go out you 

crave more [unhealthy food] … people who are going 

out with you want to order them” (S1P5)  

 

Examples of photographs and quotations – Study 1 – Photovoice 
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Theme 3: Social influences  

 

Subtheme 1: Eating out and eating together  

“we had a birthday and they got popcorn … chips … 

pastries … cake and these things … on that day I was 

on a diet … I couldn’t resist … I cheated on it “(S1P15) 

Theme 3: Social Influences  

 

Subtheme 2: Significant others and role models  

“This is my uncle … why he motivates me? … because 

he’s 72 and did two open heart surgeries … he 

exercises and cares about nutrition” (S1P5)  

 

 

Theme 3: Social Influences  

 

Subtheme 3: The role of women  

“In this picture you could see [Tabbouli – Lebanese 

salad] healthy food… it is available because my mom 

always tries to take the family towards a healthy 

lifestyle and she cooks meals that have a lot of 

vegetables …. Low margarine and oil” (S1P3)  

Theme 4: Media and communication  

 

Subtheme 1: Media  

“My fiancé was in LA … so you know … there… it’s full 

of burgers and fast food … so he shared a picture [on 

social media] of his burger and I was hungry … so I 

started craving it” (S2P9).  
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Theme 4: Media and communication  

 

Subtheme 2: Food marketing and advertisements  

“We are now in the period of parliamentary elections 

… so I usually pass by this road and on my way back …  

I find this billboard … it usually has advertisements for 

fast food and I always used to crave food whenever I 

see it … now … we are in the elections period  … so 

they removed the Ads and put the pictures of those 

who are running for the elections … so whenever I pass 

by I stopped craving these food” (S1P4).  

Theme 5: Food affordability and availability  

 

Subtheme 1: food affordability  

“When you go to the supermarket and you want to 

buy food … the healthy and sugar free ones are always 

more expensive than the regular ones … who said that 

the underprivileged people don’t like to eat healthy? 

But when this is expensive … they would prefer to buy 

the cheaper product” (S1P3) 

  

Theme 5: Food affordability and availability  

 

Subtheme 2: food availability and accessibility  

“This is a pack of toasts … when I saw it in the 

supermarket, I bought it right away … it contains 17 

calories per slice … in the supermarkets that are not 

that big … you can’t find these things … you find the 

regular toast” (S1P15)  

Theme 5: food affordability and availability 

 

Subtheme 2: food availability and accessibility  

“I remember that …  I went to buy healthy snacks … 

but I couldn’t find any” (S1P9) 
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Theme 5: food affordability and availability 

  

Subtheme 2; food availability and accessibility  

“When I am buying food at the supermarket … next to 

the cashier … they put a stand for [chocolate brand] … 

so you become tempted to buy it with the other items 

… I didn’t want to buy them on purpose … I didn’t pick 

anything that’s not healthy … but at the end you 

become tempted” (S1P14) 

Theme 6: Technology and leisure activity  

 

Subtheme 1: technological advances  

“This is the health application on my phone … I always 

check how many steps I walked everyday … it 

motivates me to walk more …” (S1P10)  

 

 

Theme 6: Technology and leisure activity  

 

Subtheme 1: technological advances 

 

“We don’t have anything to do here in Tripoli … we 

don’t have activities to do in the winter … we watch 

TV … and while watching TV we feel like eating 

something …. We buy chips … chocolate … nuts” 

(S1P12).  

Theme 6: Technology and leisure activity  

 

Subtheme 2: active hobbies and accessibility to 

facilities  

“In this paper you see … these are the gym 

membership fees… these prices … not everyone in 

Tripoli can pay them … in the community we live in … 

money is a factor … if people go to the gym or not” 

(S1P11) 
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Theme 6: Technology and leisure activity  

 

Subtheme 2: active hobbies and accessibility to 

facilities  

“I go on hikes … I really enjoy the views … it’s very 

relaxing … everyone can do the same … first because 

it’s free access … we have stunning views … second it’s 

everywhere … it’s safe … it’s not like walking on a 

treadmill … you are outdoors … you are doing physical 

activity and at the same time you are seeing 

landscapes around you” (S1P13)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Theme 7: Safety Concerns  

 

Subtheme 2: lack of infrastructure versus laziness  

“You feel that in some streets … there isn’t a good 

pavement for people to walk … or when you’re 

walking on a pavement you find a motorcycle … 

so when you’re walking you feel that your hand 

is on heart [Lebanese saying – to express fear] … 

that someone would bump into you” (S1P9) 
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Appendix 8. 

 

 

 

Transcript Excerpt  

E- Arabic and English (code switching) Example  
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Excerpt – transcript participant 1- study 2 

---------------------------------------------------------------------------------------------------------------------- 

Yellow Highlight E-ARABIC  

Pink Highlight English  

------------------------------------------------------------------------------------------------------------------------- 

Researcher: what are in your opinion the primary targets to prevent and control obesity?  

Participant: I think it starts at home, lezem ykun 3anna awareness bel mass.. bel general population 

about the significant complications and consequences of obesity … so it starts at home than at school 

level w akid ka government ma 3am yaamlo follow up ma3 l food industries ma 3am yaamlo incentives 

lal food industries ... fa l so2al wen fina naaml intervention? Ana I would say mafi mahal eno isa 3melte 

intervention fi ha to2de 3al mashkal euh bas I think it starts at home in terms of highlighting the 

importance of physical activity …  in terms of highlighting the importance of choosing the right foods 

… so doing the intervention at home, the government should have a role through media, through … 

outreach activities metl the one li 3emleta wizaret el sohha recently so I think when we target families, 

we will make a significant change.   
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Appendix 9. 

 

 

 

 

Consolidated criteria for reporting qualitative research (COREQ 

checklists)  

 

 

Study 1 (Photovoice) and Study 2 (stakeholder interviews) 
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Appendix 9.1 COREQ Checklist for Study 1 (Photovoice) 

 

COREQ CHECKLISTS are adopted from  

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item 

checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007. 

Volume 19, Number 6: pp. 349 – 357 

 

No.  Item 

 

Questions Reported in chapter 

Domain 1: Research team 

and reflexivity  

  

Personal Characteristics    

1. Interviewer/facilitator Which author/s conducted the interview 

or focus group?  

Chapter 5  

(section 5.4.4)  

2. Credentials What were the researcher’s credentials? 

E.g. PhD, MD  

Chapter 4 

(section 4.4.1.1) 

3. Occupation What was their occupation at the time of 

the study?  

Chapter 4 

(section 4.4.1.1) 

4. Gender Was the researcher male or female?  Chapter 4 

(section 4.4.1.1) 

5. Experience and training What experience or training did the 

researcher have?  

Chapter 4 

(section 4.4.1.1.) 

Relationship with participants    

6. Relationship established Was a relationship established prior to 

study commencement?  

Chapter 5 

 

7. Participant knowledge of 

the interviewer  

What did the participants know about the 

researcher? e.g. personal goals, reasons 

for doing the research  

Chapter 5 

8. Interviewer characteristics What characteristics were reported about 

the interviewer/facilitator? e.g. Bias, 

Chapter 4 
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assumptions, reasons and interests in the 

research topic  

(section 4.4.1.1) 

Domain 2: study design    

Theoretical framework    

9. Methodological orientation 

and Theory  

What methodological orientation was 

stated to underpin the study? e.g. 

grounded theory, discourse analysis, 

ethnography, phenomenology, content 

analysis  

Chapter 4 (section 4.3) 

and  

Chapter 5  

(section 5.4.1.2) 

 

 

 

 

Participant selection    

10. Sampling How were participants selected? e.g. 

purposive, convenience, consecutive, 

snowball  

Chapter 5 

(5.4.2.1) 

11. Method of approach How were participants approached? e.g. 

face-to-face, telephone, mail, email  

Chapter 5 

(5.4.2.1) 

12. Sample size How many participants were in the study?  Chapter 5 

(sections 5.5.1 and 

5.4.2.1) 

13. Non-participation How many people refused to participate 

or dropped out? Reasons?  

Chapter 5  

(sections 5.5.1 and 

5.4.2.1) 

Setting   

14. Setting of data collection Where was the data collected? e.g. home, 

clinic, workplace  

Chapter 5 (section 

5.4.2.1)  

15. Presence of non-

participants 

Was anyone else present besides the 

participants and researchers?  

Chapter 5  

(section 5.4.4) 

16. Description of sample What are the important characteristics of Chapter 5  



  

314 
 

the sample? e.g. demographic data, date  (section 5.5.1)  

Data collection    

17. Interview guide Were questions, prompts, guides provided 

by the authors? Was it pilot tested?  

Chapter 5 (sections 5.4.2 

and 5.4.4) 

18. Repeat interviews Were repeat interviews carried out? If yes, 

how many?  

N/A 

19. Audio/visual recording Did the research use audio or visual 

recording to collect the data?  

Chapter 5 (section 5.4.4) 

20. Field notes Were field notes made during and/or after 

the interview or focus group? 

Chapter 5  

(section 5.4.4) 

21. Duration What was the duration of the interviews 

or focus group?  

Chapter 5 (Section 5.4.4) 

22. Data saturation Was data saturation discussed?  Chapter 5 (sections 5.5.1 

and 5.4.3) 

23. Transcripts returned Were transcripts returned to participants 

for comment and/or correction?  

 

 

N/A 

Stated why no in  

Domain 3: analysis and 

findings  

  

Data analysis    

24. Number of data coders How many data coders coded the data?  Chapter 5 (5.4.5.2) 

25. Description of the coding 

tree 

Did authors provide a description of the 

coding tree?  

 

26. Derivation of themes Were themes identified in advance or 

derived from the data?  

Derived from the data  

27. Software What software, if applicable, was used to 

manage the data?  

N/A 

28. Participant checking Did participants provide feedback on the 

findings?  

N/A 

Reporting    

29. Quotations presented Were participant quotations presented to 

illustrate the themes/findings? Was each 

Yes  
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quotation identified? e.g. participant 

number  

30. Data and findings 

consistent 

Was there consistency between the data 

presented and the findings?  

Yes  

31. Clarity of major themes Were major themes clearly presented in 

the findings?  

Yes 

32. Clarity of minor themes Is there a description of diverse cases or 

discussion of minor themes?       

Yes  
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Appendix 9.2 COREQ Checklist for Study 2 (Stakeholder interviews) 

 

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item 

checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007. 

Volume 19, Number 6: pp. 349 – 357 

 

No.  Item 

 

Guide questions/description Reported on Page # 

Domain 1: Research team 

and reflexivity  

  

Personal Characteristics    

1. Interviewer/facilitator Which author/s conducted the interview or 

focus group?  

N/A 

2. Credentials What were the researcher’s credentials? E.g. 

PhD, MD  

Chapter 4 

(section 4.4.1.1) 

3. Occupation What was their occupation at the time of the 

study?  

Chapter 4 

(section 4.4.1.1) 

4. Gender Was the researcher male or female?  Chapter 4 

(section 4.4.1.1) 

5. Experience and training What experience or training did the 

researcher have?  

Chapter 4 

(section 4.4.1.1.) 

Relationship with participants    

6. Relationship established Was a relationship established prior to study 

commencement?  

Chapter 6 

 (section 6.3.3.1) 

7. Participant knowledge of 

the interviewer  

What did the participants know about the 

researcher? e.g. personal goals, reasons for 

doing the research  

Chapter 5 and chapter 

6 

8. Interviewer characteristics What characteristics were reported about 

the interviewer/facilitator? e.g. Bias, 

assumptions, reasons and interests in the 

research topic  

Chapter 4 

(section 4.4.1.1) 
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Domain 2: study design    

Theoretical framework    

9. Methodological orientation 

and Theory  

What methodological orientation was stated 

to underpin the study? e.g. grounded 

theory, discourse analysis, ethnography, 

phenomenology, content analysis  

Chapter 4 

(section 4.4.1.1) 

 

 

 

 

 

Participant selection    

 

10. Sampling How were participants selected? e.g. 

purposive, convenience, consecutive, 

snowball  

Chapter 6 (section 

6.3.2 )  

11. Method of approach How were participants approached? e.g. 

face-to-face, telephone, mail, email  

Chapter 4 (section 4.3) 

 

 

 

12. Sample size How many participants were in the study?  Chapter 6 (sections 

6.3.2 and 6.5.1) 

13. Non-participation How many people refused to participate or 

dropped out? Reasons?  

Chapter 6 (section 

6.3.2) 

Setting   

14. Setting of data collection Where was the data collected? e.g. home, 

clinic, workplace  

Chapter 6 (section 

6.3.3.1) 

15. Presence of non-

participants 

Was anyone else present besides the 

participants and researchers?  

Chapter 6 (section 

6.3.3.1) 

16. Description of sample What are the important characteristics of 

the sample? e.g. demographic data, date  

Chapter 6 (Section 

6.5.1) 

Data collection    
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17. Interview guide Were questions, prompts, guides provided 

by the authors? Was it pilot tested?  

Chapter 6 (section 

6.3.3.1) 

18. Repeat interviews Were repeat interviews carried out? If yes, 

how many?  

n/a 

19. Audio/visual recording Did the research use audio or visual 

recording to collect the data?  

Chapter 6 (section 

6.3.3.1) 

20. Field notes Were field notes made during and/or after 

the interview or focus group? 

Chapter 6 (section 

6.3.3.1) 

21. Duration What was the duration of the interviews or 

focus group?  

Chapter 6 (section 

6.3.3.1) 

22. Data saturation Was data saturation discussed?  Chapter 6 (section 

6.3.2) 

23. Transcripts returned Were transcripts returned to participants for 

comment and/or correction?  

 

 N/A  

Discussed why not in 

chapter 4 

 

 

 

Domain 3: analysis and 

findings  

  

Data analysis    

24. Number of data coders How many data coders coded the data?  N/A 

25. Description of the coding 

tree 

Did authors provide a description of the 

coding tree?  

N/A 

26. Derivation of themes Were themes identified in advance or 

derived from the data?  

Chapter 6  

(section 6.4.2) 

 

 

27. Software What software, if applicable, was used to 

manage the data?  

N/A 

28. Participant checking Did participants provide feedback on the n/a 
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findings?  

Reporting    

29. Quotations presented Were participant quotations presented to 

illustrate the themes/findings? Was each 

quotation identified? e.g. participant 

number  

Yes 

30. Data and findings 

consistent 

Was there consistency between the data 

presented and the findings?  

Yes 

31. Clarity of major themes Were major themes clearly presented in the 

findings?  

Yes 

32. Clarity of minor themes Is there a description of diverse cases or 

discussion of minor themes?       

Yes 

 

 

 

 

 

 

 

 


