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ABSTRACT 
 

Adolescent obesity is a major public health concern, increasingly affecting low and middle-income 

countries (LMICs) undergoing the nutrition transition. In developed countries, governments had 

the time to adjust to this rise in the consequent non-communicable diseases (NCDs), whereas the 

developing world is facing a triple burden of nutrition-related disease simultaneously. However, 

amidst the nutrition transition, drivers to obesity may differ within the same country especially 

between the urban and rural areas, depending on the context and environmental factors. In order 

to unravel how the nutrition transition process unfolds in both urban and rural areas, an exploration 

of the factors affecting adolescents’ lifestyle and eating behaviours, in the current context was 

deemed appropriate. Additionally, exploring stakeholders’ views on adolescents’ obesity 

including facilitators and barriers to obesity prevention is key in intervention and policy drawing. 

This study thus aimed to explore in-depth, whether, how, and to what extent is the nutrition 

transition currently affecting adolescents’ environments in Lebanon, focusing on both adolescents’ 

and stakeholders’ perspectives, awareness, and barriers to the prevention of adolescents’ obesity. 

 
The study used a sequential multi-method approach along a bricolage methodology. The first phase 

of the study adopted a qualitative approach, involving focus groups with adolescents (n = 78) to 

explore their perceptions regarding their eating behaviours as well as the role of the environment 

surrounding them in both urban and rural areas. A number of direct (availability of Western foods, 

peer pressure, parental control, eating location, body image) and indirect (adolescence autonomy, 

role modeling, cultural beliefs, peer surveillance) factors seemed to influence adolescents’ eating 

behaviours. Almost similar behaviours were perceived between the urban and rural area, 

showcasing the impact of the nutrition transition in both areas although different underlying factors 

were stated. The factors identified in this study were grouped and discussed based on the socio- 

ecological model (SEM) highlighting the importance of the social and environmental influences 

on adolescents’ eating behaviours. 

 
The second phase of the study adopted a qualitative approach; using one-to-one interviews to 

investigate stakeholders’ opinions on adolescents’ obesity. The study highlighted the barriers and 

facilitators in preventing adolescents’ obesity in relation to adolescents’ eating behaviours and the 

surrounding environment. Key stakeholders interviewed in this phase included different sectors 
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such as the Ministry of Education, Municipalities, Transportation NGOs, with a special emphasis 

on the school setting including school directors, manager of school cafeteria, sports teacher, school 

nurse and head teacher. Interviews revealed the lack of awareness concerning the obesity problem 

and the importance of the environmental influences, a lack of intersectoral cooperation between 

stakeholders in Lebanon and a greater emphasis on the individual responsibility in the prevention 

of adolescents’ obesity. 

 
This study has revealed and engaged with the varied conceptualisations of obesity causation 

amongst adolescents, in both urban and rural areas, amid the nutrition transition in Lebanon. 

Acknowledging that the causes of obesity are complex this study collects insights of both 

adolescents and key stakeholders’ perceptions; to date, no study has engaged with both in Lebanon, 

justifying the need for the present study. Clearly, in keeping with the literature on the different rate 

of nutrition transition between rural and urban environments further justifies the consideration of 

both context. Given the findings of this study in regards to the dramatic changes affecting both 

urban and rural areas regarding the number of meals consumed away from home, the increase in 

fast-food consumption and the increase in sedentary lifestyles, new challenges in relation to 

adolescent obesity prevention in LMICs are created. The creation of supportive local 

environments, in both urban and rural areas, represents an important avenue where eating 

behaviours concerns, and thus adolescents’ obesity can be addressed 

 
Keywords: Adolescence, Obesity, Socio-ecological framework, Food habits, Lifestyles, Lebanon. 
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CHAPTER 1: INTRODUCTION & BACKGROUND 
 
 

1.1 AIMS OF THE STUDY 

 
The aim of this study was to explore adolescents’ eating behaviours and perceptions in the 

nutrition transition in both urban and rural areas of Lebanon and the factors influencing their 

behaviours relative to their environment. The fundamental research question involved how, and 

to what extent, does the surrounding environment, more particularly in the nutrition transition, 

influence adolescents’ eating behaviours in Lebanon? In order to answer the research question, 

a multi-method design was employed. Using a multi-method design allowed firstly an in-depth 

qualitative exploration of adolescents’ dietary behaviours in both urban and rural areas of 

Lebanon in order to understand the factors influencing their dietary behaviours and how school 

environment and context could be improved. The second phase of this study was based on 

adolescents’ points of view and aimed to explore key stakeholders’ perception on adolescents’ 

obesity including barriers and facilitators for obesity prevention programmes and policies. 

 
This introductory chapter delivers an overview of the main components in this research which 

are firstly the nutrition transition and its implication for obesity, and most precisely for the 

adolescent age group. The following chapter will identify the gaps in the research literature and 

discuss the rationale for this study. Figure 1.1 shows a summary of the multi-method data 

collection design applied in this study. 

 

 

 

 

 
Figure 1.1 Overall study design 

Pre-Phase1 
• Broad understanding of 

dietary behaviours 
 

• Qualitative approach 
 

• n=30 

Phase 1 
• In-depth exploration of the 

effect of the nutrition 
transition 

 
• Qualitative approach 

 
• n= 78 

Phase 2 
• Explore stakeholders' 

perceptions. 
 

• Qualitative approach 
 

• n=10 
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1.2 THE NUTRITION TRANSITION 

 
Nutrition transition is a term that was first described by Popkin (1993); it refers to dietary intake 

and health changes associated with economic growth. The transition explains that 

modernisation, economic development, urbanisation, and globalisation have caused a shift in 

dietary patterns (Popkin et al., 2012). The nutrition transition encompasses the shift in dietary 

patterns and physical activity changes within a given population (Saibul et al., 2009); dietary 

habits and physical activity have shifted towards a sedentary lifestyle and increased consumption 

of ultra-processed foods which characterises the nutrition transition (WHO, 2017c). Ultra- 

processed foods associated with late industrial and post-industrial stages in the nutrition 

transition journey have been highlighted by many researchers for their detrimental implications 

for poor health in the modern diet (Monteiro, 2010; Monteiro et al., 2010; Monteiro et al., 2019). 

Manufactured foods, that are ultra-processed, are recognised to be higher in salt, fat, and total 

sugar; they are currently a major element of an individual diet, such as in Mexico, with more than 

60% of all food purchased being ultra-processed foods (Lin et al., 2018; Popkin, 2015). In 

transitioning countries, a study by Sievert et al. (2019) in the Pacific, highlighted the increasing 

consumption of ultra-processed foods including soft drinks, vegetable oils, processed meats, 

sweet biscuits and noodles making up for majority of sales. The implication of ultra-processed 

foods and the shifts in dietary patterns away from the Mediterranean dietary pattern will be 

discussed in the next chapter. 

 

In low and middle-income countries (LMICs), globalisation and economic growth are specifically 

important as they move towards higher levels of economic development involving with it 

numerous other changes. Those include: demographic transition (shifting from high mortality 

and high fertility to low mortality and low fertility, which is typical of high economic countries); 

epidemiological transition (which was first described by Omran (1971) as the shift from a high 

prevalence of infectious diseases to a high prevalence of chronic non-communicable diseases 

(NCDs) associated with the western lifestyle); and technological transition (from low to high 

mechanisation industries and onwards to a post-industrial economy) (Omran, 1971; Popkin, 

2004; Popkin, 2007). 
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These nutritional transitions have been classified into five “patterns” (see Fig. 1.2): The first 

pattern is characterised by the hunting period where food was richer in fibre and lean protein 

and wild-animal meat consumed was higher in polyunsaturated fats in comparison with the 

modern domesticated-animal meats (Popkin, 1993; Quercia et al., 2014); the second pattern 

encompassed famine and early agriculture where individual physical growth was slow due to 

inadequate energy intakes and malnutrition resulting in a reduction in stature, additionally, the 

phenomena of social stratification started to appear in this phase (Quercia et al., 2014); the third 

pattern of the nutrition transition is associated with diminished famine, increased income and 

nutrition improvement (Quercia et al., 2014). It is also associated with an increased consumption 

of fruits, vegetables, and animal protein (Popkin, 2015). The fourth pattern included the industrial 

revolution and alteration of food production, distribution, and storage which in turn increased 

high calorific foods and decreased physical activity thus increasing obesity and chronic diseases 

(Floros et al., 2010; WHO, 2017c). 

 
 
 

Figure 1.2 Patterns of the nutrition transition; adapted from Popkin 1993, 2015. 
 
 

This pattern is remarkably high in fat, cholesterol, sugar, and refined carbohydrate with a low 

intake of polyunsaturated fats and fibre (Popkin, 1993). The fifth and last pattern involves an 

increased prevalence of obesity and obesity related diseases thus resulting in behavioural change 

Pattern 1: Collecting food 

Diverse wild plant 
and animal diet 

Lean, robust, high 
disease rate. 

Residency patterns: 
Low density 

Pattern 2: Famine 

Cereal dominant 
diet; less diversed 

Nutritional 
deficiencies and low 

stature 

Rural; few crowded 
cities 

Pattern 3: Receeding 
famine 

Low variety; low 
fat; more fiber and 

animal protein 

Maternal/child 
nutrition 

deficiencies; 
stunting; weaning 

diseases 
 

Moving to cities 
increase; 

international 
migration begins 

Pattern 4: Chronic 
Disease 

Increased fat 
intake, processed 
foods and sugar 

Increased 
sedentarism; 
obesity; NCDs 

Urban population 
disperses; decrease 
in rural green space 

Pattern 5: Behavioural 
change 

Reduce fat and 
processing; Increase 
in fruits, vegetables 
and whole grains 

Reduce Obesity and 
NCDs 

Urbanisation of 
rural areas around 

cities increases 
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to prevent the emerging health risks (Popkin & Gordon-Larsen, 2004). The five patterns and 

related dietary behaviours are presented in Figure 1.2. 

 

When economic status rises and urbanisation increases, traditional and ethnic cuisines high in 

complex carbohydrates and fibres tend to be replaced with Western style foods high in fat and 

sugar like processed foods and soft drinks, especially among the younger generation, resulting in 

an increase in energy density (D’Innocenzo et al., 2019; Drewnowski, 2000; Popkin, 2015). 

Currently, LMICs are facing the global trend of the nutrition transition (Popkin, 2015). However, 

the prevalence of obesity and NCDs have arisen very rapidly in LMICs, especially in urban and 

suburban areas, whilst they were still treating infectious diseases; transitioning rapidly from 

pattern three to four (D’innocenzo et al., 2019; Swinburn et al., 2011). 

 
 

Figure 1.3 The triple burden of NCDs in LMICs. Source: Nasreddine et al. (2018). 
 
 

These changes have created unique health challenges especially in poorer countries known as 

the triple burden of malnutrition; the population was previously at risk of both undernutrition 

and obesity and their related diseases simultaneously (Branca et al. 2019; Popkin et al., 2019). 

Developing low- and middle-income countries undergoing economic progress have been shown 

to create a triple burden of NCDs which can be described by undernutrition, micronutrient 

deficiency and obesity (FAO, 2014; UNICEF, 2019). According to the Global Nutrition Report 

VAD= Vitamin A deficiency 
VDD= Vitamin D deficiency 
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(2018), 150.8 million children are stunted, 50.5 million are wasted and 38.3 children are 

overweight. In parallel, 2.01 billion adults are overweight and obese of whom 678 mllion are 

obese and 613.2 million women of reproductive age are affected by anaemia (see Fig.1.3). Figure 

1.3 presents the triple burden of NCDs in LMICs amongst youngsters and children. 
 

 

 
Figure 1.4 Obesity and NCDs in LMICs from a life-cycle perspective (adopted from WHO, 2014). 

 
 

This is of special attention in the adolescent population, where adopted dietary behaviours may 

be carried into adulthood (Mounayar et al., 2019; Shrimpton & Rokx, 2012). For instance, the 

double burden of nutrition in LMICs has been previously explained through a life course approach 

that identifies an early undernutrition phase during foetal and young years followed by an 

excessive increase of dietary intake in later life stages (Gluckman et al., 2009; Popkin et al., 2012; 

Roemling & Qaim, 2012; Swinburn et al., 2011; WHO, 2016a). Undernutrition endured in foetal 

and infant years may increase sensitivity to over-nutrition at adult age and thus may influence 

Pregrancy 

Increased time watching TV + increased exposure to advertising 
Increase in sedentarity 
Fewer safe outdoor activities options and active transport 
Food insecurity 

Childhood • Less exposed to variety of foods 

Increased chronic stress risk 
Less encouragement and social support 
Live near food outlets selling cheap energy-dense food 
Weight gain during pregnancy + less likely to breastfeed 

Adulthood • Poor housing --> unreliable means of cooking and refrigeration 

Low paid --> inflexible opportunities for physical activity and get time off work 
Difficulty affording health care and transport to health services 

Obesity and • Increased discrimination in health services 
More likely to suffer financial hardship from consequences of illness 

NCDs 

 

Poor nutritional status of pregnant women 
Infant more likely to have high or low birth-weight 
Mother are less likely to have paid maternity leave --> less likely to breastfeed 
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severity and development trends of NCDs (Popkin et al., 2012; Victora et al., 2008). This is 

particularly abundant in developing countries where inequities arise from several factors 

amongst vulnerable individuals (WHO, 2014). A life-course approach (Fig.1.4) was deemed 

essential to show how undernutrition may be leading to obesity related problems later in the life 

span amongst the most vulnerable and disadvantaged socioeconomic individuals requiring a 

combination of policies to address the issue (WHO, 2014). 

 

Globally, these NCDs are perceived as the main cause of morbidity and mortality accounting, in 

2016, for 71% of the 56.9 million deaths annually and for 46% of the global burden of disease 

(WHO, 2016a). Of these deaths, 32 million occur in LMICs; furthermore, out of five premature 

deaths in low- and middle-income countries, four are attributed to NCDs; this prevalence was 

shown to be higher in low- and middle-income countries undergoing a nutrition transition 

compared with high income countries (Di Cesare et al., 2013; WHO, 2014; WHO, 2018c). Non- 

communicable diseases include diabetes, obesity, cardiovascular diseases (CVD) and cancer 

(WHO, 2016a); however, some of these diseases can also be considered as risk factors for others. 

In 2016, the leading cause of NCDs death was CVDs which accounted for 44% of all NCDs deaths 

(WHO, 2016a). Majority of these diseases are diet related and can be preventable by changes in 

dietary behaviours and increased physical activity (CDC, 2015). 

 

It is now projected that LMICs will have the highest rates of obesity by 2050 by relying on 

monotonous diets that depend on starchy foods thus increasing the risk of NCDs drastically and 

micronutrients deficiency thus, creating a heavy burden on healthcare systems (FAO, 2014). For 

these reasons, the triple burden of disease including undernutrition, malnutrition and obesity 

need to be addressed simultaneously (FAO, 2014; Popkin et al., 2012; Roberto et al., 2015). Thus, 

within current food systems implementing appropriate food policies and programmes to address 

hunger and micronutrient deficiencies without enhancing the burden of over-nutrition calls for a 

wide range of interventions (Branca et al., 2015; Webb et al., 2015). For example, the Food and 

Agriculture Organisation (FAO) calls for government programmes to produce more nutrient- 
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dense products, fortify foods with key vitamins and to reduce the amount of salt, sugar, and trans- 

fats in processed foods (FAO, 2014). 

 
Nevertheless, in LMICs, priority is mostly given to infectious diseases overlooking interventions 

and implementations that may prevent and control obesity and NCDs with claims that many 

chronic diseases occur merely from individual choices and behaviours (Dietz et al., 2015; Popkin, 

2002). Critics argue that LMICs are not well prepared to face the rising health problems compared 

with high income countries (HICs) where the prevalence of obesity has increased slowly and 

public health systems have had time to address and implement policies (Abegunde et al., 2007; 

Di Cesare et al., 2013; Popkin, 2015). Within each country, key drivers have been seen to play a 

major role in the nutrition transition such as globalisation, food advertising, marketing, and socio- 

cultural factors. 

 
1.2.1 Role of globalisation 

 
The nutrition transition is deeply related to the process of globalisation which facilitated the 

diffusion of obesogenic products, such as highly processed and manufactured foods, take away 

foods and sugar-sweetened beverages, even to LMICs (De Vogli et al., 2014; Lopez et al., 2017; 

Oberlander et al., 2017). “Globalisation” refers to a continuous process of global incorporation 

that originated before even the 18th century. Globalisation began with the trade of non- 

competing merchandises through long distance trade of seasonings, linen, tea, sugar, and silk 

(O’Rourke & Williamson, 2002). Modern day globalisation has not only affected global integration 

on the nature of human interaction but has also affected political, social, cultural, environmental, 

and technological shifts (Fox et al., 2019). On the technological aspect globalisation may not play 

a harmful role; for example, health innovations were easily transferred to LMICs through the 

globalisation phenomenon (Preston, 2007). Although globalisation had a positive effect on the 

economic process, some epidemiological studies have identified a negative aspect on individuals’ 

health and nutritional status which is built on the modernisation theory (Fox et al., 2019; Omran, 

1971). Two theories have been used to explain the increase in obesity in LMIC: first, the theory 

of modernisation that correlates the increase in gross domestic product (GDP) per capita with a 
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linear increase in body mass index (BMI) while the second theory, the dependency theory 

correlates obesity to the integration of global economy and Western culture (Fox et al., 2019). 

While the first theory encourages the adoption or desire to adopt new innovations found in other 

cultures, particularly higher income countries, the second theory relies on the countries’ 

international trade and transnational food corporations (Fox et al., 2019). 

 
In this global liberalised agriculture market, diverse foods are traded, increased foreign asset and 

extension of the impact of transnational food companies (TFCs) (often referred to as “Big Food”) 

are growing while the increased trade of processed agronomic products remains much faster 

than primary farming products (Nestle & Stuckler, 2012). This is mainly caused by the increased 

demand, new technologies and greater availability and exposure of consumers to non-traditional 

imported processed brand-name products (Black, 2016). The altered quantity, cost, type, and 

attractiveness of foods available in the market are all processes of the globalised diet through 

changes in the production, procurement, and distribution phases. Yet, the increased availability 

of diverse foods in supermarkets, for example, has increased the consumer’s attraction away 

from traditional foods (Black, 2016; FAO, 2004); this was particularly of interest in the study by 

Regmi, Ballenger and Putnam (2004) that showed a positive effect of a diversified diet brought 

by the phenomenon of globalisation which might increase the diet’s quality. If this globalised and 

diversified diet is proven to be beneficial, the obesity epidemic in the nutrition transition may be 

mainly caused by the quantity of food consumed rather than the diet quality. 

 

Globalisation is a dynamic process of global change; however, it can have heterogeneous effects 

depending on the socioeconomic status of individuals and demographic differences. This is 

particularly of interest in the developing countries where middle classes are opting for a “leisure 

class” lifestyle characterised by changes in diet (the nutrition transition), smoking and exercise 

(Fox et al., 2019). 

 
Available cheap fats in the market through the globalised market have made high-fat and energy 

dense diets accessible even in low-income countries (Drewnowski & Popkin, 1997). The increased 
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availability and consumption of cheap vegetable oils is the outcome of the increased production 

by TFCs of that oil which was clearly promoted by authorities; for example, during the 1990s 

China implemented new tax and import guidelines to support soybean exports and enlarge 

domestic production (Beckman, 2005). Hence, vegetable oil was associated with the increased 

dietary fat and energy intakes worldwide (Drewnowski & Popkin, 1997). For that, the 

globalisation process together with income increases and cheapening of processed foods, 

increased the epidemic of obesity whilst making healthy food supplies such as fruits and 

vegetables only accessible to high income populations due to their higher costs (Black, 2016; 

Siegel, 2019). The epidemic of obesity can be related to the increased availability of ultra- 

processed and high-density foods in the market shaped by TFCs which led companies to compete 

on much healthier high-priced alternatives targeted for higher socioeconomic levels increasing 

considerably their income (Roberto et al., 2015). 

 

Foreign direct investment (FDI) across borders also plays a major role in integrating the global 

market by making processed foods available and affordable to more people (Black, 2016). With 

the TFCs dominating the market worldwide, and more specifically in developing countries, 

governments, and populations in LMICs have lost control over their food security and autonomy 

(Black, 2016). It appears that the growth of packaged foods was five times higher in developing 

countries compared to developed countries (Rockefeller Foundation, 2013). Examples of TFCs 

that are dominating the market are: Nestlé which had a revenue in 2014 of $103.5 billion, PepsiCo 

at $66.4 billion and Coca-Cola at $46.9 billion (Black, 2016; Hess, 2014). Consequently, FDI are 

playing a major role in the transitional diet by making processed foods more easily available 

worldwide and at cheap prices which increases their consumption (Black, 2016). 

 

The emerging unhealthy dietary behaviours related to cheap available ‘modern’ ultra-processed 

foods and increase in sedentary lifestyle across all age groups have led directly to an increase in 

diet-related non-communicable diseases (Rockefeller foundation, 2013; WHO, 2016a). In 

attempting to prevent obesity, there is evidence that TFCs are associated with the lack of 

implementation regarding food policies (Roberto et al., 2015). It is argued that an international 



10  

policy framework is needed in order to increase local healthy foods intake by competing on fair 

trade terms with foreign entities (Black, 2016). In parallel, The Bellagio Conference on “Program 

and Policy Options for Preventing Obesity in the Low-and Middle-Income Countries” emphasised 

on the importance of public health benefits and the urgency of implementing nutritional policies 

that focus on behavioural changes to lower the prevalence of NCDs through strengthening both 

academic and civil society players (Popkin, 2013). The Bellagio Declaration explored patterns 

affected by the nutrition transition especially in LMIC’s among them the high prevalence of 

famine, undernutrition, and the increased prevalence of diet related NDCs simultaneously. In this 

conference, a special attention was drawn to the need for health policies targeting both under 

and over nutrition outweighing the commercial interests of TFCs perceived as the main barrier in 

policy implementation in many countries (Popkin, 2013). 

 
1.2.2 Role of urbanisation 

 
In the literature, urbanisation is perceived as a problematic and dynamic phenomenon that 

interplays with a multitude of drivers including globalisation, migration, income disparities, 

climate change and population growth (Global Panel on Agriculture and Food Systems for 

Nutrition, 2017; Tull, 2018). Urbanisation is thought to influence the food system in LMICs 

together with the rest of the drivers (Global Panel on Agriculture and Food Systems for Nutrition, 

2017; Tull, 2018). The pace of urbanisation has reached higher rates than ever in history; most of 

the population worldwide are living in urban areas, with the pace of new urbanisation in LMICS 

being faster than others (Global Panel on Agriculture and Food Systems for Nutrition, 2017; Tull, 

2018). The high urbanisation rate in LMICs might be due to an increase in rural-urban migration, 

high birth rates, and a low mortality rate (IFAD, 2016). In these urban areas, an increased demand 

for processed foods has been perceived by urban residents working outside of home as they 

require less preparation time (Dolislager, 2014). Urbanisation has created a complex environment 

constituted of a diversified population with an increased demand for ultra- processed foods in this 

nutrition transition (Global Panel on Agriculture and Food Systems for Nutrition, 2017). 
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Urbanisation is a key factor influencing dietary habits in the nutrition transition. Several changes 

have been noted due to the increase in urbanisation such as an increased eating outside of the 

home, increase in women in paid employment, increased diversity of food available in these 

urban areas, supermarket expansions, and consumers’ lack of awareness of the processes by 

which their food is produced (Tull, 2018). Furthermore, street foods in these urban areas are 

mostly an informal source of food that lack quality and safety (Tull, 2018). This has resulted in 

many studies claiming a greater prevalence of diseases and health problems in the city 

(Lawrence, 1999; Leviton et al., 2000). Urban cities have been identified to increase the 

prevalence of health-related problems due to the negative effects of the environmental 

surroundings (IOM, 2002). These are characterised by the proximity of industrial buildings, lack 

of parks and green spaces and transportation issues including air pollution (IOM, 2002). All these 

factors along with sedentary behaviours in the city may have led to increase in NCDs and obesity 

levels. The need of LMICs to address the obesity problem should consider the complex urban 

context influencing dietary behaviours; thus, a high priority should be given at implementing 

national policies including different sectors such as transport planning, sanitation, education 

policy, and spatial planning (Global Panel on Agriculture and Food Systems for Nutrition, 2017). 

 
1.2.3 Role of food advertising and marketing 

 
Marketing is a feature of globalisation which influences consumption and results in the adoption 

of certain foods in a diet (FAO, 2004). Marketing creates demands through sales promotions, viral 

marketing, websites, celebrities, product exposure in movies and television series, sports 

sponsorship, in-school marketing and recently through social media (Black, 2016; Hawkes, 2006). 

 

Aiming to influence food habits through promotional food marketing of energy-dense and highly 

processed foods, advertising not only targets adults but is also rigourously targeting young 

people; studies have already shown for example its impact in Western countries on children’s 

food habits and their increased requests for advertised products (Black, 2016; Institute of 

Medicine, 2006). Therefore, policies of banning “junk” food advertising to children and 
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adolescents have been recognised to be essential (Garde & Davies, 2017). Not only does brand 

recognition increase children’s request but is also targeting those with increased income (Nestle 

et al., 1998). Therefore, marketing is a form of global reinforcement which is now spread 

throughout all parts of the world (Hawkes, 2002). The budget for advertising and marketing of 

food companies can sometimes surpass a country’s national expenditure on health promotion 

and education (Hawkes, 2013). For example, in 2014, Nestlé and Coca-Cola each spent $3 billion 

annually on advertising while PepsiCo devoted $2.5 billion to advertising its products (Black, 

2016; Hess, 2014). 

 

For that, regulations have been sought to encourage healthy diets and physical activity through 

advertising; for example, in France and Brazil, advertisement of foods and drinks high in fat, 

sweeteners or salt must be supplemented by a message on dietary guidelines and healthy eating 

behaviours (Hawkes, 2006). Not only have regulations been placed on food advertisements 

targeting children and adolescents, but public health campaigns also aiming for healthy eating 

messages have been implemented in many countries (Hawkes, 2013). For example, in the United 

Kingdom, the Change4Life campaign is a social marketing campaign developed in collaboration 

with marketing experts to increase awareness and obtain behavioural change (Hawkes, 2013). 

 

In contrast to the large marketing budgets of global food companies, government agency budgets 

are far less in comparison; it appears that marketing techniques of TFCs are becoming more 

sophisticated, to different countries and people. For example, the fast-food chain McDonald’s 

has developed a marketing strategy suitable for the Indian market by creating a menu with many 

vegetarian options and none with pork or beef (Hawkes, 2006; McDonald’s India, 2018). 

 

Concerning food advertising, several policies have been legislated in many countries to tighten 

and reduce the effect of unhealthy food marketing especially those targeting children. Legislation 

banning unhealthy food advertising in TV programmes aimed at children has been adopted in 

many countries such as Iceland, Turkey, Ireland, Mexico, and Norway while in Sweden such 

advertising has been banned since commercial television began; also, an aim of 
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improvement was seen in Slovenia as the Ministry of Health has sought to enhance food 

advertising guidelines (Obesity Update, 2014; Swinburn et al., 2004). While regulations have been 

implemented on food marketing targeting children on television, companies are still free to 

advertise online (The British Heart Foundation, 2011). Regulations concerning online advertising 

only ensures that advertising is genuine and legal, while giving a vague regulation concerning 

health protection regulation leaving it open to each company’s interpretation (The British Heart 

Foundation, 2011). 

 

Companies are nowadays opting for integrated marketing strategies on different media channels; 

for example, websites designed for children and social media platforms, such as Facebook and 

Twitter, are creating a one-on-one relationship with children enabling the companies to immerse 

into the children’s social media feeds (The British Heart Foundation, 2011). Concerns about social 

media marketing have arisen as children do not have the ability to differentiate between 

advertising and other media content and thus are more prone and vulnerable to food marketing 

(The British Heart Foundation, 2011). In the UK, in 2011, the Advertising Standard Authority’s 

responsibility was extended to include online marketing including social networking advertising 

(The British Heart Foundation, 2011). This was supported by the House of Lords “Behaviour 

Change” in 2011; the UK parliament recognised that tackling online marketing is cost effective 

(House of Lords, 2019). The increase in online marketing strategies is mainly due to low cost and 

broad reach; hence strategies to control online marketing are deemed necessary (House of Lords, 

2019). With the increase in policies regulating food advertising to children, companies are in 

search for new marketing techniques to reach children. A recent example is the Kellogg’s new 

packaging released in Australia. In partnership with Crayola, Kellogg’s cereal packaging was 

turned black and white leaving children to ‘colour and win’ new prizes every day (Wilkinson, 

2019). In the light of policies banning their characters from advertising, the new packaging is 

promising to specifically target children’s attention in supermarkets and at home. 
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1.2.4 Socio-cultural factors 
 

Socio-cultural traditions, values and beliefs that may vary with social and economic transition 

have been shown to influence eating habits, body morphology and attitudes (Nazmi & Monteiro, 

2013). According to Kamphuis et al. (2015), an individual sociocultural resource including 

knowledge, values, norms, and skills are key elements in a consumer’s choice. These cultural 

factors are in turn shared across social classes and generations by means of socialisation and 

disposition and therefore, shaping an individual’s lifestyle (Singh-Manoux & Marmot, 2005). 

 

As Thurston (2014) notes the importance of sociological understanding of human actions over 

individual risk factors, the ‘collective model’ emerged, focusing on the interplay between social 

circumstances and behaviours. Hence, the definition of healthy lifestyle based on the wider social 

divisions by Cockerham, Rütten and Abel (1997) as the “collective patterns of health-related 

behaviour based on the choices from options available to people according to their life chance”. 

An example of cultural globalisation is the increased trend of fast- f o o d  consumption such as 

“McDonalds” in order to appear more “modern” (Fox et al., 2019). To adapt solutions for a certain 

context, it is key to understand the importance of socio-cultural influences which are the main 

factors of nutrition transition (Swinburn et al., 2011). Each context differentiates by social and 

cultural factors; thereby, comprehension of the local context is crucial in adapting interventions 

aiming to prevent obesity; adoption of inappropriate interventions in a local context may 

aggravate the current problem (Dinos, 2015). According to Thurston (2014), understanding the 

collective lifestyle and more particularly the development and maintain of collective unhealthy 

eating behaviours is key in order to change them. The collective lifestyle is defined by as: 

“Health lifestyles comprise interacting patterns of health-related 

behaviours, orientations and resources adapted by groups of individuals in 

response to their social, cultural and economic environment” (Abel et al., 2000; 

p.63). 

 
For instance, according to Dahlgren and Whitehead (1992), the individual behaviours are closely 

related to the broader value system which are in turn rooted with the social determinants of an 
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individual. Therefore, efficient interventions focusing on health promotion should take into 

consideration the socio-economic status of the country and its population, the demographic 

differences within the country, ethnic groups, and cultural factors as these differ between 

populations, religions and traditions influencing food behaviours. 

 
1.2.5 Public policy 

 
Different definitions regarding public policy and health policy exist; public policy is defined by 

“what governments do and neglect to do” while health policy is referred to “policy that aims to 

impact positively population’s health” (de Leeuw et al., 2014; Klein & Marmor, 2006). Public 

health policy is utmost concerned with population health and disease prevention which is 

divergent from health care policy which is concerned by individual treatment (de Leeuw et al., 

2014; Walt et al., 2008). Social and economic policies are recognised by public health 

stakeholders as key determinants of health by building supportive environments that endorse 

the inclusion of health in all sectors (Lee et al., 2007. 

 

Social, health, food and living environments in which people exist have an outstanding influence 

on their dietary patterns which are the “underlying drivers” of nutrition as reported by the Global 

Nutrition Report (IFPRI, 2016). However, some researchers argue that the attention is often 

drawn on these multi-level environmental drivers while detracting from an individual’s own 

obligation to maintain a healthy weight (Brownell et al., 2010; Swinburn et al., 2011). 

 
To address these underlying complex determinants of poor nutrition, effective nutrition-sensitive 

programmes should involve multiple sectors such as agriculture, education, urban planning, and 

transport in addition to the public health sector (Branca et al., 2015; Rasanathan et al., 2015; Ruel 

& Alderman, 2013). People also tend to make food choices according to their income defined by 

the concept of “Ecosystem health disorders” which interrelated people to their ecosystem 

(Wahlqvist, 2014). Moreover, Lawrence et al. (2015) discussed the importance of multi-sectoral 

approach in nutrition transition context including political, cultural, economic, and social factors 

that affect food systems and consequently affect people’s behaviours. In addition to the 

government, contributions from different parties like civil society and private sector can enhance 
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the implementation and increase the influence of effective nutrition-sensitive programmes and 

policies targeting population level rather than requiring individual attention (Gortmaker et al., 

2011; Hughes, 2011; WHO, 2013). For instance, a collaboration between the government and 

voluntary participation of business parties was launched in 2011 in the United Kingdom as a 

Public Health Responsibility Deal to boost targets and priorities of public health policies (Kraak et 

al., 2014; Obesity Update, 2014). Yet, this policy was based on weak pledges, as this approach 

was based on trust in reporting progress rather than a standardised process (Hashem et al., 

2011). Due to this limiting unstandardised process, enthusiasm of companies in the food industry 

started to decline which resulted in the withdrawal of support by many public health actors 

(Panjwani & Caraher, 2014). 

 
However, around the world, action taken to prevent obesity at country levels has been isolated 

and slow (Kleinert & Horton, 2015; Roberto et al., 2015) and did not successfully reverse this 

epidemic because the general and institutional factors of obesity remain largely unrestricted 

(Swinburn et al., 2019). It is characterised by a derisory political leadership and governance to 

legislate policies in respond to “The Global Syndemic” and an absent demand by the population 

for policy change (Swinburn, 2019). Yet, Roberto et al. (2015), argue that there is reason ‘to feel 

optimistic about the future of obesity prevention” given that many countries have shown national 

commitment and action to achieve the WHO’s Global Health objectives. 

 

 
1.3 ADOLESCENCE 

 
1.3.1 Defining adolescence 

 
Adolescence has been defined as the most vulnerable and complex phase of development from 

childhood to adulthood (Curtis, 2015). The WHO outlines that the adolescence period ranges 

from 10 to 24 years of age, which has been classified into three main stages. Today, this age group 

is more abundant than ever before in human history reaching 25% of the global population (Patton 

et al., 2016). 
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The first stage of adolescence is considered an early stage which ranges from 11 to 13 years, 

followed by middle adolescence that ranges from around 14 years to 17 years and finally late 

adolescence which starts around 17 years and end at 19 years of age (Neinstein et al., 2009). In 

contrast with WHO, researchers argued that the period following the age of 19 years, should be 

considered separately, and treated as young adult; differences noted after the age of 19 years are 

the increase in freedom obtained such as the ability to have their own car, the ability to work and 

be financially independent from their parents (Albert & Steinberg, 2011; Tanner et al., 2009). The 

adolescence period is marked by rapid biological, psychological and socio-cultural changes 

(Crosnoe & Johnson, 2011). Additionally, during this period, adolescents are faced with new 

discoveries and experimentations which might be affecting their eating and health behaviours 

(Lytle, 2002). Consequently, adolescents should be well informed and educated in order to take 

decisions that could affect their present and future health (Close & Kemm, 1995). 

 
1.3.2 Stages of adolescents’ development 

 
1.3.2.1 Biological changes 

 
Adolescence is a period defined by biological changes which characterise puberty. Puberty is 

associated with rapid growth which represents one of many biological changes. This rapid growth 

of height and weight demands high availability of nutrients; thus, healthy eating during this life 

stage is essential for the prevention of many nutrition related problems such as under-nutrition, 

overweight, obesity and eating disorders (Zalewska & Maciorkowska, 2017). 

 
Findings (for example) from the US (Deshmukh-Taskar et al.,2010), the UK (El Ansari et al., 2011; 

Jebb et al., 2003; Tanton et al., 2015), Europe (Paulus et al., 2001; Moreno-Gómez et al., 2012) 

and, Syria (Bashour, 2004), suggested some inadequate dietary behaviours in adolescents’ diets. 

Adolescents’ diets were higher in fat, sugar, and salt and poorer in fruits, vegetables, and grains. 

In the UK, the National Diet and Nutrition Survey (2009-2011) has revealed similar findings, 

explaining that adolescents had some altered dietary behaviours that do not comply with the 

recommendations (Public Health England, 2014). Additionally, adolescents’ eating behaviours are 

a significant predictor of adulthood food choices, an increased risk of several chronic diseases 
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in adulthood has been correlated with these inadequate dietary behaviours during this life stage 

(WHO, 2013). 

 

1.3.2.2 Psychological changes 
 

Not only biological changes affect adolescents in this life stage, but they also experience 

psychological changes which are essential in constructing their identity and how they fit in the 

social world (Steinberg & Morris, 2001). In this stage of life, adolescents can try on roles and 

experiment with several aspects of life without the obligation of committing (Erikson, 1968). The 

ability to figure their preference and needs starts to take shape during early adolescence, shaping 

with it their actions and behaviours in both the home and school environment (Trejos-Castillo & 

Vazsonyi, 2011). The ability to make independent and critical choices and to set personal goals 

are gained as they mature further (Steinberg, 2005). Additionally, adolescence has been 

described as a period of insatiability and increased risk behaviours (Arnett, 2000). Even centuries 

ago (written around 1609-11), Shakespeare interpreted this life stage in The Winter’s Tale by: 

 

“I would there were no age between sixteen and three-and-twenty, or that youth 
would sleep out the rest; for there is nothing in the between but getting wenches 
with child, wronging the ancientry, stealing, fighting--Hark you now! Would any 
but these boiled brains of nineteen and two-and-twenty hunt this weather?” 
Shakespeare (1564-1616). 

 

1.3.2.3 Social changes 
 

In addition to biological and psychological changes, social changes also happen in this life stage 

including a diminished parental role, an increased peer influence, and a differentiated school 

environment (Sawyer et al., 2012; Spear, 2002). The growing independence acquired in 

adolescence has been a major factor in adolescents’ altered dietary practices increasing their 

personal control over their food intake (Nienstein, 2002). Altered dietary behaviours are 

characterised by an increased preference towards unhealthy food choices and a decreased 

consumption of fruits and vegetables making adolescents more prone to nutrition-related 

diseases (WHO, 2013). A social transition is also seen in late adolescence when adolescents 
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switch from the school environment to the university or to work which is more characteristic of 

young adulthood (Sawyer et al., 2012). The main interest of this thesis is focused on school-aged 

adolescents (aged between 16 and 18 years), with the biggest interest on the large amount of 

time spent in the school environment. 

 

1.3.2.4. Adolescents’ Behaviours from different perspectives 
 

Regarding the biological, social, and psychological changes that occur in this life stage, 

adolescence has been deemed to be a highly complex and challenging period of the life span 

(Sawyer et al., 2012). Not only is this period of the life span complex from the individual 

perspective but from a contextual perspective as well, creating a multi-system challenge (Giedd, 

2015). From a cultural perspective, adolescents are described as “simultaneously biological and 

cultural beings” (Miller 2002). The adolescence phase is related to the cultural, social, and 

historical context which varies significantly between countries (Swanson et al., 2003). 

 

Several theories exist in regard to defining adolescence which are summarised in Fig.1.5; classical 

theories in describing adolescent development include the biosocial, organismic and contextual 

theories (Curtis, 2015). The biosocial theory by Hall (1846-1924) was based on Darwin’s (1809- 

1882) theories of phylogenetic evolution; clarifying adolescents’ development by inherently 

programmed physiological changes. Organismic theories began with Freud (1856-1939), which 

were also influenced by Darwin’s work; yet the organismic theory acknowledged the impact of 

contextual factors on biological imperatives (Curtis, 2015; Steinberg, 2002). 
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Biosocial Organismic Contextual 
 

Charles Darwin 
(1809-1882) 

Phylogenetic 
evolution 

 
 

Stanley Hall 
(1844-1924) 

Recapitulation 

Sigmund Freud 
(1856-1939) 
Psychoanalytic Erik Erikson (1902-1994) 

Psychosocial
              influence 

Jean Piaget (1896-1980) 
Cognitive emphasis 

 

Lawrence Kohlberg (1927-1987) 
Moral development 

 

 

Robert Selman 
Social Cognition 

Margaret Mead (1901-1978) 
Anthropological studies 

 
Kurt Lewin (1890-1947) 

Behavioural science/ Field 
Theory 

 

Urie Bronfenbrenner (1917- 
2005) 

Ecological orientation 
 

Richard Lerner (1938- ) 
Developmental Contextualism 

 

Fig 1.5 Theories describing adolescent development; adopted from Curtis, 2015. 
 
 

Following Freud, in the organismic theories, are presented a number of theories naming Erikson’s 

(1968) theory recognising the social context in an adolescent’s development, Piaget’s theory 

recognising the importance of cognition development leading to “egocentrism” theory (Piaget & 

Inhelder, 2000), Kohlberg’s (1980) theory of moral development in adolescence and Selman’s 

(1980) social cognition theory. Finally, contextual theories which have been perceived to play a 

key role in defining adolescents’ development began with Mead in 1961 with her anthropological 

work on cultural context influence on adolescents’ development. Following Mead’s work, 

Bronfenbrenner (1979) draws the Ecological Theory of human development recognising the 

important interplay between the person and the contextual environment. Bronfenbrenner’s 

work was drawn from Kurt Lewin’s (1890-1947) Field Theory (Curtis, 2015). Finally, in the 

contextual theories, Lerner explains his Developmental Contextualism theory which recognises 

human plasticity, as opposed to predetermined epigenesis, and the importance of 

interdependence between biological and contextual dynamics (Curtis, 2015; Ford & Lerner, 

1992). The contextual theories have played a significant role in the understanding of adolescents’ 

development and are used in contemporary work as they emphasise on the plasticity of human 
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development rather than a rigidly drawn theory (Curtis, 2015). In the figure above (fig.1.5), Urie 

Bronfenbrenner’s (1917-2005) Ecological theory is underlined since a contextual theory was 

applied in this study to look at adolescents’ development of eating behaviours; more particularly, 

the socio-ecological model was adapted. This will be explained in detail later in this chapter. 

 

1.4. OBESITY 
 

1.4.1 Epidemics of obesity and ‘globesity’ 
 

Overweight and obesity are defined by the World Health Organisation as “abnormal or excessive 

fat accumulation that may impair health” (Appel et al., 2012). The word obesity originates from 

the Latin word obesus, the etymology of the word meaning to devour and eat away which derives 

from ob and edere (Keller, 2008). Thus, obesity’s underlying cause derives from an excessive 

dietary intake. To classify obesity, the WHO produced a classification of Body Mass Index (BMI) 

defined as a person’s weight in kilograms divided by the square of the person’s height in metres 

(see Table 1.1). BMI was adopted internationally and perceived as the most useful measure of 

obesity (Department of Health, 2008). Yet, BMI classification has a major limitation, as it does not 

give insight on body composition thereby a combination of BMI with another anthropometric 

measure such as the waist circumference is needed (Sadler et al., 2012). 

 

Table 1.1 BMI classification for adults 

BMI RANGE (KG/M2) WEIGHT CLASSIFICATION PERCENTILE RANGE 
 

<18.5 Underweight Less than the 5th percentile 

18.5 – 24.9 Healthy weight 5th percentile to less than the 85th percentile 

25 – 29.9 Overweight 85th to less than the 95th percentile 

30 – 34.9 Obesity Class I Equal to or greater than the 95th percentile 

35 – 39.9 Obesity Class II - 

> 40 Obesity Class III - 

 
 

Obesity prevalence has been increasing worldwide and nearly tripled between 1975 and 2016 

(NCD-RisC, 2017); the global prevalence of obesity in the last 30 years has been on the rise across 

all age groups (Finucane et al., 2011; WHO, 2018c). The increase in obesity prevalence and 



22  

changes to body composition might be the reflection of the changes consequenced by the 

nutrition and demographic transition (Popkin, 2015; WHO,2017). 

 
In 2003, the World Health Organisation, created the term ‘Globesity’ to illustrate the obesity 

epidemic as an international public health concern. The obesity epidemic was firstly noted in the 

United States of America and then spread to other industrialised countries; it is now an epidemic 

of developing nations as well. The epidemic of obesity was primary observed in the adult 

population group and subsequently spread to adolescents and children (Fagot-Campagna, 2000; 

Lobstein et al., 2015). Additionally, the obesity epidemic is revealed within the consistent pattern 

described by Omran over time throughout both low- and high-income countries (Omran, 1971). 

Increased obesity prevalence in developing countries, is more common across higher socio- 

economic societies during early nutrition transition; whereas in developed societies, lower socio- 

economic status is particularly associated with the increased prevalence of obesity (Seidell and 

Rissanen, 2004). To add on, demographic transitions have also been related with obesity; 

whereby urban areas were related with higher prevalence of obesity in the early stages of the 

nutrition transition, rural areas have more recently showed a higher increase in obesity 

prevalence when national income increases (Ford et al., 2017; Jaacks et al., 2015; Monteiro et al., 

2002; Monteiro et al., 2004; Popkin & Gordon-Larsen, 2004). 

 

According to Roth et al. (2012), the epidemic of obesity has become pandemic reaching a high 

proportion of the population and spread over a wide geographic area. Pertaining to this, 

Gearhardt & Bragg (2012), assert that all countries in the world are affected by the scale of 

obesity (Swinburn et al., 2019). Since 1960, the incidence of obesity in the United States has 

doubled, with one third of the population being obese (Flegal et al., 2004; Ogden et al., 2006). 

However, the prevalence of overweight and obesity in children was more alarming with a rise 

from 4% in 1975 to over 18% children being obese in 2016 (WHO, 2018c). The most alarming 

effect was the rapid and sudden related increase in type 2 diabetes amongst children. Although 

the rise in obesity prevalence has been plateauing across high-income countries (Kleinert & 

Horton, 2015), it is though still increasing rapidly in low- and middle-income countries (Lobstein 

et al., 2015). Across the word, 2.1 billion people were estimated to be overweight or obese in  
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2013 according to the Global Burden of Disease Study (2013), causing more deaths than 

undernutrition with 3 million deaths annually (Finucane et al., 2001; WHO, 2016a). For this, the 

epidemic of obesity is now known as a pandemic which occurs over a wide geographical area and 

affects a majority of the world population (Fagot-Campagna, 2000). 

 

Consequently, the high increase of obesity prevalence in children and adolescents has led the 

WHO to set a goal of zero upsurge in children’s and adolescents’ obesity between 2010-2025, 

which was argued to be the most difficult challenge in the framework of the Prevention and 

Control of Non-Communicable Diseases 2013-2020 (Roberto et al., 2015; WHO, 2013). 

 
1.4.2 Causes of obesity in adolescence 

 
On the most basic level, obesity is a disease characterised by the increased body fat due to a daily 

energy imbalance (Murray & Battista, 2009; Gortmaker et al., 2011). Yet, the drivers behind 

obesity seem to include physiological, behavioural, and environmental factors exposing the 

person to an increased obesity susceptibility (WHO, 2016c). For that, obesity has been seen as a 

multi-factorial and complex phenomenon (Butland & Jebb, 2007). Some researchers have noted 

the role of genetics in the increased risk of obesity (Swinburn et al., 2011); however, the increased 

severe scale of obesity globally exposed the disregard of the simple explanation of genetics 

(Wang et al., 2011). Swinburn et al. (2011), explain that the main factor in the global spread of 

obesity is due to the increase in obesogenic environments describing the influence of the 

surroundings in promoting obesity in populations (Swinburn et al., 1999). For instance, in Asia, 

special attention requiring immediate action has been given to the increase in obesogenic food 

environments which was characterised by an increased availability of processed foods and 

beverages (Baker & Friel, 2014). 

 

The complex obesity phenomena and causes have been conceptualised with “obesity systems 

maps” by the UK Foresight Programme that represents all drivers deemed to influence the 

individual food behaviours and, thus, obesity (Butland & Jebb, 2007). 
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The “obesity systems maps” reveal over 100 connected factors implicated in obesity within seven 

predominant cross-cutting themes linking physiology, individual behaviours, and the 

environmental factors across the life course (Swinburn et al., 2011). Figure 1.6 presents a 

simplified version of the obesity system maps. 

 
 
 
 

Figure 1.6 Seven predominant cross-cutting themes for obesity (adapted from: Foresight, 2007) 
 
 

Story et al. (2002), emphasise the multifactorial aspect of obesity by representing it under four 

main theoretical frameworks: individual, social environmental, physical environmental and 

macro-system influence. Other researchers also emphasise the importance of multilevel 

interventions including the community level to prevent child and adolescent obesity by 

recommending multidisciplinary approaches. These approaches should be culturally relevant and 

target the broader environment to encourage behavioural change among children and 

adolescents (Haynos & O’Donohue, 2012; Summerbell et al., 2005). Additionally, in combatting 

obesity and NCDs, the WHO has stressed the important role of government and health ministries 

in including multilevel programmes strategies rather than the individual role (WHO, 2012). An 

implementation framework for action was developed by the WHO involving policy support, 
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supportive environment, education, and integration of multilevel strategies to induce behavioural 

change (see Fig.1.7). 

 
 

Figure 1.7 WHO framework to combat child obesity. Source: WHO, (2014). 
 
 
 

1.4.3 Factors associated with children and adolescents’ obesity: A conceptual 
framework 

 
The Bioecological Theory of Human Development was developed by Bronfenbrenner in 1998 

considering different levels of factors that influence the individual’s behaviours (Bronfenbrenner, 

1998). The different layers within this system including the individual, interpersonal, 

organisational, community and policy levels explain the broad spectrum of factors at play in 

adolescents’ obesity (Bronfenbrenner, 1998). This was applied in this study and is described in 

detail in fig. 1.8. 
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Figure 1.8 Bronfenbrenner’s Bioecological Theory of Human Development. Source: Bronfenbrenner 

(1998). 

1.4.3.1 The Individual 
 

The role of genetics in the increased risk of obesity has been well documented in the literature 

especially exposing specific genes as key drivers of weight gain (Barlow, 2007; Swinburn et al., 

2011). A predisposition to obesity can be argued in addition to other physiological and biological 

factors such as certain hormones that influence an individuals’ appetite, satiety, and fat 

distribution (Cheung & Mao, 2012). 

 
In regard to the individual, physical activity and dietary habits seem to be crucial behavioural 

drivers of weight status (WHO, 2016c). Intrapersonal influences involve mainly food preference, 

which is a strong forecaster of food choices (Di Noia & Byrd-Bredbenner, 2013); for example, 
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among all age groups, adolescents seemed to have the utmost taste preference for fast-foods 

(Chiang et al., 2011; Sharifirad et al., 2013). In addition, adolescents’ knowledge of reason for 

healthy eating plays a role in influencing their food choices (Spronk et al., 2015). Yet, adolescents’ 

snack choices are related majorly to their appearance and taste (Share & Stewart-Knox, 2012), 

over-whelming nutritional labels and information on calories (Elbel et al., 2011). Individual 

behaviours such as the consumption of high sugar beverages (Malik et al., 2013), consumption of 

high fat and high sugar foods (Te Morenga et al., 2013), skipping breakfast (Thompson- 

McCormick et al., 2010), eating while watching the television (Moreno & Rodriguez, 2007) and 

eating out (Davis et al., 2007) have all been shown to increase the risk of obesity. 

 

A study by Morgan and Sonnino (2007) in Italy and in the United Kingdom showed adolescents’ 

continual consumption of unhealthy snacks that appealed to their tastes and aesthetics despite 

all the efforts made to encourage healthy food choices. To increase knowledge and attitude of 

adolescents towards food choices, it is said that nutritional education should be part of the 

curriculum with emphasis on food preparation, emotional and socio-cultural traits (Aldinger & 

Jones, 1998). The Institute of Medicine (IOM) and the health-promoting schools (HPS) initiative 

recommends nutritional education in all grades using an evidence-based curriculum which 

focuses on behavioural matter (Aldinger & Jones, 1998; Institute of Medicine, 2005). However, 

the number of nutritional taught hours may still be limited (Kann et al., 2007) and insufficient to 

improve behaviour (Story et al., 2006). 

 
Whilst eating behaviours have been shown to affect individuals’ weight status, a correlation 

between decreased physical activity and the increased risk of obesity has also been shown to 

play a key factor in obesity (Hallal et al., 2012; Jebb et al., 2007). 

 

1.4.3.2 The Microsystem 
 

The microsystem is the layer closest to the individual that includes peer, family, and school 

context where major development takes place (Bronfenbrenner, 1992). Adolescents’ food 

choices and habits were identified to be influences by people surrounding them, mainly friends, 
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colleagues, and family members (Salvy et al., 2012; Savage et al., 2007). 

Adolescents’ increased consumption of low-nutrient and energy-dense foods was noticed in the 

presence of their peers. Salvy et al. (2012), showed an overall increase in adolescents’ energy 

intake when surrounded by friends. Similar results were also showed in the US (Salvy et al., 2009) 

and Australia (De la Haye et al., 2013). Whilst adolescents’ consumption of fast foods was directly 

related to pleasure, independence and friends, the consumption of healthy foods was related to 

family and staying at home (Ong et al., 2017). 

 
Peer influence was correlated with increased consumption of low-nutrient energy-dense foods; 

whilst Fulkerson et al. (2015), reported a positive family influence on an adolescents’ food 

choices, dietary intake, disordered eating behaviours and psychosocial health. In much research, 

this positive influence on adolescents’ food choices has been shown to be associated with 

parental positive support and healthy communication (Berge et al., 2013; Berge et al., 2014). 

Additionally, studies have related eating at home with healthier adolescent diets (Fiese et al., 

2012); a study by Williams (2016) also showed a significant reduction of fried food consumption 

during weeknights when adolescents had dinner in their homes. Eating at home was correlated 

with lower intake of calories, less saturated fats and total fats, and higher intake of calcium, iron 

and dietary fibre than eating outside of home (Guthrie et al., 2002). Adolescents’ diets tend to 

relate to their parents’ behaviours; hence, it is important to improve the whole family’s lifestyle 

(Siltanen et al., 2014). A study by Ramussen et al. (2006), found an increased consumption of 

fruits and vegetables in homes where parents actually consumed healthy snacks. An increased 

prevalence of overweight teenagers was related to overweight parents (Polley et al., 2005). 

Additionally, in Columbia, Gonzalez-Casanova et al. (2014) established a relationship between 

being part of an extended family and the increased risk of being obese or overweight. For 

instance, increased risk of overweight was also faced when the grandmother was the main 

caregiver. 
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Whilst individual behaviours are certainly key factors related to obesity, increased evidence of 

the influence of society and the environmental context on dietary behaviours and patterns have 

been presented (Jebb et al., 2007; Roberto et al., 2015). Consequently, an individual’s choice, 

attitude, preference, and behaviours are affected by many immediate elements (WHO, 2012). 

Firstly, the environment surrounding adolescents is of major concern, especially the school 

environment where they spend much of their time (Lee et al., 2017; Taber et al., 2012). Thus, 

eating location and accessibility to food choices are key factors in shaping adolescent dietary 

patterns and behaviours (Story et al., 2002). For instance, a healthy food environment had a 

positive effect on adolescent diets in some states of the United States of America (Ding et al., 

2012) whilst home availability of low-nutrient foods was correlated with increased caloric intake 

in Australia (Pearson et al., 2014). 

 

To increase the availability of healthy food choices in schools, the World Health Organisation 

(WHO, 1998) encourages schools to procure food from local producers (Aldinger & Jones, 1998); 

hence, Story et al. (2006), showed the importance of farm-to-school and school gardens 

programmes in obesity prevention. Increasing the availability of fruits and vegetables in school 

premises has been positively associated with increased consumption (Evans et al., 2011; Terry- 

Mcelarth et al., 2014). In some countries, like the United States of America (USA), it has been 

proposed to replace high caloric sweetened beverages with the ones having least or zero calories 

(Popkin et al., 2006). Although most of soft drink companies agreed to implement the School 

Beverage Guidelines in 2006 on phasing out high caloric carbonated drinks in all US schools by 

2010 (Alliance for a Healthier Generation, 2008), only one study by Wescott et al. (2012), 

reviewed the implementation and illustrated the successful effort of the School Beverage 

Guidelines resulting in a 97% reduction in shipment of full-calorie soft drinks to schools in the 

United States. However, in a subsequent nationally representative research, amongst 329 

secondary schools and 9284 students, by Terry-McElrath et al. (2013), it was indicated that 15% 

of middle school students and one third of high school students continue to have access to soft 

drinks in the school premises. The Health Promoting Schools (HPS) initiative, recommended 

schools to cooperate with nearby vendors so that their food choices encourage health (Aldinger 
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& Jones, 1998). In the absence of policy, a higher concentration of fast-food restaurants may 

gather near schools (Clark et al., 2014). On the other hand, in the US, when polices prohibited 

adolescents to leave the school, a higher participation in school meal programme was noted (Fox 

et al., 2009). 

 

Internationally, adolescents’ increased consumption of Western food and more particularly fast 

foods has not only been related to its taste but also to its ease of access, affordability, and time 

saving. Niemeier et al. (2006), have correlated adolescents’ life transition behaviours such as 

breakfast skipping, increased fast food consumption, and low intake of fruits and vegetables with 

increased obesity prevalence. Adolescents’ fast-food consumption has been on the rise, 

especially in low-income countries undergoing the nutrition transition; thus, increasing obesity’s 

prevalence and cardiovascular risks among the adolescent population (Rouhani et al., 2012; 

Sharifard et al., 2013). Fast foods are defined as quickly prepared foods with pre-prepared 

ingredients typically high in saturated fats, low in nutritive values, high in caloric intake and 

usually served in large portions (Lin & Frazao, 1997). Large fast food portions are typically very 

dense in calories and fat; for example, a difference of 400 Calories exist between the large and 

small portion of French fries (Harnack & French, 2008). Special care should be given to portion 

size served in fast food restaurants (Young & Nestle, 2002). In 2006, the Board of Health in New 

York City was the first to require calorie-labelling regulation in chain restaurants on all menu 

items (Farley et al., 2009); a significant consumption reduction of energy dense fast foods was 

assessed after the implementation of this regulation (Dumanovsky et al., 2011). 

 

For young people, frequency of fast food consumption has been found to increase with age 

(Majabadi et al., 2016); Morse and Driskell (2009) reported that college students were consuming 

fast foods around one to three times a week. Upward trends of fast food consumption have 

resulted in increased fast food consumption, reaching (in 2006 in the United States) 17% of 

adolescents’ total energy (Powell & Nguyen, 2013). Increased fast food consumption has been 

associated with related behaviours like augmented consumption of sugar-sweetened drinks as it 

was found that sugar sweetened carbonated soda was the most ordered beverage with fast food 
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(Driskell et al., 2005); consequently, rising the risk of diabetes and gradual loss of insulin sensitivity 

(Thornton et al., 2009). Yet, adolescent autonomy especially in food choices at nearby local stores 

and restaurants is not completely unrestricted due to the need of parental financial involvement 

(Brewis & Gartin, 2006). This financial involvement, when limited, could reduce adolescent 

consumption of high-fat snack foods on a daily basis; thus, reducing indirectly obesity prevalence 

(Williams, 2016). Also, executing “sin taxes” on “junk food” have been thought of, as a method of 

preventing obesity by decreasing the consumption of low-nutritive food (Jacobson & Brownell, 

2000; Monge-Rojas et al., 2013). For instance, in the United Kingdom, an effective public health 

initiative aimed at modifying consumer preferences, habits and obesity relied on the adoption of 

sugar-sweetened beverages (SSB) levy (Buckton et al., 2017; Teng et al., 2019; Véliz et al., 2019). 

However, arguments following this sugar tax seemed to demonstrate the restrictive nature of 

these policies on personal freedom and liberty of choice (Véliz et al., 2019). 

 

1.4.3.3 The Mesosytem 
 

Bronfenbrenner (1979) defines the mesosytem as the connection point between two or more 

settings in which the individual develops. There exist different microsystems which contribute to 

the individual’s development. It is explained that one system would affect another one, therefore 

the mesosytem plays a role of coordinator between the different microsystems. Within a certain 

activity, it is important to understand adolescents’ behaviours beyond the specific context 

(Peppler, 2017). For example, to understand the choice of an adolescent’s activity beyond school, 

it is essential to explore their family support of that certain activity. With adolescents’ increased 

autonomy, adequate parental monitoring is key in shaping their behaviours and adaptiveness 

(Chandrasekaran et al., 2017). Various parenting styles were identified leading to different 

developmental behaviours; for example, authoritative parenting which includes increased 

parental involvement with efficient discipline and warmth has been acknowledged to allow 

developmental advantages in comparison with neglectful or permissive parenting styles 

(Chandrasekaran et al., 2017). Further, it appeared that obese children have been found in 

powerful parenting style leading to forceful feeding behaviours (Harrison et al., 2011; Zhou & 
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Cheah, 2015). Therefore, to align statements of different sectors, a clear communication is 

necessitated leading to the individual’s behaviours (Chen & Kennedy, 2005; Peppler, 2017). 

 
Not only are adolescents’ food choices influenced by their parents, but they are also shaped by 

different actors and in different environments. For example, peer pressure has been seen as a 

major predictor of adolescents’ eating behaviours and choices (Salvy et al., 2012). However, 

adolescents’ modification of eating behaviours and preferences may influence the entire family’s 

dietary intake as well and the parent-adolescent interaction (Zhou & Cheah, 2015). Thereby, 

urbanisation, peer pressure, and the surrounding environment led to how adolescents perceive, 

feel and act about Western food for example. 

 

1.4.3.4 The Exosystem 
 

Whilst it is undoubtedly important to identify individual behavioural risk factors, environmental 

risk factors and social risk factors, it is crucial to understand the effect of the exosystem on the 

individual choices and attitudes. The exosystem represents the broader social environment that 

influences adolescents’ eating behaviours indirectly. 

 

Many research studies in different populations have shown the correlation between excessive 

television and internet use and unhealthy eating behaviours that may lead to obesity (Rey-Lopez 

et al., 2010). More precisely, a study by Mallick et al. (2014) investigated the excessive exposure 

to Western media as a main influence on adolescents’ eating behaviours and disorders. Influence 

of media on adolescent food choices has been on the rise as they are more exposed and 

connected today than in previous years (Livingstone et al., 2017). A study by Stead et al., (2011), 

conducted in the United Kingdom, correlated adolescents’ food choices with the identity they 

create for themselves; thus, consumption of certain brands of snack foods advertised through 

media might influence their choices despite the lack of nutritional input. Research in Ireland has 

shown that food marketing on the internet and especially on Facebook is commonly using tactics 

of engagement, competitions, humour and links to entertainment and special events (Tatlow- 

Golden, 2016). Another study in the United Kingdom, by Carroll (2016), has showed that out of 
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1000 young adolescents (between 13-17years), 73% have reported following food brands they 

liked on social media, 62% have clicked on advertisements while 57% made some purchases 

online. Social networking seems to be mostly spread amongst older children, in Europe over 50% 

of those aged between 13 and 16 years old have already a social network platform such as 

Facebook, Instagram or YouTube (Mascheroni & Olafsson, 2014; Sozio et al., 2015). In Turkey, 

research has shown that an increased number of adolescents are using social media platforms 

with 79.3% of adolescents aged between 10 and 16 years old having their own Instagram account. 

In this research, it appears that younger children are most likely to be using Facebook social 

media platform while older adolescents are mostly using Instagram (WHO, 2018b). 

 

Media not only influences adolescents’ eating behaviour but also influences their perception of 

the ideal body image dependent on their sex, promotion of thinness among girls and muscular 

body image among boys; developing body dissemination among adolescents (De Vries et al., 

2019; Eisenberg et al., 2006; McCabe & Ricciardelli, 2005). These perceived images have led to 

the appreciation of thin female bodies, leading girls to be more socially pressured to lose weight 

and engage in physical activity (López-Guimerà et al., 2010; McArthur et al., 2005); yet the 

prevalence of obesity amongst adolescents is still increasing creating a paradox amongst this 

specific age group. Nonetheless, in the United States and Europe school-based obesity 

prevention programmes have used the Internet to positively influence and change adolescents’ 

behaviours which was shown as especially efficient in reaching students at risk (Whittemore et 

al., 2013). 

 
In addition, the neighbourhood plays a major role on adolescents’ extent of physical activity; not 

only are the availability of green spaces and parks essential but the perception of the 

neighbourhood safety is crucial as well in the understanding of adolescents’ physical activity 

behaviours. For example, in the US, concerns about neighbourhood safety are generally targeted 

at girls and most frequently in Hispanic families (Burdette & Whitaker, 2005). In addition, it 

seemed that socio-economic status (SES) influences parents’ attitude; parents of lower SES 

perceived a less safe neighbourhood and increased barriers to allowing their children to play 
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outside and thus, increased their amount of time spent on watching TV (Burdette & Whitaker, 

2005). Subsequently, and according to the Foresight programme and the theoretical framework 

Bronfenbrenner (1998), framing adolescents’ obesity in the bioecological model or system levels, 

whereby multiple levels including the individual, social, organisational, environmental and policy 

level affect the individuals’ behaviours in the life course, was deemed appropriate (Butland & 

Jebb, 2007; Finegood et al., 2010; Ulijaszek, 2015). 

 

1.4.3.5 The Macrosystem 
 

The macrosystem is the outer level of the Bioecological model and represents a unidirectional 

influence of the ideologies and attitudes of the culture in which a person develops 

(Bronfenbrenner, 1979). In this case, modernisation, urbanisation, and Westernisation may be 

relevant factors to adolescents’ eating behaviours. 

 

In low and middle income countries, an increased consumption of ultra-processed foods has been 

correlated with income growth (Dolislager, 2014). It appears that the cultural ideology embraced 

the consumption of highly processed food to show a higher income status. In addition, it appears 

that the consumption of highly processed foods was seen as a sign of modernisation in contrast 

with traditional foods (IFPRI, 2017). The increased consumption of highly processed foods was 

shown even in rural areas; however, urban cities are more exposed to processed foods through 

ready access to food retailers, street vendors and marketing campaigns (Beddington et al., 2017). 

Through Bronfenbrenner’s model, these cultural ideologies are deemed to affect the individual 

behaviours through various systems such as the media, the school environment, peers, and 

families’ influence. The outer level of the system has a unidirectional influence on the dietary 

behaviours of adolescents especially within the nutrition transition phenomena. Therefore, 

adolescents’ behavioural development occurs within the context of their daily lives including 

their family, peers, and school setting. 
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1.4.4 Children and adolescents’ obesity prevalence worldwide 
 

The WHO (2020) established an international classification of BMI (see Table 1.1) in relation to 

the excess weight and increased mortality; however, in children and adolescents, obesity is 

generally assessed based on the growth charts such as those from the Centres for Disease Control 

and Prevention (Kuczmarski et al., 2002); a person with a weight higher than the 95th percentile 

for age is considered obese while those between 85th and 95th percentile are considered 

overweight (CDC). A more recent technique is the conversion of individual children’s BMI into z- 

scores which allows a comparison across age and sex allowing for a higher sensitivity and 

specificity in epidemiological studies (Flegal & Ogden, 2011; Reilly et al., 2005). 

 

Recent studies have showed an increase in children and adolescents’ overweight and obesity 

prevalence (Ng et al., 2014; Ogden et al., 2012). In 2004, the World Obesity Federation (WOF) 

estimated a prevalence of 10% obese or overweight children internationally equating to 155 

million children being obese (Lobstein et al., 2004). Studies suggest that the prevalence of 

children with obesity in most developed countries has started to plateau (Lobstein et al., 2015; 

Stamatakis et al., 2010) but remains at high levels. A systematic analysis revealed an increased 

obesity prevalence over the years in both developed and developing countries from 16% in 1980 

to 23% in 2013 and from 8% to 13% respectively (Ng et al., 2014). Estimates from around the 

globe have showed a high percentage of overweight and obese adolescents; according to the 

National Health and Nutrition Examination Survey (NHANES) (2011/ 2012), in the US, 14.9% of 

children and adolescents were estimated overweight and 16.9% were obese (Fryar et al., 2014). 

Yet, according to Skinner and Skelton (2014), the rate of obesity amongst children and 

adolescents in the United States has plateaued in the past years. A systematic review in Australia 

has found that the prevalence of overweight and obesity has also stabilised amongst Australian 

children and adolescents from the year 2000 to 2010 with a rate of around 21% and 25% for boys 

and girls respectively (Olds et al., 2010). In the UK, the prevalence of overweight and obesity has 

been shown to plateau amongst children below 15 years of age (NHS Digital, 2016; Stamatakis et 

al., 2010; Van Jaarsveld & Gulliford, 2015). However, a crucial and well evidenced consideration 

when examining child and adolescent obesity refers to the relationship between unhealthy 
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lifestyle and socio economic status (Public Health England, 2014; WHO, 2016c). In the UK, for 

example, although data have stated that children’s obesity prevalence has plateaued, national 

data have indicated a higher prevalence of children and adolescents’ obesity amongst the more 

deprived, minority ethnic group, of black ethnicity living in an urban area (NHS Digital, 2016b). 

However, according to the National Child Measurement Programme (NCMP), in England, the 

level of inequalities in child obesity among reception children in London has stabilised (NCMP, 

2019). 

 

Although the prevalence of obesity steadied in some parts of the developed countries it is still on 

the rise in many developing countries especially Mediterranean countries. According to WHO 

(2018), countries in Southern Europe have the highest proportion of child obesity in Europe. In 

Cyprus for example, the prevalence of overweight and obesity has been on the rise reaching 

20.1% and 8.1% respectively in 2010. Yet, it appeared that a lot of disparities were noted in 

Cyprus, as an increased prevalence was seen amongst boys living in rural areas (Savva et al., 

2014). Similar findings were also noted in Greece and in Eastern European countries facing a 

continuous increase in adolescent overweight and obesity prevalence (Ahluwalia et al., 2015; 

Tzotzas et al., 2011) which could be due to increased availability of unhealthy foods in these 

regions following the break-up of the Soviet bloc (Olaya et al., 2015). In European countries, it 

appears that the prevalence of obesity is at its lowest in northern countries reaching around 10% 

compared with more than 40% of children and adolescents in southern Europe overweight or 

obese (Ahrens et al., 2014). Overall, according to WHO (2014), one in three children in Europe 

are overweight or obese. 

 

Major preventions and efforts have been drawn up to stop the increasing child obesity 

prevalence, yet some major inequalities in prevalence still exist; for example, the prevalence of 

obesity in lower socioeconomic groups; in developed countries, is still on the rise (Roberto et al., 

2015). A high disparity of obesity prevalence between ethnic groups has been indicated amongst 

both adult and child populations (PHE, 2018; Ogden et al., 2014). Ogden et al. (2014) in the United 
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States showed a lower rate of obesity amongst white and Asians children when compared with 

Hispanic and black children. 

 
1.4.5 The case of the Eastern Mediterranean Region 

 
During this vulnerable period, eating patterns acquired in adolescence tend to remain for the 

entire life; thus, the importance and the need for health promotion at an early age (Montaño et 

al., 2015). Not only do dietary patterns tend to alter during this period as autonomy increases 

but a decrease in physical activity has been observed amongst this life stage (Hills et al., 2011). 

The combination of dietary changes and decreased physical activity during this life stage along 

with the nutrition transition makes adolescents more prone to NCDs such as obesity, malnutrition 

and deficiency in minerals and vitamins (Spear, 2002). For that reason, adolescence was deemed 

as an important period for the examination of the nutrition transition effects eating behaviours 

and obesity in Lebanon, within this research study. 

 

The Eastern Mediterranean Region (EMR) includes countries of the Middle East and the Gulf 

region. In this section, countries from the EMR will be presented beside the case of Lebanon that 

will be exposed in a later chapter. According to the Global Burden of Disease Study 2010, the 

EMR is facing an increased burden of non-communicable diseases with the obesity epidemic 

reaching alarming levels especially amongst children and adolescents (Abdul Rahim et al., 2014). 

The increase in NCDs is thought to be due to altered behavioural factors such as tobacco use, 

unhealthy diets, and physical inactivity (Abdul Rahim et al., 2014). According to the Regional 

Strategy on Nutrition for the EMR, infant nutrition has deteriorated after the food crisis in 2008 

due to escalating political instability, and increased conflicts in the region (Nasreddine et al., 

2018; WHO, 2010). However, data on population dietary habits and more particularly amongst 

the youth population from the Middle East are very scarce, incomplete, or altered in the definition 

of obesity which makes the assessment of the global nutrition transition picture very difficult with 

limited available evidence in these countries which indicates a major gap in nutrition-related 

research (Musaiger, 2011; Naja et al., 2017; Popkin, 2002). Additionally, in the lack of 

governmental epidemiological studies, data from developing countries, such as the case of 
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Lebanon are not nationally representative but mostly exhibit the work of individual researchers 

(Musaiger, 2011; Nakkash et al., 2003). Yet, evidence shows that the pace of the nutrition 

transition in the EMR alters considerably between countries; countries like Saudi Arabia and the 

United Arab Emirates are considered to be facing an advanced nutrition transition while Lebanon 

and Jordan are still in the early stages of nutrition transition (Nasreddine et al., 2017; WHO, 

2010). A systematic review of a number of studies has found a higher prevalence of overweight 

and obesity in adolescents in the Gulf region than in the US (Ng et al., 2011). High prevalence of 

obesity has been indicated in several countries in the Middle East, such as in the United Arab 

Emirates, Kuwait, Bahrain, and Saudi Arabia (Al-Haddad et al., 2000; Al Mahroos & Al-Roomi, 

1999). The high prevalence of children and adolescents’ overweight and obesity was estimated 

to 24.4% and 24.1% in both Jordan and Iraq respectively (Abu Baker & Daradkeh, 2010; Salman 

& Ajeel, 2013). 

 

A recent study in Saudi Arabia has showed a disparity in obesity and overweight prevalence 

according to the region they reside in; a 30.3% rate was noted in central regions, a 29.2% in 

northern regions and a 19.4% in the southwestern regions (El Mouzan et al., 2012). The high 

disparity could be due to the different rates of Westernisation and urbanisation depending on 

the region. In Kuwait, studies have shown a continuous increase in overweight and obesity rates 

amongst both boys and girls reaching 24% and 37% respectively. In the region, higher rates have 

been noted amongst girls (Al Haifi et al., 2013; Ali et al., 2013). In contrast, countries in Western 

Europe have showed a higher prevalence of obesity amongst boys (Currie et el., 2012). 

Differences by gender in children and adolescents’ obesity prevalence between different 

countries in the EMR have been noted (See Table 1.2). 
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Table 1.2 Prevalence of childhood and adolescent Overweight and Obesity in the EMR 
Country Study  Criteria 

used 

Gender Age Overweight (%) Obesity (%) 

 

Iraq (Musaiger et al., 2016) IOTF F 

M 

15-18 

15-18 

19.4 

18.5 

4.1 

8.8 

Jordan (Musaiger et al., 2016) WHO F 

M 

15-18 

15-18 

14.7 

9.0 

8.6 

12.5 

Kuwait (Al-Haifi et al., 2013) IOTF F 14-19 25.5 21.0 

(Musaiger et al., 2016)  M 14-19 25.0 25.5 

 WHO F 15-18 12.1 31.2 

  M 15-18 14.0 40.5 

Lebanon (Nasreddine  et  al., WHO F 

M 

10-19 19.2 6.2 

2012) 10-19 23.8 14.9 

Saudi Arabia (Al-Enazy et al., WHO 2007 F 6-13 12.4 20.9 

2014)  M 6-13 7.3 17.4 

(Musaiger et al., 2016) WHO F 15-18 8.0 18.2 

  M 15-18 11.2 35.5 

Syria (Nasreddine et al., 2010) WHO 1995 F 15-18 20.7 7.1 

IOTF M 15-18 22.1 15.1 

Tunisia (Musaiger et al., 2016) WHO F 

M 

15-18 11.5 10.6 

15-18 9.6 11.2 

 

The increase in obesity and overweight amongst adolescents is related to altered dietary 

behaviours of which the reported high intakes of sugar, fat and saturated fats in Saudi Arabia, the 

increased caloric intake and carbohydrate intake in the United Arab Emirates and the reduced 

intake of fibre and protein amongst adolescents (Ali et al., 2013; Collison et al., 2010; IOM, 2006). 

There is a crucial need to combat the epidemic of obesity amongst adolescents in the EMR 

especially as variances in the rates have been shown which might be due to different cultural 

practices along with the pace of rapid development (Musaiger, 2011). More particularly, an 

increasing trend of obesity amongst school-aged children in Lebanon and the Kingdom of Saudi 

Arabia is of concern (Nasreddine et al., 2017). Yet, it appeared that governmental response to 

the increase of NCDs is still weak in the Arab world and differs between countries with an overall 

poor implementation of public policies (Abdul Rahim, 2014).
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Related to the nutrition transition, micronutrient deficiencies are also of concern. However, few 

studies have examined micronutrient intake in the EMR region (Nasreddine et al., 2017). Studies 

reporting anaemia prevalence in the EMR have reported a low prevalence amongst Lebanese 

school-age children in comparison with Jordan and Saudi Arabia (Nasreddine et al., 2017). In 

parallel, iodine deficiency in the region has showed a high deficiency amongst Lebanese school- 

age children which was estimated at 74.8% in 6-12years-old children in 2013 to 2014 compared 

with lowest level of iodine deficiency in Jordan, United Arab Emirates and Saudi Arabia (Ghattas 

et al., 2015; Nasreddine et al., 2017). In addition, vitamin A, D, E, and calcium intake have all been 

shown below the estimated average requirement (EAR) amongst 80% of children in the United 

Arab Emirates (Ali et al., 2013). 

 

1.5 THE GAP IN RESEARCH 

 
A systematic review by Naja et al. (2017) exploring the studies on dietary patterns in Lebanon, 

indicated that very few studies included data collected from children and adolescents with the 

majority of studies focusing on the examination of nutrition in isolation excluding other 

environmental factors (Naja et al., 2017). A major gap was identified in this systematic review, 

displaying 74.9% of the research in Arab countries was examining certain specific food groups 

intake, total energy intake or macronutrients intake in relation to NCDs while only 6.0% of the 

studies examined dietary patterns as an integrated approach (Naja et al., 2017). In the case of 

NCDs, recent recommendations in nutrition have advised a shift away from calorie counting and 

single nutrient examination and towards food patterns and quality of food (Naja et al., 2017). 

More particularly, focusing on dietary intake from a whole-system approach is warranted in 

school-based interventions using behavioural and environmental approaches (Nasreddine et al., 

2014). 

Another gap noted in the systematic review by Naja et al. (2017) was the age group examined in 

Arab countries’ research on NCDs; the majority of the studies have examined the role of nutrition 

in NCDs among adults while less than 17% focused on adolescents. Additionally, the majority of 

studies have used laboratory based research design or have examined nutrition in isolation (Naja 
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et al., 2017). The use of a qualitative approach to investigate adolescents’ dietary patterns while 

considering other environmental risk factor was not noted in previous studies. 

 

1.6 SIGNIFICANCE OF THE STUDY 
 

The ‘triple burden of disease’ is major public health concern in low and middle income countries; 

however, it presents a unique and important opportunity for integrated action in countries of the 

EMR region in addressing policy challenges and coordination between different sectors and 

stakeholders (Nasreddine et al., 2017). 

 
The importance of the studies in this thesis is the use of a qualitative research design that is not 

analysed mathematically but rather that explores several social factors and identifies complex 

elements’ interactions (Creswell, 2007). Regarding childhood obesity prevention research, 

although many causes and factors are known, the qualitative approach is deemed essential to fill 

in the gap concerning barriers and facilitators to obesity and changes in behaviours of affected 

people (Swinburn et al., 2011). A qualitative approach is warranted to explore complex and 

deeper insights of adolescent obesity and the barriers faced in its prevention. 

 

A focus on the adolescent age-group voice through a qualitative design will help to identify ideas 

for interventions reliant on their needs therefore giving an added value to existing epidemiology 

and behavioural evidence (Corrigan et al., 2006). In addition to the population’s voice, qualitative 

research was also deemed important in the exploration of community stakeholders’ views and 

opinions on obesity prevention programmes (WHO, 2014). This study has addressed these gaps 

by focusing on a qualitative design including not only the adolescents’ voice but as well 

community stakeholders from different sectors. 

 

1.7 ORGANISATION OF THE THESIS 
 

The overall structure of the thesis will use the following chapters to address the overall aim: 
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Chapter 2 contains a review of the literature concerning the policies, interventions, and 

frameworks in response to the nutrition transition and the increased obesity prevalence. More 

particularly, a review of the unique challenges of the adolescent age group in low and middle- 

income countries are presented. The concept of Adolescent Health in All Policies is then 

examined to argue the need of including obesity prevention in all policies across LMICs. 

 
Chapter 3 contains an overview of the study context and the situation in Lebanon. This chapter 

describes the obesity status among adolescents in Lebanon, the health system in addition to a 

review of published work on adolescents’ obesity in Lebanon is presented to help identify the 

gaps within the literature. 

 

Chapter 4 outlines the methodological approach to this research was chosen in addition to the 

methods used for each of the three studies. 

 
Chapters 5 and 6 present the findings and discussions of each study. 

 
 

Chapter 7 provides a general discussion of the research findings and describes the implications 

of the research to policy and practice. The chapter ends with recommendations for future 

research and a general conclusion. 

 

 
Figure 1.9 Overall thesis structure 

Chapter 2 
Literature Review 

Chapter 3 
Study Context 

Chapter 4 
Methodology & Methods 

Chapter 6 
Phase 2 Stakeholders 

qualitative findings 

Chapter 5 
Phase 1 Adolescents qualitative 

findings 

Chapter 7 
Implications of the research, 

recommendations & conclusion 
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CHAPTER 2: LITERATURE REVIEW 
 
 
 

2.1 INTRODUCTION 

 
Obesity and NCDs have serious implications on health and economic activity affecting most 

countries. With the growing evidence of a triple burden of disease characterised by increased 

overweight and obesity prevalence, micronutrient deficiencies and undernutrition happening 

simultaneously within the adolescent population in LMICs, the need for a public health response 

is warranted. The recognition of the public health principle in promoting health of the population 

through an integrated approach targeting the social determinants of health and lifestyle choices 

has led towards the adoption of the health-promoting models of health (Lee et al., 2007; Oliver 

& Peersman, 2001). In public health, two strategies of intervention have been prominent; the 

first type of intervention focuses on the individual’s cognition and biological factors characterised 

by knowledge, motivation, self-efficacy, and skills while the second type focuses on the underlying 

causes of obesity in the environmental context (Story et al., 2008; WHO, 2000b). The 

environmental context affecting obesity focuses on the interaction between the individual and 

the environment that is divided on three levels: the social environment, the physical environment,  

and the macro-level environment (Story et al., 2008). The social environment includes the effect 

of the family and peers on food choices through the processes of social norms, social support, and  

role modelling. The physical environment illustrates different settings such as the home 

environment, work environment, schools, supermarkets, and restaurants. The last factor is the 

macro-level environment which incorporates (for example) marketing, the wider economy and 

agriculture policies. An increased emphasis on the importance of the environmental context in 

addressing obesity prevention through an ecological perspective and setting-based approach has 

been suggested (Dooris, 2009). 
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2.2 RESPONSE TO OBESITY 
 

The prevention of obesity through lifestyle modifications at national level has been endorsed 

through the implementation of national nutrition and physical activity guidelines, changes to the 

school curriculum, the provision of free school lunches and an increase in health promotion in 

the worksite (Panter et al., 2018; WHO, 1986; WHO, 2000a). Previous failures in obesity 

interventions are the result of the individualist paradigm aiming solely to influence the 

individual’s behaviour without taking into account the environmental determinants (Salas, 2015). 

The shift in responsibility for obesity prevention and interventions, has recently been moved 

elsewhere- for example in Nordic countries, including Denmark, Finland, Iceland, Norway, 

Sweden, and the Netherlands, it was shifted to the local municipality, serving as an example for 

health promotion strategy (Panter et al., 2018; Stockmarr et al., 2016). 

 

In the prevention of obesity, multilevel approaches incorporating changes to the individual’s 

environmental factors that are currently perceived to be the root causes of obesity, have been 

evidenced to be highly appropriate (De Mattia & Denney, 2008; Panter et al., 2018). Interventions 

targeting multilevel factors by emphasising the area of environment-based interventions are 

much more warranted than the individual level or behavioural interventions (Bauman et al., 2012; 

Platcha-Danielzik et al., 2012). For example, to target adults, some interventions to prevent obesity 

have been implemented in the worksite context through adding exercise facilities such as gym 

facilities and by creating a better accessibility and availability of healthy foods (Baicker et al., 2010; 

Lemon & Pratt, 2010; Panter et al., 2018). The use of a bottom-up approach has been deemed 

proper in providing insights on participants’ needs and characteristics along with the context 

resources and cultural milieu (Panter et al., 2018). In addition, the bottom-up approach has been 

demonstrated to overcome the barrier of change (Panter et al., 2018). The use of behaviour-

oriented and community-based prevention programmes was deemed to reach all social groups 

and both genders equally preventing the obesity epidemic (Matan, 2009; Weihrauch-Blüher et 

al., 2018; Yancey et al., 2004). Yet, the use of a whole community approach intervention has mainly 

targeted diseases such as CVD and diabetes involving both individual and environmental factors 

(Coleman et al., 2010; Panter et al., 2018). While obesity may be a causal factor of these diseases, 
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a minimal number of studies have focused on obesity and the reduction of BMI as a whole 

community approach in the prevention of these diseases. 

 

2.3 HEALTH PROMOTION THEORIES 
 

Acknowledged by the British Medical Research Council, the use of theory-based interventions is 

a crucial indicator of the intervention’s quality (Craig et al., 2009). Based on the underlying values, 

several theories exist in health promotion. A theory-based approach could increase the strategic 

benefits by giving insight on the dependent factors and ways to overcome barriers in the context 

of that specific intervention (Gao-Balch et al., 2011). In obesity and overweight interventions, 

multiple theories have been adopted with no unique framework to adopt in the decision-making 

process. Some theoretical models and approaches are presented below (Biddle & Nigg, 2000). 

 
2.3.1 Behavioural change theories 

 
One of the oldest and most influential behavioural theory is the Health Belief Model (HBM) 

(Rosenstock, 1966). This model explains that the individual’s willingness to act is based on their 

perception of risk of disease and the awareness of the benefits of prevention (Strecher & 

Rosenstock, 1996). In the HBM, key elements influencing an individual’s behaviour are: 

susceptibility, severity, perceived benefits, barriers to action, and self-efficacy (Redding et al., 

2000). However, the main critics of this model have targeted the fact that it was based on the 

susceptibility to a certain disease which is often underestimated; in addition, it was criticised for 

its focus on the negative factors instead of focusing on positive factors in order to change 

behaviours (Redding et al., 2000). Yet, the HBM is one of the most commonly used theories in 

health promotion and prevention (Hayden, 2014). 

 

The Social Cognitive Theory (SCT) explains an individual’s behaviour within the context they live 

in (Bandura, 1989). According to the SCT, an individual’s behaviours are shaped by role models 

in their social environment whom they tend to observe often and learn from (Bandura, 1986). 

The social environment of an individual includes family, peers, teachers and many more. At the 

centre of behaviour change, Bandura (1989) promotes knowledge as the main factor affecting 
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behaviours. It has been acknowledged that assessing one’s own diet while taking into account 

the influence of peers and social norms requires an adequate nutrition knowledge (Kocken et al., 

2015; Rolling & Hong, 2016). Yet, the effect of nutrition knowledge on dietary behaviours is still 

controversial (Pérez-Lizaur et al., 2008; Rolling & Hong, 2016). Some studies have showed an 

overall improvement of children’s eating behaviours when combining nutrition knowledge and 

self-efficacy (Fahlman et al., 2008; Rolling & Hong, 2016). A family-based nutrition knowledge 

intervention in the United States amongst twenty low-income Latino families resulted in a 

decrease in the total number of calories from grocery foods (Cortes et al., 2013). In parallel, a 

school-based nutritional knowledge intervention on 303 children did not report a significant 

correlation between the increased nutrition knowledge and healthier eating behaviours (Kocken 

et al., 2015). This may suggest that interventions increasing the nutritional knowledge alone may 

not result in behaviour change as other factors may be implicated in food choices. 

 

The use of behavioural theories has been criticised by many researchers as growing evidence 

assumes that the use of behavioural theories would not lead to an effective intervention (Moore 

& Evans, 2017; Sniehotta et al., 2014; West, 2005). 

 
2.3.2 Ecological theories and models 

 
Ecological theories explain health-behaviours as the interaction between the individual and their 

ecosystem constituted of their social and physical environment. 

 

The Socio-Ecological Model (SEM), is one of the earliest ecological models and several versions 

of this model exist. As presented by Uri Bronfenbrenner (1977), the multilevel framework has 

presented several levels influencing an individual’s development and behaviours. This was further 

recommended by many researchers in the health promotion field for planning and evaluating 

health interventions (Blas & Kurup, 2010; Elder et al., 2007; McLeroy et al., 1988; Sallis  et al., 2008; 

Winett, 1995). The ecological models rely not only on the individual’s behaviours but on the 

determinants of health and its ecological nature through the “Rainbow Model” (Dahlgren & 

Whitehead, 1991, see fig.2.1). For example, a study has identified accessibility and the mother 
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being responsible for cooking as the main environmental factors for increasing children’s fruit 

and vegetables intake (Perez-Lizaur et al., 2008). 
 
 

 
Fig 2.1. The Determinants of Health (Dahlgren &Whitehead, 1991). 

 
 

Using an ecological model framework has been argued to allow the identification of multiple 

determinants of population health by determining specific individual and environmental changes 

at each level of intervention (McLeroy et al., 1988; Simons-Morton et al., 1988; see fig. 2.2). The 

ecological framework requires a multi-sectoral collaboration in order to create “healthy” public 

policy (IOM, 2002). As it was determined that several determinants in the “Rainbow Model” 

influence the health domain and more particularly obesity, researchers have recommended the 

implementation of an “integrated approach” (Hendriks et al., 2013; Kickbusch, 2009). The 

determinants of health are divided to three parts: the positive health factors, the protective 

factors, and the risk factors (Wilkinson, 2005). The positive health factors include economic 

security, food security, and adequate relationships in the household; the protective factors 

comprise psychosocial factors, immunisation, and healthy diets such as the Mediterranean diet 

and finally the risk factors include social, economic and lifestyle factors (Dahlgren & Whitehead, 

2007; Wilkinson, 2005). 
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Fig 2.2. Multilevel intervention model (Adapted from Simons-Morton et al., 1988). 

 
 

The adoption of the socio-ecological framework in prevention intervention allows a whole system 

approach through a setting-based intervention to the problem in addition to the understanding 

of more focused interventions depending on the factors associated (Moore et al., 2013). A socio- 

ecological framework involves social determinants of health, community participation and 

capacity building in multiple settings involving policy, environmental and behavioural change 

(Moore et al., 2013). However, some have criticised that an ecological approach does not identify 

which factor affects most strongly an individual’s behaviours and thus prioritisation in the 

intervention and policy processes is difficult (Ball et al., 2006; Kremers et al., 2006; Story et al., 

2008). Although the ecological approach has been disadvantaged because of the lack of validated  

environmental measures (Glanz et al., 2005; Lindström & Eriksson, 2006; Story et al., 2008) new 

validated measurements of the surrounding environment have been presented (Izumi et al., 

2014; Nathan et al., 2013; Nepper et al., 2014). 

 
The ANGELO (Analysis Grid for Environments Linked to Obesity) (see fig. 2.3) framework is an 

example of an evidence and practice based prevention programme that was used in mapping 

interventions, more particularly in the Pacific islands, by enabling communities and stakeholders 

to prioritise and specify policy action and environmental changes needed for childhood obesity 

prevention (Moore et al., 2013; Smith et al., 2006; Swinburn & Egger, 2004). The ANGELO 

Public Policy 

Community 

Organizational 

Interpersonal 

Individual 
factor 
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framework displays all drivers to obesity and their potential intervention on four levels: the 

physical, economic, legislative, and socio-cultural environments. Each of these levels is 

subsequently divided into two ‘scales’ identifying factors at the micro-level such as the 

community and household and the macro-level such as policies at the national level. Intervention 

policies are divided based on whether they are diet or physical activity related for each of the 

environments (Mooney et al., 2015; Swinburn & Egger, 2004). In addition, it was noted that the 

micro-level context is highly influenced by the macro-level including all levels of the government, 

social norms, and beliefs (Mooney et al., 2015; Swinburn & Egger, 2004). 

 
 

 
Fig 2.3. ANGELO grid framework (Source: WHO, 2012). 

 
 

Another theoretical framework based on the SEM is the intervention mapping protocol (IMP) 

which is a problem and theory driven protocol guiding intervention programmes (Bartholomew 

et al., 2006; Brug et al., 2005). The IMP protocol (see fig. 2.4) requires six steps in order to develop 

a theory and evidence based intervention including the needs assessment, the formulation of 

change objectives, the selection of theory-based methods and strategies, the development of the 

intervention strategy, the development of an adoption and implementation strategy and finally 

the development of an evaluation design (Bartholomew et al., 2006). The IMP protocol was used 

to develop several interventions targeting child obesity such as the IDEFICS (Identification and  
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prevention of Dietary and lifestyle induced health Effects in Children and Infants) (Verbestel et 

al., 2015) which was implemented in eight European countries Belgium, Estonia, Cyprus, 

Germany, Hungary, Sweden, Italy, and Spain (Ahrens et al., 2006; Bammann et al., 2006; 

Verbestel et al., 2015) and to develop community-based health promotion for pregnant  

adolescents in rural South Africa (Draper et al., 2014). 

 
 

Fig 2.4. The intervention mapping protocol (IMP); (Source: Kok et al., 2017). 
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2.3.3 The importance of the context in theory-based interventions 
 

The context is a key element in theory-based interventions, as what works in a certain context 

might not work elsewhere or might even be harmful (Moore & Evans, 2017). Little is known, 

however, on the role of contextual effects on intervention translocation (Moore & Evans, 2017). 

This is particularly a key issue in behavioural theories as these do not account for how the 

intervention functions in different contexts and at different times by only focusing on the process 

linking actions to behavioural change outcomes (Moore & Evans, 2017). Therefore, the 

theorisation of mechanism and effective interventions are likely to be targeted on a specific 

context and in certain time (Hallingberg et al., 2016). This was also argued by Bonell et al. (2012), 

who claimed that a specific intervention might not always work if re-implemented in a different 

context and time. Hence, interventions should be tailored for a specific context and time with an 

intensive comprehension of the functioning of the entire local ecological system (Moore & Evans, 

2017). 

 
The importance of the context is as well apparent in the “inside out” community development 

approach which is called the asset-based approach (Kretzmann & McKnight, 1993). The asset- 

based approach was used in an intervention in Chicago called the Asset-Based Community 

Development (ABCD); focusing on the assets of the community in order to improve health 

(Obama, 2009). Assets are defined as the resources available in the community and within 

individuals that promote health and protect against disease (Morgan & Ziglio, 2010). Health 

assets has been firstly drawn on Aaron Antonovsky’s (1996) salutogenesis framework. The 

salutogenesis framework focuses on the causes of health rather than the reason for disease 

which is known as pathogenesis (Antonovsky, 1987; Antonovsky, 1996; Lindström & Eriksson, 

2006). This has further led to the health promotion movement in the 21st century focusing on the 

population’s resources while considering the individual as an active participant member at the 

centre of this promotion (Lindström & Eriksson, 2006; WHO, 1986). Health assets can include 

social, financial, human, or environmental resources (Harrison et al., 2004; Morgan & Ziglio, 

2010). An increase in community assets was correlated with improved child health (McKnight, 

1999). This approach was also considered in the UK in 2010 allowing for the gathering of lists of 
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Assets of Community Value (Foot & Hopkins,2010; UK Parliament, 2012). However, it is criticised  

that evidence-based outcomes of the implementation of the ABCD intervention were still lacking 

(Baker, 2014); though Blickem et al. (2018) provided some insights on key criteria for the 

implementation of ABCD programmes and the expected outcomes. 

 

2.4 THE INFLUENCE OF SOCIAL ORIGINS 
 

Food consumption patterns are deemed to be key elements in the family’s identity, children’s 

socialisation, and class identity (O’Connell, 2010). Differences in eating behaviours have been 

explained by socioeconomic status disparities; a higher socioeconomic status has been 

associated with healthier adolescent eating behaviours including daily fruit and vegetable 

consumption and breakfast intake (Darmon & Drewnowski, 2008; De Coen et al., 2012; Fismen 

et al., 2012; Ryden & Hagfors, 2011; Turell & Kavanagh, 2006). In addition, a higher 

socioeconomic status has also been associated with the increase in family eating together 

(Neumark-Sztainer et al., 2003). In contrast, a very high socioeconomic background was 

correlated with greater youth economic resources including more opportunities to go out with 

peers (Plenty & Mood, 2016). From a cultural perspective, higher economic groups tend to adopt  

healthier eating behaviours as a means to differentiate themselves from low socioeconomic 

groups whilst low socioeconomic groups tend to opt for cheaper unhealthy foods as a means to 

expose their “freedom from convention” (Kamphuis et al., 2015; Pampel et al., 2010). Along these 

lines, family affluence is a strong predictor of the availability of healthy foods within the home 

environment; for instance, disadvantaged families are less likely to buy fruits and healthy foods 

due to their high cost (French, 2003). 

 
In countries where the male-breadwinner model is still prominent and mothers are also working,  

an increased effect of the social class on the family’s eating practices is apparent (Miranda, 2011; 

Oncini & Guetto, 2017; Wright et al., 2015). The child’s eating behaviour defined as “nutritional 

habitus” is shaped by the mothers’ feeding practices which are influenced by the economic and 

cultural background of the household (Oncini & Guetto, 2017). An increased pressure to serve 

healthy food to their children has been observed in middle-class mothers whilst working-class 
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mothers tend to be more concerned with their children’s satiation (Oncini & Guetto, 2017; Wills 

et al., 2011; Wright et al., 2015). 

 
Bourdieu’s (1986) theory on food taste may be the first sociological study on food stratification; 

explaining the influence of cultural and economic capital on the individual food preferences. In 

his theory, three forms of capital are illustrated: The economic capital characterised by income 

and wealth; the social capital characterised by the family’s network; and the cultural capital 

characterised by the educational background, the compliance with the cultural knowledge and 

taste and finally the possession of cultural goods (Bourdieu, 2010; Oncini & Guetto, 2017). 

 

Cultural capital has been described as a stable factor which reflects certain cultural norms and 

values affecting the individual’s lifestyle, and culinary taste (Blasius & Friedrichs, 2008; Bourdieu, 

2010; Kamphuis et al., 2015). Therefore, cultural capital has been considered a key element in 

the prediction of the child’s habitus (Abel, 2008; Oygard, 2000). Bourdieu’s theory also takes into  

consideration the reproduction of behavioural patterns over time and generations which is 

influenced by parental cultural capital (Bourdieu, 1986; Oncini & Guetto, 2017; Skafida, 2013). 

However, cultural capital is an unconscious form of custom and belief reproduction, giving a 

sense of making the right choice (Bourdieu, 2010; Kamphuis et al., 2015). Bourdieu (1998) 

explains: 

When habitus encounters a social world of which it is the product, it finds itself ‘as a 

fish in water’, it does not feel the weight of the water and takes the world about itself for 

granted (Bourdieu, 1998). 

 

Each context in a particular time and place with specific norms, beliefs, boundaries, and cultural 

production is defined by Bourdieu as a ‘field’ (Bourdieu, 1986). Similar eating behaviours are 

perceived within the same social class and generation which could be explained by the need of 

socialisation and cultural belonging (Kamphuis et al., 2015). In fact, some studies have showed a 

positive association between the educational level and cultural participation with better health 

(Cutler & Lleras-Muney, 2010; Pampel, 2011; Pinxten & Lievens, 2014). 
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2.5 SETTING-BASED INTERVENTION 

 
The growing spread of the obesogenic environment has been acknowledged to play a major role 

in the prevalence of obesity (Swinburn et al., 1999; Weihrauch-Blüher et al., 2018). The 

obesogenic environment provides increased opportunities for food consumption and restricted 

opportunities for physical activity (Holsten, 2009; Mackenbach et al., 2014; Swinburn & Egger, 

2002). For example, the availability of convenience stores was correlated with adolescents’ 

obesity and increased BMI (Bodor et al., 2010; Fraser & Edwards, 2010). Yet, this was not 

correlated with the availability of chain supermarkets (Li et al., 2015; Pouliou & Eliott, 2010). In 

contrast, the availability of healthy products in stores has been positively correlated with healthy 

eating (Glanz & Yaroch, 2004; Li et al., 2015). Another study has correlated the access to both 

small grocery stores and chain supermarkets with an increased BMI (Wang et al., 2007). It is 

regarded that grocery stores play both a protective and obesogenic role; the increased 

availability of affordable healthy local foods might increase healthy behaviours whilst the lack of 

accessibility of affordable healthy food may be increasing NCD disparities (Jia et al., 2017; Shier 

et al., 2012; Story et al., 2008). 

 

Another factor of the obesogenic environment is the increased availability of fast-food 

restaurants and increased food intake away from home. Not only are fast foods higher in calories 

and fat and served in large portion sizes but it was suggested that opting for a healthy main dish 

in these restaurants based on the readily available nutritional information is not easily possible 

(Fraser et al., 2012; Stewart et al., 2006; Wang et al., 2019). The availability of a light menu along 

with caloric information, could increase healthful behaviours and avoid underestimation of 

caloric intake in ready-made food; restaurant menu labelling regulations have been implemented 

in several cities of the United States (Story et al., 2008; Wootan & Osborn, 2006). Studies 

demonstrated a statistically significant reduction in calories intake after the implementation of 

the menu labelling (VanEpps et al., 2016; Wisdom et al., 2010) whilst another study proved an 

increased awareness with no reduction in calories purchased (Tandon et al., 2011). In the UK, 

making calorie labelling mandatory in restaurants chain is being considered by the government 

(Department of Health and Social Care, 2018). Some key protective elements of the environment 
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are green spaces and parks, sports facilities, and transport infrastructure including walking and 

cycling infrastructure (Holsten, 2009; Mackenbach et al., 2014). However, identifying the key 

factor with the greatest impact on obesity and more particularly adolescent obesity remains a 

challenge. 

 

In addition to the environmental obesogenic factors, multiple key elements, such as social 

factors, play a role in the increased epidemic of child obesity (Weihrauch-Blüher et al., 2018). 

Community-based interventions allow the identification of local solutions that draw on the area’s 

resources and the factors prioritised by people (PHE, 2016). Healthier environments are very 

important in creating healthier behaviours; a community-based approach favours the creation of 

parks, cycling lanes, pedestrian routes, and policies on fast food (Panter et al., 2018). Studies have 

associated a positive effect on health behaviours and weight status with accessibility of 

environmental factors such as parks and residential neighbourhoods (Lange et al., 2011; 

Weihrauch-Blüher et al., 2018). A longitudinal study by Gose et al. (2013), was conducted in 

Germany on more than 500 children exploring the effect of the neighbourhood built and social 

factors; it was noted that the most important factors were the length of the street the child lived 

in, accessibility and availability of parks and playgrounds, frequency of buses, availability of high 

energy food stores and the SES. In this study, it appeared that the role of individual and social 

factors seemed to be outweighing the environmental role on the development of child obesity 

(Gose et al., 2013). An effective multi-site community-based intervention is the “It’s Your Move!” 

(IYM) project to reduce adolescent obesity by promoting healthy lifestyle and increasing physical 

activity in Australia (Millar et al., 2011). The scope of this project was the involvement of school 

officers and student ambassadors by recognising the importance of a “peer-led” approach in the 

strategies (Millar et al., 2011). Conversely, limited effectiveness of the overall intervention was 

perceived given that it was the first community-based intervention which incorporated systems 

thinking in its project development (Malakellis et al., 2017). 

 

Conversely, according to a review by Bemelmans et al. (2014), there is limited availability of 

studies on community-based interventions leading to BMI reduction amongst children (Lipek et 
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al., 2015). Yet, according to a systematic review by Panter et al. (2018), many studies on setting- 

based interventions are poorly designed with issues related to the representativeness and 

randomisation. 

 

General recommendations have been set out by several countries. For example, in Germany, the 

German Alliance of Non-Communicable Diseases in agreement with the Global Action Plan of 

WHO has recommended a set of sustainable key factors in preventing obesity. Of these, a 

minimum of 60 minutes of daily physical activity should be offered in schools, implementation of 

a tax on sugar and fat, implementation of a recommended quality standards on catering in 

schools and a ban on unhealthy product advertisements in children’s TV programmes 

(Weihrauch-Blüher et al., 2018). 

 

2.6 SCHOOLS: ASSETS FOR HEALTH PROMOTION 

 
The school setting is crucial in tackling children’s and adolescents’ eating behaviours as it could 

reach a large proportion of the population (Fitzgibbon et al., 2006; WHO, 2017b). Each school is 

considered a separate society on its own (Caan et al., 2015). Up to two meals and snacks are 

consumed at school every day, the school setting plays a major role in children and adolescents’ 

eating behaviours due to the increased accessibility to vending machines, canteens and 

restaurants in the school setting which could negatively affect their food intake (Cusatis & 

Shannon, 1996; Panter et al., 2018; Story et al., 2006). The formal recognition of health 

promotion in school-settings started in 1986 following the Ottawa Charter (WHO, 1986). In 1995, 

WHO launched the Global School Health Initiative encouraging the implementation of the Health 

Promoting School (HPS) approach (WHO, 2017b). 

 

Some research has demonstrated the effectiveness of school-based interventions aiming at 

childhood obesity prevention involving the increase in physical activity, optimising eating 

behaviours and reducing media exposure (Lavelle et al., 2012; Panter et al., 2018; Weihrauch- 

Blüher et al., 2018). A systematic review by Kesten et al. (2011), investigating the effectiveness 

of interventions on adolescent girls concluded that the best intervention combines physical 
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activity, nutrition knowledge, and attitude. A minimum of 90 minutes of daily physical activity 

and a maximum of 120 minutes spent on media are recommended by the German expert 

consensus in order to increase healthier behaviours amongst adolescents (Graf et al., 2014). In 

contrast, findings from systematic reviews have shown the inefficacy of school-based 

interventions noting that most of the studies have a heterogeneous design which may increase 

the risk of bias and methodological weaknesses (Lloyd et al., 2017; Summerbell et al., 2005; Wang 

et al., 2013). More particularly, school-based interventions targeted at only one single age group 

have showed a limited influence on weight status (Lloyd et al., 2017). An intervention in the UK 

called Healthy Lifestyles Programmes (HelP) (Lloyd et al., 2017), targeted both the school and the 

home context through an intervention mapping, yet no significant difference was seen regarding  

BMI or physical activity behaviours; similar results were shown by another study (Coleman et al., 

2010). 

 

This suggests, that although schools have an important role in creating a supportive environment, 

the school-based obesity interventions are not sufficient in tackling the obesity epidemic (Lloyd 

et al., 2017). Although some studies have shown a statistically significant reduction in children’s 

BMI, this might be argued and considered as insignificant at the clinical level (Lavelle et al., 2012). 

 
To tackle the obesity epidemic more sufficiently, the underlying causes of obesity should be 

targeted as well; a whole system approach can show more efficient change in health behaviours 

(Lloyd et al., 2017). For example, a collaboration between the education system and the 

agriculture sector could emphasise the importance of farm–to–school programmes, thus, 

providing fresh local foods to students (Story et al., 2008). 

 
The use of a socio-ecological model for health promoting schools allows a multi-level reach 

including the children, peers, staff, families, and communities (WHO, 2009). A multilevel approach  

for child obesity prevention starts by creating a healthier environment such as changing the 

school curricula, increasing the availability of healthy foods, and decreasing the availability of 

unhealthy foods (Borys et al., 2011; Datar & Nicosia, 2012; Panter et al., 2018). For instance, 
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obesity prevention in the school settings can combine both behaviour-oriented approach by 

including nutritional classes and environmental approach by providing a supportive healthy 

context (Weihrauch-Blüher et al., 2018). It appears that the direct transfer of knowledge to 

adolescents along with an increase in physical activity has been correlated with a positive effect 

on body weight (Haynos & O’Donohue, 2012). With the growing autonomy and independence of 

adolescents, the direct transfer of knowledge, is deemed promising in interventions seeking 

positive lifestyle and behaviour changes (Weihrauch-Blüher et al., 2018). It seems that the 

motivational factor affecting adolescents’ behaviours mostly rely on their intrinsic motivation 

such as role modelling compared to the position with younger children where parents and 

teachers play a role in increasing their motivation (Haynos & O’Donohue, 2012; Weihrauch- 

Blüher et al., 2018). Additionally, adolescents seemed to be using food as a reward system that 

is mostly influenced by their peers (Anderson et al., 2007; Rolling & Hong, 2016). 

 

In Finland, an environmental approach was adopted; whereby, changes in classroom interiors 

allowing physical activity in all lessons was implemented in almost 40% of Finnish schools (WHO, 

2015b). This has contributed to decreased obesity amongst school-aged children (Panter et al., 

2018). However, to date, the majority of approaches targeting adolescents are selective 

interventional approaches, for example targeting adolescents at risk of obesity or ill health 

(Weihrauch-Blüher et al., 2018). A meta-analysis by Waters et al. (2011), appraised the 

effectiveness of school-based interventions on children’s BMI; a reduction of BMI was shown for 

children in both school-based interventions and whole community approaches (Wolfenden et al., 

2014). 

 
2.6.1 Barriers to implementation 

 
Several barriers have been identified for the implementation of school-based initiatives such as 

the lack of policies and political commitment, insufficient budget, lack of coordination between 

stakeholders, policymakers and ministries, lack of monitoring and evaluation and cultural barriers 

to implementation (WHO, 2017d). It appears that one of the main barriers to school-based 
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interventions following a socio-ecological model is that they often exclude the policy context 

(Lister-Sharp et al., 1999; Mukoma & Flisher, 2004). 

 
The actions and policies taken in obesity prevention intervention at one level can be undermined 

by other factors on other levels; therefore, it is important to tackle all levels of factors influencing 

obesity. For example, intervention including nutrition education without increasing accessibility 

of healthy foods in the context of the intervention are deemed ineffective (Lytle et al., 2004; 

Moore et al., 2013). This was apparent in a UK school food policy intervention as different factors 

of competing interest may alter the intervention efficacy; an emphasis on the importance of a 

multi-level systems approach which understands both barriers and facilitators of a policy 

intervention such as parental views, children’s food preference and organisational objectives is 

needed (Moore et al., 2010; Moore et al., 2013). For that, environmental change with increased 

accessibility to healthier choices should be coupled with policies restricting the availability of less 

healthy choices (Cullen et al., 2006; Hartstein et al., 2008; Moore et al., 2013). 

 
Other barriers are identified at a more focused level, as for example the incorporation of food 

choices in canteens based on children’s preferences instead of health promoting choices (Moore 

et al., 2010). Another key factor in the success of the implementation is the canteen’s staff; as 

their personal beliefs play an utmost role in the food available and served to children (Moore et 

al., 2010). In addition, canteen staff do not have the capacity to support children’s food intake, 

especially if the dining halls are congested, have multi-usage, and are coupled with the lack of 

time to enjoy a meal (Moore et al., 2013). 

 

The overarching culture in the school might sometimes play as a barrier for obesity interventions; 

some school-based interventions have sought, for example, the use of external personnel in the 

delivery of nutrition programmes (Lloyd et al., 2017). This might have played a role in minimising 

the effect of the intervention in the school culture. 
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2.7 THE IMPORTANCE OF ADOLESCENT HEALTH PROMOTION 

 
Taking into consideration the life-course approach, investment in adolescents’ health promotion 

is believed to generate public health outcomes with economic and demographic benefits (WHO, 

2014). Health-promotion approaches targeting adolescents should lead to positive healthy 

behaviours and lifestyle choices in their later life and prevent the risk of NCDs. WHO recommends  

investing in health-promotion interventions targeting adolescents as it is deemed a unique phase  

in human development. In addition, adolescence is considered a central element to achieve the 

Sustainable Development Goals (SDG) Agenda 2030 which aims to achieve a global social, 

economic and environmental development by 2030 (WHO, 2017b). 

 

In support of the SDG Agenda 2030, the United Nations launched, in 2015, the “Global Strategy 

for Women’s, Children’s and Adolescents’ Health (2016-2030)” (WHO, 2017a). In the context of 

the SDGs Agenda 2030, an increased spotlight on adolescents’ health was drawn through the 

Global Accelerated Action for the Health of Adolescents (AA-HA!) which supports governments 

and policymakers in promoting adolescents’ health through an “Adolescent Health in All Policies” 

(AHiAP) approach (WHO, 2017a). 

 

2.8 ADOLESCENT HEALTH IN ALL POLICIES 

 
A policy foundation is perceived as a fundamental element of interventions and implementation 

(Ewart-Pierce et al., 2016). The integrated approach of public health combines policies from 

multiple organisations, sectors and disciplines and is referred to as “Health in All Policies” (HiAPs) 

(Hendriks et al., 2013). The approach of HiAPs is described by: “a horizontal, complementary 

policy-related strategy with a high potential for contributing to population health” (Kickbush, 

2009). Health-oriented decisions should be taken into consideration in all policies across all 

sectors; however, this requires a collaboration between sectors and the recognition of the 

community’s assets and resources (Hendriks et al., 2013; LGA, 2016). 
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The recognition of obesity as a complex disease with multiple determinants leads to the adoption 

of a HiAP approach as one single government department cannot overcome the epidemic of 

obesity (LGA, 2016). A HiAP approach ensures that policymakers across multiple government 

departments and other organisations are aware of the health, sustainability, and consequences 

of the policies in process (LGA, 2016). This approach helps to spread the importance of health in 

different sectors and the policy development process; however, economic crises and competing 

priorities are perceived as the main barriers to policymakers’ cooperation (LGA, 2016). Therefore, 

the engagement and cooperation of different stakeholders, governmental sectors and political 

will are needed in order to improve health. In addition, all stakeholders should be committed and 

perceive benefits from the process in order to implement the HiAP approach, (LGA, 2016). 

 

The HiAP key elements reside in creating both physical and social environments promoting health 

(LGA, 2016). Tackling obesity from a HiAP perspective targets the multi-factorial determinants of 

obesity through a multi-agency, partnership approach across different sectors by putting health 

on the agenda of all sectors (LGA, 2016). The physical context could be perceived through an 

environmental frame that would refute the individual’s lifestyle choices and account for the 

environmental factors as the main key elements to obesity; however, little research has focused 

of the creation of a better environment (LGA, 2016). The majority of people do not account home, 

schools, work premises and neighbourhoods for their health inducing factors; awareness on the 

importance of the environments in improving health should be given to people to increase the 

understanding of the HiAP approach (LGA, 2016). A successful example of inter-sectoral HiAP 

approach is the WHO Healthy Cities initiative that engaged local authorities and stakeholders 

involving political commitment and partnership-planning in health development (LGA, 2016). 
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2.9 RECOMMENDATIONS OF THE AHiAP 

 
The AHiAP approach takes into consideration the implication of decisions on adolescents’ health, 

hence recommending intersectoral coordination to improve their health (WHO, 2013) (See table 

2. 1). 

 
 
 

Table 2.1. Summary of the recommended interventions in the SDG tackling adolescents NCDs from an AHiAP 

approach (WHO, 2017a). 

 

 
RECOMMENDED INTERVENTIONS PRESENTED USING THE ANGELO FRAMEWORK 

 MACRO-LEVEL MICRO-LEVEL 

MINISTRY OF HEALTH National-level 
mechanism 

Assign an adolescent 
health focal person 

National and sub- 
national leadership for 

adolescent health 
ADOLESCENT 

LEADERSHIP AND 
PARTICIPATION 

National policy 
ensuring youth 
participation 

Forums for youth 
participation at a 

national level 

Process to 
institutionalise 

adolescent 
participation in public 

policy 

Include 
participation 
through the 
use of social 

media 

FINANCIAL RESOURCE Engage negotiation 
with the Ministry of 
Finance and ensure 

equal resource 
distribution 

between areas. 

Opt for external funds  
for adolescent health 

priorities 

Ensure adolescent 
health is part of the 

national and sub- 
national strategies. 

HEALTH SERVICES Develop 
understanding of 

adolescent health. 

Improve the quality of 
health-care services 

for adolescents. 
AHIAP: THE HEALTH 

SECTOR 
Platforms for the 
MoH to engage in  

other sectors’ 
planning. 

Joint activities across all 
sectors including needs 

assessment policy. 
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Table 2.1: Cont. 
 

RECOMMENDED INTERVENTIONS PRESENTED USING THE ANGELO FRAMEWORK 

 MACRO-LEVEL MICRO-LEVEL 

AHIAP: THE Involve in Collaborate with local Curricula to Monitor quality of 
EDUCATION SECTOR programmes to authority to establish promote health health promoting 

 improve access to healthy school-meals literacy. schools. 
 health and education. programmes.   

AHIAP: THE SOCIAL 
PROTECTION SECTOR 

Implement cash 
transfer 

programmes to 
increase health- 

promoting 
behaviours. 

Tailor health and 
nutrition interventions 

for adolescents at 
various ages. 

 

AHIAP: 
TELECOMMUNICATION 

Formulate national 
strategy for child 
online protection. 

Policies for online 
advertisements. 

 

AHIAP: ROAD AND 
TRANSPORTATION 

SECTOR 

Promote active 
transport in 

neighbourhoods 
and near schools. 

Promote road-safety 
around playgrounds and 

schools. 

 

 Ensure cost- Reduce negative health  
effective impacts of road 

transportation for expenditure. 
adolescents.  

AHIAP: HOUSING AND 
URBAN PLANNING 

Ensure adolescents 
needs such as 

playgrounds and 
cycle paths. 

Increase green spaces 
around schools. 

 

 Environmental 
design increasing 
safety and social 

interaction. 

 

AHIAP: THE ENERGY 
SECTOR 

Support initiative 
for energy-efficient 

 

 public transport 
 and cycle and 

pedestrian routes. 
AHIAP: THE Promote eco-  

ENVIRONMENT labelling indicating 
SECTOR that a product 

 conforms 
 environmental 
 standards. 



64  

To realise the target goal of the SDG in achieving a global social, economic and environmental 

development by 2030, WHO endorses the need for a strong coordination between the health 

sector and all other sectors including education, transport, social affairs, and sports to address 

adolescents’ needs through strategic planning (WHO, 2017a). The adoption of the AHiAP 

approach could be facilitated by the establishment of national coordination groups that take into 

consideration the adolescents’ participation and leadership (WHO, 2017a). The health sector 

plays a key role in raising awareness and providing technical support to other sectors (WHO, 

2015a); hence a responsible body serving in the Ministry of Health should ensure that 

adolescents’ needs are given attention in all health programmes (WHO, 2017a). The AHiAP should 

be implemented in all the stages of policy formulation through to the evaluation taking into 

consideration the importance of adolescents’ equity, age, and sex (WHO, 2017a). In this 

approach, an increased attention to the school environment is given, warranting the need of a 

school health programme (WHO, 2017a). 

 

Patton et al., (2016), have argued that using an intersectoral, multilevel and multicomponent 

intervention is the most effective approach for tackling adolescents’ health. Multilevel and 

multicomponent (MLMC) interventions are based on the socio-ecological model and are pledged 

to show effective health outcomes (Fialkowski et al., 2014; Gittelsohn et al., 2014). MLMC 

interventions reach multiple levels of the ecological model incorporating different strategies at 

each level (Ewart-Pierce et al., 2016). In addition, to a multilevel multicomponent strategy, 

intersectoral action requires the cooperation of multiple ministries to accomplish a common 

shared vision (WHO, 2016b). Thereby, all settings where adolescents live and grow would be 

positively contributing in preventative action (Butland & Jebb, 2007; Lobstein et al., 2015). 

 

In relation to NCDs’ prevention among adolescents and based on the SDG Agenda 2013, a 

summary of the recommended interventions is presented following the AHiAP approach and the 

ANGELO framework which divides the interventions and priority plan based on the levels of 

Government (Table 2.1). The ANGELO framework denotes two scales: the macro-level factors 

including the state level interventions and micro-level factors such as the community scale. 
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CHAPTER 3: STUDY CONTEXT 
 
 

3.1 GEOGRAPHY AND EPIDEMIOLOGY 

 
Lebanon is a small upper middle-income eastern Mediterranean country situated on the 

Mediterranean basin that is currently facing rapid development and modernisation along with 

other countries in the Eastern Mediterranean Region (EMR) (Bahn & Abebe 2017; Nasreddine et 

al., 2014). Lebanon is divided into six “governorates” representing the administrative regions 

(Nasreddine et al., 2014). Lebanon’s population has been estimated at 6.86million in 2019 

(United Nations, 2019). Beirut’s governorate is purely urban home to around 400 000 Lebanese 

residents; all other governorates combine both urban and rural regions (Bahn & Abebe, 2017; 

Nasreddine et al., 2014). Adjacent to Beirut, is the Mount Lebanon governorate which combines 

both urban and rural areas and home to around 1.5 million Lebanese residents (Bahn & Abebe, 

2017). In addition, the largest rural populations have been reported to reside in Mount Lebanon  

and Beqaa governorates (Bahn & Abebe, 2017). A high urbanisation (81%), a high literacy rate of 

85% and an average life expectancy of 72 years are characteristics of Lebanon (United Nations 

System Lebanon, report 2007/8). In the Middle East region, Lebanon represents a very complex 

and diverse model with the main two religions being Christian and Muslim which are further 

divided into seventeen different sects such as Catholic, Orthodox, Sunni and Druze. 

 

The health system in Lebanon has suffered repetitive shocks since the 1970s including wars, 

economic recessions, population displacement and political instability (Ammar et al., 2016). In 

addition to these instabilities, Lebanon has been housing an increasing number of refugees 

reaching more than 1.5 million migrants in 2015 (Ammar et al., 2016; CAS, 2015). Despite these 

instabilities happening in Lebanon, an epidemiological shift has taken place resulting in the shift  

of disease and morbidity from infectious to NCDs (Nakkash et al., 2003; Sibai et al., 2010). A 

nutrition transition characterised by energy-dense food and increased sedentary lifestyle has 

been seen in Lebanon over the past years. Studies in Lebanon have exposed cardio–vascular 

diseases (CVD) as the leading causes of mortality with a rate similar to those seen in industrialised 
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countries such as in the UK and the US (Nakkash et al., 2003). The nutrition transition has also 

accompanied an epidemiological transition due to high urbanisation and westernisation (Food 

Agriculture Organisation, 2007). This shift may have resulted in the increased prevalence of 

children and adolescent overweight and obesity in the entire EMR region but especially reaching 

alarming rates in both Lebanon and Saudi Arabia (Nasreddine et al., 2018). 

 

3.2 ADOLESCENTS’ TRIPLE BURDEN OF DISEASE 

 
Throughout the nutrition transition, the Middle East and North Africa (MENA) countries, have 

been exposed to an increased prevalence of overweight and obesity in both adults and children 

reaching high prevalence rates similar to or higher than those seen in developed countries (Sibai 

et al., 2010). However, an increased concern was highlighted with the alarming prevalence of 

overweight and obese children in Lebanon (Nasreddine et al., 2014). Almost evenly distributed 

between the urban and rural area of Lebanon, youth (defined as the population between 15 and 

29 years old), are an important asset in Lebanon as they make up almost 50% of the total 

Lebanese population and 41% of the labour force (CAS, 2011; CDR, 2016; Sibai & El-Eid, 2016). 

The prevalence of overweight and obesity amongst children under five years old has reached a 

worrying proportion of 11.9% in Lebanon exceeding the global prevalence of 6.7% and reaching 

comparative prevalence to those in developed countries (De Onis et al., 2010; Nasreddine et al., 

2017). Another study by Nasreddine et al., (2012c), showed an increase of obesity prevalence 

over a period of 12 years in the Lebanese population. This cross-sectional study of Lebanese 

children and adolescents compared overweight and obesity prevalence between two national 

surveys in 1997 and 2009; a slight increase in overweight prevalence was noted with an increase 

from 20.0% to 21.2% whereas a substantial rise in obesity was stressed with an increase from 

7.3% in 1997 to 10.9% in 2009 (Nasreddine et al., 2012). A more dated national study, carried out 

in 2005 had also identified the increased trend in obesity prevalence amongst children and 

adolescents (Hwalla et al., 2005). 

 

Adolescent boys have been identified as the population group at most risk of overweight and 

obesity in Lebanon with the highest prevalence levels of 29.3% noted which is comparable to the 
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1990 rate in the US (Nasreddine et al., 2014). A study by Chakar and Salameh (2006) found that 

girls’ weight appears to plateau at the age of 14 whereas, it continues to increase for boys up to 

18 years. Girls’ weight stability has been explained either by the adoption of ‘Western’ dietary 

patterns of the younger generation leading to an increased risk of obesity or by the fact that as 

girls grow up, an increased self-image care strikes and girls become afraid of obesity; this might 

be due to the current sociocultural preference in Lebanon of favouring skinniness (Chakar & 

Salameh, 2006; Sibai et al., 2003). This sociocultural factor has been deemed to affect adolescent 

girls negatively by increasing the use of drastic weight-loss measures instead of opting for a 

healthy diet or physical activity (Salameh & Barbour, 2011). In a study by Ezzedine and Salameh 

(2016), it emerged that 45.2% of female adolescents with normal BMI were not satisfied with 

their bodyweight revealing their desire to lose weight; this is attributed to the influence of media 

in adolescents’ self-image and the internalisation of thinness (Bayyari et al., 2013; Levine & 

Murnen, 2009). In contrast, boys seemed to be more satisfied with their weight status, although 

showing the higher obesity prevalence amongst their population, which may be due to less peer, 

family, and media pressure to lose weight (Salameh & Barbour, 2011). 

 

Not only are gender and age differences thought to influence weight status, but socio-economic 

status (SES) has also been shown to play a role. In Lebanon, an increase in SES has been positively 

correlated with the increased consumption of unhealthy foods such as fast foods, snacks and 

sweets and the abandonment of traditional foods (Chakar & Salameh, 2006). It appears that in 

developing countries, an increase in SES has been positively correlated with an increased risk of 

obesity which is in contrast with developed countries where higher SES is associated with the 

lowest obesity rates (Chakar & Salameh, 2011). However, more research is still warranted to 

understand the relationship between SES and child obesity in Lower and Middle Income 

Countries (LMICs) such as Lebanon undergoing the nutrition transition (Nasreddine et al., 2017). 

 
The association of increased adiposity with metabolic syndrome and the high prevalence (24%) 

of metabolic syndrome amongst obese adolescents in Lebanon, (exceeding rates reported in 

some developed countries such as Italy (16.5%)), could be related to the nutrition transition and 
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the shift in dietary patterns (Caranti et al., 2008; Nasreddine et al., 2012). More particularly, 

adolescents in Lebanon appear to have a higher level of sedentary behaviour compared with 

younger children (Nasreddine et al., 2014). However, recent national epidemiological studies in 

Lebanon regarding the nutrition transition, adolescents’ obesity and NCDs’ prevalence are 

lacking; thereby, researchers rely solely on targeted research based on specific samples 

(Nasreddine et al., 2012). 

 

Table 3.1. Comparison of adolescents’ obesity prevalence from different studies in Lebanon 

DATE OF THE 
STUDY/ SURVEY 

N= GENDER AGE OVERWEIGHT 
(%) 

OBESITY (%) 

 

2003 (SIBAI ET AL.) 2104 F 
M 

10-19 
10-19 

14.7% 
26.9% 

2.9% 
7.7% 

2005 (HWALLA ET 792 F 12-19 13.4% 2.0% 
AL.)  M 12-19 29.3% 9.3% 

2005 (GSHS) 5115 F 
M 

13-15 
13-15 

15.3% 
30.4% 

3.0% 
6.8% 

2007  (CHAKAR  & 12299 F 10-18 19.0% 4.2% 
SALAMEH)  M 10-18 28.8% 10.1% 

2011  (CHAKAR  & 2547 F 15-17 20.0% 6.6% 
SALAMEH  M 15-17 23.1% 7.0% 

2011 (SALAMEH & 1933 F 12-18 14.1% 16.4% 
BARBOUR)  M 12-18 12.7% 13.8% 

2012 (NASREDDINE 2004 F 10-19 19.2 6.2 
ET AL.)  M 10-19 23.8 14.9 

2015 (NAJA ET AL.) 446 F 
M 

13-19 
13-19 

23.6% 
38.5% 

4.5% 
15.0% 

2016 (EZZEDINE & 2105 F 10-15 21.4% 6.0% 
SALAMEH).  M 10-15 18.9% 7.0% 

2017 (GSHS) 5708 F 
M 

13-15 
13-15 

21.4% 
30.1% 

5.6% 
7.2% 

2017 (GSHS) 5708 F 
M 

16-17 
16-17 

17.3% 
30.2% 

2.7% 
8.2% 

*GSHS=Global school-based student health survey 
 
 

Regarding undernutrition and malnutrition, it appears that the stunting prevalence of children 

under five in Lebanon is decreasing whilst inadequate micronutrient intake still exists 

(Nasreddine et al., 2018). More particularly, inadequate intake of calcium, vitamin D and iron 

have been reported amongst Lebanese school-aged children (Nasreddine et al., 2018). 
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Additionally, it appears that the prevalence of iodine deficiency amongst children increased 

between 1997 and 2013 even though implementation of national salt iodisation programme was 

initiated in 1995 (Nasreddine et al., 2018). More than 50% of children appeared to have an 

inappropriate intake of sodium [Na], exceeding the daily upper recommended intake, and  

potassium [K] which was below the recommended intake (El Mallah et al., 2017). Although a salt 

iodisation programme was implemented, interventions to reduce salt intake and increase the 

consumption of fruits and vegetables are warranted (El Mallah et al., 2017). 

 

3.3 DIETARY PATTERNS 
 

Studies have shown the protective role of the “Mediterranean” dietary pattern against CVDs in 

comparison with diets rich in trans-fats and high glycaemic index carbohydrates (Grosso et al., 

2014; Martínez-González et al., 2019; Mente et al., 2009). A cross-sectional population-based 

survey on Lebanese adults and adolescents has correlated a “western” dietary pattern with the 

increased risk of obesity (Naja et al., 2011; Naja et al., 2015), while another study (Issa et al., 

2011), conducted on rural adults showed a negative association between the adherence to the 

Mediterranean diet and waist circumference (WC). It appears that overweight and obesity were 

positively associated with the adherence to a Westernised diet and negatively associated with 

the adherence to a traditional Lebanese pattern. 

 

An increase in total caloric intake among Lebanese adults was reported based on two surveys 

from 1997 and 2009 (Nasreddine et al., 2014). In addition, Lebanese adults have been reported 

to consume less fruits, vegetables, and fish, and consume more free sugar than the recommended  

intake (Nasreddine et al., 2014). Of more concern, is the younger generation in Lebanon which 

was identified as more prone to adopting the Westernised dietary pattern resulting in an 

increased consumption of fat (Nasreddine et al., 2006; Nasreddine et al., 2018). In a study among 

Lebanese university students by Yahia et al. (2008), a dietary shift from the Mediterranean diet 

towards convenience food and street markets was displayed. In Lebanon, a study amongst young  

university students identified three main dietary patterns being the vegetarian/low calorie, the 

mixed dietary pattern, and the Westernised dietary pattern (Salameh et al., 2014). It appeared 
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that the vegetarian/low calories dietary pattern was more adopted amongst girls whereas the 

westernised dietary pattern was more popular amongst boys (Salameh et al., 2014). These two 

patterns seemed to be adopted by higher SES groups while those of low SES seemed to be 

adhering to the mixed dietary pattern (Salameh et al., 2014). The mixed dietary pattern has been 

defined by a high consumption of plant-based dishes along with carbohydrate rich food such as 

bread and a low consumption of fast food (Salameh et al., 2014). By contrast, the adherence to a 

Westernised diet seemed to be accompanied by a higher prevalence of sedentary behaviours and 

unhealthy dietary patterns such as skipping breakfast and increased frequency of eating out (Naja 

et al., 2015; Salameh et al., 2014). In a study by Chakar and Salameh (2011), the majority of 

adolescents stated to eat out around three times per week. Sedentary behaviours seemed to 

have gender differences, with male adolescents being more physically active than females in 

Lebanon (El Kassas & Ziade, 2017). These differences in dietary patterns were similar to those 

found in the adult population. A study by Naja et al. (2011) reported four dietary patterns in the 

Lebanese adult population being the western, prudent, traditional Lebanese pattern and the fish 

and alcohol dietary pattern. A similar study was conducted on adolescents in Lebanon identifying 

the traditional Lebanese pattern and the Western dietary pattern as the two main patterns (Naja 

et al., 2015). 

 

The traditional Lebanese pattern seemed to be associated with a higher intake of protein, 

carbohydrates, fibre, sodium, and calcium and was more popular amongst females (Naja et al., 

2015). Whereas, in contrast, lower intake of these elements was perceived in the Western 

pattern with a greater intake of fat and more particularly saturated fats (Naja et al., 2015). 

However, the traditional Lebanese pattern is also high in energy-dense foods, sodium and 

vegetable oils which may have played a role in the increased adiposity (Naja et al., 2015). It 

appeared that the “prudent” dietary pattern, rich in whole grains, low fat, and low sugar products, 

was not adopted by youth; this could be explained by the increased-nutrition knowledge, attitude 

and perception amongst older adolescents and adults in contrast with the younger population 

(Naja et al., 2015). Differences amongst youth dietary patterns may be due to several factors such 

as the availability, the affordability, and the cultural variation amidst the nutrition transition. 
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3.4 ENVIRONMENTAL FACTORS 

 
In Lebanon, the urban and rural areas are not clearly separated in terms of geographic units on 

administrative, conceptual, or legal levels; physical linkage between the two areas is mainly 

through personal transportation (CDR, 2016). Lebanon has been through significant rural-urban 

population changes with majority of urban residents only recently moving to the urban city; the 

rural area is still a major supplier of agricultural products (CDR, 2016). 

 
The increased expansion of the urban urea was due to the economic decentralisation and 

globalisation (Lerner & Eakin, 2011). Within this increased expansion of the urban area, the 

traditional rural-urban dichotomy based on a clear demographic variation has been challenged. 

With no universal definition of urban or rural areas, indicators such as administrative criteria, 

population, economic, political status, ecological and social-cultural context are usually 

characteristics of the area (Hugo & Champion, 2004; Lerner & Eakin, 2011). Although different 

indicators have been used to classify areas, research shows that people in rural areas tend to be 

both older and less educated (Mengedoth, 2018). In Lebanon, more particularly, with minimal 

government intervention and with negligence of the agricultural sector, an increased migration 

to the urban areas was apparent (Bahn et al., 2018; Kubursi, 1999). The increased migration has 

created a contrast between the rural and urban areas which has been described in the literature 

as cultural contact. The contact of culture was in favour of the city, often seen as the dominant 

culture and the village as economically dependent accepting the changes either because they are 

prestigious or useful (Nader, 1965). The Middle East and Lebanon in particular, has not only faced 

a high urbanisation and globalisation rate but has also been part of several combinations of 

environmental, ethnic, and religious settings which was described as a mosaic (Coon, 1958). This 

particularly shows the importance of the attention that should be given on the contrast between 

rural and urban living throughout the process of change involved in urbanisation. 

 

Despite the rural-urban migration, the nutrition transition doesn’t seem to be restricted to the 

urban area; cross-sectional studies on Lebanese adults residing in the rural area have shown a 

low adherence to the Mediterranean dietary pattern (Bahn & Abebe, 2017; Issa et al., 2011; 
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Nasreddine et al., 2014). These might be due to the ‘food environment’ in both urban and rural 

areas shaping the individual dietary patterns. Lebanon, positioned on the Mediterranean Sea is 

a commercial link between Europe and the Middle East thus favouring bilateral and regional 

trades (Bahn & Abebe, 2017). The highest food retailer numbers were noted in the Mount 

Lebanon governorate although a high rural population exists; thus, showing that a good number 

of traditional retailers are targeting the urban areas (Bahn & Abebe, 2017). As modern food retail 

continues to grow in the Lebanese market, it appears that cultural factors in Lebanon are the 

main drivers of food shopping behaviours favouring traditional food retailers that offer specialty 

‘Mediterranean’ foods (Bahn & Abebe, 2017). However, microbiological food safety continues to 

be a major concern in Lebanon especially with regard to street foods vendors (CDR, 2016). In 

2014, the Ministry of Health engaged in an ongoing campaign to ensure food safety targeting all 

phases of food and water production which led to some permanent closing of facilities (CDR, 

2016). 

 

In addition, the environment surrounding the individual is a primary actor in shaping their 

behaviours. The increased availability of gardens and parks are an important factor in youth 

physical activity, however in Lebanon, with Municipalities’ financial incapacities, these facilities 

are often neglected and even closed (CDR, 2016). A study by Chakar and Salameh (2011), exposed 

the sedentary lifestyle of adolescents in Lebanon with the majority of their extracurricular time 

(6 to 9 hours) being spent in sedentary activities compared with only 90 minutes of physical 

activity per day. Of the total sample, only 25% of adolescents walked to school. 

 

Another issue faced by young people, is the lack of common and sustainable transportation, with 

pedestrian-related traffic accidents being the first cause of deaths among youths (CDR, 2016). As 

the main mean of transportation in Lebanon is car mobility, pedestrian and cycling track are most 

of the time marginalised or inexistent (CDR, 2016). A pioneering project called “Liaisons Douces” 

has been presented by the Municipality of Beirut creating public and green spaces, safe 

pedestrian and cycling tracks; however, to date, it has not yet been implemented (CDR, 2016). In 

addition, cycling lanes are non-existent in Lebanon; however, recently, Beirut municipality has 
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announced that they will be creating 16 km of cycling lanes. This initiative has started with an 

event called “Bike to Work”, yet it seems that the underlying causes for this initiative are rather 

the traffic congestion in the capital (Asharq Al-Awsat, 2019). 

 

3.5 SCHOOLS ENVIRONMENT 

 
Schools in Lebanon are dissimilar, based on diverse cultural, economic, and religious differences 

between the private and public (state) schools. Private schools have dominated the educational 

system in Lebanon, with only 30% of all Lebanese children attending public schools (HEART, 

2015). Private urban schools are generally descriptive of a more affluent social class (Hamadeh & 

Marquis, 2017). Students attending public schools are generally of a lower SES as public schools are 

funded by the Lebanese government. 

 

All students in Lebanese schools, are required by the Ministry of Education to undergo an annual        

medical screening (Jabbour, 2013). The annual screening plays a role in evaluating health status 

and promoting the health of students. The Ministry of Education assigns eligible doctors to 

conduct the medical screening, yet no funds are established from the government (Jabbour, 

2013). In the study by Jabbour (2013), it was reported that schools in Lebanon did not receive 

any kind of fund from the government in regards to school health programmes or health services. 

Given the inability of the government to fund these programmes, schools are basically relying on  

contributions from parents and non-governmental organisations (NGOs) (El Halabi & Salameh, 

2019; Jabbour, 2013). 

 

In Lebanese public schools, health education has been in the curriculum since 1987, however, it 

has never been evaluated (Jabbour, 2013). As for nutrition classes, they have been integrated as 

part of the “Life Sciences and Biology” curriculum, in one chapter covering only basic information    

about food groups in grade 4 (9-10 years) and 5 (10-11 years) (Habib-Mourad & Ghandour, 2015). 

 
The type of food sold in the schools’ premises differs widely in Lebanon as well as the type of 

food services environment (Hamadeh & Marquis, 2017). A clear distinction has been made 
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between the schools in the urban and rural areas; rural schools tend to sell more unhealthy 

snacks and soft drinks in a kiosk setting while urban schools tend to have canteens with monthly  

food menus as well as ready prepared sandwiches, croissants, and Lebanese pastries such as 

‘Manaksih’ (Habib-Mourad & Ghandour, 2015; Hamadeh & Marquis, 2017). Generally, food 

kiosks are operated by external bodies rather than the school which makes it harder for the 

school to apply health rules on the availability of foods (Habib-Mourad & Ghandour, 2015). 

However, the availability of vending machines in the school environment has been banned across 

all schools (Hamadeh & Marquis, 2017). In contrast, few students bring lunch meals to school; 

only 21% of students mostly from private school expressed it (Afifi & Abou Jaoude, 2005). 

 

Opportunities for active behaviours amongst adolescents are scarce both during school hours 

and after-school time. This may be due to the structure of the schools’ environment and the 

community where limited opportunities for physical activity exist. Schools also focus on academic 

performance which outweighs the importance of adolescents’ health leading to the reduction of 

physical activity hours. Technology use, car mobility and screen time have all increased sedentary  

behaviours amongst adolescents (Iannotti et al., 2009; Marsh et al., 2013; Robinson et al., 2017). 

However, according to a UNESCO report, a new educational structure was outlined to support 

physical activity amongst school aged children through providing at least two hours per week of   

physical education in schools across all ages and strengthening the cooperation between the 

schools, community, and parent involvement in the development of school clubs (UNESCO, 2013). 

 

3.6 LANGUAGE IN LEBANON 
 

The choice of languages is historically, culturally, and socially contingent (Musk, 2010). Lebanon 

is a multilingual country, its main language is Arabic (which is also divided in two types: The formal 

Arabic only used in literature and the informal Lebanese Arabic used in conversation), French (as  

Lebanon has been under the French mandate) and English (mainly used in business and which is 

now obligatory in schools) (Bou Tanios, 2016). The school system in Lebanon, has played a key 

role in enhancing the multilingualism component by the obligatory curriculum to start teaching 

the foreign languages from the beginning of school (Bou Tanios, 2016). Lebanese people and 
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more precisely adolescents tend to mix these three languages in the same sentence which is not 

usually seen in other multilingual populations, it is better known as code-mixing and code 

switching (Bou Tanios, 2016). More commonly, alternation between languages is usually 

perceived among bilingual countries; for instance, in Wales, alternation between Welsh and 

English in a single conversation is mainly seen amongst adolescents (Musk, 2010). Code mixing is  

more known for bilingual countries when opting for different languages based on the situation 

and location of the conversation (Jørgensen, 2005); it is embodied in social practices reflecting 

the identity of the speaker and social norms (Cashman, 2005). Whereas code switching occurs 

within a single conversation; this is particularly important for researchers in Lebanon as code 

switching occurs within a single sentence (Bou Tanios, 2016). A three-word sentence in Lebanon 

can be made up of three different languages; this is perceived as part of the culture in Lebanon 

and most abundant amongst youth (Bou Tanios, 2016). Code-switching has been perceived since  

the millennium, especially amongst urban communities where globalisation and multicultural 

identities are brought about in language mixing (Hall & Nilep, 2015). The choice of language used 

amongst adolescents might be related to the concept of what Bourdieu (1982) labels symbolic 

domination; the theorisation of language and social class is explained by Bourdieu (1977) as a 

means to show a person’s symbolic capital. Hence, code-switching might be a form of showcasing 

the speaker’s prestige (Hall & Nilep, 2015). The matter of code-switching amongst adolescents in 

Lebanon is of great importance within this research as reported later in the section related to the 

methods of data collection used in the context of adolescents focus groups (see Chapter 4). 

 

Spoken Lebanese Arabic tends to differ than the formal written Arabic taught in schools. This has 

resulted in a differentiation between the two dialects seemingly like two different languages. In 

addition, with the increased use of the internet, this has resulted in the creation of the 

Romanisation of Arabic that is called “e-Arabic” and its spread. (Bou Tanios, 2016). Previous 

Romanisation of Arabic have been attempted in the second half of the last century by the 

Lebanese poet Sa’id Akl (Bou Tanios, 2016). Romanisation of Arabic relies primarily on phoneme- 

to-grapheme mapping which makes it closer to being a transcription rather than a transliteration   

(Al-Badrashiny et al., 2014). However, Arabic phonemes with no Latin graphemes equivalent are 
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sometimes rendered in numerals that look similar to the Arabic script grapheme, e.g., <2> for < 

 etc. (Darwish, 2013). This was particularly useful during the ,<ح> or <7> for ,<ع > or <3> for ,<ء

data transcription in the context of adolescents focus groups (see Chapter 4). 

 

3.7 INITIATIVES AND POLICIES IN LEBANON 
 

Policy is a term widely used by stakeholders in different context and settings (Exworthy, 2008). 

The most widely used definition explains that policy sets priorities and guides resource allocation  

(Milio, 2001). In this section, government strategies in Lebanon will be presented with a special 

attention given for strategies targeting child and adolescent weight management. 

 
Obesity policies have been described as very complex and incoherent strategies portrayed as 

“cacophony” by Lang and Rayner (2007). Obesity policies are majorly criticised as attempting to 

restrict citizens’ individual choices which have led no government in implementing a 

comprehensive set of policies (Clarke et al., 2016). Another problem regarding obesity policy was 

set out by Lang and Rayner (2007) who explained the importance of time frame. This explains 

that obesity prevalence has developed over decades, and thus to reverse it politicians operating 

on short electoral timetables do not have sufficient time (Lang & Rayner, 2007). Additionally, it is 

important to understand that the problematising of obesity relies on the body defining it; thus, 

different perspectives will be generated by different stakeholders such as government, private 

sector, NGOs, food and drink industry, or medical doctors (Vallgårda, 2015). Different views of 

stakeholders will be presented later in this thesis. In this chapter, documents under review are 

from government and health professional organisations. 

 
3.7.1 NCDs initiatives 

 
In Lebanon, despite the different crises taking place, it is suggested that the integration of non- 

communicable disease management within primary health care is progressing as planned 

(Ammar et al., 2016; Ministry of Public Health, 2014). A greater emphasis on prevention 

programme is given; nonetheless, it appears that major campaigns, surveillance, and prevention 

programmes are more targeted at infectious diseases rather than non-communicable diseases 
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(Ministry of Public Health, 2014). For example, a multi-sectoral approach involving municipalities,  

schools, civil society, volunteers from universities and schools was used to provide immunisation 

vaccination for polio to all those in Lebanon irrespective of nationalities (Ammar et al., 2016/ 

Ministry of Public Health, 2014). In addition, straight after the civil war (1975-1990), the Ministry 

of Public Health in Lebanon issued a programme to help fund low-income family in chronic illness 

medicines called “Chronic Disease Medicine Program (CDMP)” (CDR, 2016). 

 

Although cost-effective and evidence-based prevention for non-communicable diseases 

interventions have been identified, additional efforts are warranted to monitor trends of 

overweight and obesity, the evolution of food patterns consumption and micronutrient 

deficiencies in Lebanon (Rahim, 2014; FAO, 2007). In 2013, the Faculty of Agriculture and Food 

Sciences of the American University of Beirut in collaboration with the Lebanese National Council 

for Scientific Research (CNRS) developed a food-based dietary guideline manual for promoting 

healthy eating in the Lebanese adult population called “The Lebanese Cedar Food Guide” (See fig. 

3.1) (Hwalla et al., 2013). However, no similar food guide was adapted for the younger 

population. 

 
Politically and scientifically grounded, food-based dietary guidelines are shaped by their cultural   

and contextual elements thus varying widely between countries; however, many recurring  

themes are perceived (Herforth et al., 2019). Generally, the majority of food-based dietary 

guidelines display the official name of the national guidelines, the target group, a graphic 

representation of the food guide and a set of key messages (Herforth et al., 2019). In comparison 

with most food-based dietary guidelines, the national Lebanese food guide has included these 

key elements; organising key messages by food groups. The Lebanese Cedar Food Guide provides 

a combination of quantitative messages on the frequency per day a certain food should be 

consumes and a guidance on salt, sugar and fats which is based on the WHO Healthy Diet Fact 

Sheet (WHO, 2015a). In addition, rethinking red meat recommendations while focusing on fish 

and vegetable proteins is part of the incorporation of sustainability into guidelines which several  

countries have already done (Herforth et al., 2019; Tuomisto, 2018). Nonetheless, a greater 
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attention in food-based dietary guidelines should be given to the nutrition transition and the 

increased consumption of ultra-processed foods, which is the case in Lebanon. Only a minority 

of food-based dietary guidelines recommends limiting the consumption of processed foods in 

addition to emphasising the consumption of natural foods and home-cooked meals such as 

Brazil’s guidelines (Herforth, 2019). 

 
 

 

 
Fig. 3.1. The Lebanese Cedar Food Guide (Source: Hwalla et al., 2013). 

 
 

A Prevention and Control plan of NCDs in Lebanon for 2016-2020 has been drafted by the 

Ministry of Public Health and WHO presenting the interventions to implement in order to reduce 
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NCDs. These interventions rely on multi-sectorial engagement including schools, media, and 

municipalities in addressing the prevalence of NCDs (MoPH/WHO, 2016b). However, in 2018, 

WHO published a country profile highlighting the absence of any national target set in regards to 

NCDs prevention in Lebanon (see Appendix F.1). 

 

Micronutrient deficiency is of concern as well in Lebanon; in 1971, the Micronutrient initiative 

involving salt iodisation and flour fortification with iron and folic acid was supported by WHO; 

however, only the implementation of salt iodisation started in 1995 with the collaboration of 

UNICEF (FAO, 2007; Nasreddine et al., 2017). Additionally, a project for the fortification of bread 

with iron was submitted in 2006, however, it is still undergoing efficacy studies. 

 
3.7.2 Proposed initiatives for youth 

 
The Ministry of Youth and Sports (MoYS) formulated a National Youth Policy (NYP) project (2012- 

2022) recognising youth problems and creating a framework to solve these by involving youth 

participation through a bottom-up approach. The decree, considered as a step forward into 

strengthening the participation of Lebanese youth, was issued by the Council of Ministers and 

thus allowed the creation of the National Youth Policy (CDR, 2016). Unfortunately, the legislative   

process was halted and recommended policies by the NYP were not implemented due to major 

political polarisation and recurring deadlocks (Chemali et al., 2018). 

 

In the Global School-based Student Health Survey in Lebanon, a weak Lebanese health curriculum 

was portrayed with the need of further enhancement thus creating the Lebanese School Health 

Program (SHP) that includes new curriculum objectives such as dental health, vaccination, 

healthy environments, and the introduction of the “health e-learning” compromising a “staying 

fit” section (GSHS, 2005; GSHS, 2011; Jabbour, 2013; Hamadeh & Marquis, 2017; WHO, 2007). A   

pilot testing of the “health e-learning” in some public schools in Lebanon in 2007 was followed 

by the implementation of this programme in 2008-2009 in over 50 schools (Ibrahim & Mahfoud, 

2009). The evaluation of this implementation has revealed a high nutritional knowledge amongst 

adolescents which could be further enhanced following the implementation specially amongst 
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boys; however, it was noted that attitudes and practices were least affected by this 

implementation (Ibrahim & Mahfoud, 2009). The main barriers to these school interventions 

have been noted in the FRESH initiative (UNESCO, 2002), recognising the personal factors 

including lack of time, material, and communication skills, the community factor including the 

lack of interest by parents, schools, religion and civil society and the political factors (Health 

Education Resource Unit, 2008). Additionally, multiple challenges are faced during the 

implementation of school health programmes including staff shortages and limited school 

budgets (Jabbour, 2013). To improve the overall health environments of students, school 

personnel and the community, the WHO, the Ministry of Health, the Ministry of Education, and 

the School National Committee of Health in Lebanon have recommended the implementation of   

a “Strategy of school health (SSH)” (Hamadeh & Marquis, 2017); however, no recent data show 

any implementation of the SSH. 

 

In response to the increased prevalence of child obesity, Nestlé with the collaboration of the 

American University of Beirut drafted in 2010 a programme “health E-Pals” based on an 

educational curriculum to promote nutritional knowledge among children aged 9 to 11 (Habib- 

Mourad et al., 2014). The introduction of nutrition determinants was added to different classes; 

for example, serving size of foods was added to the Math curriculum while the encouragement 

to increase fruits intake was added to the Arts classes (Habib-Mourad et al., 2014). In 2014, the 

Lebanese Ministry of Education declared to adopt this curriculum called “Ajyal Salima- Nestlé 

healthy kids” across Lebanese public schools (Habib-Mourad et al., 2014; Nasreddine et al., 2012). 

A cohort study was set out from 2014 to analyse the progress and collect data on the participating 

school-children, however, to date, no published data is available. 

 

With insufficient actions taken by the government; local authorities including municipalities, 

communities and NGOs in Lebanon are collaborating with national and international actors to 

address some key issues such as social issues (CDR, 2016). However, quality of services and 

programmes are majorly affected by socio-political factors and institutional corruption leading to 

unequal distribution of services (CDR, 2016). 
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3.8 PUBLIC HEALTH IN LEBANON 

 
In 1997, a nutrition unit was established in the Ministry of Public Health (MoPH) in Lebanon with 

the support of WHO (FAO, 2007). This nutrition unit’s role includes the development of a nutrition 

strategy based on nutrition-related diseases, the communication and coordination between the 

private and public sectors in the prevention strategy, the implementation of a nutrition education 

curriculum with the support of the Ministry of Education, and the development of national 

nutritional and food safety guidelines (FAO, 2007). The partnership between the private and 

public sectors is a key determinant of the health system in Lebanon (Ammar et al., 2016). The 

National Social Security Fund (NSSF), the governmental schemes and the private sector cover 

financially almost one half of the population (Ammar et al., 2016). The Ministry of Public Health 

in turn provides a national network of primary health care (PHC) all over Lebanon that offers 

medical consultations at a reduced cost (Ammar et al., 2016). 

 
The first priority of this nutrition unit was to improve maternal and child health which took place 

between 1997 and 2001 by promoting proper child nutrition and healthy habits within 

households. This was through the implementation of the “Safe Motherhood Initiative” which 

addressed different phases of health and development of mothers and their young children (FAO, 

2007). 

 

Concerning microbiological food safety in Lebanon, unified norms and standards still do not exist  

in the absence of a food safety law that has been proceeding for almost thirteen years to no vail  

(El-Jardali et al., 2014; FAO, 2007). In addition, Lebanon does not participate nor follow the 

international agro-foods standards (Codex Alimentarius) but is following national LIBNOR (NL TC 

34 SC 9) (Lebanese Standards Institution) standards which are under the authority of the Ministry 

of Industry (El-Jardali et al., 2014; FAO, 2007). In addition, nutrition labelling in Lebanon  is 

mandatory; displaying minimum level of nutrition information, ingredient list and allergens 

content and the date of manufacturing are required (Hassan & Dimassi, 2017). 
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For many years, the development of nutrition projects has been supported by many United 

Nations’ agencies and NGOs in Lebanon (FAO, 2007). Lately, in 2015, Lebanon has adopted the 

Sustainable Development Goals (SDGs) and Agenda 2030 in order to end poverty, protect the 

planet and ensure prosperity, food, and nutrition security for all (ESCWA, 2016). However, 

political commitment, multi-sectoral action, strengthened health systems and continuous 

assessment are warranted for the implementation of effective responses to non-communicable 

diseases (Rahim, 2014). 
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CHAPTER 4: METHODOLOGY & METHODS 
 
 

4.1 INTRODUCTION 
 

This chapter outlines the research design and the theoretical perspectives underpinning the 

current thesis, it also describes the methods employed for its application. This chapter specifically 

highlights how qualitative and quantitative approaches were applied in this study and explains 

the data collection and analysis. 

 
4.2 EPISTEMOLOGY 

 
Different perspectives can be adopted to explain knowledge and to understand the world 

(Belenky et al. 1986). The philosophical approach or worldview can be seen from infinitely 

different perspectives and thus the claim of the absolute truth is problematic. The development 

of theory is ultimately based on the lens through which one views the world or ‘paradigm’. The 

normative view also known as objectivism and the interpretive view known as constructivism are 

the two main different perspectives on knowledge existing in the multidisciplinary field of public 

health. The normative view originates from the positivist view and was firstly used by scientists 

in physical and natural science research. It is an objective tool to understand human behaviours. 

The positivistic paradigm is summarised by Schwandt (2001) as “what is out there”; behind it is 

the major belief that all phenomena within this world are part of an objective reality. In contrast, 

constructivist epistemology is characterised by the search for multiple views of reality where 

more than one version is acceptable and regards the search for one single ‘truth’ as ineffective 

(Driscoll, 2000). Whilst these are two profoundly different epistemological views, criticism was 

pointed at researchers whose work did not acknowledge as well the cultural differences in 

context (Bing & Reid 1996). Geertz (1973) defines culture as social in nature and that it is 

relational, situational, and dialectical. Culture has a direct influence on personal thought and 

behaviour, it plays a role in mediating on life choices (Reybold, 2002) based on cultural models 

and expectations (D’Andrade & Strauss 1992, Quinn & Holland 1987). 
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Gross (2005), explains that no action can be fully detraditionalised or ‘reflexive’ in terms of 

implicating a complete break of prior habits and shared traditions. Hence, Bourdieu’s (1977) 

theory of ‘habitus’; further clarified by Wacquant (2005) as: 

 
“The sociosymbolic structures of society become deposited inside persons in the 

form of lasting dispositions or trained capacities and structural propensities to think, feel,  

act in determinate ways, which then guide agents in their creative responses to the 

constraints and solicitations of their extant milieu” (Wacquant, 2005, p.316). 

 
Bourdieu (1977) explains that the rules people follow, their view of the world and the actions 

they take are enclosed by their past experience and current social position and developed by the 

necessity of a practical guide that monitors their actions. Marx (1907), as well, presents a similar 

illustration: 

 
“Men make their own history, but they do not make it as they please; they do not 

make it under self-selected circumstances, but under circumstances existing already, 

given and transmitted from the past. The tradition of all dead generations weighs like a 

nightmare on the brains of the living” (Marx, 1907, part I, p.5). 

 
Yet, Marx (1907) in the alteration of earlier practice and understanding also observes a process 

of bricolage, defined as the putting together of existing cultures to create something novel or 

more fit for purpose (Phillimore et al., 2016; Rapport & Overing, 2014), stating: 

 

“And just as they seem to be occupied with revolutionising themselves and things, 

creating something that did not exist before, precisely in such epochs of revolutionary 

crisis they anxiously conjure up the spirits of the past to their service, borrowing from 

them names, battle slogans, and costumes in order to present this new scene in world 

history in time-honoured disguise and borrowed language” (Marx, 1907, part I, p.5). 



85  

Different world views might exist; Creswell et al., (2011) claim that one single world view is 

enough to guide an entire research design. The multidisciplinary field of public health underlines 

diverse paradigms in relation to different scientific disciplines including nutrition, epidemiology, 

statistics, physical sciences, health behaviour and socio - behavioural sciences (Afifi & Breslow, 

1994). Hence, the philosophical worldview used to guide the research design of this study is 

pragmatism. The pragmatic paradigm is not devoted to any of the main two fundamental 

philosophical views; Creswell et al., (2011), explain that pragmatism focuses on delivering 

answers with ‘what works’ rather than focusing on the different views of realities. To reveal the 

answers to the research question, pragmatism underlines the research problem as the most 

important issue to solve, valuing both objective and subjective paradigms (Feilzer, 2010). 

 

Taking into account the importance of multiple world views and the complexity of the contextual 

phenomenon, the need of bricolage to guide pragmatic practice with a position of “researcher- 

as-bricoleur” was deemed fundamental (Denzin & Lincoln, 2011). Rapport & Overing (2014) 

present bricolage as a methodology to innovate and create something more fit for purpose. A 

definition of ‘bricolage’ is provided by the Routledge Encyclopaedia of Social and Cultural 

Anthropology: 

 
bricolage, bricoleur A bricoleur is a kind of French handyman, who improvises 

technical solutions to all manner of minor repairs. In the Savage Mind (1962) Lévi-Strauss 

used this image to illustrate the way in which societies combine and recombine different 

symbols and cultural elements in order to come up with recurring structures. 

Subsequently bricolage has become a familiar term to describe various processes of 

structured improvisation (Phillimore et al., 2016, p.16). 

 

The use of bricolage has been increasing since its original conception in different fields and to a 

range of phenomena, such as in sociological ethnography (Denzin & Lincoln, 2011; Katovich, 

1995), in subculture and popular culture studies (Taylor, 2012; Whiteley, 2008) in law making 

(Tushnet, 1999) and in qualitative methodologies (Kincheloe, 2001, 2005).
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This increase in interest might be due to the association of bricolage with the breakdown of 

cultural hierarchies and postmodernism perspectives (Weinstein & Weinstein, 1993; Phillimore 

et al., 2016). Bricolage has been explained by Turkle & Papert (1992), as: 

 

“The bricoleur resembles the painter who stands back between brushstrokes, looks 

at the canvas, and only after this contemplation, decides what to do next” (Turkle & 

Papert, 1992, p.13). 

 
To produce more insights and rigorous findings in socio-political and educational research, the 

use of bricolage methodology has been prominent. Bricolage methodology in Kincheloe’s (2001) 

conception has been seen as the use of multiple theoretical frameworks and methodologies to 

obtain a transformative critical mode of multi-methodological study (Phillimore et al., 2016). To 

ground the research, Kincheloe (2001) hypothesises bricolage as the combination between 

critical multi-logical epistemology that is the pragmatism paradigm in this research and the 

critical connected ontology. Research bricolage provides a sophisticated understanding of the 

complexity of knowledge production valuing both researcher positionality and the phenomena 

in the world (Berry & Kincheloe, 2004; Phillimore et al., 2016). Not only does bricolage use multi- 

methodology and multi-framework approaches but it also values “the use of multiple methods to 

uncover new insights, expand and modify old principles” (Kincheloe, 2001). However, there is 

little known on how successful bricolage might seem and might be measured; Ferneley and Bell 

(2006), Hendry and Harbone (2011) and, Weick (2001) try to present guidelines and assess how 

successful bricolage might be (Phillimore et al., 2016). 

 

4.3 RESEARCH DESIGN 

 
In light of the above, a sequential multi-method approach was used in this study to answer the 

research questions. Multi-method research is characterised by the use of a number of methods 

and worldviews (Tashakkori & Teddlie, 2010); it often involves multiple studies within the same 

research which are relatively whole on their own (Morse, 2003). A mixed-methodology on the 
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other hand, is illustrated by the use of one method to inform another and involves a logical 

combination of both methods within one research, which could be the use of quantitative results 

to generalise qualitative findings (Creswell et al., 2011). The use of multi-method approach was 

regarded particularly important in the current research, as the effects of nutrition transition on 

Lebanese adolescents’ food choices has not previously been examined using a qualitative analysis 

with respect to the environment and people surrounding them; nor has the stakeholders’ 

position and views of the current problem and perspectives on preventing has been captured 

from a qualitative approach. In addition to the relationship between adolescents’ food 

choices/knowledge and rural/urban area dynamics using a qualitative approach; as such, 

separate qualitative studies, were deemed essential in the current study; in order to unravel 

precisely how the nutrition transition process unfolds and influences the adolescents’ 

environment and therefore food choices and how stakeholders perceive prevention 

programmes. 

 

In the literature, benefits of using a multi-method approach have been prominent; Georgsson 

and Staggers (2016) explain how multi-method data collection increases the depth of the  

research findings while refining its reliability and validity. The methodological variety has been 

shown to be efficient when a complex issue is under investigation; Seawright et al. (2013) explains 

that multi-method provides a greater insight and views of the phenomenon researched. In the 

current research the use of multi-method was relevant since the nutrition transition is a complex 

phenomenon that can manifest at cultural, behavioural, and perceptual levels especially affecting 

the vulnerable age group of adolescents. However, the use of multi-methods requires the 

researcher to familiarise themselves with different methodologies, data collection and analysis 

processes which can be time-consuming (Creswell & Clark, 2007). Using a multi-method approach 

is not challenge-free; yet, to answer the research questions a combination of both different 

methods was required. Presented below, is a brief summary of the methods used in the three 

phases of the current research. (Full description of the methods adopted are provided later in the 

thesis.) 
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Pre-phase 1 

This was the first step of the research, which was considered as a pilot or a pre-testing study of 

the qualitative approach to use in the phase 1. To get a broad understanding of adolescents’ diet 

behaviours in Lebanon through the nutrition transition and to build qualitative expertise, short 

individual interviews exploring food behaviour amongst Lebanese adolescents were carried on. 

These individual interviews were constituted of a simplified food recall and conducted with 

adolescents in public spaces to determine an indication on the general food patterns and food 

habits amongst adolescents. The use of public spaces such as restaurants was in order to gain 

informal access to the adolescents in an environment where they were happy to converse and 

discuss the issues. Preliminary results from this phase led to the development of an indicative 

areas of discussion to use in the first phase of the study during focus group interviews. 

 
Phase 1 

In the first phase of the study, proper, and after getting quick insights on adolescents’ eating 

behaviour through individual interviews with adolescents in the pre-testing phase, a qualitative 

approach was used. Focus groups were conducted with adolescents in both urban and rural 

schools to explore in depth aspects of the nutrition transition and the environmental effect on 

adolescents’ eating behaviours. 

 

Results from this stage of the study led as well to the illustration of a modified problem and 

solution tree (mPAST) approach (Snowdon et al., 2008), which takes into account school 

environmental factors mentioned by adolescents that are negatively affecting their eating 

behaviours. The mPAST leads, in the last phase of the study, which is the development of an 

indicative area of discussion with policymakers such as school principals and the Ministry of 

Education, to the investigation and exploration of the issues mentioned by adolescents. 

 
Phase 2 

In this phase of the study, a qualitative approach was implemented; stakeholders were 

approached to explore factors that could affect positively adolescents’ eating behaviours. 
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Barriers and opportunities for policies and legislations are discussed in this phase of the study 

following one-to-one interviews with relevant stakeholders. 

 

4.4 METHODS OF EACH STUDY 
 

4.4.1 Pre-Phase 1 
 

4.4.1.1 Overall aim 
 

To get a global idea of adolescents’ habits in Lebanon through the nutrition transition. This phase 

does not aim to acquire in-depth results but rather to inform for the following phase. This phase 

acts as a pilot study, helped the researcher familiarise with the context, the qualitative inquiries, 

and the overall habits of adolescents. 

RQ: What are the general food behaviours amongst Lebanese adolescents? 
 
 

4.4.1.2 Research design 
 

A qualitative research design was used for this first phase in the research. In this first preparatory 

phase of the research, a global insight of adolescents’ behaviours was examined. The use of 

qualitative research design was deemed necessary for it cannot be measured nor examined in 

terms of quantity (Denzin & Lincoln, 2011). Short face-to-face interviews were used as the 

qualitative research design of this preliminary phase. Interviews have been seen as the leading 

method in qualitative research design (Doody & Noonan, 2013; Myers & Newman, 2007; Schultze 

& Avital, 2011). Kazmer and Xie (2008), describe interviews as “the most direct, research-focused 

interaction between researcher and participant” and the best way to “enter into the other 

person’s perspective” (Patton, 2002). The process of interviewing including the steps to take 

during the interviews have been well documented in the literature (Gerson & Horowitz, 2002; 

Merriam 2009; Patton, 2002). 

 
As the general aim of this phase was to get an overall broad understanding of adolescents’ food 

behaviours in Lebanon, the use of semi-structured interviews based on a small number of open- 

ended questions was required. These semi-structured interviews were not in-depth interviews 
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as they were based on an interview schedule with a rigid list of questions to be answered in a 

limited time (Jones, 1985) (See Appendix C.1). Participants were asked to answer the same 

questions in the same order; leaving it impossible for the researcher to probe or dwell on a 

certain subject. It has been argued that a careful decision on the interview mode should be made 

with appropriate consideration to both the interviewer and respondent contexts therefore, 

making these interviews broadly informative (Fontana & Frey, 2000; Ryan et al., 2009). 

 

However, there are also limitations associated with the face-to-face interview mode. A significant 

limitation is grounded in the interview context; a geographical distribution of respondents is 

merely based on the location and context chosen by the researcher. Most of the time, face-to- 

face interviews are restricted to a local geographical area due to time and financial limitations 

(Minichiello et al., 2008; Sweet, 2002). A problem of reactivity has been noted as well in face-to- 

face interviews; Wilson et al., (1998), explain that participants may express socially acceptable 

responses in this particular mode rather than authentic attitudes and reactions. 

 

4.4.1.3 Sampling and recruitment 
 

A random sampling was carried out in this phase of the study followed by a snow-ball sampling; 

which starts with a random selection from the adolescent population who are willing to provide 

information (Etikan et al., 2016) and then is followed by a snow-balling sampling which involves 

participants to identify other potential respondents (from the adolescent’s population) who are 

willing to provide information as well. Adolescents aged between 16 and 18 years old were 

approached in public spaces in different malls and in different cities in Lebanon. Recruitment took 

place in, or in front, of casual restaurants mostly visited by teenagers, malls, cinemas, and cafés. 

The researcher approached adolescents in the public places listed above, a high number of 

adolescents refused to take part in this study; adolescents who consented on taking part in the 

study were asked to join the researcher who had already prepared a set up table for the 

interviews. Although interviews have been conducted in public places such as restaurants and 

cafés, a comfortable and confidential atmosphere was given to the interviewee on a private table 

in the most convenient settings and with enough space from other people so the interviewee 
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feels safe. As majority of adolescents often visit public places with their group of peers, at the 

end of the interview, the participant was asked to invite peers who might potentially be 

interested in taking part in the study. 

 

Also, interviewees’ confidentiality has been kept by using pseudonyms in the report instead of 

their real names. Furthermore, the interviews did not address any matters which would be 

deemed problematic; the only topic was food habits. Interviews began after the distribution of 

both the participant information sheet (See Appendix A.1; A.2) and the consent form (See 

Appendix A3; A4) in English or French. 

 

4.4.1.4 Participants 
 

The sample size was determined through the concept of saturation at the point where no 

additional information is added; data was reviewed perpetually to reach the point of the 

saturation (Flick, 2014). Little evidence has shown the ideal sample size in qualitative studies; 

Guest et al. (2006), have showed a saturation within the first 12 interviews. Thus, for this study, 

the intended sample size was at least 12 interviews of each sex and until the saturation would be 

obtained. 

Overall, 30 participants (15 females and 15 males), aged between 16 and 18 years, were recruited. 

This age group was recruited to explore the impact of the nutrition transition in Lebanon on 

adolescents’ eating behaviours. 

 

4.4.1.5 Inclusion & Exclusion Criteria 
 

Adolescents aged between 16 and 18 years old and living in urban cities of Beirut Downtown, 

Antelias, Dbayeh, and Jdeideh were recruited. Participants who consented to participate by 

signing the consent form were included in this research. Adolescents who had already married 

were excluded from the study as the objective was to research typical adolescents’ food choices 

and eating behaviours. Adolescents who were married and had left their parents’ house were 

seen as more independent individuals jumping into a period of adulthood that wouldn’t 

represent typical adolescents’ attitude or eating behaviour.
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4.4.1.6 Data analysis 
 

Interviews were strictly conducted in English or French and were audio-recorded, which could be 

the reason why adolescents were not especially talkative; all the interviews were transcribed 

verbatim. A quick inductive thematic approach was used to explore the data, as this approach 

allows to explore the data and identify the patterns. The data had no depth and was simply used 

to inform discussions in the following step of focus group interviews. This preliminary step also 

emphasised on increasing the researcher’s skills in qualitative research. The broad themes that 

emerged were key to emphasise during the focus group interviews. 

 

4.4.1.7 Ethical approval 
 

Information sheets, consent forms and all supporting materials were sent for ethical review. The 

ethical approval was obtained from the Faculty of Medicine, Dentistry and Life Sciences Research 

Ethics Committee (1347/17/MBK/CSN) at the University of Chester in order to carry out the 

research (See Appendix B.1). 

 
4.4.2 Phase 1 

 
4.4.2.1 Overall aim 

 
To explore adolescents’ eating behaviours in the nutrition transition in both urban and rural areas 

of Lebanon and to investigate adolescents’ perspectives on factors that influence their eating 

behaviours in this nutrition transition. 

The research questions that apply to this phase of the study involve: 
 
 

RQ 1: To what extent do adolescents still adhere to the Mediterranean diet? 

RQ 2: What are the factors that influence adolescents’ eating behaviours? 

RQ 3: Is the nutrition transition affecting adolescents living in both urban and rural areas 

of Lebanon? 

RQ 4: How do adolescents define healthy eating behaviours? 
RQ 5: How do adolescents assess their school setting? And how can it be improved? 
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4.4.2.2 Research design 
 

A qualitative research design was deemed appropriate for this phase of the research. Qualitative 

research methods examine people’s actions and words to develop "thick descriptions of a given 

social world analysed for cultural patterns and themes" (Warren, 2002). Barbour and Kitzinger 

(1999), explain that in the absence of information on the topic under examination the use of 

focus group interviews is specifically valuable as they give insight about what individuals think 

and why they think in this certain way. For that reason, focus groups were used in phase 1 of this 

research; focus groups are defined as a method of data collection of both verbal and 

observational data through group discussions and moderated by the researcher (Carlsen & 

Glenton,2011; Doody & Noonan, 2013). Focus group formerly called ‘group discussions’ is a 

technique developed after World War II to investigate audience response to radio programmes 

(Stewart & Shamdasani, 1990). Unlike in-depth interviews, focus group discussions are merely 

centred on the discussions of a specific topic between participants where the researcher adopts 

the peripheral role of a facilitator aiming to draw on participants’ personal experiences, beliefs, 

and attitudes (Hohenthal et al., 2015; Johnson, 1996; Morgan, 1996). 

Ideally, non-verbal language should be captured by the researcher or assistant moderator 

through body language, mannerisms, and dress for example which can give much extra 

information to the verbal answers (Adams et al., 2007; Opdenakker, 2006; Wilson, 2012). 

Observational data can capture nonverbal components of the discussion; whereas note-taking 

by the researcher can be noticeable and disrupting to the participants (Knox & Burkard, 2009). 

 

Focus groups do not only explore individual insights they also provide collective ideas and social 

behaviours (Bryman, 2004). For instance, this could be a limitation as adolescents would present 

attitude or behaviours that conform to certain social norms but not their proper insights. 

However, focus groups are interactive and allow individuals to feel at ease and share jokes, 

anecdotes and words used in their daily conversations (Doody et al., 2013). Focus groups allow 

the researcher to probe about a certain point of interest in the discussion, allowing a more in- 

depth exploration and discussion where co-creation is key. 
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In this first phase of the research, focus groups were thought suitable to explore the nutrition 

transition effect on adolescents’ eating behaviours and the factors influencing their dietary 

choices for many reasons. First, as the previous pre-phase has shown adolescents tend to shorten 

their responses, focus groups were thought to give more insight on the research subject as 

participants tend to exchange ideas, experiences and to comment on each other’s point of view 

in a more naturalistic, non-threatening, friendly environment (Acocella, 2012). For this, focus 

groups were recruited in the participants’ school settings, creating a more homogenous sample 

in a non-threatening atmosphere. In addition, focus groups discussions have been shown to 

largely depend on the participants’ dynamics leading the conversation to unexpected ways 

(Green et al., 2003; Thomas et al., 1995). This was deemed suitable for the current study as no 

previous studies have used a qualitative approach to explore factors influencing adolescents’ 

eating behaviours in the nutrition transition in Lebanon. Moreover, there may be some 

limitations to focus group discussions as participants’ participation may differ and in some focus 

groups the presence of a dominant character might inhibit others to comment on a certain topic 

or may influence their judgement (Acocella, 2012). 

 

An emergent, unexpected, problem in these focus group discussions was the language adopted 

by the adolescents. The language expressed in a culture has been directly related to the human 

experience, thus, making the processes of data collection and analysis more complicated in cross- 

cultural studies (Oxley et al., 2017; Smith et al., 2008). The complexity of conducting qualitative 

research amid non-English-speaking subjects is being recognised (Oxley et al., 2017). As focus 

groups discussion should have the aspect of a naturalistic group discussion and mimic their 

everyday conversation, participants often continued the conversation, and felt most at ease, 

while talking simultaneously in three languages (for language used in Lebanon See Chapter 3, 

section 3.6). 

 
The focus groups’ discussions were held in mix of all three languages. Considering the researcher 

is familiar with both the culture and the code-switching dialogue – knowing that the researcher 

is part of this culture, and uses this dialogue fluently – there was no necessity for a translator, 
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which might have impacted the dynamics of the interview (Elderkin-Thompson et al., 2001). 

Transcription and translation of the data will be explained in the section related to the data 

analysis. 

 
4.4.2.3 Sampling and recruitment 

 
Recruitment of the participants followed a purposive two-segment sampling design which 

consists on the selection of individuals or groups of individuals who would be able to provide 

information on the researched subject (Morgan, 1997). The selection of participants through a 

two-segment sampling design was chosen as the population is naturally segmented into two 

distinct structures being the urban and the rural areas. Therefore, purposive sampling was used 

in each of these two segments to recruit the focus groups. The segmented sampling increases 

the homogeneity of the focus groups, making it easier for more free-flowing discussion; so, focus 

groups were divided based on their geographical area, age, and gender (Morgan, 1997). 

 

This sampling design is a non-random technique that does not rely on an established number of 

participants; however, Krueger and Casey (2009) suggested that saturation occurs between four 

and six focus groups. Thus, for this study, the intended sample size was at least four focus group 

in each area involving between 5 to 10 participants and until saturation was obtained (Krueger & 

Casey, 2009). The purposive sampling design was considered for practical and financial reasons. 

Two schools for this phase of the study were recruited; one of these was in the researcher’s urban 

locality (Mount Lebanon Governorate) and the other one in the same Governorate but in a rural 

area. Participants were recruited based on their age and gender; a generally homogenous sample 

was considered appropriate to create a more naturalistic environment and explore the effect of 

the nutrition transition in respect to gender and age differences (Corfman, 1995). Firstly, school 

principals were contacted, and a face-to-face meeting was set to explain the research to each. 

The letter for the principals with information sheet and consent form was given to both principals 

(See Appendix A.5); subsequently the principals’ approval were given. Consent forms (See 

Appendix A.8; A.9) and information sheets (See Appendix A.6; A.7) for participants and parents 

were given to the head teacher responsible in each of the schools for the selected age group who 
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ensured to distribute these forms and return them to the researcher (in Lebanese schools, each 

separate age group has a different head teacher). Adolescents who volunteered and who 

returned the consent form completed were eligible for inclusion and were randomly selected to 

take part in the focus group interviews. Randomisation was conducted at the stage before the 

researcher had met any of the eligible participants in order to ensure authenticity of the data 

collected and reduce researcher bias. The adolescents were informed they could withdraw at any 

time during the study. 

 

4.4.2.4 Participants 
 

In total, 78 adolescents were recruited for these focus-groups discussions from Grade 10, Grade 

11, and Grade 12 (aged between 16 and 18 years old). This age group has been recruited in 

particular to explore the nutrition transition’s effect on adolescents’ eating behaviours during 

early and mid-adolescence in Lebanon. The majority of the participants recruited were Lebanese 

nationals. The two schools recruited are located in the same governorate, Mount Lebanon 

Governorate; however, one is located in an urbanised area while the other in a rural area. 

 

4.4.2.5 Inclusion & Exclusion Criteria 
 

Adolescents aged between 16 and 18 years, who consented to participate in the research and 

who were given parental signed consent were included. Students who were not in grade 10, 11 

and 12 or those who were eligible but who did not return the signed consent form were excluded. 

 

4.4.2.6 Data collection 
 

The majority of the Lebanese population live in urban areas (81%) while the rural population is in 

decline, therefore, the urban school facilitated seven focus groups while the rural one only 

facilitated four focus groups. A total of eleven focus groups were conducted in the first phase. All 

focus groups were segmented based on their age group to increase the homogeneity of the 

sample however they were separated on the basis of gender; majority of focus groups were single 

gender (increasing the homogeneity of the sample and making it easier for data collection and 
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analysis) while only a small minority included both genders increasing the heterogeneity of the 

sample to explore adolescents’ views on lifestyle and eating behaviours in the presence of their 

opposite-sex. Focus groups took place in an empty classroom provided by the school principal; 

chairs were arranged in a circle and each participant filled their name on an empty name tag. 

Focus groups took place on different days within each school, and weeks apart for different 

regions which allowed the researcher to reflect on each area separately. 

 
The optimal number of participants in a focus groups stated by Kruger and Casey (2009) range 

between five to ten participants; thus, in this research focus groups were between six and eight 

participants in each group. In the urban area, each focus group lasted approximatively 45 

minutes; however, this was not the case in the rural area. Due to lack of interest from the school 

director in the researched subject, the average time given to each focus group discussion in the 

rural area was reduced by the school principal to 25 minutes for lack of time reasons and thus 

limited the depth of the data collected in the rural area. Compared with the urban area, the data 

collected in the rural area was less informative and included fewer aspects of the researched 

subject. Focus groups discussion included participants from the same age group and the same 

school year to increase cohesion and naturalistic discussion within the group; this would help in 

exploring similarities and differences of eating behaviours between different stages of 

adolescence. All focus group discussions were audio-recorded using one audio-recorder at the 

centre of the circle. The help of an assistant moderator was deemed significant in some of the 

focus groups for note taking purposes thus the help of an assistant teacher was necessitated. The 

researcher explained at the beginning of each focus-group discussion some ground rules 

especially explaining that each participant should try to refrain from speaking until the other 

participant finishes. Before starting every focus-group discussion, the researcher commenced by 

a short introduction, the explanation of confidentiality (See Appendix A.10) and some ice 

breakers to help participants feel at ease (Krueger & Casey, 2009). 

 
The focus group agenda was developed by the researcher and her supervisor taking into account 

the quick data collected in the pre-phase 1 and were based on the guidelines described by 

Krueger & Casey (2009). The focus group agenda is enclosed in Appendix C.2. An interview guide 
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was developed with additional prompts to help the researcher. The focus-group interview guide 

comprised an introductory set of questions, three main discussion topics and one closing 

question. 

 
4.4.2.7 Pilot 

 
The first two focus-group interviews in the urban school were initially considered as pilot 

interviews and aimed to determine the relevance and suitability of the questions used in these 

focus-group discussions. Few changes in the questions’ order were made to increase the 

adolescents’ interest in the studied subject and to encourage participants to speak. However, the 

content did not change and thus the data were used in the final analysis. 

 

4.4.2.8 Data analysis 
 

Transcription is a key process as it demands increased attention to the fidelity of the data (Poland, 

1995). Transcription of the data has been done verbatim in the same language used for French 

and English. Romanisation of Arabic relies primarily on phonemes1-to-graphemes2 mapping 

which makes it closer to being a transcription rather than a transliteration (Al-Badrashiny et al., 

2014). However, Arabic phonemes with no Latin graphemes equivalent are sometimes rendered 

in numerals that look similar to the Arabic script grapheme (See Chapter 3, section 3.6). 

 

Table 4.1 Example of Arabic phonemes rendered in numerical grapheme 

ARABIC PHONEMES NUMERAL GRAPHEME 
 

 <2> <ء >

 <3> <ع >

 <7> <ح>

 
 
 
 
 
 
 

1 Phonemes are the sounds we hear in words. 
2 Graphemes are the shapes that represent the sounds. 
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All focus groups discussions were transcribed verbatim in the same language used into Microsoft 

Word documents and analysed in all three languages; each transcription was approximatively 

twenty to twenty-five pages. The analysis of the data has been argued to be more accurate when 

the researcher uses their technical first language rather than the presentation language (Oxley et 

al., 2017). Through an inductive thematic approach, the data was analysed manually, read many 

times so the researcher could familiarise herself with the depth of the data and descriptively 

explain the patterns, initial codes and themes that emerged using the six steps process described 

by Braun and Clark, (2019). These initial codes led to the formation of ten themes, that were 

eventually reviewed to ensure their validity. Finally, a mindful selection of examples from the 

interviews were used to illustrate the patterns and key findings of each theme in Chapter 5. 

 

Quotations used in text were only translated into English Language once the researcher was 

familiar with the multilingual setting since the translation of the data before analysis has been 

argued to increase the risk of losing authenticity and credibility. The translation of the entire data 

into the presentation language before analysis has been disputed to increase pitfalls related to 

idiomatic expressions, word meanings and jargon (Oxley et al., 2017). Therefore, the process 

should not only rely on a “word-for-word” or “verbatim” translation but rather it should take into 

consideration linguistic and cultural differences (Elderkin-Thompson et al., 2001; Oxley et al., 

2017). 

 

4.4.2.9 Ethical approval 
 

Ethical approval was obtained from the Faculty of Medicine, Dentistry and Life Sciences Research 

Ethics Committee at the University of Chester (Reference:1376/17/MBK/CSN) in order to carry 

out the research (see Appendix B.2). Information sheets and consent forms were all sent for 

review and approved as it is very important to gain the consent of both the participant and their 

parents. Prior approval from the schools’ principals was sought in the phase 1 of the study. 

Voluntary participation and the freedom to withdraw at any time during the data collection; 
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however, there was no withdrawal requested by participants who agreed to take part in this 

study. Moreover, anonymity was assured to all participants by the use of pseudonyms instead of 

their real names. 

 
 

4.4.3 Phase 2 
 

4.4.3.1 Overall aim 
 

To explore relevant stakeholders’ views on adolescents’ obesity phenomena in Lebanon. The 

exploration of stakeholders’ views on the responsibility, opportunity, and barriers for adolescents’ 

obesity prevention in that certain context. 

 

RQ 6: Are stakeholders aware of the obesity phenomenon in Lebanon? 

RQ 7: Whose responsibility it is to prevent adolescent obesity? 

RQ 8: Do stakeholders perceive the school setting as an obesogenic environment? 

RQ 9: What are the stakeholders’ perceptions of the environmental factors affecting 

adolescents’ obesity? 
 
 

4.4.4.2 Research Design 
 

The use of a qualitative research design was used as well in this third phase of the study to obtain 

rich data on this particular subject. Qualitative studies can give us an overall insight on 

stakeholders' perception and barriers to policies in relation to adolescents' obesity prevention. 

More particularly, the use of a one-to-one interview method is considered the gold standard and 

the mostly used in qualitative studies (Silverman, 2017). For that, face-to-face interviews were 

the preferred method used in this phase, however, one interview was carried by telephone due 

to the stakeholder’s limited time and availability in person. As previously outlined, the use of a 

qualitative design allows a more in depth analysis and comprehension of the phenomena under 

investigation (Creswell, 2013). One-to-one interviews were used in this phase of the study, as 
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stakeholders’ approaches differ from young adolescents. The use of focus groups was considered 

as it allows participant interaction (Morgan & Krueger, 1993); however, due to stakeholders’ 

work complexity and time limitation, one-to one interviews were deemed to be more practical. 

The use of semi-structured interviews was deemed appropriate as the researcher had sufficient 

information and knowledge about the nutrition transition phenomena and the topic (Richards & 

Morse, 2007). Semi-structured interviews allowed the interviewer to dwell on important key 

points emerging during the interview to obtain more in-depth insights (Bryman & Bell, 2007). 

Semi-structured interviews are based on a list of topics which should be tackled during the 

interview (Bryman & Bell, 2007). An interview schedule (See Appendix C.5) was set to help the 

researcher guide the interview. The use of semi-structured interviews ensures a loose structure 

of the discussion allowing a more flexible choice of the questions, wording and order based on 

each interview, hence interviews may vary from one stakeholder to another depending on their 

point of interest and knowledge (Hesse –Biber & Leavy, 2010; Polit & Beck, 2012; Saunders et al., 

2012). 

 

4.4.4.3 Sampling and recruitment 
 

Recruitment of key stakeholders including head-teachers and school principals from the school 

environments and policymakers from the local government followed a purposive and snowball 

sampling across two geographical areas in Lebanon; one in the urban area and the other in the 

rural area. The recruitment of the stakeholders from the schools’ environment had been sought 

already from the schools' principals earlier in the previous study. The permission was sought to 

conduct these interviews in the schools’ premises. Additionally, key policymakers who can affect 

adolescents' obesity prevention policies were also recruited in this study. However, it is not 

desirable to include all potential stakeholders or policymakers from a target population under- 

investigation (Bryman, 2012). In order, to maximise findings and the quality of responses a robust 

sampling strategy was needed (Creswell & Plano Clark, 2011). For that, a purposive sampling was 

used in this study aiming to capture maximum variations and selecting individuals based on their 

stratum of specific characteristics and interest (Teddlie & Yu, 2007). Purposive sampling has been 

the most common type of sampling in non-probabilistic studies (Guest et al., 2006). Yet, 
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identifying the required sample size always remains extremely challenging (Baker & Edwards, 

2012). The concept of data saturation should explain the point where no new additional 

information is added and where the collection of data is completed (Guest et al., 2006). The 

target sample size would be around 12 stakeholders that includes head teachers, schools’ 

principals, head nurse at school, owner of food shops, manager of the school canteen, 

government officers, representative from the local municipality, and civil society. 

 

4.4.4.4 Participants 
 

In total, 10 stakeholders were purposively recruited for one-to-one interviews in this phase of 

the study out of eighteen stakeholders approached. Potential stakeholders were contacted 

several times with no returning answer of whom five stakeholders refused to take part in this 

study. Some of the stakeholders recruited were directly linked to the school’s environment while 

others are related to the local government and community (Renaud et al., 1997). The 

stakeholders have been identified from the previous study through a modified problem and 

solution tree (mPAST) (WHO, 2012) relating every problem stated by the adolescent to a potential 

stakeholder. The key stakeholders identified in this phase of the study were: 

- In the school environment: School principal, head-teachers, sports teacher, nurse, and 

manager of the school’s canteen. 

- In the local community: Manager of youth programmes in urban and rural municipalities 

and TV host personality. 

- In the government: Representatives from the Ministry of Education and the Ministry of 

Health. 

 

4.4.4.5 Inclusion & Exclusion Criteria 
 

Secondary grade head-teachers and principals in the selected schools who were available and 

accepted to take part were included in this study. External stakeholders to the school 

environment who can influence adolescent obesity prevention policies and implementations in 

the country such as the Ministry of Education or the Ministry of Health who accepted to take part 
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in the study were also included. Secondary school head-teachers or school principals that are not 

based in the two selected schools were not included. 

 

4.4.4.6 Data Collection 
 

In the school environment, stakeholders were interviewed in the school premises in a private 

room whereas interviews with policymakers took place at their official meeting room for 

example, in the Ministry of Education or in local municipality. The recruitment of stakeholders 

from the school environment was granted by the school principal. Before every interview, an 

invitation letter (See Appendix A.12), a participation information sheet (See Appendix A.11) and 

a consent form (See Appendix A.13) were given to every stakeholder. Generally, interviews took 

between 30 to 45 minutes. All interviews were audio-recorded with the written permission of the 

participants. To recruit officers from the government, telephone calls were the proposed method 

to approach them as it is less time consuming and more practical than emails, especially  in low 

and middle income countries. Following the telephone calls, an invitation letter (Appendix A.12) 

with the consent form was sent to the stakeholders. In total five potential stakeholders refused 

to take part in this study: One stakeholder from the Ministry of Health refused to take part in this 

study as they did not believe their expertise to be key in this study. Another person was referred 

to the researcher in the Ministry of Health, however, several trials to contact the stakeholder 

were in vain. In addition, due to the lack of cooperation a representative of the local municipality 

in the urban area refused to take part in this study. Also, due to the lack of time and availability 

the school principal of the rural area was not able to take part in this study. 

 

4.4.4.7 Data Analysis 
 

Transcription of the data was undertaken using a process of phoneme-to-grapheme mapping 

(described in the section above) due to the problem of multilingual usage. The ten interviews 

were transcribed verbatim in the language used in the interviews into Microsoft Word 

documents. Through an inductive thematic approach, the data was analysed manually, read many 

times so the researcher familiarise herself with the depth of the data and descriptively explain 
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the patterns and themes that emerged using the six steps process described by Braun and Clark, 

(2019). 

 
Firstly, the researcher read over and over the interview transcripts in order to familiarise herself 

with the data content. Second, after examination of the interviews, initial codes were developed 

and then organised into clusters where similarities were seen. These initial codes led to the 

formation of four themes, that were eventually reviewed to ensure their validity. Finally, a 

mindful selection of examples from the interviews were used to illustrate the patterns and key 

findings of each theme. Only the quotations used in the final text were translated into English. 

 

4.4.4.8 Ethical approval 
 

The ethical approval was sought from the Faculty of Medicine, Dentistry and Life Sciences 

Research Ethics committee at the University of Chester (Reference: 1537/19/MBK/CSN) in order 

to carry out the research (see Appendix B.3). 

 

4.5 VALIDITY AND RELIABILITY 
 

A way of investigating and demonstrating the rigour and trustworthiness of a research study is 

by proving the reliability or reproducibility and validity. A debate of the legitimacy as a proper 

science of qualitative research has been ongoing between positivist and constructivist 

researchers (Denzin, 2009). Some quantitative researchers criticise qualitative research by 

focusing on the missing standards of reliability or validity (Maxwell, 1992); these led some of 

these researchers to contest efficacy of validity and reliability and to create alternative quality 

indicators for research (Denzin, 2009; Morse et al., 2002). Yet, Guba (1981), encouraged the use 

of different terminology to demonstrate the trustworthiness of qualitative research allowing the 

researcher to distance themselves from a positivist paradigm.
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To demonstrate the rigour and trustworthiness of the qualitative research, four main criteria 

were considered: Credibility, Transferability, Dependability and Confirmability (Guba, 1981). The 

use of focus groups, a recognised research method in the qualitative study in phase 1 has been 

successfully employed with adolescents in previous health research (Bagnoli & Clark, 2010; 

Demant & Järvinen, 2006; Fielden et al., 2011; Moffat et al., 2009; Morgan et al., 2002). Focus 

groups questioning routes and further details were outlined in more details above. The sampling 

technique used in the current research was purposive sampling for the schools, however 

participants were randomly selected within each school. This ensured that the researcher was 

not biased in selection and gave assurance that the sampling technique was representative of the 

larger group (Bouma & Atkinson, 1995). Moreover, to ensure participants’ honesty, each selected 

adolescent was given the opportunity to refuse to take part. That way, ensuring all participants 

were voluntarily willing to give information. Subsequently, a briefing before each focus groups 

was made to assure participants that there were no right or wrong answers so the adolescents 

would feel more confident to share their ideas. 

 
A debriefing session between the researcher and her supervisors was held in between the data 

collection of the focus group discussions in the urban and rural area, in order to discuss the 

findings and the following data collection procedure. 

 
Qualitative research design is specific to a certain context and to a specific small number of 

individuals; thus, it would be impossible to prove that the findings are applicable to another 

population and contexts (Shenton, 2004). However, in order for the reader to contextualise, 

Lincoln and Guba (1985), stress the importance of including sufficient information on the context 

of the study which has been dwelled upon in the above section. A rich explanation of the schools’ 

recruitment, the number of participants, the methodological approach and the collection 

procedure were clearly outlined. In addition, not only must the researcher provide in-depth 

description for contextualisation but also for dependability. Providing in-depth description of the 

research project and methodology of each study increases the credibility and thus the 

dependability which enables readers to repeat the work, if wanted (Lincoln & Guba, 1985). As 
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mentioned before, a thick description of the research process, methods used, and methodology 

has been presented in the section above. 

 
Assuring the trustworthiness of the data in both the transcription and the translation process 

especially in a multi-language setting is crucial for the research (Mason, 2012; Oxley et al., 2017). 

Acknowledging that ‘error’ is socially constructed and documenting the researcher’s own filter in 

shaping the translation process increases the trustworthiness of the qualitative thematic analysis 

as translation is integrally an act of interpretation (Oxley et al., 2017; Poland, 1995; Rodham et 

al., 2015). Description of the researcher is given in the following section for the purpose of 

assuring trustworthiness of the interpretation (Rodham et al., 2015). 

 
The researcher in this study had both the roles of the researcher and the translator. The 

researcher is embedded culturally within the research setting as she is from the same country. 

Some of the interviews were translated into English by the researcher so the data would be 

accessible to the researcher’s supervisors. During the process of transcription and because the 

data were from cultures and languages differing to the researcher’s supervisors, their role was to 

ask probing questions to the researcher and challenge the researcher-translator about the word 

usage. For example, in one of their discussion, the supervisor asked whether the adolescents in 

their focus group were using certain technical and formal words similar to the ones the 

researcher was using to explain the transcript to her supervisor. This led to a deeper 

understanding and discussion about the researcher’s background and filter as a scientific 

researcher and the possibility that her knowledge may cause her to use professional words in the 

translation instead of lay equivalent. 

 
When conducting the interviews, the author was introduced as a researcher who is getting 

education abroad. I met participants in both the first and the third studies in institutional settings 

(schools, ministries, and municipalities). The power relation of the interviewer and interviewee 

was variable (changing from one participant to another and from setting to setting), as the 

researcher being an insider-outsider (insider by language and culture; outsider by research and 

foreign education). Taking into consideration that the researcher was the ‘expert’ during these 
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conversations nonetheless was young; this decreased the distance between the adolescents and 

the researcher. Acknowledging that the researcher had attended the same urban school where 

some of the focus groups were conducted, increased the insider relation between the 

interviewees and the researcher. Discussions were semi-formal; the researcher was sometimes 

addressed in the plural ‘you’ (used in French: vous) which indicated respect and distance. This 

was more prominent in the rural area, where the researcher was more perceived as an outsider 

to the region. The age of the participants also influenced the formality of the conversation, fewer 

formal interactions were perceived with the age increase of the adolescent interviewees. 

 
The translation process was only used for the in-text citations and quotations and for some of 

the interviews to serve as a “proof”. The researcher being a student in the UK gave her insight of 

the cultural background of the audience. In addition, the researcher being the translator gave her 

an added value on what to preserve during the translation keeping in mind the ultimate aim to 

preserve the authenticity and transparency of the translated text. Hence, the use of the 

translation process called naturalisation was used (Molina & Albir, 2004). In text-citation, were 

sometimes translated verbatim although taking the risk of not making sense; however, this 

process is called “borrowing” and in turn increases the authenticity of the data (Molina & Albir, 

2004). Another technique is to add footnotes in order to add additional information specially to 

correct cultural and linguistic differences; this is rather more usually used in the translation of 

the entire transcript (Nida, 1964). To ensure the accuracy of the translation, some of the selected 

in text quotations were back-translated (translated from English back to the original language) 

by a colleague who was both fluent in English and the dialect in Lebanon without having access 

to the original transcription. Using the back-translation technique should assure the accuracy of 

the translation, however, similar to other methods, it represents flaws (Oxley et al., 2017). For 

the transcribed data, one random audio-recorded interview was given to a colleague who is both 

familiar with the Lebanese culture and fluent in English to produce an independent transcript. 

This was particularly important to ensure that the researcher was truthful to what the 

interviewees were trying to say. 
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CHAPTER 5: PHASE 1 ADOLESCENT QUALITATIVE FINDINGS AND 
DISCUSSION 

 
 

5.1 INTRODUCTION 

 
The findings reviewed in this chapter are drawn from the data collected in both urban and rural 

schools from seven focus groups and four focus groups respectively. According to a United 

Nation’s report, the pattern of urban growth is changing, especially in the developing word 

characterised by an increased expansion of the urban area (UNFPA, 2007), hence the larger 

number of urban groups. 

 

A total of 78 young people aged between 16 and 18 years old participated in eleven focus group; 

seven of these focus groups were single gender while four others were mixed gender in order to 

explore if there is any difference in perception in the presence of the opposite sex. The first two   

focus groups were listened to and read through in order to improve the questions and develop a  

robust method; however, these were not treated as specific separate pilot studies, but they 

contributed to improve the later interviews (Holloway, 1997). Data arising from the analysis of 

the focus group interviews is presented in this chapter. Key themes and sub-themes are 

described; feedback from participants (quotations) will be used to illustrate these themes. The 

themes are then reorganised to provide an overall explanation of adolescents’ food choices in 

the nutrition transition era in Lebanon, according to the framework provided by the 

socioecological approach to public health in order to address the research questions in this study. 

Adolescents were asked to consider multiple questions examining the effect of these 

environments on their eating behaviours. Consistent with the literature on the nutrition 

transition characteristics, a shift from the traditional diet towards a Westernised diet was 

evidenced in these current discussions. Key to exploring adolescents’ views about food 

behaviours in the context of their daily lives, is the strong sense of difference based upon the 

place food is eaten and with whom it is shared. In addition, adolescence, is an important stage in 
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the life course in which young people tend to challenge boundaries as an aspect of rebellion and 

increased autonomy. This is explained below in regard to meal patterns. 

 

5.2 EMERGING THEMES 
 

Seven themes and twenty-nine associated sub-themes emerged from the focus-group   discussions. 

Table 5.1 presents a summary of the emergent themes and sub-themes. 

 
Table 5.1 Summary of emergent themes and sub-themes 

Themes Sub-themes 
 

Weekdays versus weekends 
 
 

Western food: a proof of freedom 
 
 
 
 
 
Self-indulgence or health 
motivators? 
 
 

The outer environment 
 
 
 
 
 
The school environment 
 
 
 
 
 
Social influence 
 
 
 
 
 
Adolescence: a complex life stage 

a. Weekdays, an opportunity for healthy eating 
b. Sunday’s the family cheat day 
c. Weekend autonomy 

a. A sense of pioneering 
b. A proof of rebellion 
c. A self-gratification system 
d. A proof of modernisation 
e. Defiance to the traditions and cultural norms 

a. Habit, a choice-predictor 
b. Fast food temptation, a flavoursome choice 
c. Health: a barrier and a motivator 
d. Knowledge over hedonism 

a. Western restaurants: adolescents’ preferred choice 
b. Food snacks at proximity of schools 
c. Availability of Western type restaurants in the rural area 
d. Untrusted sources of information 
e. Lack of public facilities 

a. Lack of food hygiene, staff, and proper environment 
b. Lack of food diversity, methods of preparation 
c. Food banning policies are irrational 
d. Gender inequality regarding physical activities 
e. Shaping new food preferences: Western food sold in the school premises 

a. Peers’ role modelling 
b. Peer pressure 
c. Peer surveillance 
d. Mothers’ proactive role 
e. Social norms via social media 

a. Body image 
b. Influencing each other through social media 
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Weekdays versus weekends 

a. Weekdays, an opportunity for healthy eating 

Majority of the adolescents in both urban and rural areas commented that the common food 

choices available during weekdays are traditional Lebanese stews describing: 

Majority of times, yes, like most of weekdays we have available Lebanese 

stews at home and maybe like on one weekday we would have Chinese or pizza 

(Urban, boy). 

 
The home environment was perceived by the majority of adolescents, in both urban and rural 

areas, as an opportunity for healthy eating and behaviours; not from an individual choice but by 

their parental imposed food patterns and behaviours “From my point of view, I see that the food 

during the week which is Lebanese cuisine is imposed, like, in the family” (Urban, girl). It appeared 

that adolescents living in the urban area had less freedom and ability to go out during the week, 

after school-time, as they were headed directly towards their home. Some adolescents in the 

urban area emphasised as well on their parents’ strict roles and the obligation to eat the prepared 

meal explaining: 

We are not allowed to order delivery at our house so technically whatever is 

prepared already at home I am obliged to eat it even if it’s against my will; […] I’m 

not even allowed to open some sort of food cans or anything just because I will be 

a bad example for my little siblings (Urban, girl). 

 
Conversely, a higher number of participants, recruited in the rural area, mentioned the ability to 

reject a certain stew on a certain day just by the fact they didn’t feel like having it or “when the 

food prepared doesn’t fit my expectations” [while laughing] (Rural, girl). It seemed that 

adolescents living in the rural area were considered by their parents and themselves as young 

mature adults that have the freedom to reject and make their own decisions. A clear difference 

between adolescence and childhood life stages was explained by “they can’t oblige us to eat a 

certain stew at this age” (Rural, girl). This was of special interest as statements from the recruited 

urban area seemed to be opposing to the rural area. 
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Adolescents emphasised the importance of the availability and consumption of Lebanese stews 

which they supposed was supporting healthy eating stating “Yes, like even the stews, I feel that 

traditional Lebanese stews are healthier than the food we eat usually” (Urban, girl). The perceived 

benefits of eating traditional Lebanese stews led some of the urban adolescents to increase its 

consumption. One adolescent expressed: “Lebanese stews it’s like twice or three times a week 

and when I understood that it’s somewhat healthy, I started eating it more no matter the taste” 

(Urban, boy). Some adolescents in the urban area emphasised on the cultural side of the 

Lebanese stews, explaining they were raised eating this food, expressing: “I personally like it, but 

he has a point. We grew up eating this food” (Urban, girl). 

 

However, most adolescents stated they wouldn’t ask for these types of stews if they weren’t 

already available at their home “For example, I’m talking about myself, I like traditional Lebanese  

stews and I eat it whenever it’s available, but I wouldn’t ask for it” (Urban, girl). In addition, the 

majority of adolescents perceived home-made food as being healthier than the food eaten 

outside of home “Even if it’s a burger, it’s always healthier at home” (Rural, boy). 

 
b. Sunday’s the family cheat day 

Most of the participants, in both urban and rural areas, emphasised on the difference between 

the Lebanese cuisine eaten during weekdays and the Lebanese Mezze eaten on Sundays 

explaining “indeed Sunday is different, it means like we do something different than the entire 

week we make special things on Sundays like I mean the special Lebanese food” (Urban, boy). An 

emphasis on the difference between the Lebanese Mezze and the Lebanese stews was explained 

by adolescents, with a clear preference towards Lebanese Mezze even some adolescents labelled 

it as “the Lebanese fast food” explaining: 

It depends on the food, like for example, taouk3 there is no one that doesn’t’ like 

it; everything that’s chicken, meat there is no one that hates these but when we look   

at Lebanese stews like spinach and similar stews definitely there’s a lot of people  

 
 
 

3 Taouk is a traditional marinated chicken shish kebab of Middle Eastern cuisine. 
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that wouldn’t like them, like stuffed cabbage rolls and these like okay they’re 

tasty but it depends (Urban, boy). 

 
Additionally, in both rural and urban areas, adolescents’ clear rejection for the availability of 

Lebanese stews on Sundays was obvious, with one participant clarifying “For example, okra stew 

with rice (a traditional Lebanese cuisine) and these, on Sundays, it doesn’t work” (Urban, boy). A 

feeling of inherited cultural norms in regards to Sundays’ Mezze tradition was strongly expressed 

by adolescents; majority of adolescents agreed that Sundays are part of the family’s gathering 

where traditional “tasty occasional” Lebanese Mezze platters are shared; it appeared that 

parents were somehow using their children’s eating behaviours and preferences for the Lebanese 

Mezze to encourage them to spend more time with the family. Some adolescents mentioned that  

their parents are somehow obliged to prepare tasty foods “We spend Sundays with the family, so  

we eat things with our families and definitely they won’t cook something you don’t like or that is  

not tasty because if you didn’t like it, you won’t come back the week after, so they tend to cook 

tasty things” (Urban, boy). 

 

Lebanese Mezze was described by adolescents as an enhancer for the feeling of conviviality as it 

is made of different little platters which would be shared between the entire family members, 

most adolescents explained that some items of the Lebanese Mezze such as the traditional salad 

known as ‘tabbouleh’4 is just healthy “Like you won’t wonder what’s in a tabbouleh. It’s just 

greeneries and vegetables. Of course, it’s healthy” (Rural, boy) while some other components of 

the Mezze are less likely to be healthy such as fried meatballs or fried dough stuffed with cheese 

‘sambousek’ which were more stressed on by urban adolescents explaining: “High in fat most of  

its ingredients are fried almost on every occasion we eat this type of food” (Urban, girl) and 

“usually Lebanese Mezze is tastier as it’s more fattening and there’s barbecued meat as well” 

(Urban, boy). Few adolescents criticised their eating behaviours when having a Lebanese Mezze, 

some stressed that the Lebanese Mezze encourages over-eating by tasting many little platters. 

 
 

4 Tabbouleh is a Levantine vegetarian salad made mostly of finely chopped parsley, with tomatoes, mint, onion, 
bulgur, and seasoned with olive oil, lemon juice, salt, and pepper. 
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There is a specific thing about umm Lebanese traditions when it comes to 

food like it doesn’t end. When you go to a traditional Lebanese meal it doesn’t end 

there’s something and there’s something else and umm there is no way to control 

how much you’re eating, you get very unconscious about what you eat and how 

much you eat (Urban, boy). 

 
The majority of adolescents clearly agreed that the Lebanese Mezze was actually eaten on 

Sundays and on occasions from a cultural perspective with one adolescent explaining: “Yeah 

that’s true like for example in weddings there won’t be fast foods available but there will be 

Lebanese food more like Mezze more” (Urban, girl). However, they did express the fact that the 

Lebanese Mezze is occasional, and it should stay that way; this was explained by: “no, like 

eventually if we eat frequently the Lebanese Mezze, we will get bored of it” (Urban, boy). Few 

adolescents in the urban area mentioned international cuisine restaurants as a choice when 

having lunch on Sundays with their families instead of Lebanese restaurants, it appeared that in 

some cases the only bound to Lebanese food was their grandparents. On the other hand, it 

appeared that rural parents were less cosmopolitan and were less enthusiastic on trying 

innovative or international restaurants on Sundays and would rather opt for a traditional 

Lebanese restaurant they are used to; one adolescent explained “Like yea, it happens, but let’s 

say the restaurants wasn’t tasty then my dad would nag the entire time saying why did we have 

to try that new restaurant” (Rural, boy). 

 

c. Weekend autonomy 

According to most of the adolescents, Fridays and Saturdays are considered to be a reward of all 

the week’s efforts in school. Eating outside of home during weekends was emphasised by most 

of the adolescents and considered as a social norm; one participant said: “Of course we won’t eat 

at home during weekends, we go out and eat something different” (Urban, girl). There was a 

shared feeling of common social norms during this life stage expressed by majority of adolescents 

in a sense that it would be obvious, allowed and rewarded to go out during the weekend and of 



114  

the ability to bail out from the obligation of eating the imposed stew at home “like definitely we 

won’t eat at home, we go out and we eat something different” (Urban, boy). 
 
 

The majority of adolescents in both urban and rural areas clearly showed a preference for eating 

out with friends, this might be expressed in terms of demonstrating the feeling of independence, 

a sense of defiance and autonomy. Some adolescents expressed the feeling of defiance in 

choosing the foods that are mostly forbidden by their parents. The feeling of autonomy and 

defiance as well as the feeling of challenging boundaries and ‘rules’ implemented by parents 

during childhood, especially in presence of their peers was felt to be part of the creation of their 

social identity. One participant stated: 

Like for example imagine if I were to go to an ‘open wings event’ at a Western 

restaurant with my mother! She would jump over and be like “stop eating, slow 

down that’s enough and she would just take the plate away”. Like she’s right, wings 

aren’t that good but whatever (Rural, boy). 

 
Some adolescents expressed as well the feeling of autonomy when surrounded with peers 

compared to family times and school nights; it was expressed by “On weekends, you go 

somewhere where you have to, like, indulge” (Urban, boy). This was agreed by adolescents living 

in the rural area too, by explaining the obligation of eating Western fast foods “When hanging 

out you have to and are obliged to eat fast-foods” (Urban, boy) with friends describing it 

“beautiful” than having traditional Lebanese food “It doesn’t make sense to go to a Mezze 

restaurant it’s more for families; between friends, fast food is just beautiful and it’s much quicker” 

(Rural, boy). On the other hand, it was felt that ordering traditional Lebanese stews when eating 

out was out of the question for a majority of the adolescents “Like, I can’t imagine that someone 

would go to a restaurant and order a plate of mloukhieh5” (Urban, girl). Most of the adolescents 

agreed that when they go along with their peers during weekends, food choices made outside of 

 
 
 
 

5 Mloukhieh is the leaves of Corchorus olitorius, commonly known in English as Jew's mallow. It is boiled and 
served with chicken and onions with rice on the side. 
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their home were driven by a more hedonistic attitude towards life. Taste seemed to be one of 

the main drivers to adolescents’ choices which was seen as well as a hedonistic attitude. 

Of course, it’s better to eat traditional Lebanese cuisine compared to fast 

food or something similar, so we tend to wait for the weekend, for example this 

Friday, because we don’t have school the next day, so we are eager to go with our 

friends to eat a burger or a pizza or something (Urban, girl). 

 
Yet, most of the older range of adolescents in both urban and rural areas seemed to disagree 

with the preference of Western type restaurants explaining: “Sometimes I go out with some of 

my friends that are older than myself, they are university students, so we tend to go more to 

shisha places and Lebanese restaurants” (Urban, boy). Similar statements were made in the rural 

area, while younger rural adolescents stated their preference towards Western type foods “we 

don’t go to Lebanese Mezze restaurant with our friends” (Rural, boy) this was derided by older 

adolescents explaining that “the younger generation are trying to be cooler and urbanised” 

(Rural, girl). 

 
Western food: a proof of freedom 

a. A sense of pioneering 

The majority of participants appeared to agree that the food eaten in Western restaurants was 

perceived as novel compared to the food they eat at home “it’s something novel for us”. 

 
The majority of adolescents agreed that the most important factor in choosing a Western type 

restaurant over a Lebanese restaurant is boredom with Lebanese food. The majority of 

adolescents expressed uninterested views towards the Lebanese traditional food by “it may be 

because we already ate too much of it […] we don’t feel anymore that Lebanese traditional food 

is special” (Urban, boy). It appeared that majority of adolescents seemed to agree that the 

Lebanese traditional food was not innovative anymore nor special. Alongside, an increased 

interest and excitement was correlated with Western food by the majority of participants. One 

participant explained with a sense of humour: “like we get way much more excited for fast food 
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than stews, like if my mother has cooked a pizza or a burger it’s way different than the ‘mloukhieh’ 

or something” (Urban, girl). 
 
 

The people with whom adolescents were going out seemed to have a direct effect on the 

restaurant choice. Some adolescents mentioned as well the feeling of belonging to a certain 

restaurant where majority of people that visit this place are young and almost know each other 

“Like yea most of the time we have the feeling that it’s ours!” (Urban, girl). This was expressed by 

majority of adolescents when describing their favourite Western restaurant in both rural and 

urban areas. A sense of happiness was felt when describing these restaurants “Yea, second 

home”. 

 
b. A proof of rebellion 

A lot of participants have described adolescence as a period with increased freedom; the 

freedom of choices, the freedom to go out, to get food delivered and to make statements. Most 

of the adolescents expressed an unconscious feeling of choosing what is forbidden. One 

participant stated: “When you know you can’t have a certain food that time you start wanting it 

more” (Urban, boy). 

 
There were also statements pertaining to wanting to eat fast food outside of home for the fact 

that restaurant foods should be different than the food eaten at home. This might be as well due 

to the nature of adolescents, wanting to challenge the rules put on by their parents. 

For that, of course when we go out when we want to hang out with our 

friends for sure we don’t go to a Lebanese restaurant because enough, we want to 

eat something different than Lebanese food (Urban, boy). 

 

Yet, a majority of adolescent boys highlighted that eating healthy should be done at home and 

not in restaurants as it is nonsense for example to order a salad when eating out. One adolescent 

stated: “Going to a restaurant to eat a salad doesn’t make sense; stay at home it’s better” (Urban, 
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boy). This was not agreed amongst all participants however, few participants who regularly order 

salads criticised the obligation of ordering fast foods when going out. 

 
An increase in adolescents’ rebellion during weekdays was perceived in the rural area. Many 

participants have stated that they would eat on the go, outside of their home, if they dislike the 

stew available “there is a Lebanese stew available every day at home, but whenever I don’t feel 

like having it there is a restaurant next to our home which I pass by to have lunch” (Rural, girl). 

 
c. A self-gratification system 

Food consumption has been linked by many of the participants to the feeling of happiness and 

joy regardless of whether they are or aren’t following healthy eating behaviours. One participant   

stated, “I don’t look on, on whether it’s fattening or not I just eat and appreciate the food, I enjoy 

it" (Urban, girl). A similar statement suggested as well that this reward system could be a common 

social norm amongst adolescents stating: “Most of the time adolescents consider the time with 

their friends as a cheat day because 6 out of 7 days a week we eat something that is healthy and 

only 1 day at the end we change for a cheat meal so most of the time when we go out it’s going 

to be a cheat day, it’s a designated day” (Urban, boy). 

 

In accordance with the nutrition transition, it appeared that the majority of adolescents were 

primarily eating for ‘pleasure’ purposes rather than for the necessity of food. However, few 

adolescents were not driven by hedonistic attitudes when related to food choices. Another 

reward system was suggested by some participants, one participant explained the need of going 

out after the exams and indulging in a good cheat-meal without having to feel guilty “It depends 

on the period that you’re going through for example us now when we finish our exams and so we 

will be also going out to really eat and do whatever we want” (Urban, girl). 

 

d. A proof of modernisation 

Most of the adolescents living in the urban area expressed the need for a variety of food choices 

during the week as they would not stand Lebanese stews every single day “As for myself, I like 
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the traditional food and everything but we should have a variety of cuisines during the week like 

not every single weekday traditional Lebanese stew” (Urban, girl). This was also apparent in the 

rural area amongst adolescents stating that they require their mothers to cook some kind of 

foods that are not traditional Lebanese stews “Like I have to ask my mother to prepare something 

different than what she usually knows and prefers; which are Lebanese traditional stews” (Rural, 

girl). It was felt that younger adolescents were expecting a variety of cuisines during the week 

beside the traditional Lebanese stews, with a strong affirmation on the presence of few people 

who are only adhering to the Lebanese dietary patterns stating: 

No, like if a person only eats traditional Lebanese stews every single day, 

umm, are there still people like this? (Urban, girl). 

 
Yet, majority of adolescents, especially in the rural area, confirmed that their grandparents were 

still exclusively adhering to the traditional Lebanese cuisine. One adolescent expressed: “Like for 

example my grandmother won’t just decide to make a pizza” (Urban, boy). Perception of 

Lebanese traditional cuisine as healthy behaviour has been used by the majority of adolescents 

to explain their grandparents’ food behaviours “grandparents, they like things that are useful and 

nourishing for the body unlike hamburger and pizza and similar things” (Urban, boy). However, 

this was not perceived amongst all participants especially in the urban area; one adolescent 

emphasised that even her grandmother does make varieties of cuisines stating “yes, my 

grandmother does cook pasta as well” (Urban, girl). On the other hand, some adolescents in both  

the rural and urban area revealed some confusions when describing international dishes such as 

“Lasagne”, macaroni and noodles expressing they were part of the Lebanese stews during 

midweek “yes, pasta is considered a Lebanese stew no?” (Rural, girl). 

 
Few adolescent boys in the rural area expressed the occasional availability of home-made 

Western food such as burger and pizza “no, no, it depends sometimes there’s burgers and pizza” 

(Rural, boy). The increased availability of home-made Western type foods in the rural area was 

controversial; although a majority of adolescents living in the rural area stated their parents’ 

preference towards traditional Lebanese stews; yet it appeared that some Western foods were 
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also available at their home. This might be due to the fact that parents might be providing some 

Western food at home to decrease adolescents’ consumption of Western foods outside of their 

home. In turn, it could be drawn from some economic barriers or from a health perspective. The  

availability of home-made Western type foods was not expressed by adolescents living in the 

urban area which might not be due to economic barriers or the ease of getting food delivered in 

the urban area “sometimes, I get home, and my mum would just say I didn’t have time to cook, 

and I didn’t feel like it, so choose something to eat so we get some food delivered” (Urban, girl). 

 

e. Defiance to the traditions and cultural norms 

Some traditions were described by adolescents, in regards to religion, such as meatless Fridays 

and the preparation of traditional Lebanese stews from plant-based protein such as lentils, which 

is called ‘mujaddara’. The majority of adolescents expressed their dislike towards these traditional 

and religious practices mainly because these dishes did not meet their personal taste 

preferences; however, they explained that this did not change the fact that they were obliged to 

eat it. 

Like if my mother cooked ‘mujaddara’ you know you can’t say no to your 

mum so you just have to eat it, while on the other hand going to a Lebanese Mezze 

restaurant with your family that’s something you would enjoy eating at least in my 

point of view (Urban, girl). 

 

A minority of adolescents in the urban area expressed their freedom in rejecting this kind of 

cultural inherited habits by explaining: “If every day I’m eating stews it’s okay if I didn’t have 

‘mujaddara’ she knows I don’t like it” (Urban, boy). It appeared that Lebanese parents are trying 

to protect these cultural and religious norms by imposing these norms on their children “yes, 

although we nag, we don’t want to have certain stews but our parents they do know better that 

it’s good for our health that’s why they impose some stews and I find it logical” (Urban, girl). 

Some of the participants, and specially, boys have mentioned the idea of a threat to the Lebanese 

cuisine, stating that many parents do not know how to cook some of the traditional cuisine. In 

turn, they described that the new generation will not have the required skills to cook these 
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traditional Lebanese cuisine “like girls or even boys our age they don’t even know how to cook 

Lebanese stews and they won’t learn; with time, we won’t be able to reproduce the Lebanese 

stews” (Urban, boy). This was particularly stressed by some rural boys stating that a lot of old 

traditional Lebanese stews are really hard to learn and even nowadays are less likely to be eaten 

or cooked whether at home or outside “Like yea you can ask girls our age they won’t definitely 

know to make for example some very old fashioned Lebanese traditional dishes like ma’adim6. 

Even at our home we don’t do these much unlike my grandparents (Rural, boy). However, it 

appeared that this is not the case in the rural area, as most adolescent girls stated they had the 

ability and the knowledge to cook most of the traditional Lebanese stews “For example, I do know 

how to cook if I’m craving something I would do it myself I open the recipe book and I follow it” 

(Rural, girl). There were some evident cultural inherited norms that women should be the one 

responsible for cooking at home and thus, mothers and women are the only ones playing a 

proactive role to protect the Lebanese traditional cuisine. 

 

Yet, education and work was particularly mentioned and foreseen by rural adolescent girls as a 

major barrier for cooking traditional Lebanese stew. Rural adolescent girls have mentioned that 

majority of their mothers are unemployed and mostly focus on the family interest which leaves 

them plenty of time to cook. One participant stated with a sense of humour “I feel we would live 

on getting food delivered” (Rural, girl). 

 
Self-indulgence or health motivators? 

a. Habit, a choice-predictor 

The majority of participants mentioned “habits” as being one of the primary determinants of their  

eating behaviours. Some adolescents also justified some unhealthy behaviours because of habits 

they acquired since their childhood years. One adolescent explained “in the end it’s the habits 

we’ve acquired since we’ve been kids” (Urban, boy). A similar statement was made in the rural 

area too as having a protective role in shaping their food behaviours: “like myself for example if 

my parent didn’t oblige me to eat traditional stews when I was younger, I wouldn’t now like it” 

 
6 Feet of the cow or sheep 
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(Rural, girl). It was felt that adolescents’ food choices were mainly based on the life course, the 

culture, and the social norms they are surrounded with. 

 
While sometimes it could play as a negative factor which was explained by: “If a person since he  

was young if his parents don’t cook, he will eventually get used to eating fast food” (Urban, boy). 

The majority of adolescents seemed to agree with this statement. Parental behaviours were 

deemed to play a major role in shaping these habits and eating behaviours. Pertaining to this, it 

was suggested that when parents don’t know how to cook traditional Lebanese cuisine, it would 

be provided by their grandparents during weekdays. This in turn, suggests some cultural norms 

on the importance of food availability at home and more specifically on the perceived importance 

of Lebanese stews. 

 

On the other hand, many participants have found habits as the main barrier of changing their 

behaviours and surrounding environment “but they just can’t now all of a sudden change the 

school’s environment” (Urban, girl). Many of the participants have explained that the availability 

of food at school could not be changed into healthier alternatives as they didn’t get used to it 

since they were kids, one participant explained “yes truly, we did not get used to it by now but if 

we did since we were kids if we got used to having fruits and stuff at our school, we would be 

happier  now” (Urban, girl). It was stated as well that change needs time; adolescents explained 

that it would be hard for them to adapt some new food behaviours and that it would require time 

“we can’t directly adapt to a heathier school environment” (Urban, girl). 

 
b. Fast food temptation, a flavoursome choice 

We know from other countries’ experiences of nutrition transition (Kelly, 2016; Rousham et al., 

2020) that there is an explicit shift towards wider range of foods, higher in fat foods, an increased  

fast food consumption. This is also apparent amongst Lebanese adolescents’ food choices. 

Increased consumption of these type of foods have been related to eating out and with groups 

of peers; similar findings are presented here. Numerous participants suggested that they were 

more tempted to eating unhealthier alternatives in restaurants, with one describing the impact 
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of massive choices of food available in the menu. “No but sometimes for example you plan earlier 

on having a salad and when you see the menu the idea of having a salad completely vanishes” 

(Urban, girl). Some adolescents have expressed some kind of addiction to the food sold in 

restaurants saying, “they are tasty and umm addictive” (Urban, boy). However, this was not the 

case when healthier alternatives were adopted. 

 
Moreover, adolescents have mainly emphasised the importance of taste, which is an individual’s 

personal preference and cultural pattern of choice. Most of the adolescents have mentioned 

taste as being a major influence on their food choices. Some adolescents mentioned as well that 

“eating outside of home is tastier”. The majority of adolescents expressed their preference for 

western food when relating it to the taste stating, “I could eat fast food from now till the last day  

of my life and I wouldn’t get bored” (Urban, girl). One adolescent stated that when consuming 

fast foods, they were happier and if they wouldn’t gain weight, they would consume it every day  

stating: “Like when I go out it’s nice to see good food, I like to enjoy a real burger” (Urban, girl). 

There was a strong rejection by some adolescents on the idea of eating healthy foods outside of 

home explaining their strong views by: 

No no, I don’t go out to a restaurant to eat healthy. Honestly when I go out, 

for me, healthy food means punishment. The most horrific punishment. Already at 

home  I eat healthy, healthy all the week, to indulge a bit on barbecued meat during 

weekends which in a way is still healthy food so when I go out, I don’t want to think 

at all about how many calories are in a dish, even if they say my dish has a thousand  

calories, I wouldn’t care at all (Urban, girl). 

 
c. Health: a barrier and a motivator 

Although the majority of adolescents had a taste preference for Western fast foods, most of them 

agreed that consuming Lebanese traditional cuisine had beneficial health outcomes “because it’s 

good for you and mainly loaded with vitamins and stuff” (Urban, girl). Some adolescents even 

mentioned forcing themselves to eat traditional Lebanese cuisine for the perceived benefits; one 

participant stated as well: 
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If I’d think that way, I would choose Lebanese traditional cuisine not because 

I like how it tastes but because I don’t want to harm myself, nothing more. I am 

imagining what would happen to me if I were to eat seven days in a row Western 

food. I wouldn’t even think about it (Urban, girl). 

 

Many participants emphasised the importance of the constituents of the Lebanese cuisine; a 

balance of macronutrients was described as a characteristic of Lebanese stews which often 

included proteins, carbs, and vegetables; some participants explained “Lebanese cuisine is tastier 

and then you have a variety of ingredients there’s everything in one cuisine vegetables, carbs and 

meat and chicken” (Urban, girl). More precisely, adolescents who were oriented by athletic 

motivations were less occupied with the taste of the foods and rather worried about getting 

essential macronutrients. This was especially noticeable amongst urban adolescents stating, “I try  

to have everything that is healthy I worry a lot about the food I am eating so even if it’s not tasty  

I try to push myself to eat it because I do sports, so I’m technically commended to do that” (Urban, 

boy). 

 

Some adolescents in the urban area emphasised the importance of having a balance between 

healthy foods and unhealthy foods. One participant affirmed with excitement: “No, no it’s not 

that I don’t want to eat healthy but like if I ate today some unhealthy foods, I would prefer having  

tomorrow a healthier option, but I would definitely not have any problem against eating unhealthy  

food the entire week” (Urban, boy). When asked which foods they would classify as healthy, the 

majority of participants opted for salads as healthy eating “healthy? Like for example it’s eating 

salads and grilled foods and instead of chocolate you should eat fruits” (Rural, girl). A minority of 

participants mentioned that the consumption of Lebanese cuisine as healthy eating behaviours 

“to sum up we can as well eat healthy at home when we eat traditional Lebanese food” (Urban, 

boy). Some other participants related Lebanese stews to healthy eating as it contains all three 

macronutrients in every dish saying: “Like, we get a variety for example stuffed zucchini stew 

contains vegetables, protein and rice so you get a variety without even noticing” (Urban, girl). 

Additionally, some adolescents explained that healthy eating is the fact of eating from different 
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kinds of food but at different times of the day. It seemed that adolescents didn’t have a precise 

knowledge about healthy eating behaviours. 

[…] They say to be healthy you should eat three times a day because if you 

skip one meal you will get hungry at night and therefore you will binge eat the 

following the day, I really don’t know if it’s true but healthy is not only about what 

you are eating but about when to eat as well and dividing it into three meals with 

like two snacks of fruits (Urban, girl). 

 
It seemed that the majority of participants had created a balance between Lebanese cuisine and 

Western foods. Participants explained that a balance between the two types of cuisines was 

needed “you have to make a balance between the two” (Urban, boy). 

 
d. Knowledge over hedonism 

Few adolescents have mentioned their nutritional knowledge as a barrier or facilitator for a 

certain eating behaviour. However, it seemed nonsense for rural adolescents stating an acquired 

knowledge wouldn’t affect their behaviours “this is a generation that is used to eat a lot and in 

front of the television” (Rural, girl). Only one urban adolescent stated that if he had knowledge 

on the effect of fast-food on the long term other than weight gain maybe this would affect and 

play as a barrier for their eating behaviours: “The only side effect of fast food for me is weight 

gain, if I knew some other side effects, I would consider stopping it” (Urban, boy). 

When asked to define healthy eating a number of participants seemed to relate it to the number 

of calories consumed in relation to the metabolism stating: “like it depends on the person’s 

metabolism if they have a high metabolism they can eat whatever they want without even doing 

sports like it depends on the person if the person is more prone to store fat in his body then it’s 

better if they limit their food intake and increase their physical activity” (Urban, boy). 

 

Some participants disregarded the quality and nutritious values of food and summed it up to a 

quantity matter by saying “It’s not about quality it’s about quantity” while other explained “Some 

people they say eating healthy for example you shouldn’t be eating chocolate and you have to cut 



125  

off bread and stuffs but I disagree with that like it is true we should be eating in a certain dosage, 

but no one said don’t eat cake; you can but in a certain dose” (Urban, girl). 

 
For instance, few adolescents, and mostly girls, expressed their motivation to eat Lebanese 

traditional cuisine after they’ve been on a diet as they acquired certain kind of knowledge on the 

fat content of foods with one participant explaining: 

It’s like after I’ve been on a diet that I started to dislike fast foods and even 

despise it, you start feeling how fattening these foods are and realising how much 

fats they contain and when you go on a diet you start noticing these stuffs more 

(Urban, girl). 

 
Additionally, it appeared that some of the adolescents had lack of knowledge regarding the 

methods of preparations used in restaurants and the ingredients used “It’s tasty but you can’t 

know, you can’t know if it’s healthy or not” (Rural, boy). When asked about the method of 

preparation of their favourite food when eating out one participant explained with a shy voice: 

“Umm, I guess their food is mostly fried” (Urban, boy). 

 
The outer environment 

a. Western restaurants: adolescents’ preferred choice 

Affordability was expressed as a very important factor in selecting a restaurant, a number of 

participants explained the choice of the Western type restaurant as being affordable for 

everyone “Like Roadster there’s a lot of variety to satisfy everyone and they can all afford it” 

(Urban, girl). This was expressed earlier as barrier of consuming certain expensive type of cuisine 

such as sushi for example. 

 
A final suggestion of choosing fast foods over healthy choices when going out was from an 

economic perspective; stating that healthier choices are always more expensive than fast food 

by “healthy food is much more expensive than fast food” (Urban, girl). Some adolescents even 

mentioned that they would be spending money in restaurants on foods they cannot eat at home 
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“If I want a salad, why I don’t make it myself and stay at home? What’s the point?” (Urban, girl) 

another participant also commented “like I won’t go out and pay that much to eat healthy and at 

home I’m already eating healthy” (Urban, girl). 

 

Parental shortage in time, was expressed as a convenience by majority of the urban adolescents, 

an opportunity to get food delivered and most precisely Western food. 

I order when there is no food at all at home when there is no home-made 

cuisine and most times there is no cuisine because my parents are like busy-workers 

but the kind of food I order isn’t umm, in this case delivery doesn’t mean fat (Urban, 

boy). 

 
However, it appeared that getting food delivered was less applied in the rural area and was only 

on occasions “I do order delivery it’s not that complicated but I order things my mother can’t make 

like submarine for example” (Rural, girl). The increased freedom of adolescents in the rural area 

suggested that adolescents would rather go to local snacks than getting food delivered. 

 
On the whole, boys expressed their preferences towards street foods but mentioned that this 

practice could not be undertaken if surrounded by girls “Like you just wouldn’t feel comfortable 

taking a girl to a falafel7 sandwich place, she just would stop talking to you” (Urban, boy). In that 

case, the choice of a Western type ‘a la carte’ restaurant is a must. It seemed that there was a 

difference between girls living in the urban and the rural areas. Girls living in the urban area 

seemed to be conforming to some social image and role modelling norms which were affecting 

their behaviours and in consequence the choice of the restaurant they visit. However, these social 

norms, were almost non-existent amongst rural girls focusing more on the proximity of the 

restaurant. Urban adolescent girls have showed an increased interest in their restaurant choice 

as a way maybe of expressing social status. One adolescent girl expressed her opposition by: “No, 

we wouldn’t do the same as boys like if we decided to go out then we definitely won’t go out and 

 
 
 
 

7 Falafel is a deep-fried ball, or a flat or doughnut-shaped patty, made from ground chickpeas, fava beans, or both. 
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eat a sandwich we would go to the mall, for example, and have some food at Roadster, Zaatar w 

zeit8 or Divvy9” (Urban, girl). 

 
In addition, it appeared that adolescents tend to compare Western restaurants with Lebanese 

restaurants; majority of these adolescents stated that Western type restaurants were more 

convenient as they were much quicker to eat in in comparison with the Lebanese Mezze However, 

some participants accentuated on the negative effect of the wide varieties of food available in 

Western restaurants which in turn increases the adoption of unhealthy behaviours and increases 

food consumption; this is as well in accordance with the literature “Anyhow the healthy section 

in the Western restaurants’ menus is very restricted and you have so much more options to eat 

unhealthy” (Urban, girl). 

 

b. Food snacks at proximity of schools 

Snack bars at proximity of school increased their accessibility and thus increased Western foods 

availability. Many participants in both urban and rural area stated they head to a local snack bar 

neighbouring the school to enjoy some Western food “this snack bar is just across the street of 

the school” (Rural, boy). On the other hand, some rural adolescents expressed an increased 

temptation and freedom in ditching home-made dishes when snack bars were near to their 

homes “this restaurant is just facing my house, so I go there when I don’t like the food available 

at home” (Rural, boy). Yet, some adolescents acknowledged their mothers as a barrier to having 

food from the snack bars at proximity of their home, this is discussed in details in the theme 

related to ‘mothers’ role in shaping adolescents’ food behaviours’. This was explained by: “I go 

to that snack bar like once or twice a week, like sometimes it’s enough, not every single day 

anyways my mother doesn’t let me go every time I want” (Rural, girl). 

 

 
 
 

8 Zaatar W Zeit is a hip Lebanese baked wrap concept. The ultimate mission was to offer the traditional, fluffy pizza - 
like delicacy in a comfortable and cosy environment. 
9 Divvy is a restaurant built around the concept of sharing. Divvy is famous for its warm ambiance, upbeat vibes, and smart 
service. 
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This may be due to their surrounding environment perceived as a safe and local environment 

which increases the adolescents’ freedom to go out which was expressed by “Majority of the 

adolescents live next to the school, so whenever the weather is good, and it’s not snowing we 

would just walk back home” (Rural, boys). It appeared that majority of adolescents recruited in 

the rural area were living at proximity of their school which increased their physical activity and 

their freedom in movement. Most of the participants stated walking, running, and bicycling during  

summertime on the streets in the rural area. It seemed that adolescents were already used to 

playing outdoors in the rural area; one participant explained: “Yea we’re used to this, since we 

were kids, we used to gather in the neighbourhood and play football, basketball and run in the 

streets we always had some activities” (Rural, girl). 

 

In the large urban area, majority of adolescents seemed to be living further from their school 

environment rather than within walking distance which in turn decreased their ability and 

freedom to walk after school-time especially in the absence of pedestrian safe roads and bicycle 

lanes “can you imagine if we go walking to the school? I tried it once but it’s not easy and there’s 

a lot of cars” (Urban, boy). Most of the adolescents recruited in the urban area seemed to be 

headed, through school buses or cars, directly to their houses. 

 
c. Availability of Western type restaurants in the rural area 

Lack of transportation appeared to be a major driver in adolescents’ food behaviours especially 

in the rural area. Many adolescents have expressed the lack of transportation as an issue to leave 

the proximity of their homes, due to the inexistent public and individual transportations. It 

appeared that adolescents in the rural area were more prone to going out in the same area they 

live in “not always, sometimes, because we can’t go outside our village as not all of us have cars” 

(Rural, girl). Although these adolescents were staying for the majority of their time in the rural 

area, however it appeared that Western type restaurants have increased in this area as well; yet  

the lack of transportation appeared to be limiting only some of their food choices “Actually, if 

there were some sushi shops here, we would definitely eat way more” (Rural, boy). 
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The majority of these adolescents stated that on weekends and even weekdays they get together  

with their friends at some snack bars that sell Western type foods stating, “it seems that now 

snacks are trendy” (Rural, girl). As opposite to the urban area, these were small family owned 

type of restaurants that however were selling Western type foods. In addition, it seemed that 

adolescent girls living in the rural area were least concerned with social norms and identities 

when selecting the choice of the restaurant as their main objective was to get some Western 

food available at proximity. Only a minority of adolescents mentioned some local and 

international Western chains in the urban areas of Lebanon “if we went to an urban area we would  

go to some popular restaurants like Starbucks, Burger King or MacDonald’s” (Rural, Girl). These 

were seen as uncool and outdated to urban adolescents as expressed in Peer Pressure. It 

appeared as well that some local Western type restaurant chains are showing an increased 

interest in the rural area. 

 
d. Untrusted sources of information 

It appeared through these focus group discussions that a number of participants mentioned the 

lack of confidence when it comes to information given by authorities or restaurants. One 

participant emphasised on the lack of transparency when describing the information given: 

Like we cannot trust a 100% what they are telling us in the restaurant like 

they say it’s healthy, but we don’t know exactly what they are putting in the food 

(Urban, girl). 

 
This seemed to be in agreement with the lack of confidence on the methods of preparation used 

in restaurants and the lack of food hygiene inspection. This was especially stressed on in the rural 

area stating that small snack bars differ from big restaurants and people working in their premises 

are usually refugees as their salary are cheaper and do not really qualify to chef standards “When 

the snacks owner is not self-present like you don’t know the nationality of the workers in the 

restaurant like they won’t be comparable to the ones who studied hospitality or culinary art; they 

won’t have the minimum of knowledge, etiquette and, food hygiene” (Rural, girl). 
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Additionally, another participant stated with sarcasm the lack of confidence in the nutrition labels 

of foods sold in restaurants which was explained through the economic and sale perspective of  

restaurants: “Like for example they put 270 Calories like absolutely it’s not 270 Calories it’s 

definitely more, but they put this number, so you order this specific platter as they made you believe  

it’s healthier” (Urban, girl). Only one participant mentioned the food that is catered by diet 

centres which she related to increased trustworthiness of the information and ingredients used: 

But if the food is provided by a dietitian yes of course, because the dietitian’s 

role, is to get you to lose weight and you pay her to get you healthy food, so she won’t  

fool you and give you food that is actually fattening (Urban, girl). 

 
e. Lack of public facilities 

A minority of adolescents in the urban area have justified their lack of physical activity due to 

the absence of public spaces in their local environment accentuating the lack of free basketball 

courts, public free gyms and many more “I think the problem is the local municipalities, we don’t 

have public spaces like parks, free gyms, some football court. If you want to go to the gym you 

need to be driven there and pay a lot” (Urban, boy). This was also stressed in the rural area 

however with a bigger emphasis on their school premises, stating that the school should be 

providing more physical activity classes and facilities “Our school should have a gym, increase our 

sports class and like encourage us to be more physically active” (Rural, girl). 

 

The school environment 

a. Lack of food hygiene, staff, and proper environment 

The majority of participants agreed that the school environment was a barrier for healthy eating 

behaviours. Most agreed that the school’s environment was not appropriate for food schemes 

“Before, there used to be a great system, when we used to be younger we used to have a tray full 

of food and sit in the cantina to eat, it used to be beautiful” (Urban, boy) another participant also 

emphasised “it’s not as if we’re going to eat every day the cantina, our school system is not 

designed for us to have lunch at school” (Urban, boy). 
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Some underlined the lack of food hygiene saying, “I got poisoned once” and explained this might  

be seen as a barrier to trusting the food sources sold at school. It appeared that adolescents did 

not trust the food sources nor the school system to be providing the best quality and the 

healthiest and freshest ingredients which was perceived as a barrier to eating fresh fruits at the 

school “nothing sold in the food shop is trusted we don’t know any of their food sources” (Urban, 

boy), while others commented on the staff’s lack of professionalism “we need more professional 

staff, the same employee takes the money and makes our sandwiches” (Urban, boy) and the 

inappropriate venue for eating “it is always so crowded and messy and the place used to be a 

scouts’ venue, it definitely needs renovation. It is not appropriate for eating” (Urban, girl). 

Moreover, recess time was described by the majority of students as not enough to have a decent 

meal. Some participant even mentioned that having an imposed food scheme with a buffet style 

lunch would help them to adopt healthier behaviours. While majority of urban adolescents 

stressed about their cantina’s food hygiene, it appeared that majority of adolescents in the rural 

area were satisfied with their food shop “yes, it’s very good it’s very clean” although no cantina 

is present in the rural area (Rural, boy). 

 

b. Lack of food diversity, methods of preparation 

Most adolescents commented on the lack of diversity available at their food outlets in the school  

premises, one participant stated: “Food choices are so limited, we’ve memorised all alternatives 

since we were 12 years old likes there is either a mankoushe or a croissant” (Urban, boy). Some 

even explained that it was impossible to adopt healthy behaviours in the school as healthy 

alternatives were unavailable or complicated to order saying: 

Even the fattening food aren’t diverse, you have to struggle to find something 

there is nothing if you’re trying to get fit, nothing, except water obviously” (Urban, 

boy). 

Although no crisps were sold in the school shops which was seen by minority of adolescents as a 

good initiative “a lot of choices are missing in the school food shops; there’s a lot of chocolate but 

no yogurt for example, but it’s very good they stopped selling Pepsi and crisps” (Urban, boy). Only 

one participant declared the availability of cereal bars at school and was directly mocked by the 
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rest of the participants saying, “yes but there isn’t Kellogg’s or fitness bar” (Urban, girl). It seemed 

that the available choices at school were maybe of local producers and was not of a certain 

renowned brand therefore adolescents were less motivated to buy it. One participant stated that  

the school once had the initiative to bring fruits to the school but the main barrier of buying it 

was the freshness of the products “If they are fresh, yes, like once they were selling apples, but 

they weren’t fresh at all that’s why no one bought them but if they bring fresh fruits like yes 

definitely” (Urban, girl). Some participants even commented on the methods of preparation, 

participants particularly noted the overuse of sauces such as mayonnaise in sandwiches “there 

isn’t enough meat or chicken in the sandwiches there’s extra pepper and mayonnaise” (Urban, 

boy). 

 

It was felt that adolescents had a contradictory opinion in regards to the food available in school, 

which is in line with the adolescence phase. Adolescents seemed to be wanting a healthier school 

environment while in the same time distressing on the low availability of junk snacks and foods. 

This was explained by on participant: 

I feel there should be an equilibrium that’s the issue […] we are against it so 

if you took out all unhealthy foods and replaced them with healthy alternatives so 

it’s almost the same thing there is no equilibrium (Urban, girl). 

 

Yet, adolescents recruited in the rural area seemed to be satisfied with the number of choices 

available in their school cantina “she does a lot of things, there’s cheese, mankoushe zaatar10, 

and all these and croissant and there’s even mayonnaise with tuna and lettuce and maize and she 

even does some fried potatoes sandwiches and pasta sometimes” (Rural, boy). It seemed that 

majority of adolescents in the rural area were satisfied with their school food shop and were not 

very critical about the food sold. Some adolescents also seemed to be emphasizing in a positive 

way on the availability of soft drinks “yea and there’s even chocolate, Pepsi, Seven up” (Rural, 

boy). 

 
 
 

10 Mankoushe is a popular Lebanese food consisting of dough topped with thyme, cheese, or ground meat. 
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c. Food banning policies are irrational 

Some foods have been banned by the school such as crisps, soft drinks and ice creams, few 

participants seemed to appreciate this banning by explaining: “I feel if there isn’t any availability 

at school, we won’t think about it like for example in our school when they banned crisps, we didn’t 

even think about it didn’t even cross our mind that we feel like having crisps” (Urban, girl). 

 
However, the majority of the participants seemed to disagree with this banning “there was better  

stuff before, but they banned it, they used to sell soft drinks, ice cream, crisps” (Urban, girl); some  

participants even mentioned that it is completely irrational since there are some other unhealthy  

alternatives that haven’t been banned. One adolescent explained: “this banning is illogical 

because they banned it because there is some food that are unhealthy, but they are still selling 

KitKat and other junk food they didn’t stop us from eating fat they just made us go for another 

type of fat so it’s illogical” (Urban, boy). 

 

On the other hand, other participants explained that school policies could be beneficial in shaping 

eating behaviours “Of course it would be easier if our entire school had a healthier scheme, at 

least I wouldn’t feel guilty anymore every time I eat the hot dog sandwich in the cantina at least 

that way I would go eat something that it’s tasty and that I could eat every day without saying 

that I’m harming my health if I eat it every day” (Urban, boy). Some participants stated that the 

school environment plays a major role in shaping their eating behaviours and if their school had  

health policies since they were younger, they wouldn’t nag about it “if now they changed the 

school environment, older adolescents they wouldn’t like it but for kids they won’t even feel the 

change it will be a normal thing and they will get used to it. Having a healthy lifestyle would be 

normal” (Urban, girl). 

 
d. Gender inequality regarding physical activities 

Gender inequality have been especially mentioned when girls were explaining about recess 

activities. Some girls explained that boys tend to play football and basketball during recess time 

while girls on the other hand show more sedentary behaviours. One girl stated: “boys, they play 
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all the time, like there isn’t guys that do not feel like moving it’s the complete opposite they spend 

their entire recess time playing football so whatever they eat they don’t care” (Urban, girl). This  

was also discussed in the rural area; the majority of girls stated a perceived major barrier to 

physical activity even during sports classes at school. Girls explained that the majority sit during 

the sport class while boys play football which is seen as culturally acceptable “it’s known that 

okay girls sit on the side during sports classes while boys plays basketball like sports is for guys 

and not for girls this is the acquired idea we have” (Rural, girl). Additionally, some rural 

adolescents emphasised the lack of physical activities in their school, one adolescent described: 

Yea, sport is important, if they got us to get used to have some physical 

activities in the school maybe we would appreciate it and love it more now; like in 

our case we only started having sports classes in complimentary classes, we didn’t 

have these classes when we were younger (Rural, girl). 

 
However, some adolescents commented on their surrounding natural environment to increase 

slightly their physical activity saying: “In summer a bit more we used to go walk around more 

often with our friends” (Rural, girl). This will be explored in more depth in the theme related to 

the rural natural environment. 

 
f. Shaping new food preferences: Western food sold in the school premises 

The school environment appeared to be shaping some of the adolescents’ food behaviours and 

preferences. In some of the focus groups in the urban area participants explained a change in 

their food preferences caused by the school food environment stating: 

Like Lebanese stews I got used to them since I was a kid, they are tasty, like 

when I was younger I used to like them way more with time when I started eating 

a bit outside of home like when I was younger I used to eat healthier and like when 

I started eating from the school’s cantina like I’m not so used to now on the stews 

so I started liking them a bit less (Urban, boy). 
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Another participant commented on the role of the cantina in unconsciously affecting their eating 

behaviours explaining: 

My mother she always sends me sandwiches to school she used to prepare 

me two sandwiches a day; I used to go back home without eating them because 

this year I tried to eat in the cantina, and I got trapped […] and now I just dislike 

my mother’s sandwiches like it’s been almost two weeks I didn’t eat any of hers. It’s 

just  tastier at the cantina although I know I shouldn’t be eating like a hot dog 

sandwich and fajita daily, but I got trapped and I just can’t stop myself (Urban, 

Boy). 

 
The school environment was perceived to affect their morning routine and eating behaviours 

indirectly; many of adolescents noted on the lack of time in the morning as a barrier to having 

breakfast. Participants explained that school times are too early “School is very early at 7:30 am 

not even 8:00 am” (Urban, girl), and thus, they usually tend to skip breakfast which in turn will 

increase their food intake during the rest of the day: “In the morning, I skip breakfast and I just 

can’t concentrate so I start eating more the entire day just to replace the meal I skipped in the 

morning” (Urban, girl). The majority of adolescents in both the urban and rural area stated having 

late breakfast in school. The options of food sold for breakfast time were mainly composed of an 

ethnic food called ‘mankoushe’ which is a dough filled with thyme, oil and sesame or some 

croissants which were adopted from the Western world. Adolescents’ perspectives on the 

availability of these two choices were contradictory; while some participants in the urban area 

complained about the restrictive choices other participants in both the urban and rural area were 

pleased with them “there’s only mankoushe and croissant” (Urban, girl) and “there’s nothing 

tastier than the school’s mankoushe” (Urban, boy). 

 

Some adolescents rejected completely the idea of healthier food choices to be sold in their school 

premises “No one will buy these healthier things like at our age no one thinks about eating healthy 

food like it’s very rare unless they are obsessed with gym then he would want to be eating 

everything that is healthy” (Rural, girl). It seemed that rural adolescents did not perceive the 
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importance of healthy snacks and food sold at school as the majority were satisfied with the 

choice of food sold. 

 
Social influence 

a. Peers’ role modelling 

Adolescence is a crucial period for role modelling and creating self-image, most of the 

adolescents mentioned specific trendy restaurants’ names and food brands when asked about 

their lifestyle. 

No, Roadster rarely because basically everything Roadster serves is available 

as well at home. So, if I feel like eating out, I’ll go to Divvy or someplace a bit special. 

Like Divvy when you go there you won’t be ordering a burger, for me I prefer the 

burger at home, at Divvy you take something special like their specialty (Urban, girl). 

 

In the urban area, some other restaurants like for example ‘McDonalds’ were seen as tacky and 

were mentioned to mock their friends’ practices. Some participants were using these types of 

restaurants as a way of sarcasm to mock their peers’ behaviours. As well adolescents have 

showed some role modelling behaviours when surrounded with peers, in a sense that it was 

cooler not to have a healthy lifestyle “No! I don’t eat healthy” (Urban, boy) although they couldn’t 

define what healthy eating is “Umm... I don’t know I don’t pick up much the food I eat. I just 

indulge” (Urban, boy). Another participant when describing the type of food, she opts for when 

eating out, made a very clear statement about the unhealthy foods she’s having: 

No, when I go to Roadster, I always order the combo that has everything 

fried, everything, everything, everything is unhealthy, but I don’t do it on purpose 

to be unhealthy it’s just that I’m feeling like having this food (Urban, girl). 

 

To add-on, some adolescents even compared some kind of healthy food behaviours such as 

having a salad to an insult with a sense of humour saying: “As if having a salad is an insult” (Urban, 

girl). Adolescents’ unhealthy food choices appeared to be a characteristic of adolescence, 

wanting to prove their rebellion and defiance for traditional and family oriented choices. 
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b. Peer pressure 

A clear emphasis on the importance of peers as an influence on when, where and what kinds of 

foods they chose to eat was expressed by most adolescents. According to the majority of 

adolescents, peer influence and peer pressure were related to an unhealthy diet. Most of the 

adolescents felt surveilled and criticised when trying to adopt healthier food options when going  

out. 

It depends with whom you’re going out and if they care or not and if they see 

you eating a salad and usually you eat steak they will make fun of you like now you 

decided to have a quinoa salad? (Urban, girl) 

 

Some participants mentioned the difference between peers and friends. As peers were seen as 

closer people who know their flaws and motivations, friends on the other hand were people seen 

on special occasions and don’t really know their lifestyle. Friends were even seen as a worsening 

factor to eating behaviours than peers. 

If I’m with someone that I’m really close to and who knows that like I’m trying 

to lose weight now I’ve started a diet and when I’m with someone close to me and 

knows what I’m going through and I need to get thinner, this person know, if, there 

is peer pressure there is a lot of peer pressure or if there’s people who know that 

I’m trying to cut the extra weight I don’t mind ordering grilled chicken or salad 

around them or a salad, but if I’m with someone who’s a friend and it’s been a long 

week than yea I order something fat (Urban, boy). 

 
c. Peer surveillance 

Most of the adolescents have admitted having already surveilled and intimidated one of their 

friends when trying to adopt healthier behaviours. Many expressed that peer pressure existed; a  

pressure to conform to the group attitude, behaviours, and preferences. Yet, some adolescents 

felt the pressure but did not surrender. However, these attitudes were rare. According to the 

adolescents, peers’ compliments are really important to adopting healthier behaviours when 

going out; however, peers’ compliments are dependent on the progress and body image 
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differences made out of the healthier behaviours. Unless a difference was noticed peers would 

play a negative role on eating behaviours. 

No, it’s the complete opposite, maybe the first period I had this feeling of, 

umm, you will certainly feel some differences like when I look at what I’m eating 

and what the others are eating. But I was very satisfied in the choices I was making 

and happy  about myself and the progress, so it didn’t really matter to me what they 

were telling  me. At the beginning, they wanted me to eat like them but it’s only 

when they really saw the progression and differences that they started to motivate 

me and feel proud of me (Urban, girl). 

 
Adolescents also stated surveilling others in the recess time and relating their food behaviours in 

regards to their body appearance. Some eating behaviours were seen as a negative social image 

and role modelling. For example, adolescents who spent most of their times in the cantina were 

criticised and labelled as ‘big body size’. Adolescents also labelled the students who brought 

Lebanese home-made cuisine with them to the school as being ‘nerds’; this eating pattern was 

seen as a negative factor for adolescents. It appeared that this pattern was spread amongst the 

same group of adolescents who were mocked by adolescents’ role models and criticised with 

sarcasm. One participant sarcastically explained: “The French baccalaureate students they bring 

their mama’s food to school” (Urban, girl) and “they would bring with them a Tupperware and 

eat it in the recess time” (Urban, girl) 

 

d. Mothers’ proactive role 

In both urban and rural areas, it seemed that mothers were the main factor in provision of 

traditional food as they were the main persons providing the food at home “yes, most of the time 

it depends what my mother cooked but few times we order delivery but really rarely like once 

every 3 weeks maybe” (Urban, boy). Similar statements were perceived amongst most 

adolescents in both urban and rural areas: 

My mum she prepares stews from Monday to Friday and always it’s like 
stews and she tries to make them as light as she can (Urban, Girl). 
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Generally, most adolescents stated that their mother was in charge of preparing and providing 

food at home. The majority of adolescents agreed that during the week their mothers would be 

preparing some Lebanese stews alongside other international stews. Additionally, some 

adolescents even mentioned that their mother would even prepare a kind of Mezze on Sunday 

at home “Like usually I like things like taouk11, kofte12, like similar stuff like the things we eat on 

Sundays. My mother every Sunday prepares either burgers, or taouk, or kofte and during the week  

she’d prepare always stews like spinach, and Mloukhieh13” (Urban, boy). 

 
Most of the adolescents stated that their mothers are continuously monitoring their food 

behaviours and always pushing them to eat traditional home-made Lebanese stews “my mother  

always gets sad because she wants me to eat traditional stews sometimes, she even forces me to  

have a small platter” (Rural, girl). It appeared that mothers were playing a proactive role in 

protecting cultural foods and habits with one adolescent describing: 

Honestly, I do love to get food delivered and eat outside of home but my 

mother she’s always monitoring my food intake and she doesn’t let me decide much 

on my own. She’d be like enough last week you ate out and every day you go out 

and it’s enough so actually she’s the one monitoring me and always stews, stews, 

stews, umm I like them but there isn’t this excitement about it (Urban, girl). 

 

In the opposite sense, adolescents perceived mothers as a key role in shaping eating behaviours 

since the early stages of childhood. Not only were mothers perceived as having a proactive role, 

but they were also blamed when their children had a preference towards Western food caused 

by their lack of skills in cooking properly Lebanese stews. One adolescent explained: “If one 

adolescent tells you he like to eat out more than at home that means his mother doesn’t know 

how to cook” (Urban, boy). 

 
 
 
 

11 Taouk is a traditional marinated chicken shish kebab part of Middle Eastern cuisine. 
12 The Lebanese Kofte is made up of ground beef, finely chopped parsley, chopped onions and a spice blend. 
13 Mloukhieh is the leaves of Jew’s mallow; it is cooked with chicken and served with white rice and accompanied 
with lemon. 
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e. Social norms via social media 

When asked what adolescents look for on social media, it appeared that there was a huge 

difference between the rural and urban areas especially in the way content was advertised. Many  

adolescents in both urban and rural area clarified that they don’t ‘follow’ bloggers or influencers  

stating, “I feel they are shallow all they want is to show off their lives” (Rural, girl). It appeared 

that the growing impact of influencers on social media did not affect adolescents, clearly  

emphasising that it is only for marketing purposes “Honestly, they do it for marketing purposes, 

they post stories as restaurants invite them to try a meal for free assuring, they would post it on 

social media and influence people to try it” (Rural, girl). Only one adolescent in the urban area 

showed an interest to a certain blogger carrying a healthier lifestyle as she was trying to lose 

weight “I followed like a page she’s a coach and dietitian and always promotes healthy eating 

and posts transformation pictures” (Urban, girl). On the other hand, it emerged that adolescents 

are mostly influenced by the opening of new restaurants in the urban area creating a certain 

trend and social norms “Like now there is a new place that the famous TV host ...[name of TV 

personality]... has opened and we feel like trying it because we saw so many pictures sponsored 

in our feed. So now we’re excited to try it plus apparently, ...[name of TV personality]... is always 

present in his restaurant” (Urban, boy). 

Adolescents seemed to be ‘following’ restaurants’ pages on social media rather than ‘bloggers’ 

and ‘influencers’ stating: 

Like sometimes for example, you are already following a certain restaurant’s 

page on Instagram and they start to post pictures on how people are eating in the 

restaurant like yea it is appetising the way they are eating and the way food is 

presented so you like it and if one day it happened to be then we will try to go to that 

restaurant we saw but it’s not a must to go there now (Rural, girl). 

 
Additionally, adolescents seemed to be assessing the restaurant’s expertise based on their social 

media pages. Some adolescents emphasised the restaurants’ pages to choose which one is the 

most famous one “I would check Facebook, and see if everyone is following this restaurant’s 
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page” (Rural, girl). These restaurants seemed to be specifically targeting this age group as most 

of the urban adolescents stated seeing their promotion as sponsored adds on Instagram. 

 
Adolescence: a complex life stage 

a. Body image 

It seemed that a majority of adolescents related being healthy to being fit and thus to the body 

image. The appearance of someone appeared to give insights on whether they are following 

healthy behaviours or not. Some participants and especially girls made a comment on the 

difference between genders; girls claimed that they were trying to have healthier behaviours 

when compared with boys “generally girls tend to have and care about healthier behaviours 

compared with boys”. Boys were seen to be indifferent towards eating behaviours as their body  

image was less affected by their energy intake with one participant stating “boys they don’t care,    

they eat as much as they want, and they don’t gain weight. It’s unfair” (Urban, girl). 

 

A common statement was foreseen amongst adolescents explaining that when someone is fit 

and do sports then they are allowed to eat whatever they want “For me eating healthy is eating 

a variety of food without limiting myself but in reasonable quantities while making sure to 

consider the timing I am having food and the most important part is doing sports. That means 

people who do sports that means they can eat whatever they want” (Urban, boy). There seemed 

to be some contradiction between these statements as it was stated before that it was only 

acceptable to eat healthy if you were an athlete or obsessed with gym “Only one of our friends 

started eating healthy because he started going to the gym so” (Rural, boy). 

 

Some adolescents mentioned as well the difference of eating behaviours between genders. 

Mostly, girls have mentioned the fact that boys are careless about their eating patterns and 

choices as opposite to them, as it will not affect in any way their body image nor their social 

status. It appeared, that adolescents seemed to be relating healthy food with an obsession with 

gym and musculature which unconsciously was related to boys. The effect of eating patterns was 

related to body image in the majority of girls, as their priority was to look good in their prom 
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dresses when graduating. One participant stated: “Anyhow boys they don’t really care, whatever 

they eat they don’t gain weight” (Urban, girl). 

 
Prom appeared to be a barrier to eating fast foods and an opportunity for healthy eating to girls 

specifically in the urban area. This is essentially related to their appearance motivation; one girl 

mentioned she was worrying, a year ahead of her prom, and was trying to opt for healthier 

alternatives to maintain her weight and shape “yes I have a barrier, like next year is the prom and 

they keep telling me to take care of my body weight and I don’t know what so I’m like” (Urban, 

girl). This last statement could be implying that adolescent girls are being stressed or motivated 

by people surrounding them, like their family, to take care of their body image. Girls, as opposed 

to boys, seemed to be pressured to assure a certain body image for society, and thus more prone 

to their parents’ motivation and criticism. It appeared that the adolescents’ parents were even 

participating and involving themselves in their daughter’s diet and food behaviour as if it was 

their duty to maintain a perfect body weight and image. 

 
b. Influencing each other through social media 

Not only restaurants seemed to be influencing adolescents’ food choices, it appeared that they 

were also influencing each other on these social media platforms. Most adolescents referred that 

they would ask a friend when they want to get together in a certain area they aren’t familiar with. 

This was especially noted amongst rural adolescents: “We would talk to our friends who live in 

the city if we have any and ask them because they know better or we would go to famous 

restaurants” (Rural, girl). One adolescent explained that when she posts a ‘story’ on a certain 

restaurant she would receive a lot of messages asking her about the name’s place “Many times I 

post some stories and people would reply saying ‘yummy’ where is that place, we’re joining you; 

like yeah there’s a lot of people who get influenced” (Rural, girl). It appeared that adolescents 

were acting as role models when hanging out at a new Western type restaurant. 
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5.3 DISCUSSION 

 
This study set out to investigate Lebanese adolescents’ perceptions on factors influencing their 

eating behaviours in a nutrition transition phase. Participants conforming to the inclusion criteria 

were recruited from both urban and rural schools to participate in a qualitative study. The 

findings provide insights on an area that has not been comprehensively explored and where the 

provision of more information from qualitative approaches, could be useful for research, 

recommendations and policies wishing to improve adolescents’ eating behaviours, specially, in 

the Lebanese framework today. 

 
RQ1: To what extent do adolescents still adhere to the traditional Lebanese dietary 
practice? 

 
In this study, dietary practices and behaviours of urban and rural adolescents were collected and 

assessed separately to draw then a comparison of the findings from each area. In line with global 

trends, urbanisation has been linked with the shift from traditional diets towards more processed 

and calorie rich foods (Popkin et al., 2012). The present findings show that both urban and rural 

adolescents were still reasonably adhering to traditional Lebanese dietary practices, especially 

when surrounded with their family and during weekdays. The traditional Lebanese diet is defined  

as a Mediterranean diet that includes vegetarian recipes, fruits, vegetables, cereals, legumes, 

nuts, and olive oil (Hwalla & El Khoury, 2008). The current findings are consistent with those of 

previous studies on the role of family members, and more precisely the role of mothers who are 

responsible for purchasing and preparing food, (Berhane et al., 2018), consequently preserving 

traditional dietary habits and influencing the availability of healthy foods in the household. 

Although adolescents in both areas have explicitly described their preference towards Western 

foods it appeared that ethnic and traditional Lebanese foods are still part of their dietary 

patterns; while not always available in urban households, the present findings show that 

adolescents in the urban area are relatively more aware about traditional foods’ health benefits, 

in comparison with rural adolescents. Inconsistent with a previous study stating that majority of 

rural adolescents preferred traditional Lebanese dishes (Hamadeh, 2013), this study found that 

an increased preference towards available and affordable ultra-processed foods was especially 
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noticed in the rural area, disregarding the availability of traditional Lebanese dishes in their 

household. This suggest the hypothesis that the consumption of ultra-processed foods is 

regarded as a sign of progress towards urbanisation and symbol of higher economic status in 

LMICs rural areas (Steyn & McHiza, 2014). 

 

Most of the adolescents explained that they still largely adhere to the traditional Lebanese diet 

when eating at their home, although not always by their free will; this could suggest that Western 

food still did not entirely replace traditional foods in Lebanon. It appeared that a shift in the strict 

adherence to the traditional and ethnic Lebanese dietary pattern in their home environment was 

prevalent amongst urban households in comparison with the rural community. Similar shifts in 

dietary trends have been reported internationally in the literature (Hawkes et al., 2017; Tripathy 

et al., 2016; Vorster et al., 2011). For instance, different cuisines of the world such as the Italian 

pasta are considered by adolescents as a traditional Lebanese cuisine. Drawing on a rich 

gastronomic history, Lebanese cuisine was influenced by Lebanon’s unique history and 

interactions with the Babylonians, Phoenicians, Egyptians, Greeks, Romans, Persians, Byzantines, 

and Turks (Hwalla & El Khoury, 2008). This in turn could explain why adolescents perceive specific 

Lebanese adaptation of pasta recipes as traditional Lebanese foods owing to its adoption in 

Lebanese households since the 19th century. Similarly, the present study found that adolescents 

in both urban and rural areas preferred opting for Western type foods when eating out with 

peers. 

 
RQ 2: Based on adolescents’ perceptions, what are the factors influencing their eating 
behaviours in Lebanon? 

 
Key findings from this research highlight the importance of the social and environmental 

influences which are supported in the socio-ecological framework to understand better the 

adolescents’ choices and eating behaviours (McLeroy et al., 1988). These findings highlight the 

importance of adolescence as a crucial period of role modelling and the creation of a social 

identity underpinning Bourdieu’s ‘habitus’ theoretical framework (Bourdieu, 1989; Bourdieu, 

2005) as key factors in influencing and initiating a rebellion or change in the adolescents’ food 
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choices and behaviours. It also highlights the important relationship between the individual and  

their context such as on the interpersonal factor (mainly peers, friends, and parents) in shaping 

adolescents’ eating behaviours. To add-on, it also focuses on the importance of physical 

environment surrounding the adolescents in shaping their dietary behaviours which are included 

in Bronfenbrenner’s Ecological Model (Bronfenbrenner, 1979). 

 

 
Fig 5.1. Bronfenbrenner’s Ecological framework. Source: Bronfenbrenner (1998). 

 
 

Results from this study revealed that the factors which affect adolescents’ food behaviours align  

well with the identified literature, such as food preferences and taste on the intrapersonal level 

(Di Noia & Byrd-Bredbenner, 2013), peer pressure as an interpersonal factor (Salvy et al., 2012),  

availability of food in the community and organisational levels (Story et al., 2002) and media 

exposure in the macro-system level which could be drawn as a sphere of influence (Banna et al., 

2016; McLeroy et al., 1988; Mohammadpour-Ahranjani et al., 2014). 



146  

The Individual 

Aligning with the literature, on the personal level, knowledge, attitude, skills, sex, and age are 

influential factors to obesity. The current findings support those of previous studies that 

emphasised adolescents’ taste preference towards Western foods and fast foods being the first 

motivator and strong forecaster of food choices (Di Noia & Byrd-Bredbenner, 2013). In the 

literature, the age factor is recognised as an influencing factor on taste preference; the 

adolescent age group were acknowledged to have the utmost preference towards fast-food 

(Sharifirad et al., 2013). In line with the literature, many adolescents in this study have 

emphasised their taste preference towards Western food over traditional Lebanese stews. The 

present findings show that both urban and rural adolescents had an increased preference 

towards fast foods which was perceived as a barrier for healthy eating. As previously stated in 

RQ1, adolescents in the urban area seemed to be more knowledgeable about traditional stews’ 

benefits therefore acting as a protective and positive factor for healthy eating. Yet, adolescents 

in both areas have conceded on the lack of nutritional classes in their schools’ curriculum. 

Adolescents’ knowledge will be further examined through quantitative analysis in the later stages 

of the research (see Chapter 4, part 2). Similarly, aligning with other studies (Monzani et al., 2019; 

Thompson-McCormick et al., 2010), the present research found that skipping breakfast was 

prevalent amongst adolescents leading to unhealthy behaviours especially amongst urban girls. 

Many adolescents have explained this behaviour with reference to the schools’ early schedule in 

Lebanon. 

 
Also, within the individual level, eating out was correlated by majority of participants to 

unhealthy dietary habits and perceived as a risk factor for obesity (Davis et al., 2007). The present 

findings show that adolescents in the urban area associated the weekend with eating out 

practices. To a lesser degree, adolescents in the rural area seemed to have an increased 

frequency of eating out during the week. This was associated with an increased autonomy 

perceived amongst adolescents in the rural area. In addition to the difference perceived between 

areas, there was inconsistent involvement in eating out, as the availability and accessibility to fast 

foods differed by area. This will be further discussed at the Exosystem level. Finally, 
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adolescents’ attitude towards eating out also differentiated by gender and social class. In this 

study, urban girls associated eating out with the creation of a social image for themselves; 

aligning with Bourdieu’s ‘habitus’ theoretical framework. In contrast, boys in both areas 

associated eating out with snack bars and getting together with peers. The difference in attitude 

towards eating out could distinguish the food eaten in each case. Additionally, it appeared that 

adolescents’ attitude about eating out was most of the time correlated with Western food and 

most precisely with unhealthy foods. The main barrier stated by adolescents’ for choosing 

healthy foods when going out was related to taste preference, economical barriers, and peer 

pressure. 

 

The Microsystem 

The majority of adolescents in both urban and rural areas in Lebanon have acknowledged the 

role of their mothers and the home environment in positively influencing their eating behaviours. 

In this study, adolescents associated mothers and family time with healthy eating, this is in line 

with the literature (Clarke et al. 2015; Todd et al., 2015). Whilst parents were perceived to 

enhance adolescents’ healthy eating behaviours it appeared that peers were linked to unhealthy 

eating behaviours. The present findings show that unhealthy behaviours are perceived by 

majority of adolescents in both areas in Lebanon when surrounded with peers which could be 

related to the feeling of autonomy or defiance in adolescence. 

 

In regards to the school context, adolescents reported a minimum influence from their school 

environment. It seemed that adolescents did not perceive the role of the school environment in 

shaping healthier behaviours “we come to school to study not to eat”. However, most adolescents 

underlined their dietary changes caused by the unhealthy Western foods available within the 

schools’ environment. Although a majority of urban adolescents stated their discontent with the 

quality, variety and the type of foods sold in their school cantina, some adolescents stated 

neglecting the food they brought to school in order to opt for tastier Western type foods sold in 

the school cantina. Subsequently, the need to enhance public health policy messages in 

promoting healthy behaviours should address both home and school environment (Clarke et al., 
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2015). The banning of certain type of foods such as sugar-sweetened beverages within the school 

premises was perceived by the majority of students as irrational; thus, the need for increased 

knowledge and adolescents’ implication in decision making within the school premises. 

 

Additionally, the majority of adolescents emphasised the importance of fast-food proximity to 

school when adopting unhealthy behaviours. Some adolescents in both urban and rural areas 

have explained opting for fast foods close to their school or home address, which was more 

acceptable in the rural area after the end of school. Adolescents from both urban and rural areas 

seemed to find it quicker and cheaper to opt for fast foods rather than healthy foods which is in 

line with the literature (Fraser et al., 2011; Lobstein et al., 2015). 

 
The Mesosystem 

The current findings support those of previous studies that emphasised the role of parents in 

shaping adolescents’ eating behaviours. While the majority of adolescents have emphasised the  

positive role of mothers in enhancing healthy eating behaviours, some adolescents blamed the 

mother entirely when the adolescent had an increased preference towards fast food (Power et 

al., 2010; Saguy & Almeling, 2008). In this study, adolescents have argued on the ideal role of 

mothers and the lack of time amongst full-time working parents resulting therefore in neglecting 

their children’s eating behaviours and their duties in being responsible for food availability in the 

household. This was specially perceived by adolescents in the rural area who considered 

education as a barrier to healthy eating habits in their later life stages; explaining that educated 

girls will become working mothers hence perceiving it as a barrier for cooking traditional foods 

in their future household. Some boys in the rural area have criticised girls their age whom they 

said were not learning traditional dishes from their mothers showing fear that adults in the future 

will not be knowledgeable on the method of preparation of traditional Lebanese stews and will 

solely rely on getting food delivered. The current findings support those of a previous study that  

emphasised mother and daughter relations in saving the Lebanese cuisine heritage; therefore, 

preserved from generation to generation through mothers teaching their daughters (Hwalla & El 

khoury, 2008). In addition, adolescents have argued the role of parents’ involvement and control 
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in reducing the intake of unhealthy foods and Western type foods. Similarly, the present study 

found paradoxically that adolescents in the rural area had an increased freedom in relation to 

eating out at local fast food restaurants during weekdays compared with their urban peers. 

 

Acknowledged in the microsystem level, peers were negatively correlated with unhealthy dietary 

behaviours, the sense of independence, defiance and eating out. Choosing unhealthy Western 

food when eating out with peers appeared to be the result of peer pressuring; the present 

findings show that choosing healthier options when eating out resulted from peer pressure to 

conform with the rest. This was specially noticed amongst urban adolescents, who claimed to 

sometimes opting for healthier options when eating out. To a lesser degree, this was also 

apparent within the school context, where adolescents were surveilling and mocking their peers 

who brought traditional Lebanese food to school. This suggest the hypothesis that defiance was 

translated into eating behaviours hence creating the image and social identity the adolescent 

wants. 

 
The Exosystem 

Within the Exosystem level, social norms and cultural pressure were stressed by adolescent girls 

in regards to the perfect body weight. The majority of girls emphasised the ideal body weight and 

their parental pressure on staying in shape especially for their graduation. However, poor dieting  

practices and body shaming amongst young girls may lead to serious eating disorders if not 

monitored by professional practitioners (Al-Sheyab et al., 2018). Although the majority of 

adolescents have stated being prone to parental and peer pressure for staying in shape, urban 

adolescents stated visiting à la carte restaurants every weekend when “hanging out” with peers. 

Mainly, urban adolescents have expressed the lack of opportunities and activities beside visiting 

a mall and having dinner in a Western type restaurant with peers. To a lesser degree, adolescents 

in the rural area agreed on having the opportunity to walk with their friends in the 

neighbourhood in comparison with their urban peers. 
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Previous research acknowledges the effect of food marketing on children’s and adolescents’ 

knowledge, perceptions, and preferences for food as an environmental factor (Boyland et al., 

2016; French et al., 2001). Instead of promoting healthy foods, food marketing has been generally  

promoting “non-core” foods such as fast foods, restaurant meal deals, chocolate, and sugary 

drinks (Cairns et al., 2009; Pettigrew et al., 2013; WHO, 2018b). To reach early adolescents, food 

marketing nowadays is more prominent on the internet than on the TV as most children 

worldwide are increasingly using internet with the ease of accessing it from personal devices 

(WHO, 2018b). The present findings show that adolescents in both areas are targeted by social 

media food marketing campaigns. Though, findings revealed that food marketing differed 

between areas; for example, rural adolescents explained being targeted by promotional offers 

campaign, especially on Instagram, while urban adolescents were more prone to indirect 

marketing techniques involving the use of popular idols and influencers. The main difference 

could be attributed to the different in socio-economic status and lifestyle practices. This in turn 

shows that beside the efforts made to reduce food marketing to children and adolescents 

throughout governments’ policy strategies to reduce obesity, food marketing aggressively 

continues to target this age group through multiple commonly used channels of technology. Not 

only social media plays the role of an intermediate for food companies’ marketing, but social 

media is as well an engagement tool by liking and sharing commercial communications which in 

turn have created an added peer-to-peer dissemination (WHO, 2018b). Similarly, in line with the 

literature, the present study found that food marketing advertisements are currently using 

celebrities on social media platforms to encourage people to try, buy a certain product or eat in 

a restaurant (WHO, 2018b). For all of these, the increased risk on children and adolescents 

through social media has created the need for an increased routine monitoring through 

sophisticated digital monitoring tools (WHO, 2016c; WHO, 2018b). 

 

The Macrosystem 

In this study, the wider environment was recognised as a major factor in shaping adolescents’ 

eating behaviours which could be viewed through the socio-ecological model (McLeroy et al., 

1988). The results showed that adolescents had an increased accessibility to fast foods not only 
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in their school environment but locally as well. It appeared snack bars and street foods offering 

ultra-processed Western foods were spread across both urban and rural areas. Also, the cheap 

availability of fast foods in the rural area supports the ‘obesity-hunger paradox’ which 

emphasises the increased consumption of cheaper foods that are nutrient poor but energy dense 

especially in deprived areas (Tanumihardjo et al., 2007). This was especially noticed in the rural 

area, as adolescents reported opting for fast foods available in proximity of their house ignoring 

the traditional Lebanese stew available in their household. This is in accordance with the  

literature as higher availability of unhealthy foods are concentrated in deprived areas (Cetateanu  

& Jones, 2014). Additionally, rural adolescents stated that traditional Lebanese food was the 

prevalent type of food within their households; hence, eating Western foods such as hamburgers 

and pizza, even though home-made, were correlated with modernisation and modern parents. 

For instance, almost all adolescents in the rural area stated their parents’ preference for 

Lebanese foods even when going out on Sunday. In contrast, in the urban area some adolescents 

stated visiting Western restaurants with the family on Sunday, perceived as a sign of 

modernisation. This suggest the hypothesis that rural adolescents who wanted to create a more 

modern and urbanised image have showed an increased intake of unhealthy Western foods. 

From a different perspective, an economic barrier and cultural ideology appeared to be 

decreasing the consumption of healthy foods amongst adolescents when eating out. In this study, 

urban adolescents considered healthy eating behaviours available free of charge in their own 

household; therefore, a common ideology amongst urban adolescents presented the economical 

barrier to opting for healthier options when eating out and the preference to invest their money 

in unhealthy foods inaccessible in their household. In summary and based on the thematic 

analyses, Table 5.2 presents adolescents’ perceived barriers and facilitating factors for healthy 

eating. 
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Table 5.2. Summary of the facilitating factors and barriers perceived by adolescents for healthy behaviours. 

Facilitating Factors Barriers 
 

Individual -Knowledge 

-Home-made Lebanese stews 

-Availability of traditional food1 

-Unemployed mothers 2 

-Respect youth autonomy1 

-Age & adolescents’ sense of defiance 

-Working parents & lack of time 

-Food delivered1 

-Taste preference & hedonism 

-Food safety2 

-Eating out 

-Skipping breakfast 

-Difficult to change acquired eating habits 

-Education 2 

Microsystem 
 
 
 
 
 
 
 
 
 
 
 
 

Mesosytem 
 
 
 
 

Exosystem 
 
 
 
 
 
 
 
 
 
 

Macrosystem 

-Mothers’ protective role 

-Home environment1 

-Positive role modelling 

-Banning of unhealthy snacks1 

-Weekdays1 

-Influence of society 

-Peers 

-Availability of Western food within the school context1 

-Local Western food 

-Cheap ultra-processed foods2 

-Expensive healthy options in restaurants1 

-Irrational school banning policies1 

-Fast-food proximity to schools 

-Autonomy 

-Parental control 1 

-Neighbourhood2 

-Ideal role of mothers 

-Conviviality 

-Gender discrimination in physical activity opportunities 

-Instagram sports guru1 

-Famous dietitians’ involvement in menu 

labelling1 

-Ideal body image 

-Neighbourhood safety2 

-Prom dress and social pressure to maintain 

normal body weight 

-Lack of pathways 

-Lack of public parks, gyms, and basketball courts 

-Untrusted source of information1 

-The use of celebrities in marketing Western type restaurants 

-Social media marketing 

-Increased SES1 

-Social norms on the normal weight 

-Cultural ideology regarding traditional food 

-Increased SES2 

-Malls 1 

-Modernisation, urbanisation 

1= Urban adolescents 2=Rural adolescents 
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RQ 3: Is the nutrition transition affecting adolescents living in both urban and rural 
areas of Lebanon? 

 
The above findings indicate that both groups of urban and rural adolescents are consuming diets  

that are likely to be higher in fat, sugar, and salt than the traditional Lebanese diet. Adolescents 

in both urban and rural areas have showed an increased consumption in Western type foods 

especially when eating out with peers. This was particularly of interest in the rural area, as it 

appeared that Western type food was abundantly sold to adolescents through family-owned 

restaurants rather than international or local chain restaurants found in the urban area. This 

could suggest that the Westernisation has also affected the rural area and thus is now affecting 

majority of Lebanon even outside of the urban cities. These findings are in line with the literature  

review such as in the UK, in the US, and in the Middle Southern (American Dietetic Association, 

2006; Casazza and Ciccazzo, 2006; Story et al., 2002; WHO, 2005). 

Findings from both areas suggest that adolescents are engaging in unhealthy dietary patterns 

disregarding the area investigated which could suggest that the nutrition transition is affecting 

nowadays the rural areas as well in Lebanon. 

 
RQ 4: How do adolescents perceive healthy eating behaviours? 

 
Perception of healthy eating is limited in the literature especially amongst adolescents living in 

contrasting areas and undergoing a nutrition transition. The use of qualitative method was 

deemed essential to explore adolescents’ perceptions and compare between the two 

investigated areas. 

 
A common description by urban and rural adolescents was “eating a variety of food” indicating 

that was considered to be the most important pattern of having a healthy lifestyle. This might be 

due to some cultural values in Lebanon which focus on getting a variety of nutrients from variety 

of food as opposed to deprivation or dieting while limiting a certain component. 

 

Second, both urban and rural adolescents perceived having a healthy lifestyle by “eating 

traditional Lebanese stews” as eating something that is “nutritious for the body” and “have 

balanced protein, carbs and vegetables”. This gave a positive attribute to the Lebanese traditional 
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stews which were perceived as having a good variety that increases healthy eating. It appeared 

that in the literature, relating healthy food to a variation in the diet was mostly in line with older 

populations (House et al., 2006; Povey et al., 1998). Additionally, many adolescents have 

mentioned some Lebanese stews such as ‘mujaddara’ (Lentils) and ‘mloukhieh’ as commonly 

perceived healthy foods which were rich in protein, vitamins, and iron. 

 
On the other hand, some of the participants in the urban area defined ‘healthy eating’ as a diet 

that is “low in fat” and having “small quantities”. This was in line with the literature identified, as 

adolescents were perceiving low fat food as being healthier choices than full fat foods (House et 

al., 2006; Williams et al., 2006). However, it seemed that the adolescents in the rural area did not 

perceive a low-fat diet as a major concern for healthy eating. In addition, relating healthy 

behaviours to quantity in the diet was in line with previous studies such as in Australian  

adolescents by Giskes et al. (2005) and Croll et al. (2001). 

 

In regards to adequate fibre intake, fresh foods that are natural; it appeared that adolescents in 

both areas were not preoccupied with these factors. Only some participants in the rural area 

mentioned the importance of water sanitation and hygiene when eating healthily. Participants 

explained that having “fresh foods” that are usually perceived as healthy eating might be in this 

case seen as unhealthy if improper water was used to water the plants. 

 
In the literature, many participants have referred to nutritional recommendations when defining 

healthy eating. In this study, it appeared to be a limited reference to international guidelines 

which were cited mostly by urban adolescents such as “limiting the fast food intake” and not 

“skipping breakfast”. However, these notions appeared to be limited to urban adolescents and 

limited to some concept. For example, only one of the urban adolescents mentioned the Eat Well 

Plate as a definition to healthy eating. This was as well in line with the literature by Croll et al. 

(2001) and Giskes et al. (2005) where limited number of participants cited governmental nutrition 

guidelines. In this study, this may indicate an inadequate nutritional awareness of dietary 

recommendations that may be attributed to the lack of national governmental guidelines that 
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includes traditional foods in both urban and rural area with a slightly bigger manifestation in the 

rural area. 

 
Lastly, it was emphasised by adolescents in the urban area when defining healthy eating as “being 

fit”, “diet foods” and “not gaining weight”. The use of these terms was also in line with previous 

research (Croll et al., 2001). Many adolescents in the urban area related gaining weight to 

unhealthy diets with an emphasis on the “lack of knowledge of other side effects”. 

 
In this study, it appeared that adolescents in the urban area related healthy eating to many more 

factors when perceiving healthy behaviours compared with the rural area, although only a 

minority of urban adolescents mentioned some nutritional guidelines. This might be due to the 

lack of nutrition education that was provided to adolescents in both urban and rural schools. The 

majority of adolescents in the urban area seemed to be relating healthy behaviours to diet and 

body image rather than healthy diet and disease. This could suggest that adolescents are in need 

of some more targeted interventions in relation to nutritional knowledge. 

 
RQ 5: How do adolescents assess their school setting? And how can it be improved? 

 
Findings from this qualitative study suggest that the majority of adolescents perceived their 

school to be a barrier to changing their behaviours and even their surrounding environment 

stating, “now we can’t change” and “we got used to eating those”. The majority of adolescents 

seemed to perceive habit as a barrier for change to a healthier eating behaviour. Only some 

adolescents in the urban area mentioned the willingness to change their eating pattern and thus 

the need to change their surrounding food environment “I always dreamed about having a 

healthy school”. However, this wasn’t mentioned by adolescents in the rural area as the 

environment surrounding them was not perceived to be affecting their eating behaviours. It 

appeared that adolescents especially in the urban area had some contradictory attitudes and 

behaviours in regards to the role of the environment surrounding them. In the literature, it was 

suggested that attitude was more significant in behavioural intentions than norms and self- 

efficacy (Oygard and Rise, 1996). 
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Taking into consideration the above, the majority of adolescents in both urban and rural areas 

have showed a lack of interest about healthy eating and the availability of healthy foods in the 

school environment. Only a minority of participants in the urban area showed an increased 

interest in the availability of healthy food in school for dieting purposes and in order to lose 

weight. It appeared that the only motivating factor was adolescents’ body image in the urban 

area as adolescents were more willing to change than the ones in the rural area. This was in 

accordance with the literature, a study showed that adolescents were less likely to be mindful 

about healthy eating and thus perceiving health as the least motivator for change in their patterns 

(Croll et al., 2001). 

 

5.4 FROM ADOLESCENTS TO STAKEHOLDERS: THE MODIFIED PROBLEM AND SOLUTION TREE 
(mPAST) 

 

The qualitative data recruited in both urban and rural areas in Lebanon have generated many 

themes amongst them adolescents’ perception on the surrounding environment and factors that 

may be increasing their sedentary lifestyle and Westernisation. Taking into account these 

qualitative data, adolescents were seen as key informants on their eating and lifestyle 

behaviours, affected by the surrounding environment, in this nutrition transition. 

 

In this research, a collaborative approach taking into account the community needs, gaps, and 

assets from adolescents in both urban and rural areas, in this case, was deemed essential valuing  

the unique strengths each partner brings while increasing their control over their lives (Becker, 

2017; Wells and Norris, 2006). The benefit of engaging community members in this research 

allowed the increased collection of context-rich empirical data through qualitative methods 

(Becker, 2017; Silverman, 2017). The qualitative data revealed concerns that are specific to the 

adolescents’ community which are culturally relevant to both the urban and rural areas and 

socially constructed (Berger and Luckman, 1966; Hughes, 2003). To gain a better understanding 

and construct strategies related the main problems which in this case are the increased 

Westernisation and decreased physical activity, the main question used to develop the Modified 
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Problem and Solution Tree (mPAST) is ‘why’ (Anayaegbunam et al., 2004). At the centre of the 

mPAST is presented the main problem and consequently the factors contributing to it and what 

underlines these were identified in the focus groups; factors mentioned by adolescents that 

focused on the community level such as “the absence of public activity parks and courts” were 

deemed crucial to be discussed with relevant stakeholders. Each problem mentioned by 

adolescents in both rural and urban area that is relevant to the community level, rather than the 

individual level, has been drawn as a series of boxes interlinked by lines within the Problem and 

Solution Tree (mPAST) (See Fig. 5.2). 

 

To discuss each problem and eventually construct strategies and solution, each problem noted 

has been linked to some potentially relevant stakeholders responsible for policy legislation and 

relevant interventions (Fig. 5.2). Presented in red, in Figure 5.2, are the problems listed by 

adolescents leading to increased obesity and sedentary behaviours and in grey are the potential 

stakeholders distributed based on their influential level. For example, adolescents mentioned the 

lack of healthy foods and varieties of foods within their school cantina; consequently, the relevant 

stakeholders who could provide relevant information regarding this problem would be the school 

principal and the manager of the school cantina. In this study, the relevant potential stakeholders 

identified were: local municipalities, school principals, head teachers, manager of school cantina, 

sport teachers, school nurses, manager of Western restaurants, media advertisement agencies 

or local TV host and ministries of health and education (See Chapter 6). 
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Fig.5.2. Modified Problem Solution tree: Potential stakeholders 
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Within policy research, the need of policymakers to understand the perspectives of community 

members has been on the rise especially recognising its capability in presenting insights and 

explanations of social behaviours (Becker, 2017; Coenen, 2008; Richie and Spencer, 1994). 

Walker (1985) suggests that the use of focus groups methods with community members can give  

insight of social actions grounded on their experiences and perspectives which are essential to 

policy decisions that are likely to affect them. For that, key gaps and assets recognised in these 

focus groups have been used to identify potential stakeholders and policymakers that could be 

directly related to policy decision making. The problem acknowledged by adolescents are 

presented through a Modified Problem and Solution Tree (mPAST) aiming to identify potential 

solutions from policymakers and stakeholders themselves in the following step. The mPAST can 

help determine the root causes of the problems, that have been pointed at by the community 

members, when interviewing policymakers and potentially identify solutions. The stakeholders 

identified were approached to take part in one-to-one interviews (see Chapter 7), in order to 

discuss the problems identified by adolescents’ and presented in the mPAST. The mPAST 

approach has been widely used for assessing diet and nutrition problems and to identify solutions  

to reduce non-communicable diseases (Callens & Seiffert, 2003; Coyne, 2000; Rutengwe, 2004; 

Snowdon et al., 2008). 
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CHAPTER 6: PHASE 2 STAKEHOLDERS QUALITATIVE FINDINGS 
AND DISCUSSION 

 
 

6.1 INTRODUCTION 
 

The findings reviewed in this chapter are drawn from the data collected amongst key 

stakeholders. A total of ten stakeholders were recruited for this study; the objective of the in- 

depth interviews was to determine stakeholders’ perceptions of adolescents’ obesity and eating 

behaviours in relation to the environment surrounding them. 

 

The thematic analysis has led to the development of four main themes: The perception of 

adolescent obesity and lifestyle behaviours; the influence of place; responsibility and burden- 

sharing; and the secondary school setting. A number of sub-themes emerged as well; this will be 

further explained within each theme. 

 
Each theme is distinct from the others, yet together they explain participants’ perspectives on 

adolescent obesity. The first theme explores participants’ views on the obesity problem amongst 

adolescents and its related lifestyle and eating behaviours. The second theme describes 

adolescents’ factors influencing their dietary behaviours and physical activity, while the third 

theme sheds light on the prevention of obesity investigating the collective and individual 

responsibility. Lastly, the fourth theme explores the contribution of the school environment and 

setting in the prevention of adolescent obesity. 
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6.2 EMERGING THEMES 
 

Four themes and thirteen associated sub-themes emerged from the stakeholders’’ interviews. 

Table 6.1 Presents a summary of the emergent themes and sub-themes. 
 
 

Table 6.1 Summary of emergent themes and sub-themes 

Themes Sub-themes 
Perceptions of adolescent obesity and  
lifestyle behaviours 

a. The obesity problem 
b. Dietary behaviours, preferences, and lifestyle 
c. Physical activity and adolescents 
d. Stress and depression 

The influence of place 
 
 
Responsibility and burden- 
sharing 
 
 
The school setting 

a. Home environment linked with Mediterranean Diet 
b. External food environment 

a. Whose responsibility, is it? 
b. Partnership or duplication? 
c. Behaviour change 

a. Action for obesity prevention 
b. Competing priorities 
c. Teachers’ interest and role modelling 
d. Schools principals’ leaderships 

 
 
 

Perceptions of adolescent obesity and lifestyle behaviours 

a. The obesity problem 

Participants in this study have expressed contradictory opinions on the issue of obesity and 

overweight with the majority of participants acknowledging the increased prevalence of obesity 

across the society. Mostly, the issue of obesity perceived by stakeholders in both urban and rural 

areas of Lebanon, expressing concerns about the increased scale of adolescent obesity. 

Of course, we have an obesity problem! Because studies in Lebanon have 

shown that the rates of obesity have doubled in last past 10 years. So, everyone is 

aware about the risks associated with this issue (Ministry of Education). 

 
Yes, we have an obesity problem (Head-teacher, Rural). 
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Furthermore, only one stakeholder expressed the inability to confirm confidently whether there 

was an actual obesity problem or the possibility to have an obesity problem in the near future 

stating: 

I’m not sure if we have a problem of obesity but I think we’re going to have a 

problem (TV Personality). 
 
 

Although there was general recognition that obesity was a problem within the society in both 

urban and rural areas, there was an apparent variation in whether participants acknowledged 

this issue within the secondary school setting. Two participants in the urban area contradicted 

the majority view, by stating that obesity was not a significant problem in their school, reporting 

only some concerns about isolated cases of obesity. 

No, no, we don’t have much of an obesity problem, we have like 10% that 

suffer from obesity; I don’t know, I personally don’t find them many (School Nurse, 

Urban). 

 
We don’t have that many cases of obesity in our school, especially in 

secondary classes but amongst young children, yes, I am spotting some who are 

suffering from obesity (Sports Coordinator, Urban). 

 

For those who identified obesity as a problem and expressed concerns about their schools’ 

growing obesity prevalence, frequent reference to younger children was made linking younger 

age to the obesity problem. 

If you want some references, you have to go check the classes, like you feel 

mostly after their secondary classes they start to maintain and work on their body 

shape while at a younger age you feel that children are chubbier (Head-teacher, 

Rural). 

 
I was talking globally, not in our school, but yea we have some young kids that 

require an extra attention. For example, they call me and tell me that, for example, 
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a certain kid is following a diet so, for example, we will have to give him a certain 

dish or brown bread instead of the white bread. However, these are minorities but 

there’s like a small number of cases whilst other cases are not followed-up by their 

parents (Cantina Manager, Urban). 

 

Furthermore, an apparent distinction between boys and girls was soon acknowledged. 

Participants highlighted a belief that excess weight affected mostly adolescent boys in both urban 

and rural areas in Lebanon. 

Obesity, I guess, is more prevalent among boys, that’s what I am noticing and 

more particularly between the age of 17 and 18 years old (Head-teacher, Urban). 

 
Starting from secondary classes you feel they work more on their body shape;  

we’re talking about the girls when they get near their graduation ceremony, they 

have this concern whereas boys they start to get in shape in the middle school 

classes (Head-teacher, Rural). 

 
b. Dietary behaviours, preferences, and lifestyle 

Adolescents’ dietary behaviours and food preferences were discussed extensively by all 

stakeholders as the main causes of obesity. An increased worry about adolescents’ dietary habits 

regarding the type of food and cuisine consumed within and outside their school setting was 

presented. A general perspective exhibiting the worsening of dietary habits regarding the type of 

food consumed and the lifestyle of young adolescents was correlated with the increased obesity 

risks. The increased preference towards fast-food consumption was discussed by the majority of 

stakeholders. 

Lifestyle. Their eating habits, like they have very bad eating habits and 

behaviours; it’s not super healthy. For example, fast-foods and similar foods, you 
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feel no one likes to eat at home a home-made traditional cuisine they would rather 

opt for fast-food, burger, taouk14 or even shawarma15 (School Nurse, Urban). 

 
[…] Today for example there was a Lebanese stew on the cantina menu no one 

ate here […] Like very few who ate here today, maybe because they don’t like  it, or 

they aren’t familiar with the dish; you know? This influence as well and of course 

kids prefer to have a Taouk sandwich or hot dog rather than a healthy dish with 

loads of health benefits. Here (school cantina), during the week, we offer Lebanese 

cuisine to students such as peas stew, rice with chicken, and Kebbe16…But 

whenever there is Pizza or Hamburger for lunch, we see an increased demand and 

more kids having lunch compared with the days where Lebanese stews are offered 

(Cantina Manager, Urban). 

 
In addition to the increased preference of fast-foods, stakeholders discussed extensively 

problems associated with adolescents’ preference of eating foods outside of their home. The 

reliance on processed, convenient fast foods was of worry to the majority of stakeholders linking 

it to advertisement, lack of parental control and working parents. 

Umm, I guess fast-food and because maybe parents aren’t at home so there 

isn’t food ready prepared, like when both parents work, so I guess this is one of the 

causes of obesity or because of the increased impact of advertisement telling us to 

try a certain meal; like I know from myself that I want to try tasty foods instead of 

eating home-made cuisine like fast-food are more tempting because they are fried. 

Take the example of boiled potatoes it’s not tasty as much as French fries so I guess 

that’s it (Sports Coordinator, Urban). 

 
 
 
 
 

14 Taouk is a traditional marinated chicken shish kebab of Middle Eastern cuisine. 
15 Shawarma is a dish in Middle Eastern cuisine consisting of meat cut into thin slices, stacked in a cone-like shape, 
and roasted on a slowly turning vertical rotisserie or spit. 
16 Kebbe is a Levantine dish made of bulgur, minced onions, and finely ground lean beef, lamb, goat, or camel meat 
with Middle Eastern spices. 
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[…] At a certain age, adolescents start to gain more freedom while at younger 

ages they are directly followed-up by their parents. In secondary classes, you see 

that parents take a bit of distance because they start giving them more space and 

freedom, so adolescents start to hide things from their parents and to neglect their 

studies; even their dietary behaviours get affected, they start to eat unconsciously 

and with no limits (Head-teacher, Rural). 

 

In addition to the connection made between dietary preferences and the increased obesity 

prevalence amongst adolescents, few stakeholders have identified the lifestyle of these young 

people as a risk factor. Some participants have identified extracurricular activities as a protective 

factor to reduce adolescents’ obesity. A rising challenge within the society was the altered 

perception of food as a final purpose instead of a biological necessity. 

[…] Another factor is when adolescents fill their time with other activities, like 

you feel that the ones who are committed to sports activities, cultural activities or 

scouts or other kind of young movement communities you feel he has plenty of 

other activities to do than eating. There are some, however, that even with all the 

activities have a big appetite (Head-teacher, Urban). 

 
c. Physical activity and adolescents 

Variations and disparities of stakeholders’ views were exhibited when discussing adolescents’ 

physical activity habits. A shared perspective of adolescents’ physical activity and increase in 

sedentary behaviours was perceived by the majority of stakeholders stressing on the serious and 

concerning picture of sedentary behaviours especially in the urban area. Most of the stakeholders 

have emphasised that majority of adolescents were not undertaking enough physical activity. 

First of all, physical activity, no one moves at all no one is active they don’t 

walk they don’t have the energy to do it. You go for example to the ski slopes, and  

you find them (adolescents) waiting for the elevator and it’s only for one floor. I 

noticed that no one has the energy to move not the parents nor their kids. Maybe  

because I am active, I feel they aren’t at all (School Nurse, Urban). 
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The lack of physical activities was linked by some stakeholders to the privation of after school 

free-time. Of crucial importance to most stakeholders was the excessive use of technology and 

cell-phones by adolescents seen as a driver of sedentary behaviours and as a consequence 

resulting in the increased obesity prevalence amongst adolescents and deprivation of free-time 

spent on physical activities. 

In my own opinion, they aren’t undertaking enough physical activity. 

Adolescents don’t have time after school, and they sit most of their time on their 

phones. For that, technology, educational stress, and after-school studies all of 

these account to sedentary behaviours during the day and after school. Sitting and 

lack of physical activity (Head-teacher, Rural). 

 
Obesity has increased because of wrong dietary habits and the lack of physical  

activity they should be doing; instead, they sit most of their times on their cell- 

phones. I think this as well influences obesity rates I guess (Cantina Manager, 

Urban). 

 
They aren’t active anymore, unfortunately, they are much more active on their 

cell-phones, internet is the disease of the century (Head-teacher, Urban). 

 

Furthermore, the increase in sedentary behaviours amongst adolescents was perceived during 

sports class in school too, especially in the urban area. Driving this view for some, was the belief 

that sedentary behaviours might be attributed to the lack of facilities, such as showers, in the 

school which would likely affect adolescents’ self-image. Consequently, concerns were raised 

about the sedentary behaviours affecting adolescents during school hours and afterwards. 

In their last high-school year they aren’t active at all they aren’t motivated; 

they think they finished school they don’t have to take part in the class anymore. 

Sometimes they love to play football or basketball but different activities it would 

take you an eternity to motivate them, but they don’t, I don’t why. It is obligatory 
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to be present in the sport class but they prefer to play games; as for the girls they 

would rather sit, relax […] saying they don’t want to sweat. Maybe this is an 

inconvenient as we don’t have showers in our school premises so they can take a 

shower afterwards. Usually, boys they don’t really care I guess they play all the 

time I’ve never seen a guy sitting during the sports class but girls they tend more 

to sit (Sports Coordinator, Urban). 

 

This appeared to be mostly reflected amongst adolescent girls. An increase in sedentary 

behaviours during sports class within the school environment was mostly related to young girls. 

Because they don’t want to move., they don’t like it. Mostly, girls and 

especially during their period they prefer not to do sports (School Nurse, Urban). 

 
Some participants discussed the fact that adolescents intentionally wanted to miss sports classes, 

giving a medical report as an excuse. Few participants emphasised on the importance of banning 

these kinds of excuses unless severe causes are given. 

Of course, I don’t give them any written excuse to miss the sports classes 

(School Nurse, Urban). 
 
 

[…] Additionally, some students give us medical report and it’s a medical 

report from their neighbour who is a doctor for example, that he can’t do sports. 

This shouldn’t be taken into consideration. I suggested that we assign two medical 

doctors, who are alumni, and we would only accept medical reports from them. 

That way they wouldn’t be able to make excuses, sports classes will be an 

obligation, and no one will be able to miss it (Head-teacher, Urban). 

 

A minority of stakeholders reflected on the environment surrounding adolescents which is 

discouraging physical activity, therefore relating it to personal motivation. 

Because our lifestyle is not that healthy, I don’t know for adolescent people 

how they are into sports and something like that, but in general we’re not that 
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used like by nature Lebanon is not a country that encourages people to do sports 

and sports activities so it’s personal motivation. I don’t know how much young 

people have this motivation for sports (TV Personality). 

 

[…] There are no sidewalks, kids do like to go walking to school; for example, 

my kids they urge me to let them get here on foot, but I am afraid. If there were 

sidewalks available, I wouldn’t be afraid but I’m afraid of cars hitting them. I wish 

there were sidewalks especially here in the region of the school but there isn’t. At 

least not the entire road. It would have been nice if kids were able to leave school 

on foot (School Nurse, Urban). 

 
One participant has emphasised on the current cultural norms relating it to sedentary 

behaviours, whilst taking as reference the culture in developed countries. 

[…] Even for us, we’re like no, it’s raining I won’t walk with an umbrella; 

instead in other countries, outside, they walk under the rain, and they don’t even 

care it’s a bit I guess because of the culture we have (Head-teacher, Rural). 

 
In addition, a recognition of the wider environment effect on adolescents’ sedentary behaviours 

and lifestyle behaviours was partially recognised in the rural area as well, stating: 

I guess that here, they still walk from their houses to the school it takes 

approximatively 4 to 5 minutes on foot and of course the percentage of 

adolescents walking to school is still bigger in the rural area compared with the 

urban area […] but definitely it has decreased severely with time (Municipality, 

Rural). 

 
In stark contrast to the broad consensus amongst urban stakeholders that the majority of 

adolescents exhibit sedentary behaviours, only one stakeholder in the rural area contradicted the 

majority view by acknowledging the increase in physical activity amongst adolescents due to 

current trends. 
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[…] but look, with time especially amongst young adolescent girls, obesity is 

decreasing a lot because of course girls want to take care of their body shape. Even 

amongst boys as well it’s becoming very trendy to go to the gym and do sports, 

even now it’s very trendy to go hiking. For example, every Sunday there are hiking 

plans so it’s becoming a bit trendier, so we don’t find any longer a person severely  

obese, rather a bit chubby or overweight (Municipality, Rural). 

 

In addition to the observed increase in physical activity amongst adolescents in the rural area, an 

apparent motivation from the rural municipality was perceived aiming to create a typical road 

facilitating and encouraging adolescents to increase their physical activity. 

Oh, and there is a new project that has just been submitted; the work should 

start by next month we (the municipality) are aiming to create a parallel road to 

the main road which would be a typical road. The road already exists but is very 

narrow we will aim to enlarge it up to 100m width and should include a bike lane 

and sidewalk all the way. It should become a meeting point for all the people who 

wants to do some physical activity, it would be safe with no car access because 

there would be a parking at the beginning of the road where everyone would park 

their cars. It is a 1.5km road with bike lane and sidewalks and accessible to young 

adolescents without even cars (Municipality, Rural). 

 

[…] But, if you want, amongst adolescents we focus specially on the football 

academy. We sponsor around 150 students freely, we provide training, sports 

courts, and even their sportswear (Municipality, Rural). 

 
d. Stress and depression 

There was a strong correlation between adolescents’ increased obesity prevalence and what is 

perceived to be the wider health and issues facing these adolescents. Of crucial importance is the 

adolescence period itself perceived as a very emotional and challenging period. Adolescence has 

been identified by some stakeholders as a risk factor for obesity. 
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Of course, in their daily lives they are prone to different risk factors leading to 

obesity but let’s not forget that adolescence itself is one (Head-teacher, Urban). 

 
After school studies have been correlated by one participant to adolescents’ increased stress, 

deprivation of free time and in consequences increased obesity. 

Even in dietary habits, for example, some students their lifestyle doesn’t allow  

healthy behaviours […] Studies after-school should be minimized therefore stress 

would diminish because when they don’t have a lot to study after-school they will 

have free time to do sports or take part in activities. Like, really, we feel with them,  

but this is the Lebanese official programme, it doesn’t leave any free-time for 

adolescents after-school to breathe. In an ideal world after-school studies should 

be minimized (Head-teacher, Rural). 

 
Only one participant discussed the impact of the wider environment on adolescents’ mental 

health; consequently, relating unhealthy environment with depression and increase in obesity 

prevalence. 

Negative factors […] yeah, it might be depression for kids and adolescents. 

Maybe they don’t show depression but deep down when you don’t have an 

environment that is healthy, they can go into depression. In other means, it’s not a 

country that, how to say it, help children to bloom; they aren’t that happy kids here 

[…]. When you have parks, when you can access the beach you can go to the beach, 

you have stability in the country, you have many other activities to do other than 

to sit on the couch while watching Netflix and eating. So, when you don’t have this, 

it can cause the kind of depression that will be emotionally released when 

consuming more food and that’s it and it’s as well by culture here in Lebanon (TV 

Personality). 
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The influence of place 

a. Home environment linked with Mediterranean Diet 

The home environment has been presented by most of the participants as one of the most 

influential places, playing a role in adolescents’ obesity, behaviours, and preferences. Parents 

were deemed to be the most influential and significant factor influencing adolescents’ dietary 

behaviours and therefore obesity. 

Parents in the first place, if they eat healthy, or not, this is a very important 

factor that affects adolescents’ eating behaviours and then the school might play 

a role through activities I don’t know, and in class material it could (Head-teacher, 

Rural). 

 
A key aspect of the home environment was extensively related to the availability of Lebanese 

stews perceived as promoting healthy dietary behaviours. 

It is healthy, with time it became less fatty than before; for example, they used 

to cook Lebanese food with margarine back in time, today no one has margarine 

anymore at home and they still cook Lebanese food […] But you know, when we 

think about our traditional Lebanese food it’s mainly vegan, even stews do not 

really contain a lot of meat, it’s healthy (TV Personality). 

 
A critical determining factor of the home environment was discussed by a number of participants 

reflecting on the degree of parental knowledge on obesity and healthy eating behaviours. The 

lack of awareness amongst parents was of particular interest around dietary habits and related 

directly to the food cooked at home and to what extent It was constituted of healthy ingredients. 

Regarding eating behaviours, the parents! […] I don’t know. But for sure in the 

first place definitely parents are key role in influencing their children eating 

behaviours and if somehow the school wants to get involved in this subject maybe 

it should start by raising awareness amongst parents before getting to the children 

(Head-teacher, Rural). 
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If you adhere to the Mediterranean diet, it’s good and healthy, that’s great 

that’s what people are trying to adapt all over the world but the Mediterranean 

diet for us is [umm] dessert such as halawet el jibn17 and knefe18 and four to five 

manakish19 than no this is not Mediterranean at all (TV Personality). 

 
Due to this perception, one participant has reflected on their own lack of knowledge in relation 

to how to cook healthy for their family; emphasising on the importance of awareness amongst 

teachers and parents. 

[…] I would raise awareness amongst teachers because teachers are parents 

as well and parents are the ones who adopt what is healthy and what it isn’t. We 

are all humans here so you need to raise awareness amongst us all even the non- 

working parents at home should be targeted because parents are the ones who 

are going to cook for their families at home (Sports Coordinator, Urban). 

 
One participant has linked poor dietary habits at a younger age within the home environment 

with long-term effect on adolescents’ well-being. Increased obesity was linked with a bad self- 

image during adolescence leading them to adapt incorrect and strict diets. 

Especially at a very young age because they are here the most who have this 

problem; first they are obese and then when they get older their self-image isn’t as 

they would like it. So, they start to work on their body shape, and they want to 

make immediate diets and maybe these diets are not even appropriate nor healthy 

nor directed by a professional (Head-teacher, Rural). 

 
 
 
 
 
 
 

17 Halawet el jibn is a traditional Levantine and Middle Eastern dessert of Syrian origin made of semolina dough and 
cheese, topped with cream and sugar syrup. 
18 Knefe is a traditional Middle Eastern dessert made with thin noodle-like pastry, or alternatively fine semolina dough, 
soaked in sweet, sugar-based syrup, and typically layered with cheese and nuts. 
19 Manakish are a popular Levantine food consisting of dough topped with thyme, cheese, or ground meat. 
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The concept of parental control and boundaries was discussed extensively by the majority of 

participants. Many participants proposed that a lack of parental control would lead to unhealthy 

dietary behaviours stressing the importance of parental discipline. 

Parents should play a significant role in shaping their kids’ eating behaviours 

because they are the ones who give them money to spend on food outside of home 

they should control or at least advise their kids what to eat or not […] Even at home 

there are some parents that allow their children to eat whatever they want during 

weekends they are allowed to have one chips or one bar of chocolate or whatever 

(Sports Coordinator, Urban). 

 

For some participants, this problem was indicative of a wider issue in the society. Adolescents’ 

unhealthy dietary behaviour was correlated with the lack of parental control which stemmed 

from both parental absence due to working hours. 

It’s about dietary habits because they don’t like traditional stews and because 

all parents work that means from dietary habits and lack of time. Parents get back  

home at night and there isn’t a lot of shared family time so when a kid arrives 

home, they eat whatever they find until their parents get back. This is what the 

majority do because most of parents work and have no time… kids start to eat 

random things until their mothers get back. Not to forget snacking they consume 

which is due to parental lack of control and surveillance (School Nurse, Urban). 

 

In addition, some participants have indicated a wider issue related to the culture of the society, 

affecting eating behaviours and more particularly the quantity consumed. Some participants 

have related the inherited generosity and gastronomic culture referencing their own experience. 

[…] By culture, also because mothers are the ones who serve food in plates 

actually now maybe it’s not the case as much as before, but I remember my 

grandmother saying: “you have to finish all the food in your plate”, “add more 

food”; like we, as a society, don’t have the conception of quantity, how much a 

person should eat and the nutritional needs and facts. It’s just eat, eat, eat. It’s a 
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matter of generosity we consider it, we think it’s kindness and generosity to offer 

more food and sometimes to oblige you to eat more food (TV Personality). 

 
The complexity of obesity determinants led some participants to reflect on the role schools are 

playing in supporting or undermining adolescents’ obesity. 

Parents along with the school play a role. But the school will help parents in 

shaping adolescents’ behaviours not vice-versa (Cantina Manager, Urban). 

 
However, this appeared to be contradicting the majority of views which reflected that obesity is 

merely influenced by the home environment. 

Umm, I do likely influence my students you see but not that much; I feel obesity 

is a private matter and you can’t talk much about it here with adolescents […] 

overweight problem should be resolved within the family, not with us (Head- 

teacher, Urban). 

 
b. External food environment 

A general consensus amongst participants was the bad influence of the wider food environment 

on adolescents’ weight and obesity. Most of the participants acknowledged the adoption of 

unhealthy dietary habits out of the home environment related to increased availability of fast- 

food outlets and convenience foods. 

We absolutely have an issue of obesity, in the sense, that most of their time is  

spent while eating, drinking, and partying and open wings and I don’t know what 

else and sushi, open sushi… That’s the problem, it became more like a custom for 

young people in Lebanon; they often go out to restaurants to have a meal. On the 

other hand, young girls no, they are rather adopting strict diets and do take care 

of their weight. (Head-teacher, Urban). 
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An agreed perspective amongst most participants exhibited the increased intake of unhealthy 

foods outside of the home environment leading to an imbalance in energy consumption and thus 

resulting in excessive weight gain. 

Yea, yea maybe we should go more for less calorific meals, you’re right, but it 

also depends on the restaurant’s owner and the strategy adopted (TV Personality). 
 
 

Some participants have argued on the importance of a balanced approach to food consumption 

without being frustrated. Participants exposed that an occasional consumption of unhealthy 

foods was acceptable. 

So, parents should play a major role that’s why it is important to raise 

awareness as well amongst parents on what is and what is not healthy and that is 

okay to have a cheat meal from time to time we are not saying that they should 

always restrict unhealthy foods but it shouldn’t be more than once or twice a week 

because myself for example if you tell me here’s a chocolate I won’t say no or even 

fries every night, but a person knows and can monitor their intake but the mass 

population can’t it doesn’t work, that’s why there should be one active individual 

monitoring this subject (Sports Coordinator, Urban). 

 

A general perception has emphasised on the role of advertising which was focusing on the 

promotion of unhealthy foods. This was positively correlated with the increased demand for fast 

foods. 

[…] Or because there’s a lot of advertising that would introduce you to a new 

product, umm, I know from myself like if something new looks tasty I would want 

to try it or try something else and we just don’t want to eat Lebanese stews, other 

foods are more tempting (Sports Coordinator, Urban). 

 
Only one participant discussed the positive role of social media in spreading awareness, healthy 

habits, and physical activity amongst adolescents. 
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Media definitely they have a role. All kind of media. Buy not only spreading 

awareness but by spreading a lifestyle. Let’s say social media, they are having a 

great role because now you can see a lot of people are into sports or at least they 

show themselves doing sports on Instagram and working out. So, when you shoot 

yourself working out and eating healthy this will have a good implication on kids 

(TV Personality). 

 

On the other hand, the proximity of fast food retailers surrounding the school was not a shared 

concern by all participants. Some participants criticised the unhealthy foods eaten close to the 

school without showing a real concern of the proximity of the retailers and ease of accessibility 

to fast foods. 

Some students for example they don’t go home after-school instead therefore  

they don’t eat at home; instead, they go to after-school study centres, so this 

student has to eat in a snack at proximity of school, fast food, or something similar  

and leaves for the centre (Head-teacher, Rural). 

 

Although the availability of fast food retailers was not a perceived problem by itself to the 

majority of participants, the ability to make healthy choices was agreed to be an important factor. 

Most of the participants have emphasised the importance of adolescents’ self-efficacy and ability 

to make healthy choices. 

[…] For example, they (adolescents) should opt for a salad that doesn’t contain 

a mayonnaise dressing instead opt for a lemon dressing like they should judge 

what to opt for when ordering platters and to limit their sugary intake (School 

Nurse, Urban). 

 

The most important thing, they should have self-efficacy they should be self- 

motivated and thinking that they want to reduce their food intake and dropping 

unhealthy foods to maintain a healthy life and health and, second, parents 

shouldn’t buy them unhealthy stuffs that could harm them. Actually, you could feel 
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tempted but the most important thing is self-efficacy, like even if there is 

something available tempting me, I should think wisely about it and reject it. Not 

all the kids have self-efficacy even adults are sometimes tempted to have 

unhealthy foods (Cantina Manager, Urban). 

 

Some participants have exposed the importance of food choices availability within the 

adolescents’ environment especially the availability of healthier choices. 

It depends on the availability of food, when they visit the cantina and don’t find  

for example fries and instead there is tuna, they will eat tuna he will be obliged to 

eat tuna because that’s the available option at least they would be eating 

something healthy that’s just an example but whatever (School Nurse, Urban). 

 

Only one participant expressed a different opinion to the majority of view. She expressed the 

importance of the daily meals served within the cantina in the school and how it is positively 

related with the parents’ satisfaction. 

Some of the students are subscribed in our monthly meal plan, their parents 

do not have to worry about their kids’ intake at least they are at ease their kids are 

eating a variety of food at school but not all students are subscribed there’s only a 

number of students (Cantina Manager, Urban). 

 
The majority of participants have shown significant frustration about the quality of food sold 

within their school premises. Some participants have emphasised on the quality of food while 

others have only shown dissatisfaction regarding food shop outlets within the school premises. 

Knowing that the food shops within the school environment are privately owned and do not 

belong to the school administration, some participants preferred to hide their personal point of 

view. 

I don’t know, no comment, I can say no comment, right? […] Honestly, I don’t 

visit the shop but there’s chocolate and sweet products (laughing) so that’s it 

(Sports Coordinator, Urban). 
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If we had a dietitian monitoring the food menu in the cantina, we could then 

give it to whoever wants to manage it while knowing that at least there won’t be 

pasta three days a week, it’s not acceptable […] and the sandwiches are full of fries  

and mayonnaise with barely any meat inside you have to search for the meat to  

find it (Head-teacher, Urban) 

 
I don’t know what’s sold in the food shop, maybe they sell everyday manakish, 

I don’t visit it. But maybe there should be a competent employee that would really 

advise and manage the menu available (Head-teacher, Rural). 

 
Contradicting the majority of views, one participant expressed a different opinion. While 

criticising that adolescent were consuming unhealthy foods outside of the school environment. It 

was argued that banning these types of foods within the school environment was unnecessary 

because it was widely available in the outer environment. 

I think what is sold here is good, I think it’s good because if they (adolescents) 

won’t have a bar of chocolate here in school whenever they will go outside the 

school, they will have one; it’s not as if I can restrict their dietary behaviours 

(Cantina Manager, Urban). 

 
 
 

Responsibility and burden-sharing. 

a. Whose responsibility, is it? 

The increased concern of obesity prevalence amongst adolescents was admitted by the majority 

of participants recognising the need of a prevention strategy across the entire environment. Most 

participants have emphasised the shared responsibility across society in addressing adolescents’ 

obesity. 

It’s the whole environment, the whole environment. It starts at home, the 

government, and the entire education system (TV Personality). 
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Acknowledging the complexity of adolescents’ obesity determinants, most participants denied 

their personal responsibility in its prevention. An apparent complication, for most participants, 

was perceived in pointing out who had the responsibility for this task. 

Me? [silence] My role might be that I could advise them about eating better 

like healthier foods (School Nurse, Urban). 

 

Umm, no, I don’t think, ok as a physical instructor but [silence] I don’t think 

we do sessions where we explain what they should be eating during sports classes. 

Okay maybe as a sport coordinator I could impose this subject [silence] but 

sometimes parents don’t care and maybe they aren’t open to the subject if they 

have an overweight kid. I didn’t try to see how we can solve this issue, but we have  

as well a psychologist in the school maybe obesity or overweight might be caused  

by a psychological problem (Sports Coordinator, Urban). 

 

Despite this view, a general consensus on the importance of shared responsibility rejected the 

fact that a specific individual, organisation, or stakeholder was responsible alone in preventing 

obesity. 

Do I have a responsibility? Everyone has a responsibility. It’s not that I assume 

that I have more responsibility than anyone else, we all have a responsibility as a 

shared responsibility on all the causes of obesity (TV Personality). 

 
[…] Because it’s not enough to only work with kids within the school 

environment, you have to also target the home environment, you have to work 

with related ministries, you have to work with manufacturers to make sure 

products sold are healthy and have the right amount of fat, low sugar component. 

So, there should be a national strategic planning with each ministry having specific 

roles in the prevention of obesity (Ministry of Education). 
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In addition to the shared responsibility, some identified the current society and culture as burden 

in the embracement of the Mediterranean diet and in the adoption of healthier lifestyle. It was 

identified that the normalisation of habitual foods in a culture might lead in the neglecting of 

these consumed foods. 

No, it’s still eaten; it’s changing but people are not adopting the Lebanese 

Mediterranean diet as a diet plan because for us we have it and when there’s 

something that you have, and you’re used to eat it on a daily basis you don’t call it  

a diet anymore. When you do a diet, you change your lifestyle, so you change your  

food intake, the way you eat, you discover new food and this is what we call doing  

a diet a new diet otherwise if you eat this since you’re a kid it’s part of your lifestyle  

it’s not, a new diet, or a new way to adapt. To sum this up no one in Lebanon will 

do a Mediterranean diet because this is something we’ve been living with every 

day but for example an American will do a Mediterranean diet (TV Personality). 

 

The difference between the restaurant and the cantina is the quality of food 

and whatever you order you’ll find. It’s not that you have one daily menu or a 

weekly menu that you follow. For example, in this restaurant within our school you 

can order steak, nachos with cheese, they don’t have these options for example in 

the cantina you know, something new you see […] And they still wonder why 

adolescents prefer to eat at the restaurant instead of the cantina? (Head-teacher, 

Urban). 

 

Participants have identified key stakeholders such as parents, school, and the government 

responsible for targeting specific determinants in the prevention of adolescents’ obesity. 

 
Parents 

A universal feature of most discussions was the primary impact of parents on adolescents’ eating 

behaviours and their responsibilities in preventing adolescents’ obesity. Parents were identified 
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by the majority of participants as the first and foremost important determinant of adolescents’ 

obesity. 

I guess it should be the parents that take care of their kids’ weight (Head- 

teacher, Urban). 

 
Parents, yea of course it’s the parents’ responsibility (School Nurse, Urban). 

 
 

The majority of participants have agreed on the primary role parents play in the prevention of 

obesity. Even some, have related unhealthy dietary habits within the home environment to the 

parental lack of knowledge. 

It’s not admitted for me to give a child some health awareness tips like for 

example stating some unhealthy foods that increase their weight and then go 

home to find their mothers cooking with these ingredients. Maybe the kids will tell 

their parents what they learned and therefore mothers would be more aware, 

maybe it’s lack of knowledge (Head-teacher, Rural). 

 
In addition, some participants have found that the multifactorial influences from the wider 

environment and the complexity of education meant it was challenging for parents to emphasise 

on the importance of nutrition and physical activity. This was especially related to younger 

children. 

Because at younger age they leave directly from the school to their home and 

start directly to study. And at night around 7pm they have to take their shower and 

their mothers will put to them to sleep so they can wake up early […] sleeping hours 

are very important for kids at a younger age. So, they don’t have enough time to 

burn the calories (Head-teacher, Rural). 

 
Adolescents 

Although parental responsibility was extensively discussed, a majority of participants have 

emphasised the personal responsibility of adolescents in making their own dietary choices. 
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Within the school environment, there was a clear distinction between children and adolescents; 

pointing on the adolescents’ desire and ability in making their own choices. Thereby, recognising 

the responsibility of adolescents’ personal choices. 

There isn’t an imposed monthly meal plan for adolescents within the school, 

unless they want to subscribe but I don’t have any adolescent subscribed because 

they ae grown-ups. Whenever they want to eat here, they come and order the 

platter but usually adolescents opt more for sandwiches (Cantina Manager, 

Urban). 

 
One participant has emphasised on the school’s policies and rules related to food access, 

especially given the adolescents’ increased autonomy and independence. 

We keep on surveilling adolescents, so they don’t go to the other café. I keep 

on calling and telling them to send back the kids to their classes […] they often visit 

this café during the recess time and even the café owner tells them to leave but 

whatever. You tell them not to go and they keep on going, so you should be asking 

yourself why they love this place. Because the food served for lunch in the cantina  

doesn’t suit them it’s not even following norms, so they go to another restaurant 

to eat (Head-teacher, Urban). 

 
The desire to exhibit the increasing sense of autonomy and independence has also been 

correlated with adolescents’ negative lifestyle choices. Unhealthy lifestyle behaviours were 

specially related to peers’ influence. 

Most of the adolescents consume alcohol. This is what I’m noticing as a factor 

of obesity. A lot. They have a very high consumption of beer […] Around 18 years 

they feel they are independent persons and drinking alcohol on the beach gives 

them this feeling; I’ve seen them […] No one goes to the beach and sit in the sun 

without a bottle of wine and their waist circumference is that much (showing by 

hand an extensively large waist circumference). This is wrong. I pity them […] 

Instead of drinking water at the beach they drink alcohol (School Nurse, Urban). 
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Despite the negative roles of peers, some participants emphasised on the importance of the 

adolescents' body-image. It appeared that adolescents’ self-image was associated with the fear 

of gaining weight and thus positively correlated with healthier lifestyle choices and decisions. 

They should show them where the fat will store in their body because they are 

already afraid to gain weight because at their age, they are happy not to gain 

weight and care a lot about their image and their body shape but there isn’t 

enough awareness (School Nurse, Urban). 

 
Schools 

Although a majority of participants have recognised the primary role of parents, views regarding 

the school’s responsibility in the prevention of obesity were divided. The majority of the 

participants have emphasised on the responsibility of the school and teachers in positively 

influencing adolescents’ dietary and lifestyle behaviours. 

[…] And then, responsible people surrounding them, for example, myself as a 

nurse I could advise them. For example, they visit me asking for a written 

permission to avoid sports classes so I explain them why they should do more 

sports so it’s the people with authorities surrounding them so mostly families and 

then the people like us who surround them mostly (School Nurse, Urban). 

 

I think that we do yes, yes […] Of course, especially if they were close enough 

to the students like we shouldn’t be distant and influence them distantly; we should 

be close to them and influence them directly and closely. It could work better that 

way, why not (Sports Coordinator, Urban). 

 
Additionally, most of the participants have agreed on the school’s responsibility in monitoring 

the availability of healthy foods within their environment. The majority of participants have 

agreed on the role of food catering within the school environment for the fact that it could 

promote or enable adolescents’ healthier choices. 
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The most important factor is absolutely the cantina and the food shops as well 

as they influence how adolescents will shape […] Our duty is to monitor the food 

available in the cantina and the food shops inside of the school and have healthy 

food choices available in the school, but we can’t monitor the students’ weight and 

obesity (Head-teacher, Urban). 

 
[…] The third most influential factor is the school environment within the school 

environment you have the food shops or the cantina (Ministry of Education). 

 
In addition to the availability of healthy foods within the school environment, some participants 

have suggested the importance of awareness within the school’s educative responsibility. 

Suggesting, that awareness would help adolescents to make informed healthy lifestyle choices. 

And of course, the school can influence adolescents’ eating behaviours; In the 

first place through the cantina and even they can plan some conferences about this 

subject there’s plenty of things they can do. It shows if the school is influencing on 

the students starting from banning unhealthy foods from the cantina for example 

(Head-teacher, Rural). 

 

[…] The second most influential factor is awareness and education related to 

health and environment and when I say health, it involves nutrition (Ministry of 

Education). 

 

I don’t know, I have no idea. But for example, here, they do have a lot of 

physical activities. Also, there are some awareness activities for example, on what 

they should be eating and what is unhealthy and harmful for their health. And we  

as well the cantina and the food shops have a responsibility, yeah, we do sell 

chocolate in the shops but there are lots of foods that were banned by the school’s 

director such as Pepsi, crisps, and ice-cream; so, we don’t (Cantina Manager, 

Urban). 
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The importance of the school’s role in raising awareness was not only limited amongst 

adolescents, one participant emphasised on the role of the school in raising awareness amongst 

parents with overweight kids as well. 

[…] And then, you have to work with parents, of course, they should be invited 

to the school if the child is obese. The doctor as well invites parents, and an 

awareness session is given. The health educator does the same (Ministry of 

Education). 

 
Beside the majority of participants who identified the role and responsibility of the schools in the 

prevention of obesity, one participant has emphasised and mocked the role of the health 

personnel. In fact, health personnel were perceived as a negative factor in relation to preventing 

obesity. The head-teacher emphasised the importance of the school’s environment and 

accessibility to healthy choices while stressing the fact that obesity should be treated and 

screened externally to the school environment. That way, the school’s responsibility should only 

target the educative and environmental aspect. 

I do want to talk about a subject though. The problem is that we had to deal 

with the medical screening because of obese adolescents. Because the doctor and 

the nurse both of them start to intimidate these adolescents. How do you want 

them to play a role? A negative one, definitely not a positive role […] adolescents 

come to me complaining about what they’ve been told. For example, one 

adolescent reported things like “oh seems like you’ve gained more weight than the  

previous year” (sarcastic) you see? (laughing) adolescents will definitely get 

intimidated […] there’s a lot of adolescents this year who didn’t take part in the 

yearly medical screening. They did it outside of the school and gave me the medical 

report. They don’t want to take part because the only reason is their excessive 

weight they are intimidated. They tell them to take off their clothes in front of their 

friends you know. There’s even a thought about stopping the medical screening 

and just keep it for the young kids […] Instead adolescents will have to make an 

external medical screening and hand-in the report (Head-teacher, Urban). 
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Government 

The responsibility of the government in the prevention of obesity was stressed by many 

participants especially taking into account the complexity of the obesity issue. 

I think it’s the duty of the government, if the government as the Ministry of 

Health or whichever makes enough advertisement to promote more […] now I do 

know that the marathon umm it’s rather promoting that people practice a physical 

activity and even on social media; maybe that’s why people feel they are more 

enthusiastic to do sports. I think that’s one of the causes in general (Sports 

Coordinator, Urban). 

 

One participant supported the importance of the government responsibility in prevention,  

discussing the importance of a national strategic prevention plan, providing education, and 

creating laws to encourage public awareness and in-school awareness. A comparison with 

developed countries’ measures and to other public health issues such as smoking was made. 

[…] There should be a campaign; similar to the campaign targeting cigarettes. 

If you look at the advertisement on the French TV channels you see a banner telling 

you to eat three fruits per day you can see as well the one advising you to practice 

two physical activities per week you see? WE don’t have this in Lebanon, I’m just 

giving an example. Instead, what you see here is “the cigarette will kill you” and 

that’s it or that it increases the risk of cancer. You get what I mean, we should 

increase awareness within advertisement, they should work more within the 

Ministry of Education as well they should impose nutrition classes within the 

curriculum umm the Ministry of Education should as well impose that each school 

should have at least one dietitian especially the ones who have a cantina while 

imposing nutrition classes within the school hours (Head-teacher, Urban). 

 
In addition to the importance of the government’s role in raising awareness, that participant 

argued its role in the population daily lifestyle behaviours; expressing the need of the 

government’s policies within the food industry and catering. 
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There should be a campaign targeting families a national project planned by 

the government including a TV series and it should be more frequent and they 

definitely need to supervise restaurants on a daily basis as they influence the 

adolescents’ daily lifestyle. That means these stuffs should be on a national level 

in the entire country and specially amongst families it should be a national 

campaign (Head-teacher, Urban). 

 

The responsibility of the government related to the prevention of obesity was not reasonably 

fulfilled due to the governments’ economic state. Only one participant has made reference to the 

national budget acknowledging the financial plan shortage and how the government acts out in 

the prevention of obesity especially within the school environment. Therefore, recognising the 

importance of partnership. 

So, as you know we don’t have a national budget in our government to cover 

the school sector. […] We don’t have a budget for school health all our projects are 

based on initiatives done by the Ministry of Education without a national financial- 

plan so it’s more based on human resources than funding. So, we can’t cover 

private schools20 as well because private schools they have their own money and 

its way much more than public schools21 (Ministry of Education). 

 
b. Partnership or duplication? 

The majority of participants have emphasised the role of partnership and multi-disciplinary 

cooperation in order to prevent obesity. For the majority of participants, the importance of multi- 

agency partnership was deemed to be very important in the prevention of obesity amongst 

children and adolescents. 

To reduce obesity […] In the meeting that was held, all ministries were present 

because each ministry has a task to fulfil. To avoid each ministry to interfere with 

 
 
 
 

20 Private schools in Lebanon are fee-paying schools known as independent or public schools in the United Kingdom. 
21 Public schools in Lebanon are government-funded schools known as state schools in the United Kingdom. 
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another, there should be cooperation and partnership between them (Ministry of 

Education). 

 
If the school has enough personnel or I don’t know if they partner with the civil 

society or the municipality or something. Eventually, it’s a project the school will 

have to secure the children’s safety so I think that the project could be 

implemented but it’s a project that will need a lot of partnership but its effect on 

children could be very beautiful (Head-teacher, Rural). 

 
Yet, one of the main challenges described by one participant, was the lack of connection and 

organisation between multiple agencies, especially across the public sector. The participant 

described it as a duplication of work expressing the significant challenge faced in the prevention 

of obesity. 

Let me tell you, we have a problem in the sense that when one party is working  

on a certain project there are a lot of duplications; you see that everyone else is 

working as well on raising awareness and nutritional knowledge, but this is the 

work of the Ministry of Education, and we are working on it. Them as the 

municipalities and the Ministry of Health should be working on providing public 

services related to the obesity problem. I feel that some municipalities are doing 

our role instead of theirs, which is to raise awareness, but they don’t need to. We 

don’t need them to raise awareness, we need them more to fulfil their roles which 

is specifically to provide public services. For example, municipalities could be 

working on helping and surveilling families and communities in their environment 

and everything related to the obesity problem umm such as the Ministry of Health 

and the Ministry of Social Affairs. That’s the way things should be planned 

(Ministry of Education). 
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Some participants, especially across public sector organisations, have suggested the effective role 

of external partners and international partners as means of assets and funding in the prevention 

of adolescent obesity across the nation. 

So, the Ministry of Education is working with different international 

organisations such as the WFP to get funded and we did some piloting and are 

currently working with them […] Now, as well, the Ministry is working on getting 

funds to be able to provide students with healthy school snacks in public schools 

(Ministry of Education). 

 
Of special interest, a notable partner in the prevention of obesity was the universities involved in 

the public health sector. One participant has emphasised on the partnership between the public 

sector and the role of universities in drafting the policies related to the obesity prevention. The 

universities’ role appeared to be motivated by their research interest in the public health field. 

Now we started to work on it, we are doing several meetings to reassign every 

ministry’s duty and partnership, but this is a procedure and its long-term. There’s a 

committee now who is following up on this subject to increase partnership and in 

this committee, we have as well universities because we consider that universities 

are very helpful especially when they have research they are helping us in taking 

the right decision and in planning interventions. For example, we did a pilot and a  

comparison study between private and public schools; we worked with the 

American University of Beirut, and they found that because of the intervention we 

made in the public schools we found better dietary behaviours amongst children in 

the public schools and a decreased consumption of unhealthy foods such as crisps, 

and sodas (Ministry of Education). 

 
Of course, we never had a project in partnership with the municipality or the 

civil society and they refused to take part. But generally, the project is set by them, 

and we help them in it. It never happened that we made a project and they helped. 
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However, they do help us in the morning, to organise the car traffic this is an 

example related to traffic, but it doesn’t have an effect on the children it is related  

to traffic, organisation, and security in the morning (Head-teacher, Rural). 

 

Although the majority of participants focused on the public-sector partnership, a smaller minority 

discussed the potential advantages of partnering with professional individuals who were 

perceived to be able to support in the obesity prevention. More particularly, the choice of these 

individuals was influenced by their availability within the school environment. 

[…] There should be a partnership with the school psychologist and the social 

assistant no not the social assistant, actually the psychologist and the class tutor 

in charge. Here, in our school each group of students around 20 students have a 

tutor that takes care of them whenever there’s a problem or anything; it’s 

effective. His duty is to solve all problems within his group of students that he is 

responsible for (Head-teacher, Urban). 

 
First of all, there should be a decent cantina where everything follows norms 

and is shiny with tags on foods and it should be oriented. In addition, maybe they 

should be working during class-time with kids, in the entire school, with teachers 

as well. It would be a multi-component project by the school administration to say 

they want to prevent obesity this year; we could do it, why not? (Sports 

Coordinator, Urban). 

 

We took the opinion of a dietitian, and she did not approve the food sold in the 

cantina especially for young kids […] she gave us her opinion and some advice 

along a dietary programme, but it would be way different if we had a dietitian 

working with us. She’ll be able to supervise the food while obliging them to abide 

the rules (Head-teacher, Urban). 
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c. Behaviour change 

In addition to the importance of partnership in the prevention of adolescents’ obesity, multiple 

approaches related to lifestyle and behaviour change were deemed effective. A collective 

recognition amongst the majority of participants was the role of awareness and the benefits of 

providing information and increasing knowledge in influencing adolescents’ lifestyle and eating 

behaviours. An increase in adolescents’ knowledge was perceived to affect their eating and 

lifestyle behaviours positively. 

Additionally, we are doing some awareness and educational sessions for 

students to transfer knowledge and to increase their life skills to enable them to 

make some right healthy choices themselves (Ministry of Education). 

 
The teacher is responsible for the knowledge transfer and the health mentor or 

educator plans activities to increase their self-efficacy and life-skills. That means 

the health mentor increases their critical thinking in a way for example if the child  

sees an advertisement he could be critically thinking that the message in this 

advertisement is wrong, and he’ll be enough aware to make his choice (Ministry of 

Education). 

 

Some participants have emphasised on the importance of raising awareness and increasing 

knowledge at a younger age. Targeting young children was perceived to generate greater 

behaviour change. 

We can advise them what to eat […] and it could help them. Especially for 

younger kids because they aren’t aware for example about the percentage of sugar 

in different snacks […] I feel that awareness is more for the youngsters more than 

adolescents as in nutritional awareness on how to eat because kids don’t know the 

nutritional value of most foods for example what kind of vitamins are in a fruit 

(School Nurse, Urban). 
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We are currently working on a multi-component strategic plan which will not 

only target the availability of foods within the school environment; therefore, we 

are updating the intervention strategy to include extracurricular activities for all 

students at a very young age because we acknowledge the importance of working 

with the children from a very young age for three to four consecutive years. If you 

work for several consecutive years with a child at a young age, of course you will 

be able to change their behaviours because if you didn’t target the young kids they 

will gain unhealthy behaviours and it would be very hard to change them in their 

later life. Instead, if you work with them at a very young age they will gain healthy 

behaviours (Ministry of Education). 

 

In addition, a positive change in behaviours was reported by one participant following awareness 

sessions and knowledge transfer amongst adolescents. 

Of course, this intervention is still on, in addition to multiple educational 

programmes. A pilot was made, and it showed the positive impact of this 

intervention through a control group comparison. The comparison was made 

between schools where this intervention was implemented and with others with 

no intervention at all and it showed a positive behavioural change. It showed, a 

decreased consumption of unhealthy foods such as crisps along an increase in 

healthy dietary behaviours including an increase in the number of students having 

breakfast and the increased consumption of fruits and vegetables (Ministry of 

Education). 

 
Despite the majority views on the importance of knowledge and raising awareness in behaviour 

change, some participants identified the role of the individual in making their own choice. This 

was particularly referenced to as a limitation in behaviour changing due to the individual’s 

willingness and interest in changing unhealthy behaviours. 

Awareness sessions. It should be awareness sessions for children; and whoever  

is interested in those advice and the information they will benefit from it and will 
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take it into consideration and if they aren’t interested even if you keep on talking 

and giving advice from today until tomorrow if they aren’t interested they won’t 

take into consideration and won’t change (School Nurse, Urban). 

 

A small minority of participants have suggested raising awareness on the health risks associated 

with obesity rather than spreading awareness on healthy habits. This technique was perceived 

as a useful technique in scaring adolescents resulting in the change of behaviours. 

We should make activities for each class, or each group of adolescents and we  

would do like cultural awareness episodes where we could tell them about the 

health risks related to obesity or how it could affect them as young boys and girls 

(Head-teacher, Urban). 

 

In contrast to the majority of views which emphasised on the behaviour change within the school 

setting by raising awareness and increasing knowledge, only one participant made reference to 

himself as a mean of encouraging healthier dietary habits amongst adolescents outside of the 

school setting. That participant made reference to the implication of social media in influencing 

behaviour change amongst adolescents. 

[…] I would, yes, I don’t mind encouraging people to eat Mediterranean foods 

like even on my page The Famous Recipe I use a lot of ingredients like Labneh22, 

halloum23, umm lentils that kind of stuff. Not everything is Western on my 

platform, but there is actually a difference between umm the food experience, the 

gastronomy, and the diet (TV Personality). 

 
The Mediterranean diet 

Amongst the behaviour change a special importance was given to the adherence to the 

Mediterranean diet. One participant has emphasised the importance of education and 

 
 

22 Labneh is a soft cheese, similar in texture to cream cheese, made from strained yogurt and very popular in Middle Eastern 
cuisine. 
23 Halloumi is a semi-hard, brined cheese made from a mixture of goat's and sheep's milk, and sometimes also cow's milk. 
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knowledge to promote the Mediterranean diet amongst adolescents, as majority of young 

adolescents are not consuming these types of foods any longer. 

We do include a component about the Mediterranean diet through the 

education that we give them we emphasise on the definition of the Mediterranean 

diet and how it’s healthy; so, we are retrying to make this diet more familiar 

amongst students (Ministry of Education). 

 
In stark contrast, another participant justified this lack of interest in the Mediterranean diet by 

suggesting the fact that it was part of the culture. He suggested that the increased international 

interest in that particular diet was more apparent. 

I say that Mediterranean food is part of our culture more than a diet; some 

people now adapt it as a diet but in our case, it’s part of our culture and it still 

exists because if you can see all the concepts around the world are trying to adapt 

the Mediterranean food. Like you can see falafel, houmous, shawarma it’s 

something all over the world now. A lot of the ingredients are not purely Lebanese, 

a lot of them are Turkish as well as Armenian but yea that’s the Mediterranean 

food that we know and eat. It’s actually getting an extension it’s not fading at all 

(TV Personality). 

 

The school setting 

a. Action for obesity prevention 

Throughout the interviews frequent reference were made to the role of the school setting in the 

prevention of adolescent obesity. Participants have talked about action and activities within their 

school setting contributing to the prevention of obesity. The majority of participants have 

acknowledged actions within their school setting that may be contributing to the prevention of 

obesity. 

There’s a lot of physical activities here, a lot (School Nurse, Urban). 
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Here, we started to deal with the problem of obesity, like for example, we 

banned the sales of ice-cream in the cantina we banned as well the sales of sodas 

and crisps, it’s banned in all the food shops of the school. Now, this could help as 

well if we could start selling fruits in the food shops I think this factor could help in 

lowering a bit the obesity I guess (Head-teacher, Urban). 

 
A majority of participants have underlined two main areas in the prevention of obesity within the 

school setting. The first one is directly related to the health information given while the second 

one focuses on the restriction of unhealthy foods within the school environment. 

We have a lot of dietitians that suggest giving small talk to students about 

healthy eating and they do come and give them advice. We always have this kind 

of sessions happening every now and then (School Nurse, Urban). 

 

The majority of participants have emphasised on the food restriction related to the obesity 

prevention; although a clear policy restricting unhealthy foods was lacking, participants reported 

having “rules” governing the provision of foods within their school cantina. 

They restricted lots of foods [silence] everything containing colouring agents 

were restricted, even the sodas and even the crisps that are still available were 

chosen to be grilled instead of fried. There’s a bit of organisation regarding the 

foods available, for example not every day there are pastries available or cheese 

manakish (Head-teacher, Rural). 

 

Only one participant explained the lack of a clear banning policy of unhealthy foods by stressing 

on the catering providers, who were deemed to prioritise profits over adolescent health. 

No, no, there isn’t regulations on the cantina. They did stop to sell Pepsi and 

similar stuffs, but they can’t just stop selling fries or custard or Jell-O for example. 

These stuffs, these snacks, they can’t stop selling them, but they stopped selling 

sodas (School Nurse, Urban). 
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Despite the majority of examples given in order to prevent obesity, majority of participants did 

not mention a whole-school approach or school based policies in the prevention of obesity. This 

was mainly due to obesity not being a priority area. 

No, it’s not a priority in our agenda, there’s a lot of different matters more 

important (Head-teacher, Urban). 
 
 

However, only one participant has emphasised the importance of adolescent’s physical and 

mental health, commenting on the need of a specialised professional to prevent obesity within 

the school environment. However, this was directly related to the extra cost on the school. 

We have thought about recruiting a dietitian who would be responsible of the 

cantina’s meal planning ensuring a minimal intake of added sugar for example, 

especially for the young kids […] It’s not a bad idea to recruit one dietitian to have 

an eye on all students instead of recruiting many dietitians, you know it’s an extra 

personnel and cost for the school but one dietitian is feasible […]Whenever we have 

an obese adolescent we would resolve it through a dietitian; she would be 

responsible for the entire school. It’s similar to the school’s psychologist because 

parents don’t want to pay for extra fees and people around them would know; I 

had here in the school around 40 students followed-up by the psychologist very 

discretely so we could do the same for the dietitian. It would be easier and better, 

and the kids would be okay with it instead of having to pay for a dietitian out of 

the school setting. Whenever there would be an obese adolescent she would 

recommend a dietary meal plan (Head-teacher, Urban). 

 

In means of preventing obesity, some participants have reported the challenges related to 

adolescents themselves. This was especially noted with the last year students not willing 

anymore to work by the rules. Some participants emphasised the adolescents’ lack of interest 

compromising any kind of activities for obesity prevention. 

If it’s enough, it should be two hours as in two classes of sports per week; we 

should work more on how to influence and motivate kids to do sports activities but 
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sometimes the problem is that we just let go you know. Especially at the end of 

their final year (Sports Coordinator, Urban). 

 
Here, in the recreational facility, for example, I took off all the basketball 

equipment, because it doesn’t mean anything to keep them. No one even consider 

playing, it’s sad. The more they grow up the more they stop doing any physical 

activity. In their last year, they care more about the prom and going out with the 

boys and girls, and they don’t even care about physical activity, sadly. I do 

remember two years ago I used to nag about the sound of the balls during recess 

time now no one even ask where they are, unfortunately (Head-teacher, Urban). 

 

We got a dietitian to help us in the menu; for a while we were sending them 

some kind of wheat soup as they requested as well, but the children didn’t like it 

and were not eating it, so they were sending them back and asked us to send 

different thing. You see? It’s not us that aren’t making the effort requested it’s the  

kids that aren’t eating this kind of healthy food and head-teachers start telling us 

not to send them again (Cantina Manager, Urban). 

 

Differences between private and public schools in the obesity prevention 

A distinction between the private and the public schools was deemed appropriate. In the obesity 

prevention, it appeared that a clear distinction between activities and policies for the obesity 

prevention was perceived. 

 

Private schools 

A distinction between private and public school obesity prevention was apparent. The lack of an 

obesity policy within the government, has led private schools to adopt distinct and individual 

interventions influenced by external parties’ profit. 

Some of the private schools have adopted health interventions such as the ban 

of unhealthy food sales but three-quarter of the private schools don’t have any. 
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This relates to each private school independently to the decisions they adopt; 

although it showed a positive difference in children behaviours when interventions 

are adopted (Ministry of Education). 

 

Another challenge in the obesity prevention was mentioned by a head-teacher was the 

inadequacy of the school dining room. This was directly related to the adolescents’ dislike of the 

cantina area. In addition, it appeared that a further challenge was the lack of provision of healthy 

food choices within the school cantina. 

Listen, the problem here in our school is that we don’t have a decent dining 

room, it’s not truly equipped like they should make it more colourful maybe put 

some nice colours choose some nice table and the kids will enjoy having lunch at 

school and not to forget that the menu should be planned and not all the time 

pasta […] if the ambiance and food were better of course all the children would eat 

here […] I’ll give you an example on the employees in our school, we stay 

sometimes until 4 or 5pm I go home starving and eat way much more than 

normally; if we had a decent cantina I would have lunch here and would have 

dinner instead when I go back home (Head-teacher, Urban). 

 
We tried to give fruits to the young children, mostly we give them bananas. We  

tried to give them apples, but they told us not to because the child cannot eat it 

and doesn’t like it so we’re only giving them bananas […] but until now we don’t 

sell fruits in the food shops. No one has suggested this yet (Cantina Manager, 

Urban). 

The main challenge faced by private schools in regards to the school catering, was the lack of 

surveillance on the type of foods sold within the school. A common emphasis on the need of a 

dietitian or nutritionist within the school environment was reflected on by the head-teacher. 

The cantina should be surveilled, it needs a constant follow up. And the 

surveillance should be done by a professional a specialist, a dietitian; not us (Head- 

teacher, Urban). 
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In addition, in the private schools, the ability to include nutrition lessons during class hours was 

compromised the by the lack of availability of time in the imposed curriculum. One head-teacher 

have proposed the addition of nutrition classes in the extra-curricular activities for a cost that 

was perceived affordable by the majority of the middle-class population. 

If you want to include nutrition in our curriculum, of course you can’t, but what 

we can do is to add it in the extra-curricular activities in the afternoon and it’s like 

nothing like 200$ the entire year; it’s affordable for kids. If you give them nutrition 

classes one or two times a week it would raise awareness and of course students 

would want to register in this activity (Head-teacher, Urban). 

 

Despite most participants emphasising the sports activities, restriction of unhealthy foods within 

the school environment and health educational component; one participant stressed the fact 

that most private schools have stopped the medical screening including the collection of weight 

and height of adolescents. This appeared to be a step backward in the obesity prevention. 

We asked most of the schools around us, and they don’t do medical screening 

for adolescents anymore (Head-teacher, Urban). 
 
 

Public schools 

Similar to the private schools, in the obesity prevention, public schools have also prioritised the 

importance of unhealthy food restriction within their school environment. In addition, it 

appeared that public schools were working on three components including parents within their 

obesity prevention plan. 

Now we are working on the foods available within the school environment, 

there was an old decision that we updated. This decision was related to the 

banning of certain foods from the food shops within the school environment. The 

intervention plan was signed in 2012 and was adopted in 2013; it bans the sales of 

unhealthy foods such as sodas, chips and you know everything else, and supports 

the consumption of healthy foods […]. Umm, as well we this intervention targets 
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parents so we are working on three main components: the environment, parents, 

and the students (Ministry of Education). 

 
However, as a major difference with the private schools, it appeared that a collaboration with an 

international organisation was pursued by the Ministry of Education to increase the availability 

of free healthy snacks within some of the public-school environment. 

We did an intervention in collaboration with the WFP, which consisted in the 

supply of healthy snacks amongst 39 schools. It was a pilot study in some public 

schools; we couldn’t include all schools because you know we need a budget 

especially that the snacks were given freely (Ministry of Education). 

 
In addition, it appeared that extra-curricular activities for the prevention of obesity were included 

within class hours dedicated for nutrition and for no extra-cost within the public schools. 

It’s the same curriculum. The difference is that the CERD24 (Centre for 

Educational Research and Development) develops the curriculum that the teachers  

should apply in school whilst we have like a health mentor that doesn’t teach only  

based on the curriculum instead he is responsible of extra-curricular activities 

which could be given in the classroom time or outside […]. This is how the health 

educator works and I told you that the nutrition curriculum has been set already 

but the health educator is responsible about it not the teacher (Ministry of 

Education). 

 
If you want, yea, there is now a nutrition component in the curriculum, but we 

are currently piloting its efficacy; at the end of the day, it should be a multi- 

component intervention relying on the partnership between the teacher and the 

health educator. One should be giving the knowledge and the other one will be 

 
 

24 The Centre for Educational Research and Development (CERD) is a national organisation charged with modernization 
and development of education, through educational policies and planning, as well as designing curricula and its 
requirements to form a learner and citizen at the same time. All is achieved through our collaboration with all stakeholders 
nationwide. 
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carrying the interactive activities with the students so together they make one 

entity. The curriculum intervention is under piloting and if it shows a positive 

change in behaviour or not (Ministry of Education). 

 

In relation to the medical screening, it appeared that public schools were undergoing yearly 

medical screening collecting adolescents’ BMI. This was positively related to the prevention of 

obesity. 

Yes, we don’t have nurses in public schools; instead, we have a health educator  

that covers the nurse duties. The health educator collects the weight and height of 

the students, so he is responsible, if you want, on the implementation of the school  

health programme […]. We have a yearly medical screening in public schools, we 

collect the children weight and height and calculate their BMI (Ministry of 

Education). 

 

Ministerial decisions and interventions 

As highlighted previously concerning the issue of obesity, it seemed that appropriate work within 

the Ministry of Education were undertaken to prevent adolescents’ obesity. 

I can assure you there’s a lot of work in progress in regards to this matter, I can 

assure you serious work is being carried in public schools and the Ministry of 

Education is working seriously because we are aware of the critical nature of this 

subject and the health risks implicated with obesity (Ministry of Education). 

 
Ministerial decisions regarding adolescent obesity prevention within the school environments 

appeared to be only targeted and implemented in public schools only. 

We only have plans for the public schools, because private schools, if you want, 

have their own policies and strategies and there’s a lot of private schools who are 

working on this matter. So, in our school health programme we only focus on the 

public schools (Ministry of Education). 
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Despite the fact that ministerial decisions were only planned and implemented within public 

schools, it appeared that a policy for the prevention of adolescent obesity was added within the 

Ministry of Education agenda. The policy will therefore be implemented in both private and 

public schools. 

Currently, the Ministry of Education is working again on updating the decision 

signed in 2012 because small gaps have been shown, so, now this is what we’re 

working on in addition to include in this intervention not only public schools but all 

private schools as well. Before, it only used to include public schools but now we 

want to include private schools as well […] It used to be an intervention now we’re 

working towards making it a policy because it’s way much more powerful so it will 

affect more things (Ministry of Education). 

 

The inclusion of the nutrition component in the official curriculum was mentioned by one 

participant as a positive initiative in the prevention of obesity. As the curriculum is imposed on 

both private and public schools, one participant expressed the positive effect it could generate 

in the prevention of adolescents’ obesity. 

It’s throughout the CERD, when the nutrition component is included in the CERD 

all the schools will have to implement the imposed curriculum whether they are 

private or public schools. Now, the curriculum is being studied and updated in the 

Centre. This is how you can implement nutrition classes because if you just try to 

impose extracurricular component like nutrition classes on the private schools they 

just won’t do it because this is up to each school alone. But when it comes to the 

imposed curriculum, it can make a change. The curriculum is currently being 

updated, how much it could take time I have no idea (Ministry of Education). 

 

The ministry doesn’t impose, but the fact that if nutrition was integrated in the 

curriculum, then the private schools will have to include these classes and there 

will be a completion amongst schools which one has a dietitian and which is doing 

their job better. This could increase the competition between schools, and they will 
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be more encouraged to recruit a dietitian. Here, in the region no school has 

recruited already a dietitian. They don’t even have a cantina in their schools. The 

cantina is a positive thing, but it needs to be surveilled by a dietitian so it can count 

as a positive thing in the prevention of obesity (Head-teacher, Urban). 

 

b. Competing priorities 

Majority of participants have stressed on the educational and academic outcomes as a main 

priority of the school, playing as a major barrier to work on adolescents’ health and obesity 

prevention in private schools. This was further expressed by participants focusing on the 

governmental role in shaping the curriculum and focusing on academic achievement instead of 

adolescents’ health. However, willingness to positively influence adolescents and the moral 

obligation of teachers within the school was expressed by one participant. 

It should be a priority because at the end of the day the most important thing 

is health but sometimes the priority is given to other things as in educational more 

unless we decided that the yearly goal would be a certain subject beside the 

education you know? (Sports Coordinator, Urban). 

 
We work on all components, you can’t say something has a priority, we work 

at the same time on all levels related to health issues for all ages. There’s the 

reproductive health, nutrition, personal hygiene, oral health etc.… (Ministry of 

Education). 

 

No, we can’t consider nutrition classes, because our curriculum is already very  

dense, and we have barely time to get it done […] I think we could opt for extra- 

curricular activities in the afternoon, and it would be good (Head-teacher, Urban). 

 
Although previously participants expressed the inability to prioritise adolescents’ health and the 

prevention of obesity over academic achievement, contradictory statement from the same 

participants were perceived in regards to the priority in the prevention of obesity. 
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Of course, everything related to the child’s safety is our priority, 100% our 

priority. Umm, now we took umm the children security as our main priority then 

their education. By security we mean, the electricity, the environment 

infrastructure, the food, and obesity. By obesity we mean the way of eating that 

could inhibit obesity this is included in the student’s security (Head-teacher, 

Urban). 

 

The majority of participants have agreed on the competing priorities between the school catering 

profit and the adolescents’ health. Most felt that the cantina plays a major role in adolescents’ 

obesity prevention and felt the need for action. 

Yes, the school cantina is an independent body from the school’s 

administration. But this year we are planning to exhibit new offers from different 

parties and whoever proposes the best offer with the best quality wins it. The most 

important thing should be hygiene, quality, the quantity everything, everything, 

now isn’t as we want it. We pity the students (Head-teacher, Urban). 

 

If the cantina was under the school’s responsibility, of course there would be 

an increased organisation […] here, it’s rented, so you just can’t restrict all kind of  

foods; at the end of the day, it has to be lucrative and the person renting this shop 

has to gain enough money to afford the rental. Or it could be taken by the school, 

and a person from the school will be working in it; that way we could increase the 

organisation and have enough power to impose the food we want to sell (Head- 

teacher, Rural). 

 
c. Teachers’ interest and role modelling 

Discussions of the aspect and the effect of role modelling within the school setting was of great 

interest amongst majority of participants. Different opinions on the positive and negative role of 

teachers on adolescents’ behaviours were showcased. Some participants emphasised on the role 

of teachers in influencing pupils’ healthy behaviours. 
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Kids are very influenced by their teachers, so the nutritionist should be a 

teacher and he will be influenced by the teacher even more than their mother […] 

the teacher will explain to them the benefits of a certain food and especially if the 

kid loves the teacher, she can influence them (School Nurse, Urban). 

 

One participant has reflected on their own lifestyle behaviours within the school environment, 

as playing an indirect role in setting example for students. 

Yes, the other one is not a cantina, it’s the club’s restaurant but we, all the 

teachers, now order food from there (Head-teacher, Urban). 
 
 

In addition, some participants have argued the role of teachers within the obesity prevention. 

Participants expressed the lack of teachers’ interest in taking part in the prevention in addition 

to their lack of interest and awareness on the obesity problem. 

It’s not our duty to supervise the cantina (Head-teacher, Urban). 
 
 

[…] You can find that the teachers are not cooperative, all they think about is 

how they are going to finish their curriculum on time, and they don’t care about 

anything else. So, here it depends on the level of awareness of each person inside 

the school environment and how much they know about this issue and how much 

it’s risky. The more they are aware the more cooperative they are. So, there should 

be awareness sessions; both teachers and school principals should be aware of the 

problem (Ministry of Education). 

 

[…] For example, the teacher in charge of surveilling children during recess time 

does not have enough experience in ways of encouraging children to participate in 

physical activities or to even plan on some activities (Head-teacher, Rural). 
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d. Schools principals’ leaderships 

Within the school environment, one participant emphasised the importance of decision making 

and leadership. It appeared that the action contributing to adolescent obesity prevention was 

solely relying on the principal’s attitude and knowledge. 

The school principal is like the head of the pyramid, so as much as he is 

cooperative and aware of the problem the more he will cooperate. So, what we 

need here is that school principals should be aware of the problem and giving it 

the same priority as any other educational hour. The same thing applies to 

teachers (Ministry of Education). 

 

Within the obesity prevention strategies, one head-teacher emphasised the fact that it is not the  

responsibility of the head-teachers or teachers to surveille the food sold in the cantina. The 

responsibility was put on the school or a professional in the field. 

It’s not our responsibility to surveille the cantina (Head-teacher, Urban). 
 
 

The school responsibility of the children’s safety was expressed by one participant, emphasising 

the responsibility the school should take into consideration before setting an intervention plan 

for obesity prevention. 

If the school were to encourage children to go back home on foot it will have 

to take a complete responsibility of their safety like indirectly it has to give the 

parents feeling of safety regarding their children (Head-teacher, Rural). 

 

In summary, the final theme has exhibited the role of the school environment in the prevention 

of adolescents’ obesity, showcasing different actions and activities contributing to the prevention 

of excessive weight. However, complexities of role modelling, awareness and priorities have 

affected the willingness and effectiveness of obesity prevention within the school environment.
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6.3 DISCUSSION 
 

This study set out to investigate Lebanese stakeholders’ perceptions on adolescents’ obesity 

prevention and the factors influencing their eating behaviours in a nutrition transition phase. The 

findings provide insights on an area that has not been comprehensively explored and where the 

provision of more information from qualitative approaches, could be useful for research, 

recommendations and policies wishing to improve adolescents’ eating behaviours, specially, in 

the Lebanese framework today. 

 
RQ6: Are stakeholders aware of the obesity problem? 

 
Interviews have shown that majority of stakeholders recognise the effect of nutritional transition  

and the increasing problem of obesity amongst adolescents in Lebanon (Chakar & Salameh, 2007;   

Hamadeh & ElZein, 2011; Sibai et al., 2003). However, and in accordance with the literature, 

variations between the level of concern amongst stakeholders and the scale of obesity within 

their own school environment were apparent (Clarke et al., 2015; Todd et al., 2015). A majority 

of stakeholders perceived that obesity was a problem affecting only a minority of students within  

their school environment; which was also in accordance with another research (Todd et al., 2015). 

However, in the literature, school stakeholders have been shown to underestimate the scale of 

the problem of adolescents’ obesity, due to the inaccuracy of visual assessment or to the 

normalisation of excess weight (Burke et al., 2010; Jones et al., 2011). Amidst the literature scarce 

research, it is not possible to generalise findings on whether or not key stakeholders are able to 

recognise excess weight amongst adolescents. 

 
The need for public health specialists to increase awareness and knowledge amongst school 

stakeholders regarding adolescents’ obesity is of great priority taking into consideration the 

underestimation of obesity within their school setting. This could suggest, that in the lack of 

awareness and knowledge about the scale of the problem, key stakeholders are unlikely to 

implement responses and prevention interventions (Clarke et al., 2015). However, in these 
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interviews, it appeared that stakeholders were worried about adolescents’ unhealthy dietary 

behaviours and increase in sedentary lifestyle, especially in regards to the increased consumption 

of Western food and the lack of physical activity outside of the school environment. 

Contradictory views on the physical activity within the school environment was perceived 

amongst stakeholders. While some stakeholders highlighted the increasingly sedentary 

behaviours of adolescents, others reported an adequate physical activity within and outside of 

the school environment. Epidemiological studies evidence the decrease in physical activity during 

adolescence in both genders (Harding et al., 2015; Morton et al., 2015). Concerns about the 

increased consumption of unhealthy foods were predominantly highlighted amongst 

stakeholders in the urban area. Similar results were shown in a study in the United States 

exploring the perception of head-teachers regarding adolescents’ dietary behaviours (Tripp & 

Choi, 2014). 

 

Although concern regarding the obesity scale within the school environment was limited, 

stakeholders showed concern regarding adolescents’ dietary behaviours and sedentary lifestyle 

which in turn are main factors in influencing adolescents’ weight. Therefore, concerns raised by 

stakeholders could prove their willingness to address adolescents’ obesity causation thus 

presenting an opportunity for public health professionals and policymakers involved in obesity 

prevention. 

 
RQ7: Whose responsibility is it to prevent obesity? 

 
Although the majority of stakeholders agreed on the significant social influence on adolescents’ 

personal behaviours (McDonald et al., 2013), stakeholders in this research believed that parents 

are mainly responsible for the adolescents’ obesity problem in Lebanon. Blaming parents for the  

obesity problem has been increasingly ascertained in many research, becoming a significant 

barrier for obesity prevention programmes (Power et al., 2010; Seidell & Halberstadt, 2015; 

Wolfson et al., 2015). The majority of stakeholders focused on the individual responsibility in the 

prevention of obesity, overlooking the environmental factors leading to adolescents’ obesity (Kirk 

et al., 2010). Yet, in this research, stakeholders’ ability to determine environmental factors 
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leading to obesity was apparent. The belief leading to the individualisation of responsibility for 

the obesity problem may have an impact on policy focus and compromise the involvement of 

different parties in the prevention of adolescents’ obesity (Clarke et al., 2015; Kirk et al., 2010; 

Monterrosa et al., 2015). 

 

Previous studies have related the excessive child’s weight with the lack of parental control; 

therefore, the need to increase parents’ awareness on adolescents’ diet and health (Hendy & 

Williams, 2012). Based on the stakeholders’ interviews, parents in Lebanon have been mostly 

blamed for the obesity problem followed by the responsibility of adolescents’ themselves. This 

finding is in accordance with the literature in different parts of the world (Gard, 2004; Seidell & 

Halberstadt, 2015; Wolfson et al., 2015). 

 

The impact of the school’s environment on adolescents’ obesity has been controversial in the 

literature, with some research claiming no effect at all (Turner et al., 2015; Waters et al., 2011). 

Therefore, a multi-sectoral approach to the obesity problem embracing the different 

determinants to the obesity problem including home environment, community features and the 

governmental role is needed (Huang & Glass, 2008). The multi-sectoral approach builds on a 

mindset more conducive to adolescents’ obesity prevention underlining the shared responsibility 

of different actors in obesity prevention (Borys et al., 2011). However, during the interviews, one 

stakeholder perceived the duplication of work and lack of cooperation between key stakeholders 

within the multi-sectoral approach as a main barrier to the obesity prevention. Stakeholders in 

this research identified similar barriers and conditions for the development of health promotion  

policies cited in different studies around the world (Lee et al., 2017; Richard et al., 2011; Simard  

& Deschesnes, 2011). One of the most important factors in health promotion and the prevention 

of obesity is the multidisciplinary team action ensuring the participation of the entire community 

and the increase in knowledge and skills amongst participants. 

In addition, previous research on multi-sectoral prevention policies has emphasised on the 

importance of strong leadership, budgeting, prioritisation of tasks and the effective 

communication between key stakeholders (Borys et al., 2011; Bozlak et al., 2015). To conclude, 
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the shift from the individual responsibility towards environmental influences is needed for the 

success of multi-sectoral interventions and policies addressing both nutrition and physical activity 

amongst adolescents in schools and the wider environment (Barry et al., 2013; Gittelsohn & 

Kumar, 2007). 

 
RQ8: Do stakeholders perceive the school setting as an obesogenic environment? 

 
From the research findings, various determinants affecting adolescents’ nutrition and physical 

activity were described by stakeholders. A number of similarities and differences were spotted 

amongst stakeholders’ opinions. The main specific determinants leading to an obesogenic 

environment and therefore increasing adolescents’ obesity were pointed out by stakeholders, 

requiring the adoption and creation of explicit policy and interventions. A model showcasing the 

different elements contributing to the obesogenic environment surrounding adolescent was 

created (see fig.6.1). This model was created based on the stakeholders’ interviews and emergent 

themes emphasising on the two key elements to obesity prevention: nutrition and physical 

activity. Both key elements are explored in relation to the internal and external environment to 

the school, since focusing on the internal school environment alone does not address upstream 

environmental factors affecting adolescents’ eating and lifestyle behaviours (Gittelsohn & Kumar, 

2007). 

 
This model consists of internal and external environment to the school setting, providing an 

overview of the elements within the school environment that need to be further considered by 

public health workers and policymakers. Within the internal nutrition environment subsists the 

cantina service, food or snacks packed from home, availability of Western food, the nutrition 

curriculum, and policies. In this research, it was found that the majority of stakeholders 

recognised the obesogenic school environment stressing the negative role of the school cantinas. 
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Fig.6.1 The obesogenic environment. 
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some minor rules and regulations existed within each independent institution. Previous studies 

have emphasised the importance of school meals contributing to 40% of the adolescents’ daily 

nutrient needs (Belot & James, 2011; Story et al., 2006). In addition, meals consumed during 
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though, data collection and observation were only collected from private schools in both urban 

and rural areas. 

 
In the external environment, outside the school gate, the availability of fast-food restaurants and 

vendors at proximity of schools in both urban and rural areas in Lebanon was also mentioned by 

some stakeholders; stressing on the need for governmental regulations and policies banning food 

vendors at proximity of the schools’ environment as a potential tool for health promotion. A study 

by Walton et al. (2010), has expressed the negative effect of street food vendors outside the 

school gate as it undermines the nutritional knowledge acquired in school. Food vendors, outside 

the school gate selling mainly unhealthy foods and drinks, are perceived to challenge the school’s 

internal policies and food banning and restriction as adolescents can still procure themselves 

banned foods and drinks on their way to school (Fraser et al., 2011; Lobstein et al., 2015; WHO, 

2016c). As some stakeholders argue that greatest influence on adolescents’ dietary behaviours 

and obesity actually lies outside of the school environment, public health policies should target 

to improve the wider environment as well (Wang et al., 2013; WHO, 2016c). Therefore, the 

research approach did not only explore the internal environment of the school, surrounding the 

adolescent, but its external environment as well ensuring a complete assessment of what could 

be improved for adolescents’ obesity prevention. 

 

Regarding the environment related to adolescents’ physical activity, the internal environment 

consisted of the sports and showers facilities, the physical activity policy, the compulsory physical 

activity curriculum, recess exercise and the play area facilities. The majority of stakeholders 

regarded the physical classes as sufficient within the curriculum, yet the majority have 

emphasised the lack of adolescents’ activity within recess time. However, the availability of sports 

facilities during recess time appeared to be very limited for this age group. Previous research has 

related positive physical activity habits with the availability and accessibility to sports facilities 

within the school environment (Chomitz et al., 2011). In addition, physical activity during recess 

time appeared to account for about 5 to 40% of the daily physical activity needed amongst young 

people (Mota et al., 2005). In the external environment, stakeholders attributed 
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the lack of physical activity to the lack of safety and cold weather in the rural area. The majority 

of stakeholders acknowledged the importance of walking to school, however, most of them 

accepted the lack of physical activity and the increase in sedentary behaviours when compared 

with previous generations. 

 

As stakeholders identified the role of the school in ensuring the students’ safety, walking, or 

cycling to school appeared to be a complex intervention. According to WHO (2018), effective 

national policy responses to increase physical activity participation must address multiple factors  

including individual characteristics such as knowledge and preferences in addition to the wider 

sociocultural characteristics such as the family context, social norms, traditions, and physical 

environments. Additionally, an effective policy response for increasing physical activity must 

include a wide range of policies and partners to achieve the desired change, therefore, 

acknowledging the importance of health in all policies (WHO, 2018a). 

 
RQ9: What are the stakeholders’ perceptions of the environmental factors affecting 
adolescents’ obesity? 

 
The majority of stakeholders have emphasised the increased role of the outer environment in 

the obesity problem. Although some stakeholders mentioned the importance of the school 

environment an increased emphasis was made on the outer environment (Butland & Jebb, 2007; 

WHO, 2012). Stakeholders identified different aspects of the environment to play a negative role 

on adolescents’ eating behaviours perceived as ‘obesogenic environment’; these are summarised 

and presented in Figure 6.2. 

 
The existence of an ‘obesogenic environment’ is defined as the “sum of the influences that the 

surroundings, opportunities or conditions of life have on promoting obesity in individuals and 

populations” (Swinburn et al., 1999; Swinburn et al., 2011). Factors proposed by stakeholders can 

be understood within the Social Ecological Model (SEM) and Bronfenbrenner’s Ecological 

Systems Theory (Bronfenbrenner, 1979; McLeroy et al., 1988). Regarding the food culture in 

Lebanon, the majority of stakeholders have identified the increased availability and accessibility 

of Western food and fast food to adolescents. Perceived as one of the major risk factors for 
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adolescents’ obesity, fast food access and delivery is broadly available within both urban and 

rural areas in Lebanon whether from an international restaurant chain or a local food shop. In 

addition to the increased availability of Western type restaurants, few stakeholders commented 

on the Lebanese culture of generosity in regards to food hospitality; this was especially related 

to the older generation such as grandparents offering increased serving sizes of food. 
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In terms of the home environment, parents were perceived as one of the most influential factors 

on adolescents’ obesity; which is in accordance with previous research (Nollen et al., 2007; Todd 

et al., 2015). The decreased parental control due to adolescents’ increased freedom and lack of 

parental time due to working hours have led to the increased fast-food delivery and processed 

foods within the home environment. In addition, some stakeholders have underlined the 

importance and the need for parental awareness sessions on healthy eating and physical activity. 

In contrast, it appeared that public schools in Lebanon were raising awareness amongst parents 

as well, an initiative lacking in private schools. 

 
In respect to the role of media, the majority of stakeholders have highlighted the negative role 

played by media advertisement and social media platforms in advertising unhealthy lifestyles and 

unhealthy Western foods. A recent technique was the use of popular and famous personalities 

in the country to advertise Western type restaurants to adolescents. Conversely, the use of social 

media platforms and advertising could also be used in the spread of awareness and healthy 

lifestyles. Additionally, the increased accessibility to social media have led to a decrease in 

physical activities amongst youngsters, a problem stated by the majority of stakeholders. 

 

The reduced physical activity amongst adolescents was also attributed to the lack of public 

facilities within the country in both urban and rural areas. It appeared that, in addition to the lack 

of public facilities, safety was one of the main barriers to outside physical activity. In contrast 

with the older generation, a reduced number of adolescents walked to school, especially in the 

urban area. The majority of stakeholders have stressed on the need of a multi-sectoral and 

national strategy to combat adolescents’ obesity. Private school community stakeholders have 

specially accentuated on the need for policies by the Ministry of Education such as the inclusion 

of nutrition in the official curriculum, the obligation to recruit a dietitian as a full-time member 

staff within the school environment, the change of school-hours, the reduction of after-school 

studies and the increased hours of sport classes per week. 

 

Regarding the school environment, stakeholders exhibited the focus on academic achievement, 

perceiving the obesity prevention as a secondary responsibility; therefore, accentuating the need 
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for an imposed nutritional curriculum by the Ministry of Education. Similar results were shown in 

a previous study by Morgan and Hansen (2008), who identified the increased focus on academic 

achievement as a barrier for health promotion within the school setting. Another factor stated by 

some stakeholders involved teachers’ training and awareness on adolescents’ obesity 

prevention. Praised as the most influential component on students, teachers’ key role in the 

prevention of obesity has been presented in several studies (Hernandez, 2014; Smolak, 2001). 

Teachers’ attitude and behaviours towards healthy eating and physical activity are expected to 

influence adolescents positively; therefore, the teachers’ lack of knowledge about obesity 

prevention has been perceived as a main barrier in school prevention programmes (Hernandez, 

2014; Neumark-Sztainer et al., 1999). 

 

Within the school environment the school nurse has been identified to play a negative role in the 

prevention of adolescents’ obesity, increasing the stigmatisation amongst adolescents with 

overweight and obesity. Required trainings and awareness amongst school nurses and teachers 

have been identified to potentially prevent these undesirable actions (Schroeder, 2017). 

 

A distinction between the private and public schools’ awareness and regulation regarding obesity 

prevention was apparent in the stakeholders’ analysis. Based on the stakeholders’ interviews, 

Figure 6.3 summarises the differences in obesity prevention interventions between private, 

public, urban, and rural school environment. 

 
In relation to the obesity prevention, the main difference was the high reliance on the school 

principals’ effort and awareness of the obesity problem in private schools while public schools 

depended on the Ministerial interventions including the Ministry of Education and the Ministry 

of Health. 
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Figure 6.3 Differences in obesity prevention interventions across Lebanese schools 
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preventive action, on a wide range of adolescent health and well-being issues, including obesity. 

Stakeholders from both public and private schools in Lebanon stated the lack of national budget 

as the main barrier for the children and adolescents’ obesity prevention programmes. These 

barriers were very common in other research on obesity prevention programmes (Barry et al., 

2013; Borys et al., 2011). Additional challenges for school based preventative action were 

proposed as poor role modelling amongst school staff within key obesity stakeholders such as 

school nurses and school dietitians, who are viewed as able to support school-based obesity 

prevention. 

 

Despite the identified multi-causal nature of obesity, stakeholders attributed the primary 

responsibility for its prevention to parents and adolescents themselves; however, stakeholders 

did acknowledge schools as an important setting for improving adolescent lifestyle behaviours 

and consequently the prevention of obesity. Other key stakeholders were proposed as needing 

to play an important role, namely the food industry and the government. Stakeholders 

encouraged the importance of future public health action and interventions to be delivered 

across a variety of settings. 
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CHAPTER 7: CONCLUSION AND RECOMMENDATIONS 
 
 

7.1 INTRODUCTION 
 

In this thesis, three studies were conducted to answer the main research question: Is the nutrition 

transition affecting adolescents’ eating behaviours in both urban and rural area, and if so, what 

are the perceptions related to adolescent obesity? The first qualitative study examined the 

perception of adolescents on their eating and lifestyle behaviours amid the nutrition transition 

in both urban and rural areas of Lebanon. While the second study provided in- depth information 

on stakeholders’ perception about adolescents’ obesity and the opportunities and barriers for its 

prevention in Lebanon; this provided insights to inform potential strategies to enhance the scope 

of adolescent obesity prevention in Lebanon. 

 
Extensive discussions of the specific findings were presented in chapters 5 and 6; this chapter 

presents a general discussion of the thesis. 

 

7.2 GENERAL FINDINGS AND DISCUSSION 
 

This study has revealed and engaged with the varied conceptualisations of obesity causation 

amongst adolescents, in both urban and rural areas, amid the nutrition transition in LMICs. 

Adolescent obesity is a serious public health issue; it is acknowledged that the causes of obesity 

are complex and multifactorial involving genetic, behavioural, and environmental factors 

throughout the life course (Jebb et al., 2007; Lobstein & McPherson, 2016). Systematic reviews 

and meta-analyses addressing the various determinants of obesity and the ways in which 

particular interventions are implemented or challenged have been reported with schools 

identified as the key setting for preventive action (Katz et al., 2008) however none to date have 

explored this in the context of the Lebanese adolescents themselves clearly justifying the need 

for the present study. In keeping with the literature on the different rate of nutrition transition 



220  

between rural and urban environments further justifies the consideration of both contexts. This 

study collects insights of both adolescents and key stakeholders stressing the role of 

globalisation, Westernisation, cultural shifts, lifestyles, and food marketing in shaping 

perceptions and eating behaviours. The dramatic changes affecting both urban and rural areas 

regarding the number of meals consumed away from home, the increase in fast-food 

consumption and the increase in sedentary lifestyles have created new challenges in relation to 

adolescent obesity prevention in LMICs.  

 

The results presented in the first study showed the impact of the people and the surrounding 

environment on adolescents’ eating behaviours. Results from the first study showed overall 

similar determinants to obesity in both urban and rural areas highlighting the effect of the 

nutrition transition in both areas, as a country wide effect. The thematic analysis of the first study, 

exploring adolescents’ lifestyle and eating behaviours and their influencing factors, resulted in the 

emergence of seven overarching themes of interest: 

 

1. Weekdays versus weekends; 

2. Western food: a declaration of autonomy? proof of freedom; 

3. Self-indulgence or health motivators? 

4. The outer environment; 

5. The school environment; 

6. Social influence; 

7. Adolescence: a complex life stage. 
 
 

The second study identified several key stakeholders such as the school nurse, the school 

director, and the Ministry of Education as critical for determining whether and how a school and 

the surrounding environment of adolescents contributes to the prevention of obesity, which 

concurs  with the relevant literature (Ganter et al., 2019). Moreover, research on stakeholders’ 

views on adolescent obesity in Lebanon is scarce; providing further justification for this thesis to 

explore stakeholders’ views on adolescent obesity and its prevention.  
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The thematic analysis of the third study exploring stakeholders’ perception on adolescent obesity 

generated four overarching themes to inform recommendations for policy and practice: 

 

1. Perception of adolescent obesity and lifestyle behaviour; 

2. The influence of place; 

3. Responsibility and burden-sharing; 

4. The school setting. 
 
 

The majority of stakeholders stressed the effect of the rapid nutrition transition affecting 

adolescents’ environment and the insufficient preparedness of both the government and the 

system in responding to it. Both studies used a qualitative design to examine the ways the 

nutrition transition influenced both urban and rural environments in Lebanon and the ways in 

which obesity prevention could be incorporated into the adolescents’ environments. 

 
 

Objective 1. To examine the nutrition transition effect on adolescents’ eating and 
lifestyle behaviours in both urban and rural environments in Lebanon. 

 
 

The results presented in studies 1 and 2 showed that adolescents’ eating behaviours in the urban 

and rural areas in Lebanon were both affected by the nutrition transition. They indicated that 

there has been a change in dietary behaviours in both areas including an increased consumption 

of ultra-processed foods and eating away from home, which suggests a shift away from 

traditional dietary practices consistent with the stages of nutrition transition. The drastic change 

in adolescents’ dietary behaviours, blamed on urbanisation, was also recognised in study 2 by 

stakeholders as a major causation for obesity. Furthermore, study 1 revealed that adolescents in 

the rural area were engaging in unhealthier dietary behaviours compared with their urban 

counterparts such as increased consumption of fast foods.   
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This is in accordance with the literature whereby cheap ultra-processed foods are now widely 

available in rural areas of LMICs; therefore, reducing dietary behaviour differences between areas 

(Popkin et al., 2020). Yet, study 2 showed that stakeholders seemed to have an idealistic image 

of the situation in the rural area, as less of an issue, overlooking the need to target adolescents 

in this area. Studies in Lebanon investigating the geographical disparities of obesity are still very 

scarce; only one study showed healthier dietary behaviours amongst adolescents in the rural area 

(Zeidan, 2007). 

 

 It has long been thought that people residing in the rural area are physically more active, given the 

fact that they are more prone to working in farms and forestry, and healthier as they mainly 

consume local products from their own farms (Popkin, 2020). However, most of the policies and 

research stress tackling the drivers of obesity in the urban area while neglecting or denying its 

need in the rural area, although people living in the rural area are more exposed to the 

determinants of obesity (Popkin et al., 2020). This finding is fundamental since majority of obesity 

prevention programmes around the world have been targeted to address urban obesity creating 

a major global gap related to rural obesity prevention (Popkin et al., 2020). Therefore, policy 

efforts and research should start by spreading knowledge and awareness amongst stakeholders 

and policymakers on the need to tackle the obesity problem in both urban and rural areas of 

Lebanon; given the fact that Lebanon is a small country, stakeholders expect minor differences 

between areas. To add-on, drafting multiple national policies that are rurally focused such as 

including fiscal and regulatory approaches, school-food controls and labels on ultra-processed 

foods and marketing controls is warranted to impact people’s behaviour (Popkin et al., 2020). 
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Objective 2. To investigate the environment influence on adolescents’ obesity 
causations. 

 
Research suggests causes of obesity amongst adolescents in LMICs such as Lebanon are best 

addressed by a multidimensional standpoint that takes into consideration the role of cultural 

influences, social milieu, societal norms, and public policies in creating obesogenic tendencies 

within an ecological framework (Lobstein et al., 2004). 

 
1. Adolescent preference and social identity 

The first study has revealed barriers and facilitating factors for healthier behaviours perceived by 

adolescents. Study 1 showed that the most influential factors of adolescents eating behaviours 

relate to the interpersonal and community level in the socio-ecological model. For instance, peer 

pressure and peer surveillance were identified in study 1 to be acting as barriers for healthier 

eating behaviours and correlated with unhealthier eating practices; adolescents were found to 

discuss their food intake with their peers as they shared food (study 1). The present finding 

provide evidence on the importance of peers and role modelling for behaviour change amongst 

adolescents; this concurs with a systematic review by Chung et al. (2017). In addition, the 

consumption of Western foods emerged as a social status and identity creation amongst youth 

in Lebanon as a way to show freedom, autonomy, modernisation, and a higher economic status 

(study 1). In contrast, family time and eating at home was positively correlated with healthier 

eating behaviours and traditional Lebanese food (study 1). The findings from study 2 confirmed 

the findings of the earlier qualitative study (study 1). The majority of stakeholders perceived 

Western foods and eating away from home as one of the major determinants to obesity amongst 

Lebanese adolescents. The respondents’ view that Western food outlets are a key player in 

adolescent obesity suggests their increased responsibility on personal choices and behaviour 

rather than dealing with the environment surrounding adolescents. 

 
2. Marketing of Western type foods 

Studies 1 and 2 examined both adolescents’ and stakeholders’ views regarding the marketing of 

Western foods to young people. In study 1, urban adolescents highlighted the increased digital 
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marketing of Western restaurants especially on social media platforms. Adolescents mentioned 

the use of celebrities and the efficacy of social influencers in the promotion of Western food 

outlets emphasising the influence on their dietary behaviours. The adolescents’ awareness of the 

marketing techniques and use of celebrities in the marketing of ultra-processed Western foods 

did not appear to refrain them from trying these food outlets. On the other hand, rural 

adolescents’ awareness regarding marketing techniques related to celebrities and the openings 

of new trendy Western restaurants reflects a critical behaviour amongst this age group. The 

findings from Study 1 showed that there is a great difference between areas relating to online 

food marketing techniques aimed at adolescents. However, the findings from Study 2, revealed 

the unawareness of stakeholders’ responsibility and effect of online marketing on adolescents’ 

eating behaviours. For instance, in the third study, stakeholders’ critical comprehension of local 

food systems’ indirect promotions to adolescents using local celebrities and ‘influencers’ to set 

unhealthy food trends was lacking. This result shows the importance of spreading knowledge 

amongst stakeholders on the influence of digital marketing and the use of national celebrities in 

influencing adolescents’ dietary behaviours. The review of literature regarding public policies in 

Lebanon and more specifically marketing policies to youth showed that there is little known 

about the new marketing techniques used to influence this age group. For example, regarding 

food marketing on social media, stakeholders placed less importance on its causal role of obesity 

amongst adolescents. Little has been reported on stakeholders’ perceptions about food 

marketing and environmental influences on adolescents’ obesity in Lebanon; it is, therefore, a 

novel finding. The current findings, then, throw some new light on those aspects of digital 

marketing within the nutrition transition that are likely to be relevant in the obesity agenda 

prevention. 

 

3. Western food outlets and geospatial proximity 

On the community level in the socio-ecological model, the proximity of Western type restaurants, 

especially to schools, was identified to influence adolescents’ behaviours in both urban and rural 

areas (Study 1 and 2). Stakeholders complained on the adolescents’ excessive intake of Western 

unhealthy foods and the need to act upon it (Study 2). Eating away from home, in food outlets at 
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proximity of schools, was more frequent in the rural area compared with the urban area; this 

might be due to the cheap availability of ultra-processed foods. This is in accordance with the 

literature, where studies correlated living at proximity of food outlets offering unhealthy options 

with increased weight (Laska et al., 2010; Leung et al., 2011). However, stakeholders did not 

acknowledge food outlets at proximity of schools as a risk factor for unhealthy eating behaviours. 

In addition, majority of urban stakeholders, did not recognise the availability of food outlets 

selling ultra-processed foods in the rural area (study 2). 

 

4. Lack of transportation 

Both studies have revealed the lack of public transportation as another component of 

adolescents’ environment in Lebanon. This lack of transportation in LMICs appeared to have 

distinct implication between regions on adolescents’ lifestyle behaviours. In the urban area, the 

lack of transportation has resulted in a decreased consumption of unhealthy Western foods away 

from home during weekdays and an increased consumption on weekends. In the rural area, this 

has resulted in the increased physical activity of adolescents which is due to the proximity of 

schools to their households. However, the increased physical activity in rural areas and the lack 

of transportation resulted in the increased consumption of ultra-processed foods away from 

home during weekdays (study 1 and 2). 

 
5. Lack of public facilities 

Study 1 and 2, found that the lack of public facilities such as public parks, pedestrian and cycling 

routes, public sports courts were a major barrier for physical activity amongst youth. Both 

adolescents and stakeholders emphasised the lack of activities available for adolescents with 

their peers in Lebanon, making food and beverage their only hobby. For instance, the lack of 

safety and pedestrian routes was a barrier for adolescents to go walking or cycling to school. Yet, 

in an interview with a stakeholder in the rural area, study 2 found that the construction of car- 

free path walk and cycling routes were on the municipalities’ agenda. This was explained by the 

personal motivation of the person in charge and their enthusiasm for physical activity rather than 

a nationally planned intervention. This means the integration of intervention in the prevention 
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of obesity relies on the individual’s knowledge and attitude. In other words, each entity in 

Lebanon has a considerable amount of autonomy to develop intervention in the promotion of 

health. This suggests that there are good opportunities for the improvement of the surrounding 

environment and the integration of health in all policies and agendas in Lebanon. 

Recommendations and proposed actions will be further discussed in the next section. 

 
Objective 3: To investigate the current schools’ environments in Lebanon 

 
In the third study stakeholders acknowledged the rapid increase in obesity prevalence especially 

amongst children and adolescents in Lebanon; however, they did not acknowledge this increase 

in obesity amongst pupils in their own school. Suggesting an element of ‘otherness’ in 

adolescents’ understanding of their behaviour relating to obesity prevention within the school 

setting. 

 
Study 1 has revealed that the schools’ environments, as perceived by adolescents, were positively 

correlated with unhealthy dietary behaviours in both areas. In study 2, stakeholders’ perception 

revealed the lack of support from institution-level leaders and governmental policymakers in 

dealing with the obesity problem in schools. The lack of support along the lack of national 

nutrition policies resulted in stakeholders neglecting the schools’ environments; making the 

incorporation of nutrition and healthful environments the personal choice of the school’s 

director, rather than a generalisable school responsibility. In schools, food banning, and nutrition  

policies were developed and based on personal knowledge rather than on professional nutrition 

expertise. 

 

To deal with the nutrition transition, the need of nutrition health professionals and nutrition 

lecturers to be incorporated within the schools’ environments is warranted (study 3); similarly, 

stakeholders emphasised the need of government implication and financial support in 

adolescents’ obesity prevention. Yet, in Study 2, a stakeholder from the Ministry of Education in 

Lebanon, revealed their current multidisciplinary work on obesity prevention in schools; other 

relevant stakeholders were unaware however of these agendas. In addition, stakeholders’ 



227  

perception on the prevention of obesity within the school environment relies on increasing 

adolescents’ knowledge (including nutrition conferences and classes). This shows a deeper 

underlying situation in which there is a lack of understanding on the various determinants and 

solutions to obesity, and an underestimation of the broader environment importance on people’s 

food choices (McLeroy et al., 1988; Swinburn et al., 2011). Additionally, adolescents in both areas 

highlighted the lack of physical activity facilities within their school environment; however, 

opposing views were shown in stakeholders’ interviews especially in the urban area. 

Stakeholders’ low awareness of the environmental influences on adolescents’ behaviours, such 

as the lack of physical activities facilities within the school premises is consistent with the absence 

of interventions in schools. 

 
Objective 4: To investigate adolescents and stakeholders’ views on the traditional 
Lebanese Mediterranean diet 

 
According to study 1 and 2, both adolescents and stakeholders perceived the health benefits of 

adhering to the Lebanese traditional Mediterranean diet; which is in accordance with the 

literature (Dernini et al., 2017; Naja et al., 2019). However, the majority of participants in both 

studies have acknowledged the low adherence to the Lebanese Mediterranean diet and the shift  

towards Western diets; similar results in the MENA region have been found in the literature (Naja 

et al., 2019; Nasredddine et al., 2014; Sibai et al., 2010). Despite the recognised positive effects 

on health, surprisingly adolescents in the rural area were less adherent to the Lebanese 

Mediterranean diet than their urban counterpart (Study 1 and 2). Expectations to the adherence 

to a more traditional and healthier diet in the rural area is mostly perceived (Popkin, 2020). The 

increased consumption of Western diets amongst adolescents in the rural area was related to 

the manifestation of urbanisation and modernisation; this may be due to the fact that Lebanon 

is a small country and people living in the rural area are of proximity to the cities. Adolescents 

living in the rural area appeared to be in constant comparison with their urban peers. For 

instance, study 2 revealed that stakeholders were unaware on their role modelling impact on 

adolescents’ eating behaviours and the need to promote Lebanese Mediterranean food instead 

of Western foods. Additionally, rural adolescents correlated traditional Lebanese food with stay- 

at-home mothers emphasising on their inability to prepare these foods later in the future. 
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The adherence to the Lebanese Mediterranean diet will continue to decrease with time such as 

in Greece (Da Silva et al., 2009) if appropriate policies are not implemented. 

 
Objective 5: To examine stakeholders’ perception on adolescent obesity and public 
policies in Lebanon 

 
The results from the third study showed that the majority of stakeholders recognised the obesity 

problem amongst the adolescent population. The increase in sedentary behaviours, the 

consumption of processed foods and the increase in family income were reported by the large 

majority of stakeholders as the main causes of obesity (study 2). Yet, majority of stakeholders 

were unaware of the definition, relevance, and effect of the nutrition transition topic on the outer  

environment and its effect on adolescents’ eating behaviours. Additionally, the majority of 

stakeholders were unaware of their individual roles in providing nutritional support or promoting 

healthier behaviours amongst adolescents and their responsibility in collaborating with different 

organisational bodies to create supportive environments. A lack of collaboration has emerged as 

the main barrier for policy drafting amongst stakeholders in Lebanon (study 2). This suggests that 

there may be insufficient preparedness to prevent obesity amongst adolescents in Lebanon. The 

present findings provide evidence to support reports on the lack of suitable obesity prevention 

strategies in LMICs and the stakeholders’ lack of knowledge and perception on the alarming 

increase in adolescent obesity and the need for immediate intervention planning. The need for a 

multi-sectoral prevention programme is warranted engaging leaders on all levels including 

political leaders in government and society (Branca et al., 2015). 

 
The result from the second study showed mixed views that might be widespread amongst 

stakeholders in Lebanon; the majority of stakeholders placed less emphasis on the environmental 

causes of obesity especially within the school environment yet, acknowledgment of poor dietary 

habits, increased consumption of Western diet and sedentary behaviours were stressed as an 

individual responsibility. A greater emphasis on the individual role was apparent, 

underestimating the environmental causes of obesity. For example, in the second study, 

stakeholders stressed the greater responsibility of parents in relation to adolescents’ obesity 

prevention. An individualist focus was evident in the stakeholders’ perceptions of the driving 
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factors for obesity underestimating the environmental and population-level factors. This is in 

accordance with the early literature in HIC, where policymakers explain that obesity and NCDs 

arise from the individual choice (Hendriks et al., 2015; Popkin, 1994). It is certainly an individual 

decision to consume a certain food whether automatically or consciously, therefore the need of 

a supportive environmental context plays a major role in making healthful choices and habits 

accessible and affordable (Story et al., 2008; Swinburn et al., 2015). In order to address the 

environmental drivers to obesity, approaches may target behavioural changes or policy 

interventions; however, as the literature emerging in high income countries over time, 

approaches focusing on behavioural changes alone are insufficient to address the underlying 

drivers to obesity (Roberto et al., 2015; Swinburn et al., 2015). Due to globalisation, economic 

development, and technological advancement, LMICs are facing rapid changes in local food 

systems and environments are occurring driving the population’s food choices and consumption;  

hence, an urgent examination of the environment is warranted (Monteiro et al., 2013; Swinburn 

et al., 2011). 

 

7.3 RESEARCH RECOMMENDATIONS 
 

The findings of this study highlight the importance of including health in all policies, most 

precisely adolescents’ health in all policies. The direction to take in adolescent obesity prevention 

in LMICs undergoing a triple burden of disease simultaneously is undoubtedly a subject of 

controversy. Consistent with the literature obtained in Lebanon, which indicates the differences 

in regional diversity in relation to the determinants of obesity (Sibai et al., 2003), this study 

highlights the effect of the nutrition transition in both urban and rural areas. Food advertising 

and globalisation are shaping adolescents’ eating behaviours and aggressively implementing 

Western culture through brand recognition and social habits like ‘habitus’. The need of 

government policy intervention seems essential in combatting direct and indirect food 

advertisers. 

 

Lebanon also lacks policies regarding the type of food that may be served to children and 

adolescents in school canteens. Stakeholders interviews revealed their concerns towards 
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unhealthy dietary behaviours in local communities due to the increased prevalence of fast food 

outlets in shopping centres and within the school premises. Yet, the study revealed that the 

majority of stakeholders still look at the obesity problem as an individual problem and often relies 

on the knowledge components. Therefore, increasing the knowledge of stakeholders in Lebanon 

on the importance of the surrounding environment and how policies can be implemented in 

order to prevent obesity amongst adolescents is needed. Policies that have attempted to restrict 

unhealthy foods within the school premises remain as independent interventions. Policies should 

attempt to include signs for all packaged foods easily understandable by adolescents such as the 

“traffic light” policy in the United Kingdom, develop and provide nutritional education within the 

school curriculum and target adolescents’ social norms on healthy eating. In the absence of 

preventive actions by the government, parents and schools are looked at as preventive forces. 

However, although mothers provide the strongest influence on adolescents’ eating behaviours, 

different influential actors are noted such as peer influence. Research on obesity prevention in 

Lebanon, culturally appropriate, is very scarce and often limited in terms of temporal trends 

(Chakar & Salameh, 2006). It appears in this qualitative study that adolescents in both urban and 

rural areas are almost affected by the same determinants of obesity within the nutrition 

transition. 

 
7.4 IMPLICATIONS FOR FUTURE RESEARCH, PRACTICE, AND POLICY 

Future research: 

This same study could be repeated on a larger sample in order to improve the external validity 

of the findings. Since this study explored various factors that may affect nutrition related 

attitudes, beliefs, skills as well as dietary practices among adolescents belonging to contrasting 

regions, the findings may be used as a foundation for the development of future interventions 

addressing subgroups of adolescents. The further use of both quantitative and qualitative 

research methods in nutrition studies could broaden the understanding of individuals' 

perceptions and dietary practices which may allow the development of more effective public 

health interventions. 
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Furthermore, given the particular social and cultural context of the present study, its applicability 

and transferability to other countries of the region must be considered. 

 
Practice: 

 
In line with the theoretical framework (Bronfenbrenner’s model) used to underpin this research 

study, and with previous qualitative and quantitative studies, results from this study 

demonstrated the outstanding effect of both the physical and social environments on 

adolescents’ eating behaviours and physical activity. However, this study noted that adolescents 

in the rural area are also undergoing the nutrition transition and are affected by similar 

determinants of obesity as those in the urban area, although previous research has indicated that 

the nutrition transition in Lebanon has only affected adolescents in the urban area. Regional 

differences have been noted in this study although the global determinants of obesity were the 

same. 

 

Capturing the voices of adolescents on the issues that affect them is crucial for developing 

effective, culturally relevant public health policies (Patton et al., 2016). In this study, the use of 

focus groups involving adolescents in both urban and rural areas to identify their views on drivers 

of adolescent obesity in Lebanon was essential. Assessing adolescents’ obesity drivers using focus 

groups captures the way these drivers are connected and influential to young people. Using 

adolescents’ perceptions allows a system-level approach rather than an individual approach to 

the drivers of obesity in Lebanon representing both urban and rural environments. These results 

allow researchers to generate hypotheses on policy responses to obesity that are relevant to 

adolescents and their current environment. Subsequently, these interventions or policy 

responses are discussed with policy makers and key stakeholders using the system-level 

modelling. The combination of multiple interlinked strategies is required to embrace the 

complexity of the obesity problem targeting the multiple spheres of the environment 

surrounding adolescents such as the promotion of healthy eating inside and outside of school, 

school cantina policy, and the involvement of community policymakers. The development of a 

local network of key stakeholders is warranted in the development of a multilevel intervention 
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for adolescents’ obesity creating supportive environments for healthier lifestyle options. Ideally,  

stakeholders should include the local government, NGOs, the media, and the private sector 

(Summerbell et al., 2012). However, the need and adoption of a health promoting ‘cities’ 

approach or including AHiAP approach requires further public and political discussions and 

investigation especially in a LMIC undergoing several crises simultaneously. 

 
Policy implication: 

 
Future studies should consider a full economic evaluation that would focus on the overall trade-

offs between the cost of implementing nutritional policies and the cost of diseases if health  is not 

put as a priority on political agendas and addressed from a preventive point of view. Prioritising 

preventive action using the ANGELO framework (WHO, 2012) that encompasses a whole system 

approach, promotes collective responsibility in regards of public health interventions. Beyond 

school interventions, a fundamental recommendation for policy and practice resulting from this 

research, is the need for effective public health preventive action in the global environment, such 

as policies on fast food stores and on urbanisation to increase active transportation, similar to the 

whole-of-Government solutions for physical inactivity proposed by the World Health Organization 

(PHE, 2019; WHO, 2018a). This includes financial support for biking lane development, 

neighbourhood redesigning, education and safety programmes which are essential in shaping 

adolescents’ lifestyles in both urban and rural areas (French et al., 2001). 

Focusing only on school interventions in regards to the obesity prevention agenda is not enough 

to acknowledge the complexity of the obesity problem. Therefore, policies targeting the wider 

social and environmental factors of obesity should simultaneously be addressed together with 

school-based interventions. Schools and their respective stakeholders should become active 

partners involved in public health policy making. In this study, the majority of school stakeholders 

did not perceive adolescent obesity to be a significant problem within their own secondary 

schools. The potential implication of this finding is that the existence and scale of the problem 

needs to actually be recognised before it can be prioritised. Therefore, it is important to increase 

stakeholders’ awareness of adolescent obesity prevalence and its associated risks to both health 

and educational outcomes. 
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7.5 STRENGTHS AND LIMITATION OF THE STUDY 

Strength 

The strength of this study is that it recruited participants aged between 16 and 18 years old from 

two distinct areas, urban and rural areas in the same governorate. Integrating qualitative data 

from rural area in this study was perceived as a strength to this study (Becker, 2017). There was 

an almost equal representation across genders and ages. Using a sequential design, was 

particularly useful given the lack of existing relevant literature regarding the determinants of 

adolescents’ obesity in Lebanon.  

 
The small geographical area of Lebanon, where the data for this was collected was considered as 

another strength of the study. The small geographical area allowed an increased representation 

of the sample size chosen overlooking the fact that the data was collected in one governorate. 

A further strength of the study was deemed to be the researcher’s young age and alumni status;  

the school in the urban area was recruited through a purposive convenient sampling as the  

researcher attended the same school some years ago; yet this did not affect the participants’ 

choice in taking part in this study. The researcher’s young age helped in establishing rapport and 

gaining insights amongst adolescents in the qualitative phase. In addition, the researcher’s 

previous direct involvement with the school allowed great insights of the internal and external 

environment of the urban school. This was deemed to enhance and enrich the quality of the 

interviews and the significance of the gathered data. 

 

A random selection of participants willing to take part was deemed essential to reduce researcher 

bias. Steps were taken to ensure the credibility, dependability and validity of the research are 

maintained including the researcher acknowledging her background in nutrition and obesity 

which could influence as well the interpretation of the findings, the provision of all details of the 

research progress to allow repeatability, reviews of the transcription with both the supervisors 
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and a second multi-lingual researcher and finally ensuring reflexivity through data analysis to 

increase dependability and validity. 

 
In addition, this study is amongst the few studies to have explored both adolescents and 

stakeholders’ perspectives on adolescents’ obesity and its prevention using a multi-methods 

approach and design. Additionally, in order to develop effective health promotion policies, this 

study explored in-depth the factors influencing Lebanese adolescents’ lifestyle and eating 

behaviours within both urban and rural areas. The originality of the research is a significant 

strength of this doctoral thesis; this study will enrich our knowledge of the barriers and facilitating 

factors anticipated in deploying eventual preventive health policies in Lebanon. 

 

Finally, the guidance and support provided by the researcher’s supervisors was of extensive 

benefit for the study. This was especially important given the researcher’s novice and limited 

experience in qualitative studies. The supervisors’ support on all levels including academic, 

practical, and intellectual was treasured enhancing the study’s credibility and integrity. 

 
Limitations 

 
A number of limitations were identified in this study related to both phases of the research. In 

relation to the study as a whole, the use of a sequential method increases the risk for research 

bias, as the analysis of one study is used to inform the second study, thus the need for major 

considerations during the design, collection, and analysis of the data (Creswell, 2014). It is 

fundamental to reflect how the researcher’s position, knowledge and past experiences could 

have influenced the process of data collection and analysis; particularly in the first phase of the 

study where the subjective nature of qualitative studies makes research bias an inevitable 

limitation. In relation to the researcher bias, reflection was made during the process. Due to time  

limitation of the participants in both qualitative studies, the researcher did not utilise the 

respondent validation (Kuiper et al., 2008). Therefore, participants did not have the opportunity 

to check the data transcript or analysis and comment on the accuracy of their perspectives. In 

addition, the researcher’s potential for bias was also reflected upon in the process of utilising the 

qualitative findings to develop part of the quantitative instrument. Although this approach was 
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used to increase the internal validity and reliability of the research, it is however open to 

researcher bias at many stages including the selection of the content from the qualitative 

findings, the wording used and many other subjective matters. Hence, respondent validation 

could have strengthened the internal validity of the entire process; yet the verification was 

strengthened by another researcher who had access to randomly selected transcripts in order to  

increase the validity of the process. In order to minimise the researcher’s bias and to remain as 

objective as possible, the researcher committed to employ a reflexive approach by stating her 

position, using a reflective journal, and using explicit methods based on extensive reading of 

literature. 

 

Another point to reflect on is the number of participants recruited in both studies, more 

particularly in the rural area, which was much fewer than the one recruited in the urban area due 

to the high urbanisation rates. The sample recruited were only from one governorate in Lebanon, 

Mount Lebanon governorate, and thus the findings may not be representative and generalisable 

across all Lebanon. However, it should be noted that Lebanon is a small country and hence it is 

likely that similar views will apply elsewhere. Additionally, the adolescents recruited in the first 

study are aged between 16 and 18 years old; therefore, it is unknown if these findings apply to 

those outside this age group. Regarding the second study, the use of snowball, purposive and 

convenience sampling was needed in the absence of a defined list of stakeholders in Lebanon. 

Hence, some stakeholders were contacted directly, as the email communication attempts failed. 

A low response rate regarding the participation of stakeholders was a limiting factor; more efforts 

are necessary to build suitable sampling frames. 

 
Given the fact that obesity is a very complex public health issue, a final consideration to reflect 

on, is the potential impact of a stakeholder’s personal weight status on the responses provided 

and the lack of published data in Lebanon. Although none of the participants explicitly reflected 

on their own weight or health yet, participants’ responses are majorly influenced by personal 

experiences. The lack of published data and previous studies in Lebanon in regards to 

intervention and health promotion is as well one of the limiting factors in this research. 
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7.6 CONCLUSION 
 

Largely, the study results provided a clear understanding of adolescents’ lifestyle and eating 

behaviours in both urban and rural areas in Lebanon amidst the nutrition transition. In particular, 

this study highlighted the ways through which the environment is negatively, and to a lesser 

extent positively influencing adolescents’ eating behaviours, in Lebanon. Additionally, the study 

highlighted the effect of the nutrition transition on adolescents’ surrounding environments in 

both urban and rural areas. Given the public health importance of the environment in which 

adolescents make their choices, identifying effective health intervention and promotion 

strategies to address the increasing prevalence of obesity is essential in LMICs. Stakeholders’ 

perceptions have revealed, in the study,  the unpreparedness and lack of awareness in addressing 

the obesity problem amongst adolescents. Attitude, knowledge, and perception of key 

stakeholders is likely to be a great omission in health-promoting initiatives in LMICs and more 

specifically Lebanon. The findings of  this study clearly suggest that majority of stakeholders 

consider food choices an individual responsibility neglecting the effect of the surrounding 

environment. There is an urgent need to address the obesity problem amongst adolescents and 

more precisely to act on the surrounding  environment of adolescents in both urban and rural 

areas affected by the nutrition transition in Lebanon. 

 

In conclusion, the study relevance relies on revealing and engaging with the different causation 

to obesity in both urban and rural areas in Lebanon. It is clear that the nutrition transition has 

affected both rural and urban environments in Lebanon and plays an important role in influencing 

adolescents’ attitude and eating behaviours. Adolescents obesity is a serious public health issue;  

not only are adolescents affected by their environment, but they also use it to show social 

behaviours. The effect of the surrounding environment in Lebanon needs to be further 

understood by stakeholders in order to implement interventions aimed at improving  adolescents’ 

dietary behaviours and physical activity levels. This study sheds light on the different causations to 

obesity including behavioural and environmental factors within both urban and rural areas of a 

LMIC undergoing a nutrition transition. 
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POST-SCRIPT 
 
 

The research reported in this current thesis took place in Lebanon before a series of significant 

events in late 2019 and throughout 2020. Therefore, there is no discussion of these events in the 

main text. The events included revolutionary acts, Beirut port’s blast and not least the COVID-19 

pandemic. The following information is intended to shed some light on the current situation in 

Lebanon, the central context of this thesis. 

 

Lebanon is a country based on a fragile state whose political figures have long-neglected its 

people and its national prosperity, it is now facing a tough phase in its history (Abouzeid, 2020). 

In 2019, Lebanon faced a severe capitalism crisis which had several implications including an 

increase in public debt, a looming currency crisis, an increased poverty rate and failure in public 

services (Baumann, 2019). The recurring economic crises are partly explained by the earlier work 

by Dib (2004), as the “continuous interplay between warlords and merchants” throughout 

Lebanese history (Baumann, 2019). Additionally, the current economic crisis is thought to be 

rooted to the Syrian conflict back in 2011 when over one million Syrians were registered as 

refugees in Lebanon, hitting economic growth and increasing pressure on public services 

(Baumann, 2019). Thus, the Lebanese people were suffering in different aspects including 

poverty, deprivation, geographical inequity, inequity in health system, unemployment, 

corruption, public service dysfunction, poor quality water, electricity shortage and disparities, 

trash crisis, clientelism, and financial deficits. 

 
Due to the widespread economic and political injustices within a sectarian system filled with 

corrupted political elites and banking sector, the Lebanese people took to the streets on 17th 

October 2019 calling for change (Devi, 2020). Protests called for a new government constituted 

from technocratic figures (Devi, 2020). The protest led to the resignation of the prime minister and 

the formation of a new government in January 2020. However, economic analysts describe this 

phase as the worst economic crisis since the end of the civil war in 1990 (Devi, 2020). The country 

is on the brink of bankruptcy, leading to a shortage of the US currency and the 
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collapse of the Lebanese pound (Devi, 2020). Hence, banks imposed limits on cash withdrawals 

and introduced a capital control plan causing people to fear the unprecedented. 

 
Many healthcare workers are now unpaid, medical equipment is running short and hospitals are 

fearing closure (Devi, 2020). The effect of the rapid inflation, along with the rise in 

unemployment, on public health is perceptible. People in Lebanon are starting to cut-back on 

unaffordable preventive and primary health care; one healthcare professional describes the 

situation as “the long-term effects will be very difficult to reverse and very deleterious to health” 

(Devi, 2020). 

 

After four months of protests and no sign of diminishing crisis and in addition to economic and 

political unrest, the emerging COVID19 pandemic hit the country in February 2020. This further 

exposed issues in the Lebanese health system (Khoury et al., 2020). Partial curfew was imposed 

in the country followed by a complete lockdown, that caused the economy to spiral down even 

further, increasing food prices … and the Lebanese pound is still falling. The current pandemic 

threatens planned health campaigns including existing demand for immunisations, mainly due to  

physical distancing requirements (Bizri et al., 2020). In addition, medical equipment and tools 

needed to combat the Coronavirus are scarce and relatively very expensive for a country 

undergoing an economic crisis (Bizri et al., 2020). 

 

With a combined crisis hitting the country, the Lebanese people took back the streets in April, 

2020, putting the Coronavirus as the least of their priority (Qiblawi, 2020). The pandemic could 

not have come at a worst time putting the healthcare system under the threat of oversaturation 

in a country facing economic, political, and social turmoil (Bizri et al., 2020). It is not only the 

healthcare system that has been affected by the pandemic, but the current education system is 

also in trouble, due to scarce resources and poor infrastructure. The internet connectivity is 

below par in the country and currently getting worse due to the surge in internet traffic (Bizri, 

2020). The current pandemic has required a delay in the educational field leaving students in 

limbo and unsure to what their futures hold (Bizri, 2020). 
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To top it all, in a country undergoing simultaneous crises, on the 4th of August, 2020 a devastating 

explosion in the port of Beirut left 190 dead and more than 6500 persons injured (Abouzeid et 

al., 2020). More than 2000 tonnes of ammonium nitrate exploded in Beirut, putting the Lebanese 

healthcare system in a humanitarian emergency state, in addition to social, civil, political unrest 

and the COVID-19 pandemic (Devi, 2020). Nonetheless, Lebanese officials reported knowing 

about the ammonium nitrate stored in Beirut’s port for the last 6 years; yet, failed to act upon it 

for myriad of reasons, such as bad governance and mismanagement. The blast resulted in at least 

300 000 people homeless and about 40% of the capital city Beirut severely damaged (Abouzeid 

et al., 2020). The blast has had numerous implications on the healthcare system, food supply, 

road infrastructure, businesses, and cultural heritage with an estimated financial damage of 

US$3·8–4·6 billion (World Bank, 2020). The blast has generated a new humanitarian crisis; yet, 

showcasing the bad governance, corruption, economic and fiscal mismanagement of the 

politicians in charge. Currently (at the end of 2020), the country is facing food insecurity, fear of 

possible famine, widespread shortages of essential medicines, and not to forget the increase in 

emigration specially amongst health professionals (Abouzeid et al., 2020). The post-blast era 

should serve as a trigger for change. The health system is collapsing, and new priorities should be 

drafted; governance overhaul and transparent policy implementation should be on the agenda. 

 
 
 

Miriam Bou Kheir 

26 November, 2020. 
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1. Participant information sheet; adolescents; English; pre-study 1. 
 

Food Habits of adolescents 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 me 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? 
The purpose of this study is to explore adolescent food choices and habits that might be influenced by the Western 
diet and growth of fast food chains in Lebanon. 

 
Why have I been chosen? 
You have been chosen because you fit in the inclusion criteria which are your age, adolescent, you are currently in a 
school in you live in an urban city in Lebanon. For all those criteria, you have been specifically chosen for this study. 

 
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 
the standard of care you receive in any way. 

 
What will happen to me if I take part? 
If you decide to take part, you will be given this information sheet to keep and asked to sign the consent form. You 
will be asked to answer couple of questions through a one-to-one interview. With your permission, the interview will 
be audio recorded. 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 may be contributing to the development of nutrition policy that may decrease overweight 
prevalence among young adults in Lebanon. Also, you will be given documents that will help you carry a healthier 
lifestyle through a Lebanese diet. 

 
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 & Clinical Sciences, 
University of Chester, Parkgate Road, Chester, CH1 4BJ, 0044 1244 510000 

 
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. Also, interviewees confidentiality 
will be kept by using pseudonyms in the report instead of their real names. 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. 
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What will happen to the results of the research study? 
Results will help me write up a questionnaire based on Lebanese adolescent current food behaviours that will be 
distributed to schools in later stages of this research. The results will be written up for part of my PhD thesis. 
Individuals who participate will not be identified in any subsequent report or publication. 

 
Who is organising and funding the research? 
The research is conducted as part of a PhD research in Nutrition within the Department of Clinical Sciences & 
Nutrition at the University of Chester. The study is organised with supervision from the department, by Miriam Bou 
Kheir, a 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: 

 
1523961@chester.ac.uk 

 
Thank you for your interest in this research. 
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2. Participant information sheet; adolescents; French; pre-study 1. 
 

Habitudes alimentaires chez l'adolescent au Liban. 
 

Vous êtes invité à participer à une étude de recherche. Avant de décider, il est important pour vous de comprendre 
pourquoi la recherche est menée et ce qu'elle impliquera. Prenez le temps de lire attentivement les informations 
suivantes et de discuter avec moi si vous le souhaitez. Demandez-nous s'il y a quelque chose qui n'est pas clair ou si 
vous souhaitez plus d'informations. Prenez le temps de décider si vous souhaitez ou non participer. 
Merci d'avoir lu ceci. 

 
Quel est l'objectif de l’étude ? 
L'objectif de cette étude est d'explorer les choix et habitudes alimentaires chez les adolescents qui pourraient être 
influencés par le régime occidental et la croissance des chaînes de restauration rapide au Liban. 

 
Pourquoi ai-je été choisi ? 
Vous avez été choisi parce que vous répondez aux critères d'inclusion qui sont votre âge, adolescent, vous êtes 
actuellement dans une école et vous vivez dans une ville urbaine au Liban. Pour tous ces critères, vous avez été 
spécifiquement choisi pour cette étude. 

 
Dois-je participer ? 
C'est à vous de décider de participer ou non. Si vous décidez de participer, vous recevrez cette fiche d'information 
pour conserver et être invité à signer un formulaire de consentement. Si vous décidez de participer, vous êtes 
toujours libre de vous retirer à tout moment et sans donner de raison. La décision de se retirer à tout moment, ou 
une décision de ne pas prendre part, n'affectera pas la norme de soins que vous recevez de quelque manière que ce 
soit. 

 
Que me verra-t-il si je participe ? 
Si vous décidez de participer, vous recevrez cette fiche d'information pour conserver et on vous demandera de signer le 
formulaire de consentement. On vous demandera de répondre à quelques questions par une entrevue individuelle. 
Avec votre permission, l'entrevue sera enregistrée. Personne ne sera identifiable dans le rapport final. 

 
Quels sont les inconvénients possibles et les risques de participation ? 
Il n'y a pas d'inconvénients ou de risques prévus pour participer à l'étude. 

 
Quels sont les avantages possibles de participer ? 
En participant, vous contribuerez peut-être au développement d'une législation nutritionnelle qui pourrait diminuer 
la prévalence du poids excessif chez les jeunes adultes au Liban. En outre, vous recevrez des documents qui vous 
aideront à adopter un style de vie plus sain grâce à un régime libanais. 

 
Et si quelque chose ne me plait pas ? 
Si vous souhaitez vous plaindre ou avoir des inquiétudes concernant tout aspect de la façon dont vous avez été 
abordé ou traité au cours de cette étude, veuillez communiquer avec le doyen de la Faculté de Médecine, de 
Médecine Dentaire et de Sciences Cliniques, de l'Université de Chester, de Parkgate Road, de Chester, CH1 4BJ, 0044 
1244 510000 

 
Est-ce que ma participation à l'étude sera confidentielle ? 
Toutes les informations recueillies à votre sujet au cours de la recherche seront strictement confidentielles, de sorte 
que seul le chercheur qui effectue la recherche aura accès à de telles informations. 

 
Qu'arrivera-t-il aux résultats de l'étude de recherche ? 
Les résultats m'aident à rédiger un questionnaire basé sur les comportements alimentaires actuels des adolescents 
libanais qui seront distribués aux écoles dans les derniers stades de cette recherche. Les résultats finaux seront 
rédigés pour mon projet final de mon doctorat. 
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Les personnes qui participent ne seront identifiées dans aucun rapport ou publication ultérieur. 
Qui organise et finance la recherche ? 
La recherche est menée dans le cadre d'une recherche de doctorat en nutrition au sein du Département des sciences 
cliniques et de la nutrition à l'Université de Chester. L'étude est organisée avec la supervision du département, par 
Miriam Bou Kheir, étudiante au doctorat. 

 
Qui puis-je contacter pour plus d’informations ? 
Si vous souhaitez plus d'informations sur la recherche avant de decider si vous souhaitez ou non participer, veuillez 
contacter : 
1523961@chester.ac.uk 

 
Merci de votre intérêt pour cette recherche. 
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3. Participant Consent form; Adolescent; English; Pre-study1. 
 
 
 

 
Title of Project: Food habits of adolescents in Lebanon. 

 
Name of Researcher: Miriam Bou Kheir 

 
 
 

Please initial box 
 

1.  I confirm that I have read and understand 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 for my interview to be audio recorded 

 
4. I agree to take part in the above study. 

 
 
 
 
 
 

Name of Participant Date Signature 
 
 
 
 
 
 

Researcher Date Signature 
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4. Participant Consent form; Adolescent; French; Pre-study1. 
 
 
 

Titre de l’étude : Habitudes alimentaires chez l'adolescent au 
Liban. 

Nom du chercheur : Miriam Bou Kheir 
 
 
 

Boîte initiale 
 

1. Je confirme avoir lu et compris la fiche d'information pour l'étude ci-dessus et eu l'occasion de poser 
des questions. 

 
2. Je comprends que ma participation est volontaire et que je suis libre de me retirer à tout moment, 

sans donner aucune raison et sans que mes droits légaux soient affectés. 
 

3. J'accepte que mon entretien soit enregistré sur audio 
 

4. J'accepte de participer à l'étude ci-dessus. 
 
 
 
 
 
 
 

Nom du Participant Date Signature 
 
 
 
 
 
 

Chercheur Date Signature 
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5. School Director Invitation to participate and Consent form. 
 

Title of the project: Food habits of adolescents in Lebanon. 
 

Dear Director, 
 

Your school is 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 us 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 your school to be part of it. 
By signing this paper, you approve your school to be part in this study. 

Thank you for reading this. 

 
What is the purpose of the study? 
The purpose of this study is to explore adolescent food choices and habits that might be influenced by the Western 
diet and growth of fast food chains in Lebanon. 

 
Does our school have to take part? 
We hope that you give the approval for the school to be part in our study. This research could help prevent non- 
communicable diseases at adult age by lowering the rate of obese children. 

 
What will happen if we take part? 
If you decide to take part, adolescents aged between 16 and 18 will be asked to volunteer to take part in focus- 
groups discussions with main subject their nutritional habits. 20 participants of each sex is the minimum required 
number. Focus-groups of 6-8 individuals will be organized with the presence of the researcher in a conference room 
provided in the school. 

 
What are the possible disadvantages and risks of taking part? 
There will be no risks for your school nor for the adolescents. The schools will remain anonymous and the adolescents 
too. 

 
What are the possible benefits of taking part? 
By taking part, you will be contributing to our understanding of adolescents’ nutrition in Lebanon. Also, a nutrition 
class discussing basis of nutrition will be given to the adolescents if you like. 

 
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 & Life Sciences, University 
of Chester, Parkgate Road, Chester, CH1 4BJ, 0044 1244 510000 

 
Will taking part in the study be kept confidential? 
All information which is collected about the school or the adolescents 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. 
Pseudonyms will be given to adolescents to protect their anonymity. 

 
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 as part of a dissertation for my final PhD thesis research. 
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Who is organising the research? 
The research is conducted as part of a PhD research within the Department of Clinical Sciences & Nutrition at the 
University of Chester. The study is organised with supervision from the department, by Miriam Bou Kheir, a 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: 
1523961@chester.ac.uk 

 
Thank you for your interest in this research. 
Please sign below if you wish the school to be part of this study and approve the data collection. 

 
 
 
 

Name of the Director Date Signature 

 
School Name 

 
 
 
 

Researcher Date Signature 
 
 
 

Note: two copies of this PIS: one for the researcher and one for the director. 
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6. Participant information sheet; English; study 1 (Focus groups). 
 

Participant information sheet 
Food Habits of adolescents 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 me 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? 
The purpose of this study is to explore adolescent food choices and habits that might be influenced by the Western 
diet and growth of fast food chains in Lebanon. 

 
Why have I been chosen? 
You have been chosen because you fit in the inclusion criteria which are your age, adolescent, you are currently in 
school located in an urban area. For all these criteria, you have been specifically invited to join this study. 

 
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 
the standard of care you receive in any way. 

 
What will happen to me if I take part? 
If you decide to take part, you will be given this information sheet to keep and asked to sign the consent form. You 
will be asked to join a focus-group conversation for around 45 minutes that will take place during class-time in a 
separate room. With your permission, the interview will be audio recorded. 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 may be contributing to the development of nutrition knowledge that may decrease overweight 
prevalence among young adults in Lebanon. Also, you will be given documents that will help you carry a healthier 
lifestyle through a Lebanese diet. 

 

 
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 & Life Sciences, University 
of Chester, Parkgate Road, Chester, CH1 4BJ, England, 0044 1244 510000 

 
 

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. Also, interviewees confidentiality 
will be kept by using pseudonyms in the report instead of their real names. By agreeing to participate in this project, 
you are consenting to the retention and publication of data. 
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What will happen to the results of the research study? 
Results will help to develop a questionnaire based on Lebanese adolescent current food behaviours that will be 
distributed to schools in later stages of this research. The final results will be written up for my final project of my 
PhD. Individuals who participate will not be identified in any subsequent report or publication. 

 
Who is organising and funding the research? 
The research is conducted as part of a PhD research in Nutrition within the Department of Clinical Sciences & 
Nutrition at the University of Chester. The study is organized with supervision from the department, by Miriam Bou 
Kheir, a 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: 

 
1523961@chester.ac.uk 

 
Thank you for your interest in this research. 
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7. Participant information sheet; French; study 1 (Focus groups). 
 

Fiche d'information du participant 
Habitudes alimentaires chez l'adolescent au Liban. 

 
Vous êtes invité à participer à une étude de recherche. Avant de décider, il est important pour vous de comprendre 
pourquoi la recherche est menée et ce qu'elle impliquera. Prenez le temps de lire attentivement les informations 
suivantes et de discuter avec moi si vous le souhaitez. Demandez-nous s'il y a quelque chose qui n'est pas clair ou 
si vous souhaitez plus d'informations. Prenez le temps de décider si vous souhaitez ou non participer. 

 
Merci d'avoir lu ceci. 

 
Quel est l'objectif de l’étude ? 
L'objectif de cette étude est d'explorer les choix et habitudes alimentaires chez les adolescents qui pourraient être 
influencés par le régime occidental et la croissance des chaînes de restauration rapide au Liban. 

 
Pourquoi ai-je été choisi ? 
Vous avez été choisi parce que vous utilisez les critères d'inclusion qui sont votre âge, vous êtes un adolescent, 
vous êtes actuellement à l'école située dans une ville urbaine. Pour tous ces critères, vous avez été spécifiquement 
choisi pour cette étude. 

 
Dois-je participer ? 
C'est à vous de décider de participer ou non. Si vous décidez de participer, vous recevrez cette fiche d'information 
pour conserver et être invité à signer un formulaire de consentement. Si vous décidez de participer, vous êtes 
toujours libre de vous retirer à tout moment et sans donner de raison. La décision de se retirer à tout moment, ou 
une décision de ne pas prendre part, n'affectera pas la norme de soins que vous recevez de quelque manière que 
ce soit. 

 
Que me verra-t-il si je participe ? 
Si vous décidez de participer, vous recevrez cette fiche d'information pour conserver et on vous demandera de 
signer le formulaire de consentement. On vous demandera de participer à une conversation de groupe qui durera 
45 minutes au sein de l’école mais dans une chambre a part. Avec votre permission, l'entrevue sera audio 
enregistrée. Personne ne sera identifiable dans le rapport final. 

 
Quels sont les inconvénients possibles et les risques de participation ? 
Il n'y a pas d'inconvénients ou de risques prévus pour participer à l'étude. 

 
Quels sont les avantages possibles de participer ? 
En participant, vous contribuerez peut-être au développement d'une législation nutritionnelle qui pourrait 
diminuer la prévalence du poids excessif chez les jeunes adultes au Liban. En outre, vous recevrez des documents 
qui vous aideront à adopter un style de vie plus sain grâce à un régime libanais. 

 
Et si quelque chose ne me plait pas ? 
Si vous souhaitez vous plaindre ou avoir des inquiétudes concernant tout aspect de la façon dont vous avez été 
abordé ou traité au cours de cette étude, veuillez communiquer avec le doyen de la Faculté de Médecine, de 
Médecine Dentaire et de Sciences de la Vie, de l'Université de Chester, à Parkgate Road, Chester, CH1 4BJ, 
Angleterre, 0044 1244 510000 

 
Est-ce que ma participation à l'étude sera confidentielle ? 
Toutes les informations recueillies à votre sujet au cours de la recherche seront strictement confidentielles, de 
sorte que seul le chercheur qui effectue la recherche aura accès à de telles informations. En outre, la 
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confidentialité des personnes interrogées sera conservée en utilisant des pseudonymes dans le rapport au lieu de 
leurs noms réels. 
Les participants doivent noter que les données recueillies à partir de ce projet peuvent être conservées et publiées 
sous une forme anonyme. En acceptant de participer à ce projet, vous acceptez la conservation et la publication 
des données. 

 
Qu'arrivera-t-il aux résultats de l'étude de recherche ? 
Les résultats m'aident à rédiger un questionnaire basé sur les comportements alimentaires actuels des adolescents 
libanais qui seront distribués aux écoles dans les derniers stades de cette recherche. Les résultats finaux seront 
rédigés pour mon projet final de mon doctorat. Les personnes qui participent ne seront identifiées dans aucun 
rapport ou publication ultérieur. 

 
Qui organise et finance la recherche ? 
La recherche est menée dans le cadre d'une recherche de doctorat en nutrition au sein du Département des 
sciences cliniques et de la nutrition à l'Université de Chester. L'étude est organisée avec la supervision du 
département, par Miriam Bou Kheir, étudiante au doctorat. 

 
Qui puis-je contacter pour plus d’informations ? 
Si vous souhaitez plus d'informations sur la recherche avant de décider si vous souhaitez ou non participer, veuillez 
contacter : 
1523961@chester.ac.uk 

 
Merci de votre intérêt pour cette recherche. 
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8. Participant Consent form; English; Study1 (Focus groups). 
 
 

Title of Project: Food habits of adolescents in Lebanon. 
 

Name of Researcher: Miriam Bou Kheir 
 
 
 

Please initial box 
 

1.  I confirm that I have read and understand 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 for my interview to be audio recorded 

 
4. I agree to take part in the above study. 

 
 
 
 
 
 

Name of Participant Date Signature 
 
 
 
 
 
 

Name of the Parent Date Signature 
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9. Participant Consent form; French; Study1 (Focus groups). 
 
 
 

Titre de l’étude : Habitudes alimentaires chez l'adolescent au Liban. 
 

Nom du chercheur : Miriam Bou Kheir 
 
 
 

Boîte initiale 
 

1. Je confirme avoir lu et compris la fiche d'information pour l'étude ci-dessus 
et eu l'occasion de poser des questions. 

 
2. Je comprends que ma participation est volontaire et que je suis libre de me 
retirer à tout moment, sans donner aucune raison et sans que mes droits légaux soient affectés. 

 
3. J’accepte que cette entrevue soit audio enregistrée. 

 
4. J'accepte de participer à l'étude ci-dessus. 

 
 
 
 
 
 
 

Nom du Participant Date Signature 
 
 
 
 
 
 

Nom du Parent Date Signature 
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10. Participant Confidentiality form; adolescents; English; Study1 (Focus groups). 
 
 
 

 
Title of Project: Food habits of adolescents in Lebanon. 

 
Name of Researcher: Miriam Bou Kheir 

 
 
 

Please initial box 
 

1. I confirm that I have listened to the briefing of confidentiality 
and it’s importance. 

 
2. I confirm that I have understood and asked all questions before 
the start of the focus group. 

 
3. I agree on keeping the confidentiality and will not disclose 
any information regarding my peers outside this room. 

 
 
 
 
 
 
 

Name of Participant Date Signature 
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11. Participant information sheet; Stakeholders; English; Study 2 (One-to-one interview). 
 

Stakeholders insights on adolescents' obesity and interventions 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 me 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? 
The purpose of this research is to explore what stakeholders and policymakers in Lebanon perceive of 
adolescent obesity and its prevention. 

 
Why have I been chosen? 
You have been chosen because as a key stakeholder your perspectives would be extremely valuable for 
this research. 

 
Do I have to take part? 
It is completely 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 the standard of care you receive in any way. 

 
What will happen to me if I take part? 
If you decide to take part, you will be given this information sheet to keep and asked to sign the consent 
form. You will be asked to join a one-to-one conversation for around 45 minutes that will take in a 
private room. With your permission, the interview will be audio recorded. 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 may be contributing to valuable evidence on the development of nutrition policies 
for adolescents’ obesity prevention in the school settings of Lebanon. 

 
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 & Life 
Sciences, University of Chester, Parkgate Road, Chester, CH1 4BJ, England, 0044 1244 510000 

 
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. 
Also, interviewees confidentiality will be kept by using pseudonyms in the report instead of their real 
names. 
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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 final results of this research will be written up for the award of Doctor of Philosophy (PhD). 
Individuals who participate will not be identified in any subsequent report or publication. 

 
Who is organising and funding the research? 
The research is conducted as part of a PhD research in Nutrition within the Department of Clinical 
Sciences & Nutrition at the University of Chester. The study is organized with supervision from the 
department, by Miriam Bou Kheir, a 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: 

 
m.boukheir@chester.ac.uk 

 
Thank you for your interest in this research. 
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12. Participant invitation letter; Stakeholders; English; Study 2 (One-to-one interview). 
 
 

Invitation letter 
 

Miriam Bou Kheir 
PhD student, University of Chester 

m.boukheir@chester.ac.uk 
[Date] 

 
 

[Title Name Surname] 
[Position and Organisation] 
[Address] [Post Code] 

 
Dear [Title Surname], 

 
RE: Interview confirmation 

 
 

Following our telephone call, I would like to kindly ask you to confirm our interview meeting on the 
  . 

 
 

Attached to this letter, you will find an information sheet with all relevant information and a consent 
form. 

 
 
 

Yours sincerely, 

Miriam Bou Kheir. 
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13. Participant consent form; Stakeholders; English; Study 2 (One-to-one interview). 
 

Title of Project: Stakeholders insights on adolescents' obesity and interventions in Lebanon. 
 

Name of Researcher: Miriam Bou Kheir 
 
 
 

Please initial box 
 

1. I confirm that I have read and understand 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 for my interview to 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 



301  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix B: Ethical Approvals 
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1. Ethical approval; Pre-Study 1. 
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2. Ethical approval; Study 1. 
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3. Ethical approval; Study 2. 
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Appendix C: Interview Agendas 
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1. Adolescents one-to-one food interview questions (Pre-Study 1). 
 
 

Introductory script: Hello, my Name is Miriam, and I am currently a PhD student in the University of Chester, UK. I am 
working on my research project that aims to explore adolescent food choices and preferences in Lebanon. Thus, I will 
need to ask you couple of questions relating to your food habits. Please bear in mind that you can withdraw from the 
interview at any time you want. 

 
Q.1: Do you follow any specific diet (e.g., Vegetarian, vegan, lactose-free…)? 

 
Q.2: Could you please tell me what you ate yesterday during the day? (Coding with usual eating habits) 

 
Time Location and 

company 
Description of food eaten/ how prepared Amount eaten* 

    

    

    

    

    

    

    

*Amount of food are estimated through palm hand, tennis ball and tactile objects. 
 

Q.3: Is this a typical day of your eating behaviours? 
 

Q.4: What would you prefer having for lunch, fast-food meal (e.g., pizza/burger/fries/hot-dog) or a Lebanese home-
made cuisine? 

 
Q.5: If you want to eat healthy where and would you eat? 

 
Q.6: What is your favourite restaurant and your preferred meal? How often you consume it per week and how do you get 
the food (e.g., drive through, taxi, parents drove them…)? 

 
Q.7: What’s your favourite home-made cuisine and how does your family members usually prepare it? 

 
Q.8: Is there available daily home-made cuisine at your place? What type of cuisines is usually made (continental, oriental, 
Lebanese...)? 
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2. Adolescents focus group food interview agenda (Study 1). 
 
 

RESEARCH QUESTION: To explore adolescents’ food trend in a transitional diet phase in urban Lebanon. 

Definition of the sample: Lebanese adolescents between 16 and 18 years old attending an urban school/ Pre-existing group 

Definition of the setting: School in an urban area in Lebanon (naturalistic setting) 

Focus Group: Non-directive/  non-schedule standardised interview 
 

 
Welcome and thank you for volunteering to take part in this focus group. You have been asked to participate as your point of view 
is important. 

 
 

Introduction: This focus group discussion is designed to explore new lifestyle and food trends in adolescents’ urban life. The focus group 
discussion should take no more than an hour and is very informal. There are no right or wrong answers to my questions I am 
interested in hearing your views on the subject. The focus group interview will be audio recorded however as explained to you 
no one will be identifiable in the final report. 

 

 
Confidentiality and anonymity: Despite being taped, I would like to assure you that the discussion will be anonymous. The tapes will 
be kept safely in a locked facility until they are transcribed word for word, then they will be destroyed. The transcribed notes of the 
focus group will contain no information that would allow individual subjects to be linked to specific statements. You should try to 
answer and comment as accurately and truthfully as possible. I and the other focus group participants would appreciate it if you 
would refrain from discussing the comments of other group members outside the focus group. For this, you will be kindly asked to 
sign now a confidentiality paper that will protect each member of this group. If there are any questions or discussions that you do 
not wish to answer or participate in, you do not have to do so; however please try to answer and be as involved as possible. 

Ground rules 

• There are no right or wrong answers 

• You do not have to speak in any particular order 

• When you do have something to say, please do so. There are many of you in the group and it is important that I obtain the 
views of each of you. There may be a temptation to jump in when someone is talking but please wait until they have finished 

• You do not have to agree with the views of other people in the group 

• Does anyone have any questions? (answers). 

• OK, let’s begin 

Warm up 

• First, I’d like everyone to introduce themselves. Can you tell us your name? 

Introductory question 

I am just going to give you a couple of minutes to think about your lifestyle in Lebanon. 
 

 
Guiding questions 

How do you feel about the traditional Lebanese cuisine – (explore what they understand about this; who they know follows this; why 
is it less popular amongst young people etc., ...) 

Can one of you give me an example? Anybody disagree? Tell us how 

Tell me about the typical foods you like to eat. Can one of you give me an example. 

Does this seem familiar to everyone? Anybody disagree? 
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Discussion 1: Restaurants and Peers 

• How do you feel about being an adolescent? (Freedom, choices...) 
• What is the most common hangout place/ restaurant with your peers 

Prompt: What is it you like about this place? 
• How do you feel about the food sold at this place? (Fried, nutrition, healthy) 
• How do you define eating healthy? 
• Someone said “I don’t go out to eat healthy” what are your thoughts about it? 

Prompt: Do you feel there is barriers of eating healthy when you hang out? (Friends VS Family) 

Discussion 2: Parents and home environment 

• How is it different from hanging out with your parents? For example, on a Sunday (Food, places…) 
• What is the difference between eating out and eating at home after school during the week? 
• How do you feel it is different? Which one do you prefer? 

Prompt: How do you feel about the traditional Lebanese cuisine 

Discussion 3: School environment 

• What are your thoughts about the food sold in your school’s premises? 
Prompt: Would you change anything? 

What is it you like about the food sold? 
How would you feel if only healthy alternatives were sold? 

Concluding question 

• Of all the things we’ve discussed today, what would you say are the most important issues you would like to express about 
your actual current diet? 

Conclusion 

• Thank you for participating. This has been a very successful discussion 

• Your opinions will be a valuable asset to the study 

• We hope you have found the discussion interesting 

• If there is anything you are unhappy with or wish to complain about, please speak to me 

• I would like to remind you that any comments featuring in this report will be anonymous 
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3. Indicative areas; English (Study 2). 
 

Indicative areas for questioning 
 

1. Intro/ Key information 
- Overview and purpose of the study 
- Participant is free to withdraw consent at any stage (including post interview) 
- Everything discussed will be confidential and all information collected will be anonymous 
- With agreement, the interview will last approximately 45 minutes and will be recorded (using a 

digital audio recorder) 
- How the data collected will be stored, analysed, presented, and deleted (post-study) 

 
2. Questions 

 
1) Do you feel overweight or obesity in children and adolescent is an issue in schools? If so, how? 

 
2) What do you think are the causes of overweight in children and adolescents? 

 
3) What are the factors (if any) to overweight in children and adolescents? 

 
4) Whose responsibility is it to prevent obesity in children and adolescents? 

 
5) Do you think school influence the health of children and adolescents? if yes, how? 

 
6) What actions and/or activities do you follow in the school that contribute to the prevention of 

obesity in children and adolescents? 
 

7) As a stakeholder (headteacher/principal/policymaker), do you feel you have a role in preventing 
obesity in children and adolescents? If so what role? 

Probe: Have you considered a nutritional curriculum? If not (why)? 
 

8) Does the school sell lunch meals? What sort of food is sold at school? 
Probe: Have you heard of any nutrition policies in schools? 

 
9) Are adolescents active at school? Does the nurse play a role in tackling overweight and obesity? 

Probe: What barriers affect the prevention of adolescents’ obesity in secondary classes? 
 

10) What would facilitate schools (especially higher grades) to take a more active role in preventing 
obesity in adolescent? 

 
11) In an ideal world, how could we resolve the issue of obesity in children and adolescent? 

Probe: Have you considered a multi-component solution for this problem? Including the community 
such as municipality as a solution? 
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Appendix D: Transcribing 
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1. Example of E-Arabic transcribing (Taken from one focus group discussion). 
 

Date: 19/03/2018 | Number of attendees: 4 girls 4 boys 
Age/ Class: 15-16 years 
Duration: 50 minutes | Cadre: Fifth focus group interview 
. . . 
B3: hl2 l cha5es men houwe w z8ir eza ahlo ma byoteb5o ra7 yet3awad 3al fast food 
B2: mye bel miye 
G4: eza akalna barra mech daroure notloub fast food fina notloub chi tabe5 kamen 
B1: depends where 
B2: 5sousatan hal iyem l emmet ma ba2 3am yotebkho alil hl2 l jil l jdid ma ba2 3am yet3allamo l tabe5 
G1: eh bass B3 men Qatar 
I: ento hl2 kel yom bet le2o tabe5 bel beit? 
Bs Gs: ehhh ehh 
G2: aw2at bass bi koun la2 
G1: 2iyem alile bet 2oul 2emme ma fi 2akel bel beit ta3o noloub delivery 
B2: ana 3adatan fi bass kel chi chahren tlet echhour la notloub marra delivery 
B1: ana be3la2 ma3 bayye bes2alo eza fiye etloub delivery bi 2elle l nhar li ma bi koun fi akel bel beit btotloub w 
b7ayeto ma 2ata3 hal nhar bi 16 sene ma b7ayeto 2ata3 nhar ma fio akel 
I: B3 and G1 kel yom fi 2akel 3andkoun bel beit? 
B3: ana sara7a abel kenet kamen ta2riban 7 days a week fast food aw men barra la2ano kenet 3ayish barra [..] ahle 
tnaynetoun byechte8lo w ktir busy w hectic la2ano bnoss l madine bel downtown fa ma ken fi deyman akel bel beit 
bass hala2 sar fi hayda l total change of lifestyle sar kel chi bel beit la2ano euhh 2refet fike t2oule faa 3am ghayir w 
eh hl2 kel yom fi tabe5 lebnene 
G1: ana la2 mech kel yom beje 3al beit ble2e eno fi tabe5 aw chi eno fi 2iyem bousal 3al beit bet elle mum eno.. 
euhh 5alas ma ken 3ande 2afkar chou bade 2a3moul lyom fa 2eno botloub delivery 
I: so sometimes ahlik kamen byotelebo delivery? 
G3: eh 
G2: 2aw baa3moul sandwich iyem 
B2: ahle ma bi hebo 2otloub delivery 
G1: 2aw 2iyem byoteb5o 2ajnabe 
I: Tab in case wsolto w l2ito 3amle tabkha ma bet ti2ouwa Abadan chou bta3mlo? 
B1: bnakriz 
G2: 3elbit tuna 
[all talking together] 
B1: ya beklo ya botloub men 2eme tjeble submarine 3a tari2a 
G1: hl2 mum bta3refne ktir mnih mech ra7 ta3mele tab5a ma b7eba 
G4: eh ana heke 
B1: bta3mela 2ased 
[laughing] 
B1: bada t3awedne bel 2ouwe 
G1: hl2 eza la samahalla dtarrit ta3mela bta3melle chi 3a janab [..] bi dal fi chi la2ano bta3rif masalan 2eno ana [..] 
maslan batenjen ma bto2ta3 
I: How often do you get food delivered? If you do 
G1: la2 la2 mum [..] eno eza 3amle tabe5 ktir 8alat rou7 de2 w yeje l delivery w ana 3am bekoul delivery w e5wete 
eh [[.] 
G3: 2aw mnekoul sandwich labneh 
I: you guys agree? 
B1: eh ma3a ha2 
I: Tab bi sir ma3koun metla? 
B2: ana w z8ir eh bass haliyan la2 
G1: ana mum bet elle kele fadlet 2eza ma bade 
G3: eh ana kamen 
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B2: haliyan metel ma 2eltelik ana w z8ir keno 2ahle yojebroune ekoul men kel chi mech la2ano badoun yojebroune 
bass kermel et3awad 3ala kel anwe3 l 2akel [..] ya3ne ana ba3edne betzakar sa7en l mjadra 2ontour la 2eme tfout 
3al ouda la edel2o men l balcon [all laughing] 

 
 

TRANSLATION 
 

B3: now the person since its childhood if their parents don’t cook he will get used to fast food instead 
B2: 100% 
G4: If we were to eat outside of home it doesn’t mean we have to order fast food we can order some stews as well 
B1: depends where 
B2: Especially these days, mothers aren’t cooking any longer or it’s rare and the new generation aren’t even 
learning to cook stews 
G1: Yea but B3 is from Qatar 
I: Do you find stews available at home every day? 
Bs Gs: Yes Yes 
G2: Only rarely we don’t find 
G1: Some rare times my mum would say there’s no food at home let’s get food delivered 
B2: Usually at my place there is but its’ like every 2 to 3 month we get food delivered once 
B1: I get in a fight with my dad I ask him if I can get food delivered he would tell me the day where there’s no food 
at home I can get food delivered and yet this day hasen’t arrived yet in 16 years of my life this day never came 
where there’s no food at home 
I: B3 and G1 every day there’s stews available at home? 
B3: Honestly, before I used to eat 7 days a week fast food and getting food delivered because I used to live outside 
Lebanon and my two parents work and are very busy, their life is very hectic in the city in downtown so there 
wasn’t stews available at home but now there’s a total change of lifestyle we eat now everything at home because 
we got disgusted, you can say, so we’re changing and yes now there’s Lebanese stews available at home every day. 
G1: In my case I don’t find Lebanese stews every day at home sometimes mum says whatever I didn’t have time to 
cook or I didn’t know what to cook so let’s get food delivered 
I: so sometimes your parents get food delivered? 
G3: Yes 
G2: Or I do a sandwich at home sometimes 
B2: my parents don’t like me getting food delivered 
G1: or sometimes they cook international cuisine 
I: And in the case if you got home and found a stew that you despise what do you do? 
B1: I would go crazy 
G2: I’d open a tuna can 
[all talking together] 
B1: I’d just eat it or I’d ask my mum to get me a submarine on her way home 
G1: now mum knows me very well she wouldn’t cook something I don’t like 
G4: same here 
B1: She would do it on purpose 
[laughing] 
B1: She wants me to like it by forcing me 
G1: If, god forbid, my mum had to cook something I don’t like she would do another cuisine on the side just for me. 
Because there’s always something that I don’t like for example eggplant is a big no 
I: How often do you get food delivered? If you do 
G1: no no mum [..] like if she did a stew I wouldn’t just get food delivered it’s so wrong to call for delivery and then 
be eating fast food while my brothers and sisters umm 
G3: or we eat a Labneh sandwich 
I: you guys agree? 
B1: yes she’s right 
I: Have you been in the same situation? 
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B2: When I was younger yes but currently no 
G1: my mum would tell me to eat leftovers if I don’t like the stew she made on the same day 
G3: yes me too 
B2: currenly, as I told you, when I was younger my parents used to force me to eat from everything not because 
they want to force me but for me to get used on the majority of foods[..] like I still remember the plate of mjaddra 
I used to wait for my mum to turn around to throw it from the balcony [all laughing] 
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Appendix E: Extra materials on Lebanon 



318  

1. WHO country profile 
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2. Lebanese foods mentioned 
 

 
FOOD NAME 

 
EXPLANATION 

Falafel Falafel is a deep-fried ball or patty made from ground chickpeas, fava beans, or both. Falafel is a 
traditional Middle Eastern food, commonly served in a pita, which acts as a pocket, or wrapped in 
a flatbread. 

Fattoush Fattoush is a Levantine salad made from toasted or fried pieces of bread combined with mixed 
greens and other vegetables, such as radishes and tomatoes. 

Halawet el Jeben Halawet el-jibn is a traditional Levantine and Middle Eastern dessert of Syrian origin made of 
semolina dough and cheese, topped with cream and sugar syrup. 

Halloumi Halloumi is a semi-hard, unripened, brined cheese made from a mixture of goat's and sheep's milk, 
and sometimes also cow's milk. 

Kebbe Kibbeh is a family of dishes based on spiced ground meat and grain, popular in Middle Eastern 
cuisine. In Levantine cuisine, usually bulgur wheat is pounded together with meat into a fine paste 
and formed into balls, with toasted pine nuts and spices. It may also be layered and cooked on a 
tray or served raw. 

Knefe Knefe is a traditional Middle Eastern dessert made with shredded filo pastry, or alternatively fine 
semolina dough, soaked in sweet, sugar-based syrup, and typically layered with cheese 

Kofte Kofte is a family of meatball dishes found in the Indian subcontinent, Middle Eastern, and Central 
Asian cuisines. In the simplest form, koftes consist of balls of ground meat - usually beef, lamb or 
mutton, pork, or a mixture - mixed with spices or onions. 

Labneh Tangy, thick, and creamy, labneh (also known as labnah or labne) is basically yogurt cheese. Just 
like Greek yogurt, it is made by straining yogurt until it loses most of its liquid. 

Mankoushe Manakish or in singular form man'ousheh, a popular Levantine food consisting of dough topped 
with thyme, cheese, or ground meat. Similar to a pizza, it can be sliced or folded, and it can be 
served either for breakfast or lunch. 

Mjaddra Mujadara is a traditional Middle Eastern dish made with rice, lentils, and fried onions. 

Mloukhieh Mloukhieh (or as called in English Jew's mallow), is an Egyptian national dish which is widely 
popular in Lebanon. Served with rice, chicken and onions. 

Shawarma Shawarma is a dish in Middle Eastern cuisine consisting of meat cut into thin slices, stacked in a 
cone-like shape, and roasted on a slowly-turning vertical rotisserie or spit. Originally made of lamb 
or mutton, today's shawarma may also be chicken. 

Tabbouleh Tabbouleh is a Levantine vegetarian salad made mostly of finely chopped parsley, with tomatoes, 
mint, onion, bulgur, and seasoned with olive oil, lemon juice, salt and sweet pepper. 

Taouk Shish taouk is a traditional marinated chicken shish kebab of Ottoman cuisine that later became 
part of Middle Eastern cuisine. 
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