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Popular scientific summary


	This study demonstrated that, in Lebanon, the majority of TV food advertisements during children’s viewing time are of poor nutritional quality.

	Findings should be viewed as a foundation for the development of food marketing regulations and policies aimed at reducing children’s exposure to TV food advertisements.

	Media literacy education at early schooling stages, with emphasis on deciphering advertising messages and understanding the persuasive power of modern marketing methods, should also be promoted.





Abstract

Objective: Exposure to food marketing may influence children’s food preferences and consumption patterns and may increase the risk of childhood obesity. The WHO Office for the Eastern Mediterranean Region (EMR) has recently released a regional nutrient profile model (WHO EMR) for the purpose of regulating the marketing of food and beverages to children. This study aimed at 1) analyzing the frequency and types of food and drink advertisements during children’s viewing time in Lebanon; 2) examining the nutritional content of the advertised food products in reference to the nutrient thresholds specified by the WHO EMR model; and 3) assessing the proportion of food advertisements that included health messages.

Design: This study consisted of a cross-sectional content analysis of food advertisements on local TV channels, during children’s viewing time.

Setting: Three local Lebanese channels with the highest viewership among 4- to 14-year-olds were selected. Recorded broadcasts (September 2016 through January 2017) were analyzed between 3 pm and 10 pm on weekdays and between 8 am and 10 pm on weekend days.

Results: Approximately 31% of advertisements were for foods or drinks. The proportion of food advertisements was the highest during children’s programs (43%) compared to general viewing (32%) and parental guidance (29%) programs. Approximately 8 out of 10 food advertisements were for products that did not meet the standards of the WHO EMR model. Of concern was the heavy advertisement of alcoholic beverages during programs for general audiences. The majority of the advertisements that comprised a health claim were for foods that did not meet the WHO EMR’s nutritional standards (79%).

Conclusions: The findings of this study, which is the first to utilize the new WHO EMR profile model, should be viewed as a foundation for the development of food marketing policies aimed at reducing children’s exposure to TV food advertisements in Lebanon, a country that harbors a high burden of childhood obesity.
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Noncommunicable diseases (NCDs) represent the major cause of death in the Eastern Mediterranean Region (EMR), claiming 2.2 million lives every year, an estimate that is projected to increase to more than 3.8 million by 2030 (1–3). Evidence suggests that suboptimal diets, characterized by high intakes of fat, salt, and sugar, are among the leading risk factors for NCD mortality in countries of the region (4). Such diets are increasingly being adopted by young children and adolescents in the EMR, raising concerns about the implications of these trends on the health profile of the population in the long term (5). Studies conducted in the region suggest that children consume more total fat, saturated fat, and added sugars and fewer fruits, vegetables, and dairy products than is recommended (6–10). In addition, the prevalence of pediatric obesity has been following an alarming escalating trend, reaching epidemic proportions in many countries of the region (3, 6, 11, 12). Although several factors may affect children’s diets, one factor that has received increasing attention is food advertisement and marketing (5, 13, 14). The Institute of Medicine of the National Academies reported that food marketing influences children’s food preferences, consumption patterns, and dietary habits (15). Despite new technologies being increasingly available, TV remains the main channel for the marketing of foods to children (14), and there is strong evidence linking TV viewing and exposure to food advertisements with the consumption of energy-dense food and drinks (16, 17). However, little is known about the extent, nature, and type of food advertisements to children in countries of the EMR, although evidence suggests that TV is the most popular entertainment medium among youth in countries of the region (18, 19).

In 2010, the World Health Organization (WHO) endorsed a ‘Set of recommendations on the marketing of foods and nonalcoholic beverages to children’, advocating for 1) the collection of information on the extent, nature, and effects of food and drink marketing to children; and 2) the development of policies aimed at reducing the marketing of foods high in saturated fats, trans-fatty acids, free sugars, or salt to children (20). In 2012, the WHO Regional Committee for the EMR endorsed a regional Framework for Action for the prevention and control of NCDs, with one of its key strategic interventions aiming at ensuring ‘healthy nutrition in early life and childhood including … regulating marketing of foods and non-alcoholic beverages to children’ (21). In line with this commitment, the WHO Regional Office for the EMR developed and released, in 2017, a regional nutrient profiling model for the purpose of restricting food marketing to children (WHO EMR) (3), which was developed based on the model adopted for Europe (22). Nutrient profiling is ‘the science of classifying or ranking foods according to their nutritional composition for reasons related to preventing disease and promoting health’. It allows differentiation between foods and drinks that are more likely to be part of a healthy diet and those that are less likely to (particularly those foods that may contribute to high intakes of energy, saturated fats, trans fats, sugar, or salt) (3). The regional EMR nutrient profile model consists of a total of 18 food categories, with some subcategories (Appendix 1). When determining whether the marketing of a food product to children may or may not be ‘permitted’, the nutritional content of the food product must be cross-checked against the nutrient thresholds on a per 100 g/mL basis, as specified in the model (3). For six of the food categories, marketing to children is automatically ‘not permitted’, and hence no nutrient thresholds are specified. These categories include foods that are high in fat, sugar, and salt, such as ‘chocolate and sugar confectionaries’, ‘fruit juices’, ‘edible ices’, ‘cakes, sweet biscuits and pastries’, ‘processed meat, poultry and similar’, in addition to ‘energy drinks’ (3). The newly released nutrient profile model may be used by EMR member states as a useful tool for the assessment of the nutritional quality of foods advertised to children and the development and implementation of policies aiming at restricting the marketing of foods to this age group (20, 23, 24).

In response to the need to characterize the extent and nature of food and beverage advertisements to children in countries of the EMR, this study aims to 1) analyze the frequency and types of food and drink advertisements during children’s viewing time in Lebanon; 2) examine the nutritional content of the advertised food products in reference to the nutrient thresholds specified by the WHO EMR profile model (3); and 3) assess the proportion of food advertisements that include health messages and disclaimers. This study provides baseline data on the state of food and beverage marketing in Lebanon, and its findings will be useful for the development of regulations regarding the advertising of food products to children.

Materials and methods

Study design

This is a cross-sectional content analysis of food and beverage advertisements broadcasted on local TV channels during children’s viewing time in Lebanon.

Because no local Lebanese TV channels are solely dedicated to children’s programs, various local TV channels that offer general programming were selected for this study. The selection of the local TV channels was based on TV ratings and viewership share data acquired from IPSOS Lebanon, a large market research company that specializes in quantitative and qualitative marketing research, customer satisfaction research, advertising, and media (25, 26). Viewership data were available for the following age groups: 4–14 years old, 15–24 years old, 25–44 years old, and older than 45. Based on data pertinent to the 4–14 age group, channels with a viewership share exceeding 20% were included in the study. Accordingly, three out of nine local TV channels were selected for this study and will be referred to as Channel A, Channel B, and Channel C throughout the manuscript. The viewership shares of the age group 4–14 years for the selected channels were 27%, 21.1%, and 22.9%, respectively.

Recorded broadcasts from the three selected channels were purchased from IPSOS, covering the period between September 2016 and January 2017. To decrease the cost associated with purchasing and data collection, one week was randomly selected within each month, and within each week three weekdays and one weekend day were randomly selected. The month of December 2016 was excluded, given the holiday season and its potential impact on TV advertising (27).

For weekdays, the time covered all programs broadcasted between 3 pm (i.e. after the end of the school day) and 10 pm (28). For weekend days, the time covered all programs broadcasted between 8 am and 10 pm. As such, the sample covered 385 hours of TV broadcasting and included 12 weekdays and 4 weekend days.

Within these timeslots, programs that rated highest in terms of viewership among children and adolescents (4–14 years) were selected for analysis, based on IPSOS data (25). Accordingly, current affairs programs, news, cooking, and political talk shows were excluded from the analysis. The programs that were included in the analysis comprised children’s shows or C-rated programs (those specifically produced for children), G-rated (those suitable for children to view without adult supervision), and PG-rated programs (such as local soap operas or series and some entertainment programs). Of the 385 h, 226 h were analyzed for advertisements in this study (Table 1).





Table 1. Number of hours taped and analyzed by study weeka and by channel


	Network channel
	Week 1 (Sept 24–30, 2016)
	Week 2 (Oct 24–30, 2016)
	Week 3 (Nov 15–20, 2016)
	Week 4 (Jan 9–14, 2017)



	Number of taped hours
	Number of analyzed hours
	Number of taped hours
	Number of analyzed hours
	Number of taped hours
	Number of analyzed hours
	Number of taped hours
	Number of analyzed hours





	Channel A
	35
	25
	35b
	29
	35
	24
	35
	24



	Channel B
	35
	18
	35
	14
	35
	17
	35
	16



	Channel Cc
	0
	0
	35
	22
	35
	19
	35
	18



	Totald
	70
	43
	105
	65
	105
	60
	105
	58



	aEach week included three weekdays and one weekend day. For weekdays, all programs shown between 3 pm and 10 pm were taped. For weekend days, all programs shown between 8 am and 10 pm were taped. Within the taped time slots, the programs that rated highest in terms of viewership among 4–14-year-olds were selected for analysis.
bWeek 2 for Channel A was Nov 8–14, 2016, given that the recordings were not available for the week of Oct 24–30, 2016.
cRecordings were not available for Channel C during Week 1 of data collection.
dA total of 385 h were taped, of which a total of 226 h (58.7%) were analyzed.





Data collection

Two research assistants were trained for data collection (content coding). They watched the videotapes and collected information about the advertisements using a standardized data collection sheet. They first identified the type of advertisement (food or drink vs. nonfood or nondrink advertisement). For each food or drink advertisement, the coders recorded the following information: channel, program type during which the advertisement is broadcasted, day of the week, time of day, type of food or drink being advertised, brand, whether the advertisement included health or nutrition claims, or health disclaimers (warning about excess consumption). Commercials that advertised products other than foods and drinks were not analyzed.

Comparison of the nutritional composition of advertised foods with the thresholds specified by the WHO EMR nutrient profile model

A list of all the advertised foods and drinks was developed. Food and beverages were then classified into 18 categories based on the WHO EMR nutrient profile model (3).

Information on the nutritional composition of each advertised food and drink was collected from their respective product labels. When the information included in the product label was not sufficient, nutrient composition information was obtained from the company’s webpage or by requesting it directly from the manufacturer. In addition, the food composition tables for the Middle East (29) and the USDA food composition database (30) were consulted, when the product label information was incomplete.

To assess whether the marketing of a food product is considered ‘permitted’ or ‘not permitted’, the nutritional content of the food product was cross-checked against the thresholds included in the nutrient profile model, namely the thresholds for energy (kcal/100 g food or drink), total fat, total sugars, added sugars, nonsugar sweeteners, saturated fat, and salt (g/100 g food or drink). As per the regional model, marketing of a food product was considered as not permitted when the food exceeded, on a per 100 g/mL basis, any of the relevant thresholds for the respective food product category (3). In addition, marketing is not permitted if the product contains >1 g/100 g of total fat in the form of industrially produced trans fatty acids or ≥0.5% of total energy in the form of alcohol.

For composite or restaurant meals that included two or more food items, all items were individually examined to assess whether the relevant nutrient criteria were met (3).

It is important to note that for 4 out of the 18 categories of the WHO EMR model, namely chocolate and sugar confectionary (Category 1), edible ices (Category 4), cakes and sweets (Category 6), processed meat and poultry (Category 14), and two subcategories (fruit juices and energy drinks) within Category 3 (beverages), marketing was considered automatically not permitted, without the need to examine the nutritional composition of the product (3).

Health or nutrition claims and disclaimers

In this study, health claims were considered as ‘any claim that states, suggests or implies that a relationship exists between a food category, a food or one of its constituents and health’ (31), and nutrition claims were considered as ‘any claim that states, suggests or implies that a food has particular beneficial nutritional properties due to the energy, nutrients or other substances it contains, contains in reduced or increased proportions or does not contain’ (32). The proportion of advertisements that included health or nutrition claims was calculated, by program type, as follows:




	(Number of advertisements with health or nutrition claims during the specific program type * 100)



	(Total number of food advertisements in that type of program)





Data collection has also aimed at identifying advertisement with health disclaimers that consist of any disclosure made with the purpose of warning against the excess consumption of the food product, clarifying potential harmful consequences, or potentially misleading or deceptive statements (33).

Proportions of advertisements with disclaimers were then calculated by program type as follows:




	(Number of advertisements with disclaimers during the specific program type * 100)



	(Total number of food advertisements in that type of program)





Processing and presentation of data

Intercoder reliability was assessed for the first 43 h of TV program analyzed, which, in line with other studies, represented approximately 20% of the total analyzed broadcast time (34, 35). Intercoder reliability was estimated at 97%, using the following formula (27):




	(Number of agreements * 100)



	(Number of agreements + number of disagreements)





The collected data were entered into Microsoft Excel. The results were presented in tables or figures showing the proportions and frequency of food advertisements during C-, G-, and PG-rated programs; the percentage of food advertisements by food category; the proportions of food advertisements that do not meet the standards set by the WHO EMR nutrient profile model; and the proportions of food advertisements having health or nutrition claims or health disclaimers.

Results

Proportion and frequency of food advertisements

In total, 4,510 advertisements were broadcasted during the 226 h of analyzed TV programs. Of these 4,510 advertisements, 1,393 were for foods or beverages (30.9%).

The proportion of food advertisements was the highest during C-rated programs (43.2%) compared to G- and PG-rated programs (32% and 28.8%, respectively) (Fig. 1). In addition, for the three channels, the study weeks that coincided with the ‘back to school’ period in Lebanon (i.e. the months of September, October, and November) included a higher percentage of food advertisements compared to January (i.e. a regular month within the school year). This was specifically true for the children’s programs, where the proportion of food advertisements in September, October, and November (50–54.5%) was almost double that observed for January (27.6%). Overall, the average frequency of food advertisements per hour was estimated at 6.2 per hour (Table 2).





Table 2. Total number of advertisements, food advertisements, and hours analyzed by study week and by type of TV programs watched by children in Lebanon


	
	Week 1
	Week 2
	Week 3
	Week 4
	Overall



	Total ads
	Food ads
	Hours
	Freq/hour
	Total ads
	Food ads
	Hours
	Freq/hour
	Total ads
	Food ads
	Hours
	Freq/hour
	Total ads
	Food ads
	Hours
	Freq/hour
	Total ads
	Food ads
	Hours
	Freq/hour





	C
	22
	11
	2.93
	3.8
	19
	10
	2.07
	4.8
	11
	6
	3.08
	1.9
	29
	8
	2.90
	2.8
	81
	35
	10.98
	3.2



	G
	442
	171
	24.87
	6.9
	808
	242
	37.45
	6.5
	651
	227
	29.64
	7.7
	652
	178
	41.22
	4.3
	2553
	818
	133.18
	6.1



	PG
	270
	54
	15.10
	3.6
	582
	186
	24.57
	7.6
	653
	231
	26.73
	8.6
	371
	69
	15.90
	4.3
	1876
	540
	82.30
	6.6



	Overall
	734
	236
	42.90
	5.5
	1409
	438
	64.09
	6.8
	1315
	464
	59.45
	7.8
	1052
	255
	60.02
	4.2
	4510
	1393
	226.46
	6.2


	Note: freq, frequency; C, children’s programs; G, general audience programs; PG, parental guidance programs.





Fig. 1.  Proportions (%)a of food advertisements by study week and by type of TV programs watched by children in Lebanon. aCalculated as (number of food advertisements/total number of advertisements in that type of programs) × 100. C, children’s programs; G, general audience programs; PG, parental guidance programs.
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Type of food advertisements

Out of the 18 categories included in the EMR nutrient profiling model, 12 were advertised during the analyzed TV programs (Table 3). The six categories that were not advertised included edible ices; yoghurts, sour milk, cream, and similar foods; bread, bread products, and crispbreads; processed fish; fresh and frozen fruit, vegetables, and legumes; and processed fruit, vegetables, and legumes. Furthermore, apart from the 18 food categories included in the EMR model, two additional food categories were advertised during the analyzed TV programs, namely alcoholic drinks and coffee (Table 3).





Table 3. Percentage of food advertisementsa by food category and by type of TV programs


	Category
	Food category
	C n (%)
	G n (%)
	PG n (%)
	Overall n (%)





	Food categories based on the WHO EMR model



	1
	Chocolate and sugar confectionery, energy bars, and sweet toppings and deserts
	12 (33.3)
	140 (16.6)
	56 (10.1)
	208 (14.5)



	2
	Savory snacks
	6 (16.7)
	56 (6.6)
	42 (7.6)
	104 (7.2)



	3
	Beverages
	



	a
	Fruit juices
	-
	7 (0.8)
	4 (0.7)
	11 (0.8)



	b
	Vegetable juices
	-
	-
	-
	-



	c
	Milk drinks
	5 (13.9)
	28 (3.3)
	19 (3.4)
	52 (3.6)



	d
	Energy drinks
	-
	31 (3.7)
	11 (2.0)
	42 (2.9)



	e
	Other beverages
	4 (11.1)
	37 (4.4)
	18 (3.2)
	59 (4.1)



	4
	Edible ices (ice cream, iced lollies, sorbets, and frozen yogurt)
	-
	-
	-
	-



	5
	Breakfast cereals
	-
	1 (0.1)
	3 (0.5)
	4 (0.3)



	6
	Cakes, sweet biscuits, and pastries; other sweet baked goods, and dried mixes for making such goods
	-
	142 (16.8)
	113 (20.4)
	255 (17.8)



	7
	Yoghurts, sour milk, cream, and other similar foods
	-
	-
	-
	-



	8
	Ready-made and convenience foods and composite dishesb

	-
	11 (1.3)
	17 (3.1)
	28 (1.9)



	9
	Cheeses
	9 (25.0)
	43 (5.1)
	19 (3.4)
	71 (4.9)



	10
	Butter and other fats and oils
	-
	19 (2.2)
	-
	19 (1.3)



	11
	Bread, bread products, and crispbreads
	-
	-
	-
	-



	12
	Fresh, dried, or cooked pasta, rice, and grains
	-
	2 (0.2)
	-
	2 (0.1)



	13
	Fresh and frozen meat, poultry, fish, and similar
	-
	57 (6.7)
	74 (13.3)
	131 (9.1)



	14
	Processed meat, poultry, and similar
	-
	18 (2.1)
	22 (4.0)
	40 (2.8)



	15
	Processed fish
	-
	-
	-
	-



	16
	Fresh and frozen fruit, vegetables, and legumes
	-
	-
	-
	-



	17
	Processed fruit, vegetables, and legumes
	-
	-
	-
	-



	18
	Sauces and dressings
	-
	31 (3.7)
	14 (2.5)
	45 (3.1)



	Additional food categories



	19
	Alcoholic drinks
	-
	134 (15.9)
	94 (16.9)
	228 (15.9)



	20
	Coffee
	-
	88 (10.4)
	49 (8.8)
	137 (9.5)



	Note: C, children’s programs; G, general audience programs; PG, parental guidance programs; EMR, Eastern Mediterranean Region.
aCalculated as (number of food advertisements/total number of advertisements in that type of programs) × 100.
bCategory 8 includes ready-made and convenience foods and composite dishes (pizzas, pastas, lasagna, ready meals including traditional composite dishes, ready-made sandwiches, canned or packaged soups and stews, rice dishes, mixes and dough, falafel, and hummus).





The most-advertised food category during C-rated programs was chocolate and sugar confectionary (33.3% of food advertisements), followed by cheeses (25%), savory snacks (16.7%), milk drinks (13.9%), and ‘other beverages’ (11.1%), which included soft drinks and mineral water (Table 3).

During the G-rated programs, chocolate and sugar confectionary together with cakes, biscuits and pastries represented 33.4% of food advertisements, followed by alcoholic drinks (15.9%) and coffee (10.4%). Similarly, during the PG-rated programs, chocolate and sugar confectionary together with cakes, biscuits, and pastries represented 30.5% of food advertisements, followed by alcoholic drinks (16.9%) and fresh and frozen meats (13.3%).

Comparison of the nutritional composition of the advertised food products with the thresholds specified by the EMR nutrient profile model

Of the 1,393 food advertisements broadcasted during the study period, 365 commercials (26.2%) were for alcoholic drinks or coffee, while 1,028 (73.8%) were for foods and non-alcoholic beverages. These 1,028 advertisements were for 68 specific food products. For 91.2% of these products, the nutrient composition information was obtained from the product label or website, while for the remaining 8.8%, the information was obtained from food composition databases (29, 30).

When referring to the 18 categories of the WHO EMR model and when cross-checking the nutrient composition of the advertised foods against the model’s thresholds, only 16.3% of the advertisements were assessed as ‘permitted’ for marketing to children (Table 4). These permitted advertisements were for the following types of products: dried pasta, vegetable oils, mineral water, fresh poultry, and tomato paste (no salt). The remaining 83.7% of the advertisements were for food products that exceeded one or more of the relevant thresholds specified by the EMR nutrient profiling model, and thus their marketing to children ought not to be permitted.





Table 4. Proportiona of TV food advertisements assessed as ‘permitted’ or ‘not permitted’ for marketing to children, based on the WHO EMR model


	
	Number of food ads
	Ads permitted n (%)
	Ads not permitted n (%)





	Based on the 18 food categories included in the WHO EMR model



	C programs
	35
	0 (0)
	35 (100.0)



	G programs
	596
	88 (14.8)
	508 (85.2)



	PG programs
	397
	80 (20.2)
	317 (79.8)



	Overall
	1,028
	168 (16.3)
	860 (83.7)



	Based on all the advertised food categories, including alcohol and coffee



	C programs
	35
	0 (0.0)
	35 (100.0)



	G programs
	818
	88 (10.8)
	730 (89.2)



	PG programs
	540
	80 (14.8)
	460 (85.2)



	Overall
	1,393
	168 (12.1)
	1,225 (87.9)



	Note: C, children’s programs; G, general audience programs; PG, parental guidance programs; EMR, Eastern Mediterranean Region.
aCalculated as (number of food advertisements/total number of advertisements in that type of programs) × 100.





When examining the proportion of permitted food advertisements by program type, Table 4 shows that 100% of the advertisements shown during C-rated programs were for foods that did not meet the standards set by the WHO EMR model. For the G-rated and PG-rated programs, 85.2% and 79.8% of the food advertisements were for foods that did not meet the standards specified by the profile model.

Health and nutrition claims and disclaimers

Table 5 shows the proportion of food advertisements that included a health or nutrition claim or a health disclaimer. Overall, 17.9% of the food advertisements included health or nutrition claims, varying between 14.3% and 19.2% for the C- and G-rated programs, respectively.





Table 5. Proportionsa (%) of food advertisements with health and nutrition claims or health disclaimers, by type of TV program


	
	Health and nutrition claims n (%)
	Disclaimers n (%)





	C programs
	5 (14.29)
	1 (2.86)



	G programs
	157 (19.19)
	31 (3.79)



	PG programs
	87 (16.11)
	22 (4.07)



	Overall
	249 (17.88)
	54 (3.88)



	Note: C, children’s programs; G, general audience programs; PG, parental guidance programs.
aCalculated as (number of food advertisements/total number of advertisements in that type of programs) × 100.




During C-rated programs, the health and nutrition claims focused on healthy growth or the provision of vitamins and minerals. Interestingly, during C-rated programs, all of the advertisements that comprised a health or nutrition claim were for foods that did not meet the nutritional standards set by the EMR nutrient profile model (data not shown).

During the G-rated programs, the most frequent health or nutrition claims shown in food advertisements were for low content of calories, fat, or sugar; healthy growth in children; and the promotion of weight loss. Of the advertisements that contained a health or nutrition claim, only 20.7% were for food items that met the WHO EMR nutrient profile standards (data not shown).

During the PG-rated programs, the most frequent health or nutrition claims shown in food advertisements were for low content of calories, fat, or sugar and for healthy growth. Of the advertisements that contained a health or nutrition claim, only 15% were for food items that met the WHO EMR nutrient profile standards (data not shown).

Health disclaimers were included in only 2.9% of the advertisements shown during C-rated programs and in 3.8 and 4.1% of those shown during the G- and PG-rated programs, respectively. During C-rated programs, the disclaimers targeted the importance of brushing teeth after the consumption of sweet products. For the G- and PG-rated programs, the disclaimers cautioned against mixing alcohol with energy drinks and recommended drinking responsibly (data not shown).

Discussion

To our knowledge, this study is among the first in the region to comprehensively analyze the extent and types of food advertisements broadcasted on TV during children’s viewing time. It is also the first to utilize the newly released WHO EMR nutrient profile model in assessing the nutritive quality of food and beverages advertised to children.

The study results showed that approximately 31% of TV advertisements were devoted to foods and drinks in Lebanon, a country that does not have current regulations or restrictions on the marketing of foods and beverages to children. The observed proportion of food advertisements (31%) is higher than what was observed in Spain, New-Zealand, the UK, and Norway (14.6–25.5%) (28, 36–39), where regulations on the marketing of food to children are enforced (40–43), while being similar to Iran, Turkey, and Australia (31–32%) (27, 44, 45), which differ in their degree of enforcement of food advertisement regulations (46–49). The study results have also shown that the highest proportion of food advertisements was observed during C-rated programs, compared to the G- and PG-rated programs (43.2 vs. 28.8–32%, respectively). It is however important to note that, in our study, only 11 h of the total 226 analyzed hours were devoted to C-rated programs, highlighting the scarcity of such programs on Lebanese TV channels. Thus, in our study, the majority of food-related advertisements came from G-rated programs, with a total of 818 advertisements, at a frequency of six per hour. Few other studies have examined the extent of food advertisements by type of TV program (27, 36). Our findings are similar to what has been reported by Zuppa et al. (2003) in Australia, where general viewing programs were considered the highest contributor to children’s exposure to food commercials (27). A study conducted in Spain also reported a high contribution of general interest TV programs to food advertisement exposure among children (36).

In line with other studies (44, 50), our findings showed that chocolates and sugar confectionaries, as well as cakes and sweets, were among the most frequently advertised food categories during the three types of TV programs. Savory snacks, cheeses, and sweetened beverages were also among the commonly advertised food categories. Even though other studies have shown that fast food and breakfast cereals were frequently marketed to children (13, 27, 37, 51–54), this was not the case in our study. This is largely expected, as cereals are not typical breakfast items in Lebanon (55). In agreement with previous studies, the advertising of healthier options of foods such as fruits, vegetables, and legumes was completely absent (27, 37, 45, 56). These results suggest that television food advertising during children’s viewing times is disproportionately promoting the consumption of foods high in fat, sugar, and salt, thus promoting unhealthy dietary patterns in children (27).

Based on the WHO EMR nutrient profile model, our results showed that approximately 8 out of 10 food advertisements were for foods or drinks that did not meet the nutrition standards set by the model. These findings are in line with those reported by Batada et al. (13) in the United States, where 9 out of 10 food advertisements broadcasted during Saturday children’s television programs were for foods of poor nutritional quality, based on nutrition standards derived from the National Alliance for Nutrition and Activity’s Model Local School Wellness Policies (57–59). Lower proportions were reported from Spain, the UK, Canada, and New Zealand, where 54.5–66.3% of food advertisements broadcasted during children’s TV airtime were for foods considered ‘less healthy’ (28, 37, 60). Our findings were in stark contrast with what has been recently reported from Norway, where only 2 out of 10 food advertisements shown to children were for foods that were high in fat, sugar, or salt. This may be explained by the strict and effective food marketing regulations in Norway, which were implemented in 1990 and further strengthened in 2014 to restrict the marketing of foods to children under the age of 13 (39, 40, 61).

It is worth noting that compared to the proportion of advertisements with health or nutrition claims (17.9%), very few commercials included heath disclaimers (3.9%). Interestingly, all the advertisements that comprised a health or nutrition claim and that were broadcasted during the C-rated programs were for foods that did not meet the nutritional standards of the WHO EMR model. This was also true for the majority of the commercials shown during the G- and PG-rated programs. In line with other studies, these findings suggest that the food advertisements broadcasted during children’s viewing times in Lebanon may be providing misleading nutrition information to children and their caregivers (62–65).

A particularly concerning finding in this study was the frequent advertisement of alcoholic drinks during and around the G- and PG-rated programs. It may be contested that adult supervision and interference during PG-rated programs may dampen the impact of advertisements on children’s assimilation and behavior (66, 67). However, the G-rated programs, which may be watched by children without adult supervision, included the same high proportion of alcohol advertisements as the PG-rated programs. This is alarming, given that several studies have shown that exposure to alcohol-related advertising may increase and encourage drinking behavior among youth (68, 69). A systematic review of longitudinal studies showed that exposure to commercial advertisement of alcohol was consistently associated with the likelihood that adolescents would start to drink alcohol and to drink more if they were already using alcohol (68). Adolescent drinking may lead to other high-risk behaviors such as smoking and drug use (70), while also being linked with sleeping disorders, social misbehavior, and mental health problems (71, 72). As for coffee, which was also found to be heavily advertised during children’s viewing time in Lebanon, a previous study has shown that its consumption among children has been positively linked with stress, anxiety, and depression (73).

Overall, the results of this study suggest that children in Lebanon are heavily exposed to advertisements that market unhealthy dietary choices and practices on TV. Previous studies have shown that the amount of time spent watching TV and the exposure to food commercials may increase the child’s request for, purchase, and consumption of the foods and drinks advertised on TV (15, 53, 74), as well as the development of unhealthy eating habits, characterized by higher intakes of sugar, fat, salt, and alcohol (75). The adoption of such eating habits early in life may increase the risk of obesity and cardiometabolic abnormalities such as dyslipidemia, hyperglycemia, and elevated blood pressure, thus increasing the risk for adult-onset NCDs (76). Available studies in Lebanon have shown that the diet of children is increasingly shifting from the traditional Lebanese dietary pattern – characterized by high intakes of fruits, vegetables, pulses, grains, and olive oil (77) – towards a westernized dietary pattern that is characterized by high consumption of red meat, fast food, sweets, and sugar-sweetened beverages (77). Of more concern is the alarming increase in childhood obesity, which was found to almost double in the past decade (78), reaching 13.2% among 6–19-year-olds in Lebanon (6), and the high prevalence of metabolic syndrome in obese Lebanese children and adolescents (21.2%) (79–81). Together, these findings highlight the need for public health interventions aimed at promoting healthier dietary options among youth. Changes in the television advertising environment are acknowledged as one of the most cost-effective ways for encouraging healthier food choices in this age group (20, 27, 82, 83). In this context, in 2007, the UK government was successful in banning the advertising of less healthy products in programs with a large audience of children, a measure that was expanded in 2009 to include all food advertising on children’s channels (28, 84). This has reduced children’s exposure to advertisements for less healthy products in the UK by over one-third in 2 years (28, 84) and has decreased per capita expenditure on sweetened beverages and high fat, sugar, and salt foods (85).

The findings of this study should be considered in light of the following limitations. First, this study may underestimate children’s exposure to food advertisements because television is only one of many different media through which advertisers are able, nowadays, to market food products to this age group. However, despite new technologies, TV remains the main channel for the marketing of food and drinks to children (14). In Lebanon, television constitutes the dominant advertising platform, with television advertising accounting for almost 38% of total advertising spending in 2013 (86). Second, in this study, we have only selected local TV channels for the analysis of food commercials, even though satellite viewing may be another medium for exposure to such advertisements. However, household audience views have shown that local channels, which broadcast culture-specific programs, are the most viewed in Lebanon (86). Third, it is important to note that the results of this study are snapshots of TV food advertising during the period under study and hence may not be representative of yearlong food marketing in Lebanon. In this context, we made sure to sample different months, different weeks, and different days to increase the representativeness of the collected data, but longer studies capturing different seasons are needed to provide a more complete picture of food advertising in Lebanon.

Conclusion

This study has mapped food advertisements broadcasted during television programs of particular appeal to children and adolescents in Lebanon and showed that approximately 8 out of 10 commercials are for foods that do not meet the nutritional standards set by the WHO EMR. As this may have implications on dietary habits, weight gain, and disease risk later in life, the results of this study should be viewed as a foundation for the development of food marketing policies aimed at reducing children’s exposure to TV food advertisements in Lebanon. The WHO EMR profiling model may be used by policy makers as a tool to limit the marketing of foods that are high in fat, sugar, and salt during children’s viewing times. The results of this study have also documented worrisome findings pertinent to the marketing of alcohol during children’s viewing times, thus highlighting the need for policies and legislative interventions to regulate alcohol advertising on TV. In a country that is currently witnessing a nutrition transition and where the traditional diet is progressively eroding, particularly among youth, television may be used as an educational medium that promotes and encourages the consumption of healthier food options, including those that are part of the Lebanese traditional diet. In addition to developing food marketing policies to protect children, this study provides a strong argument for promoting media literacy education at the early stages of schooling, with special emphasis on deciphering advertising messages and understanding the persuasive power of modern marketing methods. Media literacy is a mode of education that promotes critical thinking and awareness of the power of media in society. It helps individuals better protect themselves from misleading and often harmful marketing messages. Today, most developed countries, especially within the European Union, have national media literacy policies for schools and universities. Unfortunately, Lebanon and most Arab countries still lag behind on this front, despite significant advances at the university level prompted by the Media and Digital Literacy Academy of Beirut and the UNESCO/United Nations Alliance of Civilizations (87, 88).

Acknowledgements

The authors would like to acknowledge the services of Ms. Patricia Moghames for her help in piloting and Mr. Samer Hamamji for collecting the nutritional information for the advertised food products.

Conflict of interest and funding

This work was supported by the University Research Board (grant number 103181) at the American University of Beirut, Lebanon. No potential conflict of interest was reported by the authors.

Author contributions

LN, as the principal investigator, was responsible for the conceptualization of the study objectives and methodology and contributed to the write-up of the manuscript. MT contributed to data collection and analysis. MD contributed to data collection. JM contributed to the design of the study and critically reviewed the manuscript.

References


	1. 	World Health Organization. Global status report on non-communicable diseases. 2014. Available from: http://apps.who.int/iris/bitstream/handle/10665/148114/9789241564854_eng.pdf;jsessionid=0D3A5260DE7A999E9D25CECADD01E994?sequence=1 [cited 10 December 2018].

	2. 	World Health Organization. Roadmap of WHO’s work for the Eastern Mediterranean Region 2017–2021: September 2017. 2017. Available from: http://applications.emro.who.int/docs/EMROPUB_2017_19695_EN.pdf?ua=1 [cited 10 December 2018].

	3. 	World Health Organization Regional Office for the Eastern Mediterranean. Nutrient profile model for the marketing of food and non-alcoholic beverages to children in the WHO Eastern Mediterranean Region. Cairo; 2017. Available from: http://www.who.int/iris/handle/10665/255260 [cited 30 May 2017].

	4. 	Afshin A, Micha R, Khatibzadeh S, Fahimi S, Shi P, Powles J, et al. The impact of dietary habits and metabolic risk factors on cardiovascular and diabetes mortality in countries of the Middle East and North Africa in 2010: a comparative risk assessment analysis. BMJ Open 2015; 5(5): e006385. doi: 10.1136/bmjopen-2014-006385.

	5. 	Cecchini M, Sassi F, Lauer JA, Lee YY, Guajardo-Barron V, Chisholm D. Tackling of unhealthy diets, physical inactivity, and obesity: health effects and cost-effectiveness. Lancet 2010; 376(9754): 1775–84. doi: 10.1016/S0140-6736(10)61514-0.

	6. 	Nasreddine L, Naja F, Akl C, Chamieh MC, Karam S, Sibai A-M, et al. Dietary, lifestyle and socio-economic correlates of overweight, obesity and central adiposity in Lebanese children and adolescents. Nutrients 2014; 6(3): 1038–62. doi: 10.3390/nu6031038.

	7. 	Collison KS, Zaidi MZ, Subhani SN, Al-Rubeaan K, Shoukri M, Al-Mohanna FA. Sugar-sweetened carbonated beverage consumption correlates with BMI, waist circumference, and poor dietary choices in school children. BMC Public Health 2010; 10(1): 234. doi: 10.1186/1471-2458-10-234.

	8. 	Ali HI, Ng SW, Zaghloul S, Harrison GG, Qazaq HS, El Sadig M, et al. High proportion of 6 to 18-year-old children and adolescents in the United Arab Emirates are not meeting dietary recommendations. Nutr Res 2013; 33(6): 447–56. doi: 10.1016/j.nutres.2013.03.008.

	9. 	Sayegh A, Dini E, Holt R, Bedi R. Food and drink consumption, sociodemographic factors and dental caries in 4–5-year-old children in Amman, Jordan. Br Dent J 2002; 193(1): 37–42. doi: 10.1038/sj.bdj.4801478a.

	10. 	Al-Rewashdeh A. Assessment of the nutritional status for preschool children in Jordan. Bull Faculty Agriculture Cairo Univ 2009; 60(4): 423–32.

	11. 	De Onis M, Blössner M, Borghi E. Global prevalence and trends of overweight and obesity among preschool children. Am J Clin Nutr 2010; 92(5): 1257–64. doi 10.3945/ajcn.2010.29786.

	12. 	Abarca-Gómez L, Abdeen ZA, Hamid ZA, Abu-Rmeileh NM, Acosta-Cazares B, Acuin C, et al. Worldwide trends in body-mass index, underweight, overweight, and obesity from 1975 to 2016: a pooled analysis of 2416 population-based measurement studies in 128 9 million children, adolescents, and adults. Lancet 2017; 390(10113): 2627–42. doi: 10.1016/S0140-6736(17)32129-3.

	13. 	Batada A, Seitz MD, Wootan MG, Story M. Nine out of 10 food advertisements shown during Saturday morning children’s television programming are for foods high in fat, sodium, or added sugars, or low in nutrients. J Am Diet Assoc 2008; 108(4): 673–8. doi: 10.1016/j.jada.2008.01.015.

	14. 	World Health Organization Regional Office for Europe. Marketing of foods high in fat, salt and sugar to children: update 2012-2013. 2013. Available from: http://www.euro.who.int/__data/assets/pdf_file/0019/191125/e96859.pdf [cited 31 May 2017].

	15. 	Institute of Medicine. Food marketing to children and youth: threat or opportunity? Washington, DC: National Academies Press; 2006.

	16. 	Hobbs M, Pearson N, Foster PJ, Biddle SJ. Sedentary behaviour and diet across the lifespan: an updated systematic review. Br J Sports Med 2014; 49(18): 1179–88. doi: 10.1136/bjsports-2014-093754.

	17. 	Sadeghirad B, Duhaney T, Motaghipisheh S, Campbell N, Johnston B. Influence of unhealthy food and beverage marketing on children’s dietary intake and preference: a systematic review and meta-analysis of randomized trials. Obes Rev 2016; 17(10): 945–59. doi: 10.1111/obr.12445.

	18. 	Melki J. Media habits of MENA youth: a three-country survey. 2010. Available from: http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.359.6133&rep=rep1&type=pdf [cited 3 July 2017].

	19. 	Jari M, Qorbani M, Motlagh ME, Heshmat R, Ardalan G, Kelishadi R. A nationwide survey on the daily screen time of Iranian children and adolescents: the CASPIAN-IV study. Int J Prev Med 2014; 5(2): 224.

	20. 	World Health Organization. Set of recommendations on the marketing of foods and non-alcoholic beverages to children. 2010; Available from: http://apps.who.int/iris/bitstream/10665/44416/1/9789241500210_eng.pdf [cited 23 May 2017].

	21. 	World Health Organization Regional Office for the Eastern Mediterranean. Framework for action to implement the United Nations Political Declaration on Noncommunicable Diseases, including indicators to assess country progress by 2018. 2015. Available from: http://applications.emro.who.int/docs/Framework_action_implement_UN_political_declaration_NCD_October_2015_EN.pdf?ua=1 [cited 23 May 2017].

	22. 	World Health Organization Regional Office for Europe. WHO Regional Office for Europe Nutrient Profile Model. Denmark: WHO; 2015. Available from: http://www.euro.who.int/__data/assets/pdf_file/0005/270716/Nutrient-children_web-new.pdf [cited 4 May 2017].

	23. 	World Health Organization. Guiding principles and framework manual for the development or adaptation of nutrient profile models (in press).

	24. 	World Health Organization Regional Office for Europe. Vienna declaration on nutrition and noncommunicable diseases in the context of health 2020. 2013. Available from: http://www.euro.who.int/en/media-centre/events/events/2013/07/vienna-conference-on-nutrition-and-noncommunicable-diseases/documentation/vienna-declaration-on-nutrition-and-noncommunicable-diseases-in-the-context-of-health-2020 [cited 5 May 2017].

	25. 	IPSOS. IPSOS: global market and opinion research specialists; 2017. Available from: https://www.ipsos.com/en-lb [cited 6 September 2016].

	26. 	IPSOS. Reference document and financial report. 2017. Available from: https://www.ipsos.com/sites/default/files/2018-03/ipsos_document_de_reference_en_2017.pdf [cited 19 December 2018].

	27. 	Zuppa JA, Morton H, Mehta KP. Television food advertising: counterproductive to children’s health? A content analysis using the Australian Guide to Healthy Eating. Nutr Diet 2003; 60(2): 78–85.

	28. 	Romero-Fernandez MM, Royo-Bordonada MA, Rodríguez-Artalejo F. Evaluation of food and beverage television advertising during children’s viewing time in Spain using the UK nutrient profile model. Public Health Nutr 2013; 16(7): 1314–20. doi: 10.1017/S1368980012003503.

	29. 	Pellet PL, Shadarevian S. Food composition tables for use in the Middle East. 3rd ed. Beirut, Lebanon: American University of Beirut; 2013.

	30. 	United States Department of Agriculture. USDA food composition databases. 2017. Available from: https://ndb.nal.usda.gov/ndb/search/list [cited 5 June 2017].

	31. 	The European Parliament and the Council of the European Union. REGULATION (EC) No 1924/2006 OF THE EUROPEAN PARLIAMENT AND OF THE COUNCIL of 20 December 2006 on nutrition and health claims made on foods. 2006. Available from: https://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2006:404:0009:0025:EN:PDF [cited 20 December 2018].

	32. 	The European Commission. COMMISSION REGULATION (EU) No 1047/2012 of 8 November 2012 amending Regulation (EC) No 1924/2006 with regard to the list of nutrition claims. 2012. Available from: https://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2012:310:0036:0037:EN:PDF [cited 20 December 2018].

	33. 	Prathapan S, Wijewardena K, Low WY. Content analysis of food and beverages advertisements targeting children and adults on television in Sri Lanka. Asia Pac J Public Health 2016; 28(1_suppl): 86S–92S. doi: 10.1177/1010539515620481.

	34. 	Calvert SL, Kotler JA. Lessons from children’s television: the impact of the Children’s Television Act on children’s learning. J Appl Dev Psychol 2003; 24(3): 275–335. doi: 10.1016/S0193-3973(03)00060-1.

	35. 	Corfield J. Network vs. Netflix: a comparative content analysis of demographics across prime-time television and Netflix Original Programming. Master’s thesis. South Carolina, United States of America: University of South Carolina; 2017.

	36. 	Royo-Bordonada M, León-Flández K, Damián J, Bosqued-Estefanía M, Moya-Geromini M, López-Jurado L. The extent and nature of food advertising to children on Spanish television in 2012 using an international food-based coding system and the UK nutrient profiling model. Public Health 2016; 137: 88–94. doi: 10.1016/j.puhe.2016.03.001.

	37. 	Jenkin G, Wilson N, Hermanson N. Identifying ‘unhealthy’ food advertising on television: a case study applying the UK Nutrient Profile model. Public Health Nutr 2009; 12(5): 614–23. doi: 10.1017/S1368980008003029.

	38. 	Adams J, Tyrrell R, Adamson AJ, White M. Effect of restrictions on television food advertising to children on exposure to advertisements for ‘less healthy’foods: repeat cross-sectional study. PLoS One 2012; 7(2): e31578. doi: 10.1371/journal.pone.0031578.

	39. 	Bugge AB. Food advertising towards children and young people in Norway. Appetite 2016; 98: 12–18. doi: 10.1016/j.appet.2015.12.008.

	40. 	World Health Organization Regional Office for Europe. Evaluating implementation of the WHO set of recommendations on the marketing of foods and non-alcoholic beverages to children: progress, challenges and guidance for next steps in the WHO European Region. 2018. Available from: http://www.euro.who.int/__data/assets/pdf_file/0003/384015/food-marketing-kids-eng.pdf [cited 18 December 2018].

	41. 	PAOS Code. Code of co-regulation of advertising of food products and beverages directed to children, prevention of obesity and health. 2012. Available from: http://www.aecosan.msssi.gob.es/AECOSAN/docs/documentos/nutricion/Nuevo_Codigo_PAOS_2012_ingles.pdf [cited 18 December 2018].

	42. 	Advertising Standards Authority-New Zealand. ARCHIVE: children’s code for advertising food; 2017. Available from: http://www.asa.co.nz/codes/codes/childrens-code-for-advertising-food/ [cited 18 December 2018].

	43. 	Office of Communications-UK. Television advertising of food and drink products to children: final statement. 2007. Available from: https://www.ofcom.org.uk/__data/assets/pdf_file/0028/47746/Television-Advertising-of-Food-and-Drink-Products-to-Children-Final-statement-.pdf [cited 18 December 2018].

	44. 	Amini M, Omidvar N, Yeatman H, Shariat-Jafari S, Eslami-Amirabadi M, Zahedirad M. Content analysis of food advertising in Iranian children’s television programs. Int J Prev Med 2014; 5(10): 1337–42.

	45. 	Guran T, Turan S, Akcay T, Degirmenci F, Avci O, Asan A, et al. Content analysis of food advertising in Turkish television. J Paediatr Child Health 2010; 46(7–8): 427–30. doi: 10.1111/j.1440-1754.2010.01753.x.

	46. 	World Cancer Research Fund International. Nourishing framework. Restrict food advertising and other forms of commercial promotion. 2018. Available from: https://www.wcrf.org/sites/default/files/Restrict-advertising.pdf [cited 18 December 2018].

	47. 	International Food and Beverages Alliance (IFBA). Turkey pledge. 2012. Available from: https://ifballiance.org/uploads/regional/turkeypledgeboth.pdf [cited 18 December 2018].

	48. 	Turkish Radio and Television Supreme Council. New regulation on commercial communication of food products that are not recommended for excessive consumption; 2018. Available from: https://www.rtuk.gov.tr/duyurular/3788/5536/asiri-tuketimi-tavsiye-edilmeyen-gida-maddelerinin-ticari-iletisimine-iliskin-yeni-duzenleme.html [cited 18 December 2018].

	49. 	Australian Communications and Media Authority. Children’s television standards 2009. 2009. Available from: http://www.abc.net.au/mediawatch/transcripts/1035_children.pdf [cited 18 December 2018].

	50. 	Gupta S, Kalra S, Kaushik JS, Gupta P. Content of food advertising for young adolescents on television. Indian J Community Med 2017; 42(1): 43. doi: 10.4103/0970-0218.199800.

	51. 	Powell LM, Szczypka G, Chaloupka FJ, Braunschweig CL. Nutritional content of television food advertisements seen by children and adolescents in the United States. Pediatrics 2007; 120(3): 576–83. doi:10.1542/peds.2006-3595.

	52. 	Kelly B, Chapman K, King L, Hebden L. Trends in food advertising to children on free-to-air television in Australia. Aust N Z J Public Health 2011; 35(2): 131–4. doi: 10.1111/j.1753-6405.2011.00612.x.

	53. 	Cairns G, Angus K, Hastings G, Caraher M. Systematic reviews of the evidence on the nature, extent and effects of food marketing to children. A retrospective summary. Appetite 2013; 62: 209–15. doi: 10.1016/j.appet.2012.04.017.

	54. 	Boyland EJ, Harrold JA, Kirkham TC, Halford JC. The extent of food advertising to children on UK television in 2008. Int J Pediatr Obes 2011; 6(5–6): 455–61. doi: 10.3109/17477166.2011.608801.

	55. 	Akl C. Prevalence and determinants of overweight and obesity in a nationally representative sample of Lebanese children 5 to 12 years old. Master’s thesis, American University of Beirut, Beirut, Lebanon.

	56. 	Kelly B, Hebden L, King L, Xiao Y, Yu Y, He G, et al. Children’s exposure to food advertising on free-to-air television: an Asia-Pacific perspective. Health Promot Int 2014; 31(1): 144–52. doi: 10.1093/heapro/dau055.

	57. 	Center for Science in the Public Interest. Guidelines for responsible food marketing to children. Washington, DC.; 2005. Available from: https://cspinet.org/sites/default/files/attachment/marketingguidelines.pdf [cited 17 December 2018].

	58. 	National Alliance for Nutrition and Activity. Local school wellness policy. Available from: http://www.schoolwellnesspolicies.org/ [cited 17 December 2018].

	59. 	US Department of Health and Human Services. Dietary guidelines for Americans. 2005. Available from: https://health.gov/dietaryguidelines/dga2005/document/default.htm [cited 17 Dec 2018].

	60. 	Adams J, Hennessy-Priest K, Ingimarsdóttir S, Sheeshka J, Østbye T, White M. Food advertising during children’s television in Canada and the UK. Arch Dis Child 2009; 94(9): 658–62. doi: 10.1136/adc.2008.151019.

	61. 	Lovdata. Law on control of marketing and contract terms, etc. (Marketing Act); 2009. Available from: https://lovdata.no/dokument/NL/lov/2009-01-09-2#KAPITTEL_4 [cited 6 July 2017].

	62. 	Vijayapushpam T, Maheshwar M, Rao DR. A comparative analysis of television food advertisements aimed at adults and children in India. Int J Innov Res Sci Eng 2014; 2(6): 476–83.

	63. 	Kim H, Lee D, Hong Y, Ahn J, Lee KY. A content analysis of television food advertising to children: comparing low and general-nutrition food. Int J Consum Stud 2016; 40(2): 201–10. doi: 10.1111/ijcs.12243.

	64. 	Warren R, Wicks RH, Wicks JL, Fosu I, Chung D. Food and beverage advertising on U.S. television: a comparison of child-targeted versus general audience commercials. J Broadcast Electron Media 2008; 52(2): 231–46. doi: 10.1080/08838150801992037.

	65. 	Outley CW, Taddese A. A content analysis of health and physical activity messages marketed to African American children during after-school television programming. Arch Pediatr Adolesc Med 2006; 160(4): 432–5. doi: 10.1001/archpedi.160.4.432.

	66. 	Ashton D. Food advertising and childhood obesity. J R Soc Med 2004; 97(2): 51–2.

	67. 	Büttner OB, Florack A, Serfas BG. A dual-step and dual-process model of advertising effects: implications for reducing the negative impact of advertising on children’s consumption behaviour. J Consum Policy 2014; 37(2): 161–82. doi: 10.1007/s10603-013-9250-0.

	68. 	Anderson P, De Bruijn A, Angus K, Gordon R, Hastings G. Impact of alcohol advertising and media exposure on adolescent alcohol use: a systematic review of longitudinal studies. Alcohol Alcohol 2009; 44(3): 229–43. doi: 10.1093/alcalc/agn115.

	69. 	Morgenstern M, Li Z, Li Z, Sargent JD. The party effect: prediction of future alcohol use based on exposure to specific alcohol advertising content. Addiction 2017; 112(1): 63–70. doi: 10.1111/add.13509.

	70. 	Marshall EJ. Adolescent alcohol use: risks and consequences. Alcohol Alcohol 2014; 49(2): 160–4. doi: 10.1093/alcalc/agt180.

	71. 	McCambridge J, McAlaney J, Rowe R. Adult consequences of late adolescent alcohol consumption: a systematic review of cohort studies. PLoS Med 2011; 8(2): e1000413. doi: 10.1371/journal.pmed.1000413.

	72. 	Popovici I, French MT. Binge drinking and sleep problems among young adults. Drug Alcohol Depend 2013; 132(1): 207–15. doi: 10.1016/j.drugalcdep.2013.02.001.

	73. 	Richards G, Smith A. Caffeine consumption and self-assessed stress, anxiety, and depression in secondary school children. J Psychopharmacol 2015; 29(12): 1236–47. doi: 10.1177/0269881115612404.

	74. 	Cairns G, Angus K, Hastings G. The extent, nature and effects of food promotion to children: a review of the evidence. Geneva; 2009. Available from: https://www.who.int/dietphysicalactivity/Evidence_Update_2009.pdf [cited 6 July 2017].

	75. 	Wiecha JL, Peterson KE, Ludwig DS, Kim J, Sobol A, Gortmaker SL. When children eat what they watch: impact of television viewing on dietary intake in youth. Arch Pediatr Adolesc Med 2006; 160(4): 436–42. doi: 10.1001/archpedi.160.4.436.

	76. 	Baird J, Jacob C, Barker M, Fall CH, Hanson M, Harvey NC, et al. Developmental origins of health and disease: a lifecourse approach to the prevention of non-communicable diseases. Healthc 2017; 5(1): 14. doi: 10.3390/healthcare5010014.

	77. 	Naja F, Hwalla N, Itani L, Karam S, Sibai AM, Nasreddine L. A Western dietary pattern is associated with overweight and obesity in a national sample of Lebanese adolescents (13–19 years): a cross-sectional study. Br J Nutr 2015; 114(11): 1909–19. doi: 10.1017/S0007114515003657.

	78. 	Nasreddine L, Naja F, Chamieh MC, Adra N, Sibai A-M, Hwalla N. Trends in overweight and obesity in Lebanon: evidence from two national cross-sectional surveys (1997 and 2009). BMC Public Health 2012; 12(1): 798. doi: 10.1186/1471-2458-12-798.

	79. 	Nasreddine L, Naja F, Tabet M, Habbal MZ, El-Aily A, Haikal C, et al. Obesity is associated with insulin resistance and components of the metabolic syndrome in Lebanese adolescents. Ann Hum Biol 2012; 39(2): 122–8. doi: 10.3109/03014460.2012.655776.

	80. 	Hachem D. Determining body mass index, waist-to-height ratio, percent body fat, and conicity index cut-off values associated with metabolic abnormalities in Lebanese children and adolescents. Master’s thesis, American University of Beirut, Beirut, Lebanon, 2013.

	81. 	Sidani SI. Body fat and its relationship with metabolic syndrome indicators in overweight children and adolescents in Lebanon. Master’s thesis, American University of Beirut, Beirut, Lebanon, 2007.

	82. 	Magnus A, Haby M, Carter R, Swinburn B. The cost-effectiveness of removing television advertising of high-fat and/or high-sugar food and beverages to Australian children. Int J Obes 2009; 33(10): 1094–102. doi: 10.1038/ijo.2009.156.

	83. 	World Health Organization. Obesity: preventing and managing the global epidemic. Report of a WHO Consultation. Geneva; 2000. Available from: https://www.who.int/nutrition/publications/obesity/WHO_TRS_894/en/ [cited 29 May 2017].

	84. 	Office of Communications. HFSS advertising restrictions. Final review. London: Ofcom; 2010 Available from: https://www.ofcom.org.uk/__data/assets/pdf_file/0024/31857/hfss-review-final.pdf [cited 10 July 2017].

	85. 	Silva A, Higgins LM, Hussein M. An evaluation of the effect of child-directed television food advertising regulation in the United Kingdom. Can J Agr Econ 2015; 63(4): 583–600. doi: 10.1111/cjag.12078.

	86. 	BankMed Market and Economic Research Division. Analysis of Lebanon’s media and advertising sector-May 2014. 2014. Available from: http://www.databank.com.lb/docs/advertising.pdf [cited 3 July 2017].

	87. 	Melki J, Maaliki L. Maneuvering entrenched structures of Arab education systems: the agency of Arab media literacy educators and activists. J Media Lit 2017; 64: 56–60.

	88. 	Melki J, Maaliki L. Helping Arab digital and media literacy blossom: three years of the Media and Digital Literacy Academy of Beirut (MDLAB). University of Gothenburg, Sweden: The International Clearinghouse on Children Youth and Media; 2016.

	89. 	World Health Organization. Guideline: sugars intake for adults and children. 2015. Available from: http://apps.who.int/iris/bitstream/handle/10665/149782/9789241549028_eng.pdf;jsessionid=2A114891D4D08F644AA154370830829B?sequence=1 [cited 30 May 2017].



*Lara Nasreddine
Department of Nutrition and Food Sciences
Faculty of Agricultural and Food Sciences
American University of Beirut
Po Box 11-0236
Riad El Solh Beirut 11072020
Lebanon
Email: ln10@aub.edu.lb





Appendix 1 WHO EMRO nutrient profile model


	Food category
	Marketing not permitted if exceeds, per 100 ga



	Total fat (g)
	Total sugars (g)
	Added sugars (g)
	Nonsugar sweeteners (g)
	Energy (kcal)
	Saturated fat (g)
	Salt (g)





	1. Chocolate and sugar confectionery, energy bars, and sweet toppings and desserts
	Not permitted



	2. Savory snacks
	
	
	0
	
	
	
	0.1b



	3. Beverages
	
	
	
	
	
	
	



	 a) Fruit juices
	Not permittedc



	 b) Vegetable juices
	
	
	0
	
	
	
	0.1



	 c) Milk drinksd
	2.5
	
	0
	0
	
	
	



	 d) Energy drinkse
	Not permitted



	 e) Other beverages
	
	
	0
	0
	
	
	



	4. Edible ices
	Not permitted



	5. Breakfast cerealsf
	10
	15
	
	
	
	
	1.6



	6. Cakes, sweet biscuits, and pastries; other sweet baked goods and dried mixes for making such goods
	Not permitted



	7. Yoghurts, sour milk, cream, and other similar foods
	2.5
	10
	
	
	
	2
	0.1



	8. Ready-made and convenience foods and composite dishes
	10
	10
	
	
	225
	4
	1



	9. Cheese
	20
	
	
	
	
	
	1.3



	10. Butter and other fats and oils
	
	
	
	
	
	20
	1.3



	11. Bread, bread products, and crispbreadsf

	10
	10
	
	
	
	
	1



	12. Fresh, dried, or cooked pasta, rice, and grains
	10
	10
	
	
	
	
	1



	13. Fresh and frozen meat, poultry, fish, and similar
	
	
	
	
	
	
	0.1



	14. Processed meat, poultry, and similar
	Not permitted



	15. Processed fish
	
	
	
	
	
	2
	1.7



	16. Fresh and frozen fruit, vegetables, and legumes
	Permitted



	17. Processed fruit, vegetables, and legumes
	5
	10
	0
	
	
	
	1



	18. Sauces and dressings
	10
	
	0
	
	
	
	1



	Adapted from the WHO EMRO nutrient profile model (3).
Marketing is not permitted if the product contains >1 g per 100 g total fat in the form of industrially produced trans fatty acids or ≥0.5% of total energy in the form of alcohol.
aThe food products should, where possible, be assessed as sold or as reconstituted (if necessary) according to the manufacturer’s instructions.
bSalt equivalent.
cThis is in line with the WHO guidelines on sugar intake for children and adults (89), as fruit juices are a significant source of free sugars for children. However, it is recognized that countries, according to national context and national food-based dietary guidelines, may take the decision to permit the marketing of 100% fruit juices in small portions.
dFollow-up formulas and growing-up milks are not covered by this model. It should be noted that World Health Assembly Resolution WHA39.28, adopted in 1986, states that the practice of providing infants with specially formulated milks (so-called follow-up milks) is not necessary. Further, any food or drink given before complementary feeding is nutritionally required may interfere with the initiation or maintenance of breastfeeding and should, therefore, be neither promoted nor encouraged for use by infants during this period.
eThere is no agreement on a definition of energy drinks. However, such a category of drinks includes a variety of nonalcoholic beverages. While caffeine is considered the main ingredient, a number of other substances are often present. The most common of these include guarana, taurine, glucuronolactone, and vitamins. A common feature is that these beverages are marketed for their actual or perceived effects as stimulants, energizers, and performance enhancers.
fFor this category, countries may choose to include a threshold for minimum dietary fiber content, for example ≥6 g dietary fiber.
Note: EMRO, Eastern Mediterranean Regional Office.
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