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Abstract: Jordan has been experiencing a nutrition transition with high rates of micronutrient
deficiencies and rising overweight and obesity rates. This highlights the need to generate demand for
healthy diets. This study used a community-based prevention marketing approach and worked with
local communities as partners to develop a set of behavior change interventions to improve healthy
eating within vulnerable communities. Individual, family, and paired-friendship interviews, and
co-creation workshops were conducted with 120 people. The aim of these interviews was to gain
an in-depth understand of school-aged children and their families’ nutrition knowledge, attitudes,
and practices, including social and cultural norms and behavioral determinants, and then use this
information to co-create interventions, activities and materials targeted at supporting school-aged
child nutrition. Analysis of the interviews revealed that dietary habits are both deeply personal and
profoundly entwined by emotions and social norms, and that parents often gave in to their children’s
demands for unhealthy foods and beverages due to their perception of what a ‘good parent’ looks like
and the desire to see their child ‘smile’. These key insights were then shared during the co-creation
workshops to develop behavior change interventions—ensuring that interventions were developed
by the community, for the community.

Keywords: community-based prevention marketing; social behavior change communications; Jordan;
United Nations; malnutrition

1. Introduction

The Middle East and North Africa (MENA) region is undergoing a nutrition tran-
sition [1]. The coexistence of food insecurity, undernutrition, alongside overweight and
obesity is a growing challenge across the region [2]. Overweight and obesity are increasing
quickly due to rapid shifts in diet and activity levels [3]. Additionally, the region has been
affected with on-going conflicts for many years, further affecting the nutrition status of the
most vulnerable population including women and children [4].

1.1. Prevalence of the Double Burden of Malnutrition in Jordan

Jordan is a small, upper-middle-income country with few natural resources and water
scarcity [5]. It has a population of nearly 11 million, of which 2.9 million are non-citizens,
including refugees. The population has grown rapidly over the past decade, in part due
to the Syrian crisis which started in 2011. In Jordan alone, the influx of Syrian refugees
has increased by almost ten-fold since July 2012, totaling over 650,000 registered refugees
registered [6]. 83 percent of the refugees in Jordan reside outside the refugee camps; renting
their own apartments, staying with host families or living in informal settlements [7]. The
remaining percentage living in camps.

In Jordan, the diet is mainly based on wheat, rice, vegetables, and foods of animal
origin (milk/dairy products, and meat). Dietary diversification has improved and is
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currently quite high, however there has been an increase in the consumption of vegetable
oils and sweetened, processed foods and drinks in recent years [5]. As a result, Jordan
now faces a double burden of malnutrition, marked by the persistence of micronutrient
deficiencies and the increase in overweight and obesity. The National Micronutrient
Survey (2010) revealed some concerning conclusions regarding the nutrition situation of
the population—especially women [8]. Prevalence of anemia for non-pregnant women was
30.6 percent. Older women and married women were more likely than younger unmarried
women to have anemia and iron deficiency anemia. Prevalence of anemia for children was
17 percent. Vitamin D deficiency was prevalent in 60.3 percent of non-pregnant women.
Prevalence of vitamin D deficiency among children was nearly 20 percent (19.8%). Obesity
rates are also increasing, with a more recent cross-sectional study conducted in 2015 finding
17.3 percent of the children were overweight, and 15.7 percent obese [9].

1.2. The Role of Demand-Creation for Healthy Foods

Many programs run by international and national organizations focus on the supply
of nutritious food products and fortified foods, for example, oil fortified with vitamin A
and vitamin D, or on the provision of supplements, such as iron tablets to reduce rates of
anemia. Whilst both these elements are important, and food fortification has proven an
effective and low-cost way to reduce micronutrient deficiencies [10], the general availability
of cheap, high added sugar food and drinks has contributed to a growing obesity rate [11].
Few programs focus on generating demand for healthy foods or reducing demand for
unhealthy foods, and whilst stunting rates have reduced, rates of micronutrient deficiencies
and obesity continue to rise [8].

There is a growing body of evidence which indicates that higher consumption of
sugars and foods and beverages containing added sugar, is associated with a greater risk of
dental caries, type 2 diabetes mellitus and increases in body mass index [12,13]. In 2015, the
World Health Organization recommended that everyone—children and adults—should
limit their daily sugar intake to less than 10 percent of all calories consumed. For children,
this equates to about 45 g of sugar a day [14]. Guidelines from other countries suggest that
people, in particular children, should have even less sugar [15]. However, it is not always
easy to determine how much sugar is in foods and beverages, and whilst most parents
know that too much sugar is unhealthy, they are often less aware of how much sugar
is in popular snack foods and drinks, or how much sugar a child should be consuming
each day [16].

Focusing on the supply of healthy foods and raising awareness about the consequences
of unhealthy eating practices, or the dangers of not eating enough of certain healthy foods
is not enough to make people eat a diet that meets recommendations for health. There
is a growing body of evidence from the field of behavioral science which challenges
the assumption that people are rationale decision-makers and that people do not make
decisions around food choices and nutrition in isolation or based solely on perceived
health benefits [17]. Instead, research shows us that we need to move beyond supply and
information giving; we need to amplify and scale-up at speed innovative solutions that
use the power of emotional appeals, social influences, and choice architecture (the design
of different ways in which choices can be presented to consumers, and the impact of that
presentation on consumer decision-making). One way to do this is to use a community-
based prevention marketing (CBPM) approach [18].

1.3. Community-Based Prevention Marketing

CBPM is a community-directed social change process that applies social marketing
theories and techniques to the design, implementation, and evaluation of health promo-
tion and disease-prevention programs [19]. It is about working with local communities
as equal partners and active participants, thereby spurring action by a community, for
that community.
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A core feature of CBPM is its focus on listening to the wants, needs, desires and
values of the individual and the communities, as opposed to simply looking at people’s
needs from a clinical or nutritional standpoint. At the start of the CBPM process, formative
research to listen to the community is conducted, with the aim of understanding what could
motivate behavior change, as well as the barriers to change—physical and psychological
barriers and perceived and actual ones.

Insights gained from the formative research are combined with social marketing
concepts to develop effective interventions to facilitate, support and motivate behavior
change. By taking a social marketing:

• a conceptual framework is used to guide intervention development consistent with
exchange theory. Exchange theory is fundamental to social marketing; if you want
people to change their behavior, you have to offer them something in return. The
target audience must perceive benefits as equal or exceeding perceived costs [20]. The
benefits are often non-monitory—a feeling of belonging, sophistication, or security, etc.
Or an alternative product that gives them the same or greater benefits as the product
they are currently using. These benefits have to be short term as people value these
more than longer term ones.

• formative research is conducted which seeks input from the target population and to
gain understanding around people’s aspirations, values, fears, and perceptions of the
intervention’s perceived benefits versus perceived costs [21].

• a range of interventions at the individual and environmental levels (as opposed to
just focusing on advertising and communications) are developed, considering all four
levers of change [22]:

# Products or services to support the desired behavior change.
# Changes to the physical environment (design) to support a change in behavior.
# Development of messages and materials to meet the information and educational

needs of the target audience in relation to the desired behavior change.
# Control mechanisms such to either incentivize the desired behavior, or disincen-

tivize it, e.g., sugar-taxes.

This paper details the findings from formative research conducted in Jordan and
describes how co-creation was then used to develop a comprehensive behavior change
strategy and intervention mix aimed at school-aged children and their parents to improve
child nutrition. The research included both parents, grandparents, and children from the
Zaatari camp—a large Syrian refugee camp—as well as Syrian living in the community
and Jordanian families. The work was conducted by the UN World Food Programme
(WFP) as part of its overall strategy to reduce food insecurity and improve nutritional
outcomes in Jordan.

2. Formative Research: Materials and Methods

The flow of the formative research and intervention development stages are presented
in Figure 1.

First, a review of the literature was done to identify any potential knowledge gaps
in relation to the topic are and the target audience of Jordanian and Syrian families living
in Jordan. Second, a mix of individual, family and paired-friendship interviews were
conducted. The paired-friendship interviews were only conducted with the children, and
the children would select one other friend who they wanted to be interviewed with (i.e.,
the participants determined who their friends were, as opposed to the researchers or a
teacher/parent).
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Figure 1. Process used.

All the interviews were qualitative in nature and were conducted with the aim of
generating an in-depth understanding of school-aged children and their families’ nutrition
knowledge, attitudes, and practices, including an understanding of the social dynamics
around eating preferences and habits within households.

Third, after the findings of the interviews had been analyzed, co-creation workshops
were conducted. Co-creation refers to an intervention or campaign design process in
which input from consumers plays a central role from beginning to end. The aims of the
workshops were to co-design interventions, activities and materials targeted at supporting
school-aged child nutrition.

Table 1 details the type and number of participants involved.

Table 1. Number of respondents from the different target audiences.

Audience Number Engaged with

Mothers 89
Fathers 16

Grandmothers 9
Children 6

2.1. Individual, Family and Friendship Interviews: Data Collection Methods and Participants

To help inform and create a structure for the discussions, a guide was initially devel-
oped based on the findings from a literature review of articles published on healthy eating
and dietary choices. The main topics for discussion were: (a) school-aged children and
their families’ nutrition knowledge, attitudes and practices; (b) social and cultural norms
that influence children’s nutrition-related behaviors; (c) behavioral determinants of optimal
child nutrition, including the barriers and motivators to optimal child nutrition.
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The data collection and analysis followed an iterative process, whereby emergent
themes from early interviews were used to add to or refine questions during subsequent dis-
cussions. All interviews were conducted during 2018 and 2019 by local external researchers
who had training in and experience of conducting qualitative research in Joran. None of
the interviews were conducted by WFP staff to avoid potential bias. The participants were
selected using purposive sampling, meaning they were selected because they possessed
knowledge that was directly related to the research questions [23]. Sampling considered
age, gender, location, nationalities (Jordanian/Syrian), and living situation (living in the
community/refugee camp). WFP used a combination of snowball sampling and recruited
through local community groups and existing WFP activities, such as the Healthy Kitchen
project. The formative data was collected in three locations: Zaatari camp, Ein el Basha,
and Karak. Located in north Jordan, Zaatari is the largest refugee camp in the Middle East
and North Africa region currently hosting more than 76,000 Syrian refugees coming from
Dara’a district in southern Syria. Zaatari camp and Ein el Basha were chosen as they are
vulnerable poverty pockets where WFP undertakes other activities, most notably the school
feeding program, and because both Syrian refugees and Jordanians live there. Karak was
added to increase geographical spread of the sample. All of the participants had at least
one child of primary school age (aged between 5–11 years old) and 25% of the participants
were Syrian. 84% were female and the age range of participant was 8 to 71 years old.

In order for participants to feel at ease during the interview, most of the participants
were offered the opportunity to be interviewed in their own home or in a location that was
convenient to them. All participants were interviewed once and interviews took between
30 min to 1.5 h, with an average length of 55 min.

2.2. Research Questions

For this study semi-structured interviews were conducted. At the start of each in-
terview, loosely structured, open-ended questions were asked. In order to pursue an
idea or response, more detailed questions were subsequently asked, or prompts made.
The wording was not standardised, as the interviewers tried to use the participant’s own
vocabulary when framing supplementary questions.

The questions covered the following areas:

• current knowledge, attitudes and practices of school-aged children and their families
relating to nutrition

• the knowledge, attitudes and practices of school-aged children and their families’
relating to health and health concerns

• Social and cultural norms which influence children’s nutrition, including appropriate
strategies to influence positive social change and create new social norms

• barriers and motivators to optimal child nutrition
• influences school-children’s health and nutrition behaviors
• appropriate channels, entry points and existing service delivery platforms to reach the

target audiences
• key influencers at the primary, secondary and tertiary levels
• trusted individuals, organizations, and sources of information

The guide was used as an ‘aide-memoire’ and as a general framework for discussion,
ensuring that all themes were covered with the necessary prompts but, at the same time,
enabling discussions to be spontaneous, flexible and responsive to the thoughts and
opinions of those being interviewed.

2.3. Data Analysis

All interviews were audio recorded with permission from the participants and tran-
scribed verbatim, then translated into English for analysis purposes. The translations were
checked by the national project lead for accuracy before being analyzed. Transcriptions
were imported into NVivo [24], and analysis followed a thematic approach to identify
key themes and codes [25]. Two researchers from different disciplines analyzed the first
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five interviews and compared coding. One researcher then went on to analyze the sub-
sequent research data due to the consistency of the initial coding. Data collection and
analysis continued until saturation occurred (i.e., the point at which no new significant
themes emerged).

No incentives were offered to participants to take part in the interviews.

3. Formative Research: Results

Analysis of the data revealed three broad themes around: (1) current eating pref-
erences, habits and behaviors; (2) social and cultural norms influencing nutrition; and
(3) barriers and enablers to improved nutrition.

3.1. Current Eating Preferences, Habits and Behaviors

In general, there was good awareness around what a healthy diet included (and what
it did not include). Whilst children were unconcerned with their dietary habits, parents
worried that their children ate too many unhealthy, sugary snacks. “Chips and biscuits” were
the most frequently mentioned snack foods. Despite this concern, all enjoyed “treating”
children with sugary snacks and used them as a way to show their love.

“I cannot describe to you my feelings. I love them [grandchildren] very much, I don’t
bother them, and I buy them everything, especially ice-cream.”

(grandmother)

Most of the parents and children consumed soft drinks frequently (usually once a day,
but sometimes up to three times per day). They stated they were “addicted” and therefore
needed to consume such beverages daily to “feel comforted”.

“She [the daughter] feels comforted when she drinks it, the same like coffee addicts . . . It
relieves her headache. It has nothing to do with the price. It has become a habit.”

(mother)

Despite parents and grandmothers expressing concern over the number of soft drinks
the children drank, these concerns rarely deterred children from drinking soft drinks. This
left parents feeling as if they had no control over their children’s dietary choices.

“My son fills a big glass with Pepsi although he knows its harm from the Internet. He
never listens to me, he does this every day for a week.”

(mother)

The parents interviewed from the refugee camp often talked about their inability
to plan due to their current ‘in transit’ status. This often created a ‘live for the moment’
mentality, resulting in them prioritizing their children’s immediate happiness over long-
term health risks. As a result, they often bought sweets and other sugary snacks and drinks
for their children as it “made them smile”.

3.2. Social and Cultural Norms Influencing Nutrition

The grandmothers often lived with the parents and children, and either decided what
should be cooked or did the shopping for the whole family. Everyone ate the same meals;
however, the children had a lot of control over what was cooked. The other family members
would accommodate their wishes as they believed it was better for the children to have
food in their stomach, as opposed to ‘going to bed hungry’.

“She doesn’t eat if we don’t bring her what she wants.”

(father)

“Yes, she says ‘I don’t want to eat from your food, you either bring me fast food or I sleep.’
Sometimes I pity her and bring her fast food.”

(father)
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Parents, in particular the mothers, were very worried about other people’s opinions
within the local community, and they believed if they said ‘no’ to their child and then
their child “made a bad scene”, then others would question their ability as a mother. This
meant that most parents ‘gave in’ to their children’s demands for unhealthy foods and
sugary beverages.

“I feel embarrassed when they keep crying in shops or when we are on a visit to
some acquaintance.”

(mother)

People perceived a healthy child as being “chubby”. As one grandmother responded
when asked what a healthy child looks like:

“Someone who is knowledgeable, with a chubby face, correct speech and an open mind.”

(grandmother)

3.3. Barriers to Improved Nutrition
3.3.1. Pester Power

Most of the parents brought up ‘pester power’ as a major barrier to their children
eating healthy. They said their children would often ask for certain foods (e.g., chips,
candy, soft drinks). Parents gave in to stop the child from “nagging” or crying, especially if
in public.

“I give them Pepsi because they nag a lot.”

(mother)

“Yes, I bought them a pack of lollipops because if I don’t buy them these things they
keep moaning.”

(father)

3.3.2. Competing Priorities

For most of the mothers, the main concern was ensuring that their children achieved
high school grades. This was a concern for fathers also; however, it was the mothers who
followed up with their children’s daily studies. Those living in the refugee camps were
also concerned about the safety of their children at night. Due to these concerns, although
they hoped their children would eat healthily, it was a low priority.

3.3.3. Decreased Appetite and Fatigue

Many of the mothers discussed decreased appetite and fatigue as reasons why they felt
their children were not eating enough or eating healthy foods. This was often a result of the
children not being hungry at mealtimes as they snacked on “chips and biscuits” throughout
the day.

“I have problems with [child’s name] about food, I even run after her with food . . . it isn’t
easy. She only wants chips and biscuits.”

(mother)

3.3.4. Perception of Who Eats Healthy

A few of the parents said they sometimes could not afford to feed their families healthy
foods. They perceived only wealthy people as being able to afford such “luxuries”.

“They are people who have money to buy everything they want and eat fruits all the time,
like the king and the doctor, they have everything.”

(grandmother)

However, a few of the mothers disputed the financial aspect.

“It is not financial; they simply prefer to snack on junk.”

(mother)
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3.4. Possible Enablers to Improved Nutrition
3.4.1. Future Aspirations

Whilst the parents and grandmothers rarely had any personal aspirations, they pro-
jected their hopes and dreams onto their children. Most of the parents, unpromoted, said
they wanted their children to receive a good education, achieve high grades, and find a
“good job”.

However, when asked what would help the children achieve these dreams, healthy
eating was never mentioned by the participants. Instead, lack of money and a poor
environment were mentioned.

3.4.2. Being a Good Parent

All family members talked with pride about their children and the parents explained
how they tried always to be “good parents” by putting their children’s needs and wants first.
Being viewed by others within their community as being a good parent was also important
to them.

4. Development of Intervention Ideas through Co-Creation Sessions

After the formative research had been conducted and the data analysis had been
finalized, the findings from the interviews were shared and discussed with the people at-
tending the co-creation sessions. Six co-creation sessions were run by an external facilitator
and involved local stakeholders and mothers and grandmothers of school-aged children.
Only female family members were invited to attend the co-creation sessions due to gender
sensitivities. The aims of the co-creation sessions were to build trust, buy-in and feedback
in the design, planning and implementation of the behavior change interventions. As with
the formative research, the co-creation attendees were recruited through local community
groups and existing WFP activities.

As the initial interviews had highlighted the vulnerability and feelings many of the
parents felt in relation to their current situation, the WFP team recognized that the families
might struggle to find the right words to express how they are feeling and their true values
and beliefs. To avoid the well-documented risk of people simply saying what they think
people want to hear [26], a slightly different approach was taken to the co-creation sessions.
Before the sessions, mothers were asked to take photos or draw images to explore the
following questions:

• “What pictures express your challenges everyday in getting your children to eat
healthier food?”

• “What does a good mother look like to you?”
• “What makes you smile?”

The sessions were divided into three parts. During the first part, the photos and
drawings taken by the attendees were discussed, as well as the findings from the formative
research, to help gain a unique understanding of the world through the women’s eyes.
The second part of the sessions focused on the development of possible interventions and
discussed the key elements that the interventions should include. For example, the women
believed in the importance of family cooperation, and helping each other, and that any
interventions should promote and support them to spend more “quality time” with their
children. The final part of the sessions focused on the development of a campaign and
working with the women to develop message and imagery ideas.

The co-creation sessions were conducted in 2019. Ten participants attended each of
the six sessions.

Development of a Behavior Change Strategy

The feedback from the co-creation sessions, as well as discussions and input from the
Ministry of Education and the Ministry of Health, and consultations with stakeholders
were all used to develop a final social behavior change strategy and campaign plan. The
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aim of the work is to reduce the consumption of high sugar beverages and high sugar
snack foods among school-aged children. The interventions include:

1. Developing a social marketing campaign to promote easy, realistic choices and changes.
2. Taking a whole family approach through family pledges and workshops.
3. Partnerships with retailers to increase stock and consistency of supply of healthier

options, including nudge marketing activities in stores (for example, putting fruit
and healthy snacks right beside checkouts instead of high-sugar snacks and putting
healthier alternatives in the center of the display, and unhealthy ones higher up
or lower down the display) and the promotion of ‘sugar swaps.’ Sugar swaps is
about encouraging people to swap high sugar products for low sugar alternatives, for
example, swapping flavored yogurt for Greek yogurt with fresh fruit.

4. Control mechanisms to create new social norms around healthy eating, including a
sugar tax and clear food labelling.

The social marketing campaign was developed to create as sense of need and challenge
exiting social norms and the perception that a “chubby” was a healthy child. The campaign
is designed to be implemented in two stages due to the current content with existing diets
and the lack of perceived need to change identified through the formative research.

Stage one focuses on creating the right preconditions for behavior change, creating
concern that too much sugar consumption has health consequences for their children
and that too much sugar can have short-term concentration issues (affecting academic
ambitions). Stage two is developed to support people on the behavior change journey. For
people to move from intent to actually changing their behavior, they need to be convinced
that change is possible and normal. Therefore, stage two aims to inspire people to believe
that change is possible and convince them that change is already happening. Stage two
of the campaign also focuses on sugar swaps, which can be built into people’s existing
habits, as opposed to banning certain foods. The research found that parents felt a lack of
control and an inability to influence their children’s diet habits, as well as feeling guilty
for the current situation. Therefore, this approach was more supported during the co-
creation events as family members feared it was too difficult to say ‘no’ to everything. The
campaigns call to action is:

“No’ Means ‘Yes’. Motherhood for Life.’

The slogan emphasizes that by saying ‘no’ now, you are saying ‘yes’ to a whole future
of positive activities and outcomes for your children, and that by giving sweet foods and
drinks to children now, mothers are creating habits which will lead to a lifetime of ill health
for their children.

The interventions, strategy and campaign plan were finalized in 2020, and is due to be
implemented in late 2021 when schools are expected to reopen after a long period of school
closures due to the COVID-19 pandemic.

5. Discussion

It has been well evidenced that knowledge is often not enough to achieve sustainable
healthy behavior changes [27], and this research highlights this issue as despite knowing
what they should (and should not eat), people continued to make unhealthy choices.
The research also highlights that dietary habits and tastes are both deeply personal and
profoundly entwined by emotions and social norms. This finding is consistent with other
studies which found that social and cultural factors, food beliefs and perceptions influenced
dietary behavior among refugees and vulnerable groups [28–30]. This means that people
do not make decisions around food choices and nutrition in isolation or based solely on
health outcomes or perceived health benefits.

The issue of ‘present-bias’ [31] also came clearly from the research, highlighting that
people often prioritize the immediate happiness of their children as opposed to thinking
about the longer-term health risks. This is not a unique issue to Jordan; globally parents
greatly value children’s happiness, citing it well above other possible priorities [32], and
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a happy child is very much linked to perceptions of good parenting [33]. However, it is
perhaps arguable that this concept of present-bias is particularly relevant to vulnerable
population groups such as refugees. This research found that the parents often felt guilty
about their living situation and try to compensate by giving their children unhealthy foods
to make them ‘smile’. This suggests that any health promotion activities which focus on
the longer-term health benefits may fail to resonate or result in positive change.

By using a CBPM approach, the WFP team were able to understand the issue of
healthy eating from the audience perspective and explore how the emotional, social, and
behavioral dynamics influence health eating practices and decision-making. Through
the co-creation process, a sense of ownership and commitment to change was developed
within the most vulnerable communities, and the use of pictures and drawings helped
people to express their feelings. Other studies have also identified the benefits of using
such approach, in particular when working with vulnerable and marginalized population
groups [34]. With this approach, the participants become co-owners of the solution, and
this also may increase the chance of maintaining the participation of the target group in
future activities [35].

The questions asked in this study were also important in exploring the dynamics and
aided the development of targeted interventions and messages. Often research focuses on
dietary questions, inquiring what people eat, and the quantity and frequency. However,
this fails to gain an understanding of why people make the food choices they do [36].
Instead, by focusing on qualitative interviews and using co-creation methods, instead of
more structured surveys, you can understand, not just what was consumed, but also why it
was consumed, how they felt before and after [37]. By asking these broader questions, this
project gained an understanding of how parents feel when their child asks for unhealthy
foods, and the internal dialog they had with themselves over whether to give them the
unhealthy food and beverages or not, and how they felt after (for example, pleased that
their child was now happy, feelings of guilt, etc.).

In addition to this, by asking people general questions such as—‘what makes you
smile’—key insights can be gained to possible motivators for change and help practitioners
and communicators move away from the traditional health focused messages which are
frequently used.

6. Conclusions

CBPM is a participatory approach to social change that is distinguished from other
community-based approaches by the use of a social marketing mindset to explore and solve
public health problems [18]. This project shows that by asking more holistic questions you
can gain key insights that take you beyond simply looking at the issue from a nutritional
and health standpoint. By treating the communities as active and equal partners, this can
result in developing a mix of interventions which overcome the barriers to change and
importantly, motivate change by communicating and providing benefits that the target
audience care about, such as the perceived psychological benefits of feeling like a good
mother and helping your child achieve their dreams.
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participated in the study. The study was conducted in accordance with the Declaration of Helsinki,
and the protocol was approved by the Jordanian Ministry of Education.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to ethical restrictions.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Aghayan, M.; Asghari, G.; Yuzbashian, E.; Mahdavi, M.; Mirmiran, P.; Azizi, F. Secular trend in dietary patterns of Iranian adults

from 2006 to 2017: Tehran lipid and glucose study. Nutr. J. 2020, 19, 110. [CrossRef] [PubMed]
2. United Nations Children’s Fund (UNICEF); World Health Organization; International Bank for Reconstruction and Develop-

ment/The World Bank. Levels and Trends in Child Malnutrition: Key Findings of the 2020 Edition of the Joint. Child Malnutrition
Estimates; World Health Organization: Geneva, Switzerland, 2020.

3. Popkin, B.M.; Adair, L.S.; Ng, S.W. Global nutrition transition and the pandemic of obesity in developing countries. Nutr. Rev.
2012, 70, 3–21. [CrossRef] [PubMed]

4. UNICEF. Nutrition. 2021. Available online: https://www.unicef.org/mena/nutrition (accessed on 23 August 2021).
5. Food and Agriculture Organization. Nutrition and Consumer Projection. Jordan Summary. 2010. Available online: http:

//www.fao.org/ag/agn/nutrition/jor_en.stm (accessed on 23 August 2021).
6. ACAPS. Jordan-Syrian Refugees: Political and Financial Dynamics. Thematic Report, Assessment Capacities Project (ACAPS).

2016. Available online: https://www.acaps.org/sites/acaps/files/products/files/160824_acaps_thematic_report_jordan_syrian_
refugees_political_and_financial_dynamics.pdf (accessed on 23 August 2021).

7. UNHCR. UNHCR Continues to Support Refugees in Jordan throughout 2019—UNHCR Jordan. 2019. Available online: https://
www.unhcr.org/jo/12449-unhcr-continues-to-support-refugees-in-jordan-throughout-2019.html (accessed on 23 August 2021).

8. Jordan Ministry of Health. National Micronutrient Survey. 2011. Available online: https://www.gainhealth.org/sites/default/
files/publications/documents/national-micronutrient-survey-jordan-2010.pdf (accessed on 23 August 2021).

9. Zayed, A.A.; Beano, A.M.; Haddadin, F.I.; Radwan, S.S.; Allauzy, S.A.; Alkhayyat, M.M.; Al-Dahabrah, Z.A.; Al-Hasan, Y.G.;
Yousef, A.F. Prevalence of short stature, underweight, overweight, and obesity among school children in Jordan. BMC Public
Health 2016, 16, 1040. [CrossRef] [PubMed]

10. Dary, O.; Mora, J.O.; International Vitamin A Consultative Group. Food fortification to reduce vitamin A deficiency: International
Vitamin A Consultative Group recommendations. J. Nutr. 2002, 132 (Suppl. 9), 2927S–2933S. [CrossRef] [PubMed]

11. Lin, T.K.; Teymourian, Y.; Tursini, M.S. The effect of sugar and processed food imports on the prevalence of overweight and
obesity in 172 countries. Glob. Health 2018, 14, 35. [CrossRef] [PubMed]

12. Nissinen, K.; Mikkila, V.; Männistö, S.; ahti-Koski, M.; Räsänen, L.; Viikari, J.; Raitakari, O.T. Sweets and sugar-sweetened soft
drink intake in childhood in relation to adult BMI and overweight. The Cardiovascular Risk in Young Finns Study. Public Health
Nutr. 2009, 12, 2018–2026. [CrossRef] [PubMed]

13. James, J.; Thomas, P.; Cavan, D.; Kerr, D. Preventing childhood obesity by reducing consumption of carbonated drinks: Cluster
randomised controlled trial [published correction appears in BMJ. 2004 May 22, 328, 1236]. BMJ 2004, 328, 1237. [CrossRef]
[PubMed]

14. World Health Organization. WHO Guideline: Sugars Intake for Adults and Children; World Health Organization: Geneva, Switzer-
land, 2015.

15. Fenton, K.; Tedstone, A. New Sugar Recommendations. Public Health England. 17 July 2015. Available online: https://
publichealthmatters.blog.gov.uk/2015/07/17/expert-interview-new-sugar-recommendations/ (accessed on 21 August 2021).

16. Dallacker, M.; Hertwig, R.; Mata, J. Parents’ considerable underestimation of sugar and their child’s risk of overweight. Int. J.
Obes. (Lond.) 2018, 42, 1097–1100. [CrossRef] [PubMed]

17. Reddy, S.; Anitha, M. Culture and its influence on nutrition and oral health. Biomed. Pharmacol. J. 2015, 8. [CrossRef]
18. Bryant, C.A.; Forthofer, M.S.; McCormack Brown, K.; McDermott, R.J. Community-based prevention marketing. Soc. Mark. Q.

1999, 5, 54–59. [CrossRef]
19. Bryant, C.A.; Brown, K.R.; McDermott, R.J.; Forthofer, M.S.; Bumpus, E.C.; Calkins, S.A.; Zapata, L.B. Community-based

prevention marketing: Organizing a community for health behavior intervention. Health Promot. Pract. 2007, 8, 154–163.
[CrossRef] [PubMed]

20. Lee, N.; Kotler, P. Social Marketing; Sage: Thousand Oaks, CA, USA, 2011.

http://doi.org/10.1186/s12937-020-00624-x
http://www.ncbi.nlm.nih.gov/pubmed/33010805
http://doi.org/10.1111/j.1753-4887.2011.00456.x
http://www.ncbi.nlm.nih.gov/pubmed/22221213
https://www.unicef.org/mena/nutrition
http://www.fao.org/ag/agn/nutrition/jor_en.stm
http://www.fao.org/ag/agn/nutrition/jor_en.stm
https://www.acaps.org/sites/acaps/files/products/files/160824_acaps_thematic_report_jordan_syrian_refugees_political_and_financial_dynamics.pdf
https://www.acaps.org/sites/acaps/files/products/files/160824_acaps_thematic_report_jordan_syrian_refugees_political_and_financial_dynamics.pdf
https://www.unhcr.org/jo/12449-unhcr-continues-to-support-refugees-in-jordan-throughout-2019.html
https://www.unhcr.org/jo/12449-unhcr-continues-to-support-refugees-in-jordan-throughout-2019.html
https://www.gainhealth.org/sites/default/files/publications/documents/national-micronutrient-survey-jordan-2010.pdf
https://www.gainhealth.org/sites/default/files/publications/documents/national-micronutrient-survey-jordan-2010.pdf
http://doi.org/10.1186/s12889-016-3687-4
http://www.ncbi.nlm.nih.gov/pubmed/27716150
http://doi.org/10.1093/jn/132.9.2927S
http://www.ncbi.nlm.nih.gov/pubmed/12221271
http://doi.org/10.1186/s12992-018-0344-y
http://www.ncbi.nlm.nih.gov/pubmed/29653543
http://doi.org/10.1017/S1368980009005849
http://www.ncbi.nlm.nih.gov/pubmed/19476678
http://doi.org/10.1136/bmj.38077.458438.EE
http://www.ncbi.nlm.nih.gov/pubmed/15107313
https://publichealthmatters.blog.gov.uk/2015/07/17/expert-interview-new-sugar-recommendations/
https://publichealthmatters.blog.gov.uk/2015/07/17/expert-interview-new-sugar-recommendations/
http://doi.org/10.1038/s41366-018-0021-5
http://www.ncbi.nlm.nih.gov/pubmed/29467501
http://doi.org/10.13005/bpj/757
http://doi.org/10.1080/15245004.1999.9961061
http://doi.org/10.1177/1524839906290089
http://www.ncbi.nlm.nih.gov/pubmed/16923844


Nutrients 2021, 13, 3068 12 of 12

21. Parsons, N.P.; McCormack Brown, K.R. Formative research: The bedrock of social marketing. Health Educ. Monogr. Ser. 2004,
21, 1–5.

22. National Social Marketing Centre. Benchmark Criteria. Available online: https://thensmc.com/content/nsmc-benchmark-
criteria-0 (accessed on 23 August 2021).

23. Patton, M.Q. Qualitative Research & Evaluation Methods, 3rd ed.; SAGE: London, UK, 2001.
24. Qualitative Solutions and Research Pty Ltd. NVIVO (Version 11); Qualitative Solutions and Research Pty Ltd.: Melbourne,

Australia, 2017.
25. Coffey, A.; Atkinson, P. Making Sense of Qualitative Data; Sage: London, UK, 1996.
26. Protzko, J.; Zedelius, C.M.; Schooler, J.W. Rushing to Appear Virtuous: Time Pressure Increases Socially Desirable Responding.

Psychol. Sci. 2019, 30, 1584–1591. [CrossRef] [PubMed]
27. Hastings, G.; Domegan, C. Social Marketing from Tunes to Symphonies; Routledge: London, UK, 2014.
28. Osei-Kwasi, H.A.; Nicolaou, M.; Powell, K.; Terragni, L.; Maes, L.; Stronks, K.; Lien, N.; Holdsworth, M.; DEDIPAC Consortium.

Systematic mapping review of the factors influencing dietary behaviour in ethnic minority groups living in Europe: A DEDIPAC
study. Int. J. Behav. Nutr. Phys. Act. 2016, 13, 85. [CrossRef] [PubMed]

29. Sawyer, A.D.M.; van Lenthe, F.; Kamphuis, C.B.M.; Terragni, L.; Roos, G.; Poelman, M.P.; Nicolaou, M.; Waterlander, W.;
Djojosoeparto, S.K.; Scheidmeir, M.; et al. Dynamics of the complex food environment underlying dietary intake in low-income
groups: A systems map of associations extracted from a systematic umbrella literature review. Int. J. Behav. Nutr. Phys. Act.
2021, 18, 96. [CrossRef] [PubMed]

30. Tiedje, K.; Wieland, M.L.; Meiers, S.J.; Mohamed, A.A.; Formea, C.M.; Ridgeway, J.L.; Asiedu, G.B.; Boyum, G.; Weis, J.A.; Nigon,
J.A.; et al. A focus group study of healthy eating knowledge, practices, and barriers among adult and adolescent immigrants and
refugees in the United States. Int. J. Behav. Nutr. Phys. Act. 2014, 11, 63. [CrossRef] [PubMed]

31. Wang, Y.; Sloan, F.A. Present bias and health. J. Risk Uncertain. 2018, 57, 177–198. [CrossRef] [PubMed]
32. Stearns, P.N. Happy Children: A Modern Emotional Commitment. Front. Psychol. 2019, 10, 2025. [CrossRef] [PubMed]
33. Galloway, T.W. Parenthood and the Character Training of Children; Literary Licensing, LLC.: Whitefish, MT, USA, 2013.
34. Simonsen, C.B.; Ryom, K. Building bridges: A co-creation intervention preparatory project based on female Syrian refugees’

experiences with physical activity. Action Res. 2021. [CrossRef]
35. Leask, C.F.; Sandlund, M.; Skelton, D.A.; Altenburg, T.M.; Cardon, G.; Chinapaw, M.J.M.; De Bourdeaudhuij, I.; Verloigne,

M.; Chastin, S.F.M.; GrandStand, Safe Step and Teenage Girls on the Move Research Groups. Framework, principles and
recommendations for utilising participatory methodologies in the co-creation and evaluation of public health interventions. Res.
Involv. Engagem. 2019, 5, 2. [CrossRef] [PubMed]

36. Schiffman, L.G.; Kanuk, L.L. Consumer Behavior, 6th ed.; Simon & Schuster: Saddle River, NJ, USA, 1997.
37. Hastings, G.; Angus, K.; Bryant, C. (Eds.) The Sage Handbook of Social Marketing; Sage: Thousand Oaks, CA, USA, 2011.

https://thensmc.com/content/nsmc-benchmark-criteria-0
https://thensmc.com/content/nsmc-benchmark-criteria-0
http://doi.org/10.1177/0956797619867939
http://www.ncbi.nlm.nih.gov/pubmed/31603024
http://doi.org/10.1186/s12966-016-0412-8
http://www.ncbi.nlm.nih.gov/pubmed/27465354
http://doi.org/10.1186/s12966-021-01164-1
http://www.ncbi.nlm.nih.gov/pubmed/34256794
http://doi.org/10.1186/1479-5868-11-63
http://www.ncbi.nlm.nih.gov/pubmed/24886062
http://doi.org/10.1007/s11166-018-9289-z
http://www.ncbi.nlm.nih.gov/pubmed/31244508
http://doi.org/10.3389/fpsyg.2019.02025
http://www.ncbi.nlm.nih.gov/pubmed/31555187
http://doi.org/10.1177/14767503211009571
http://doi.org/10.1186/s40900-018-0136-9
http://www.ncbi.nlm.nih.gov/pubmed/30652027

	Introduction 
	Prevalence of the Double Burden of Malnutrition in Jordan 
	The Role of Demand-Creation for Healthy Foods 
	Community-Based Prevention Marketing 

	Formative Research: Materials and Methods 
	Individual, Family and Friendship Interviews: Data Collection Methods and Participants 
	Research Questions 
	Data Analysis 

	Formative Research: Results 
	Current Eating Preferences, Habits and Behaviors 
	Social and Cultural Norms Influencing Nutrition 
	Barriers to Improved Nutrition 
	Pester Power 
	Competing Priorities 
	Decreased Appetite and Fatigue 
	Perception of Who Eats Healthy 

	Possible Enablers to Improved Nutrition 
	Future Aspirations 
	Being a Good Parent 


	Development of Intervention Ideas through Co-Creation Sessions 
	Discussion 
	Conclusions 
	References

