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Abstract
Objective: Adolescent diet, physical activity and nutritional status are generally
known to be sub-optimal. This is an introduction to a special issue of papers
devoted to exploring factors affecting diet and physical activity in adolescents,
including food insecure and vulnerable groups.
Setting Eight settings including urban, peri-urban and rural across sites from five
different low- and middle-income countries.
Design: Focus groups with adolescents and caregivers carried out by trained
researchers.
Results: Our results show that adolescents, even in poor settings, know about
healthy diet and lifestyles. They want to have energy, feel happy, look good
and live longer, but their desire for autonomy, a need to ‘belong’ in their peer
group, plus vulnerability to marketing exploiting their aspirations, leads them to
make unhealthy choices. They describe significant gender, culture and context-
specific barriers. For example, urban adolescents had easy access to energy dense,
unhealthy foods bought outside the home, whereas junk foods were only begin-
ning to permeate rural sites. Among adolescents in Indian sites, pressure to excel in
exams meant that academic studies were squeezing out physical activity time.
Conclusions: Interventions to improve adolescents’ diets and physical activity lev-
els must therefore address structural and environmental issues and influences in
their homes and schools, since it is clear that their food and activity choices are
the product of an interacting complex of factors. In the next phase of work, the
Transforming Adolescent Lives through Nutrition consortium will employ groups
of adolescents, caregivers and local stakeholders in each site to develop interven-
tions to improve adolescent nutritional status.
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Measured against any global standard, adolescent diet,
physical activity and nutritional status are often sub-
optimal. This special issue is devoted to exploring factors
affecting diet and physical activity in adolescent boys
and girls, including those from food insecure and vulner-
able groups and in urban, peri-urban and rural settings
from a range of low- and middle-income countries
(LMIC). Specifically, the questions addressed in this collec-
tion of papers are: What are adolescents eating, what types
of physical activity are they engaged with and what influ-
ence these behaviours? Bringing these papers together as a
special issue foregrounds the factors that are common in
influencing adolescent diet and physical activity while also
making clear the challenges unique to each context.

Adolescence is the stage of life (10–19 years) in which a
child transitions into an adulthood. It is characterised by
accelerated growth, sexual maturation, substantial brain
re-modelling and an increase in the complexity of social
interactions. The age of onset of puberty has fallen globally
over the last century, while social changes such as longer
schooling and later marriage have postponed the transition
to independent adulthood, prolonging adolescence(1).
There are more than a billion adolescents in the world,
the largest number in human history and a doubling since
1970. Half live in sub-Saharan Africa and South Asia, where
they form 20–35 % of the population(2,3).

Adolescent nutrition and long-term health

Adolescence has a special importance for long-term health
because it is a critical period of development, in which the
physical, psychological, behavioural, social and economic
foundations of adult health are consolidated. Adolescence
is a key time for acquiringmuscle and bonemass, and peak
and cardio-respiratory fitness, which are nutritionally sen-
sitive, are achieved. Adiposity, which is also influenced by
nutrition, is related to later health(4,5). Widespread brain
re-modelling during adolescence leads to a large increase
in cognitive ability(6). It is a key time for the development of
executive function and ‘agency’, the capacity to make inde-
pendent choices and achieve goals, and the ability to form
healthy social networks and sexual relationships. Lifelong
adaptive or maladaptive behaviour patterns are estab-
lished, such as choices about diet, physical activity, tobacco
and alcohol shaped by adolescents decreasing reward sen-
sitivity and increasing ability to consider the future and to
delay gratification(7–10). It has been suggested that adoles-
cence is also a critical period in which optimal nutrition
could mitigate the effects of poor fetal and infant
nutrition(11,12). However, the potential for good adolescent
nutrition to remedy stunting or adverse early life cardio-
vascular and metabolic programming remains largely
unknown. There is a need for better understanding of
the impact of nutrition in adolescence on pubertal growth,
body composition and later health. Adolescents are also

future parents. Parents’ knowledge of and attitudes to
nutrition has a significant impact on the way they feed their
children and their children’s dietary preferences(13,14). In
addition, maternal nutrition is known to influence metabo-
lism throughout life through effects on fetal development;
both maternal undernutrition and obesity adversely
‘programme’ the fetus, leading to an increased risk of
adult non-communicable disease(15–18). Research in ani-
mals suggests that there are paternal and maternal effects
on offspring epigenetic characteristics(19,20), highlighting
the significance of nutrition among young men for inter-
generational health effects. Optimising adolescent diet and
nutrition therefore has the potential to deliver triple benefits:
to (i) increase physical, psychological and cognitive capital;
(ii) protect against future disease and (iii) improve the devel-
opment and health of the next generation.

Adolescent nutrition research

Despite this potential, and the recognition that adolescents
have increased nutritional requirements for growth and
maturation, nutrition at this age has been relatively
neglected(21). Research has tended to focus on ‘problem
behaviours’ (accidents, sexually transmitted disease and
addictions) including nutritional ‘problem behaviours’ (eat-
ing disorders) with little focus on communicable or chronic
diseases or on environmental impact on growth. In LMIC,
adolescence is seen as a relatively healthy age, coming after
the high infectious disease mortality of infancy and child-
hood, approaching the attainment of peak physical and
cognitive capacity, and before the onset of degenerative
and non-communicable diseases(6). Adolescents are often
seen as difficult to engage in thinking about their health,
prioritising the immediate over the long term(7,22). In the
context of food choice and this stage of cognitive develop-
ment, adolescent impulsivity and reward sensitivity may
manifest as choosing foods that are both more available
and pleasurable, at the expense of planning, preparing
and eating healthier alternatives(23). Adolescents are also
socially and educationally busy and less likely to comply
with interventions than younger children(12).

Notwithstanding the resulting knowledge gap, it is clear
there is a ‘dual burden of malnutrition’ among young peo-
ple in LMIC(21). Under-nutrition, food insecurity and poor-
quality monotonous diets remain common, especially in
vulnerable populations in sub-Saharan Africa and South
Asia, resulting in continuing high rates of underweight,
stunting and anaemia which impair growth and develop-
ment. Gender gaps in nutrition are often small in
childhood, but girls tend to become disadvantaged in
adolescence(2,24). Adolescent marriage and childbearing
are common in some countries, presenting major nutri-
tional challenges and leading to poor maternal, newborn
and child outcomes(25–27). Alongside persisting under-
nutrition, growing access to energy-densemicronutrient-poor
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processed foods and insufficient physical activity are leading
to obesity in some settings, with concomitant metabolic
disorders that predict a high future burden of diabetes and
CVD(21,28). Adolescents are vulnerable tomarketing and social
pressures that can lead to unhealthy food choices(29). They are
acutely sensitive to the opinions of peers, and a desire for new
experiences goes hand-in-handwith a need to ‘belong’. What
foods they eat, and share with their friends, has ‘social
currency’(30). Physical activity varies between settings but is
increasingly inadequate. Although many rural adolescents
help with farming and domestic work and may walk long
distances to school, few engage in high-intensity physical
activity that meets the WHO recommendations(31). The built
environment, transport infrastructure in towns and cities and
academic pressures limit opportunities for activity(32) and, in
girls, cultural barriers to physical activity tend to emerge in
adolescence(33).

Action to address this ‘broad’ picture is hampered by a
lack of detail. A recent report highlighted a lack of rigorous,
comprehensive, longitudinal and context-specific informa-
tion about adolescent nutrition in LMIC(21). Existing data are
often limited to weight, height and anaemia prevalence,
and usually cross-sectional. Small surveys and indirect esti-
mates from intakes have identified common deficiencies in
Fe, Zn, Ca and vitamins A, B1, B2, B12, D and folate, but
recent data from different settings and on other micronu-
trients are lacking(34,35). There are few, if any, longitudinal
studies to understand how diet, activity and nutritional sta-
tus change through adolescence, what determines these
changes and how they relate to health outcomes(4,36–38).
Few studies have evaluated the effectiveness, optimal tim-
ing and beneficial v. adverse effects of nutritional interven-
tions in adolescents(39,40). We do not know how to change
unhealthy food choices among adolescents in LMIC, and
they are rarely invited to contribute to the design of
interventions(41). Epigenetic changes in adolescence have
been linked to brain development, but little is known about
their sensitivity to nutrition and relationship to health and
disease(42). Thus, while recent reports have highlighted
the importance of adolescent nutrition and called for its
greater prioritisation at policy level(2,21,41,43–45), we argue
that insufficient data hinder the formulation of specific pol-
icies. This may explain why few LMIC have specific nutri-
tional policies for adolescents, and why those that exist are
limited in scope (e.g., Fe/folate supplementation) and
rarely integrated(46). Biomedical research tends to be purely
nutritional and has neglected psychological, environmental
and social influences, with adolescents’ voices usually
absent from such research and intervention design.
Adolescents are increasingly seen as driving forces in global
health and international development(47,48). The WHO
Global Accelerated Action for the Health of Adolescents
guidance promotes the philosophy ‘nothing about us
without us’, emphasising that young people are passionate
and effective advocates for adolescent health but are rarely
given a place in discussions(49).

The Transforming Adolescent Lives through
Nutrition or TALENT consortium

A key purpose of TALENT was, therefore, to give adoles-
cents a voice and to learn about their experiences and
how they viewed diet and physical activity as part of their
lives. The TALENT consortium comprises research teams in
eight LMIC sites: in sub-Saharan Africa, Abidjan, Cote
D’Ivoire; Jimma, Ethiopia; Keneba, The Gambia; and
Soweto, South Africa; in India, Dervan, Mumbai, Mysore,
Pune. It is overseen by a team from the University of
Southampton, UK. All LMIC sites have strong links to their
communities, and the consortium has expertise spanning
adolescent health and youth studies, behavioural science,
nutrition, intervention development, education, health
economics and adolescent and policymaker engagement.
Although TALENT also aimed to fill knowledge gaps about
adolescent nutritional status, an early decision was made
initially to focus on developing a qualitative understanding
of the evidence base for interventions to improve adoles-
cent nutrition in LMIC. This special issue is therefore
devoted to reporting findings from an analysis of qualitative
data collected in eight LMIC sites. These data are from focus
group discussions held to explore adolescents’ and their
caregivers’ attitudes to, and their suggestions as to how
to improve, diet and physical activity. This activity was
supported by a capacity-building programme for biomedi-
cal scientists in qualitative youth research. Box 1 describes
the programme of capacity-building workshops.

The training in qualitative research methods provided by
the University of Southampton team was based on beliefs
about the importance of involving adolescents in the
research process. Youth-centred qualitative research in the
social sciences has flourished in the last 20 years(50–52).
Many proponents have been critical of biological framings
of adolescence, and much of this work is framed conceptu-
ally by understandings of childhood and youth as socially
constructed(53,54); that experiences and definitions of child-
hood and youth are not universal but rather determined
by the culture, society and period of history in which young
people live. From this perspective, young people are viewed
as competent social actors and experts in their own lives.
New knowledge is generated using qualitative and often
participatory and creativemethods to access young people’s
voices; their experiences and perspectives are central to
interpretations of the phenomenon under study. This
approach was common to the qualitative research carried
out by TALENT researchers and is reflected in the qualitative
research papers in this special issue; they exemplify the cen-
trality of the adolescent voice and locate findings with the
specific social and environmental context.

TALENT data collection and analysis

Qualitative data were collected in order to understand
adolescents’ perspectives on issues of diet and physical
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Box 1 Description of TALENT capacity-building workshops

TALENT capacity-building workshops
A series of three training workshops was held for early career researchers from the participating sites. Theworkshops

were intended to prepare research teams in each site to conduct a qualitative study of adolescent and caregivers’ expe-
rience of diet and physical activity and to engage stakeholders in issues relating to adolescent nutrition. The workshops
also enabled interactions between researchers from the sites. The opportunity to share experiences and build relation-
ships across the consortium was an important feature of TALENT; the workshops were therefore designed and led col-
laboratively and were highly interactive. The development of research skills initiated in the workshops was sustained
between workshops through regular online interaction between the site teams and the Southampton hub.

Workshop One: Establishing the network; designing the survey instrument; training in principles of qualitative research
and methods of data collection

Held at BLK Walawalkar Hospital, Dervan, India, 5th–9th February 2018.
Sessions were organised to facilitate the network and agree principles and practice in running the TALENT consor-

tium. Early career research staff were trained in qualitative research methods by experienced qualitative researchers
(E.B., M.B., P.H.J., S.S. and S.W.) in order to be able to answer these research questions for each site:

1. What do adolescents and parents/caregivers think about diet, nutrition and physical activity and their influence on
health?

2. How important are these to adolescents and their parents/caregivers?
3. What and who decide and shape their eating and activity habits? and
4. What might engage them in changing their diet and physical activity?

Researchers were trained to conduct interviews and focus group discussions and introduced to the use of creative
methods in qualitative research. They designed studies to be carried out in each site using focus group methods and a
common interview schedule, with adaptations to each context. Basic instruction in transcription of the focus group dis-
cussion data was given. Plans were made for both survey and qualitative data collection to be completed by the time of
Workshop Two 6months later.

Workshop Two: Reporting progress; analysis and interpretation of qualitative data
Held at the University of Witwatersrand, Johannesburg, South Africa, 6th–10th August 2018.
BetweenWorkshopsOne and Two, the Southampton teamoffered the teams support by Skype, Google Hangout and

WhatsApp for qualitative data collection, data management and transcription. This involved P.H.J. and S.W. in reading
and providing feedback on the transcripts of focus groups from each site. At Workshop Two, early career researchers
presented the qualitative data they had collected and were then introduced to methods of thematic analysis by P.H.J.,
S.W. and M.B. Researchers were provided with, and trained in using, NVivo, software commonly used for qualitative
data analysis and proceeded to code their data with assistance from the Southampton team. As part of this process, a
common coding frame was developed to form the basis for both individual and cross-site data analysis. Researchers
returned to their sites at the end of the workshop able to complete the coding and analysis of their qualitative datasets
in order to address the research questions.

Workshop Three: Writing up qualitative research findings (for early career researchers only)
Held at the Medical Research Council Lifecourse Epidemiology Unit, University of Southampton, Southampton, UK,

11th–15th March 2019.
Early career researchers from the TALENT collaboration brought their coded qualitative data to a workshop where

theywere supported by the Southampton team to translate their coded focus group data into themes and to interpret and
identify the main messages. Researchers were then trained in how to write a qualitative manuscript for publication,
which adhered to journal guidelines and accurately represented study participants’ perspectives in a clear and under-
standable way. The target journal chosen was Public Health Nutrition. To achieve this, researchers were trained in using
the Journal Article Structured Template (JAST) which was developed by the Southampton team and which breaks down
a manuscript into component parts, a paragraph at a time, enabling a paper to be written a step at a time. By the end of
the workshop, researchers had all completed a full first draft of a manuscript describing adolescents’ and caregivers’
views of the influences on their diet and physical activity in their TALENT site. In addition, researchers had learnt
how to draw up a thematic map representing their findings and how to use software to help manage references when
producing amanuscript. They all reported that they felt confident about completing qualitative research in the future and
to write up qualitative data for publication.
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activity with the aim of supporting the development of
adolescent-centred interventions and policies. A small-
scale quantitative survey of about forty boys and forty girls
providing data on adolescent diet, body composition and
socio-economic status was also carried out in each site.
Following the first workshop, researchers in each site
recruited participants from among those adolescents and
caregivers who had been involved in the quantitative sur-
vey. Focus group discussions were conducted with adoles-
cents separated by age group and gender in each of the
eight sites. Two age groups were chosen for the current
study. The first, aged between 10 and 12 years, was chosen
to represent a pre- or early pubertal stage of development,
when adolescents are still largely under parental control
for most aspects of their lives. The older group, aged
15–17 years, represents late or completed pubertal devel-
opment greater independence from parents in relation to
diet and activity. Discussions were designed to explore
what adolescents and caregivers think about diet, nutrition
and activity and their influence on health; how important
these are to them; what and who decide and shape their
eating and activity habits; and what might engage them
in changing their diet and activity. Where appropriate dur-
ing the discussions, probing questions were also asked
about household food insecurity, eating outside the family,
food-sharing with friends and gender differences and what
the adolescents think about participating in research.
Verbatim transcriptions of the focus group discussions
were translated into English and subject to thematic analy-
sis bymembers of the research team in each site, supported

by researchers from the Southampton hub. A common cod-
ing frame was developed at Workshop Two (see Box 1)
basedon themes arising from the analyses of the first two tran-
scripts from each site. Coding was largely inductive and
developed using a constant comparative approach(55,56).
The coding frame was refined by each site as necessary.
Regular virtual meetings were held by the Southampton team
with researchers in each site to raise and discuss any queries
with the coding process. Themes and subthemes were com-
piled, and the data are presented in each site paper, illustrated
with verbatim quotations.

TALENT findings

As part of Workshop One (Dervan, India, February 2018),
Principal Investigators (PI), early career researchers and
members of the TALENT advisory board synthesised ideas
and expertise to develop a conceptual map (see Figs 1 and
2) detailing potential influences on adolescent nutritional
status. This conceptual map represents the views of many
stakeholders in the field of adolescent nutrition and as
such, reflects the consortium’s philosophy which is to rec-
ognise and credit site-specific expertise. For this reason, the
conceptual map was used to organise the group’s thinking
about adolescent nutrition rather than pre-existing theory.
Three main areas of influence were identified plus a small
number of factors which were specific to adolescence as a
developmental stage. At the individual level, psychological
factors such as self-efficacy and body image were seen as
combining with biological factors such as growth in early

Food industry
practies

Social economic
status

Family education
level

Adolescent-specific
Factors

Adolescent purchasing
power

Adolescent
nutritional

status

Urban/rural setting

Religious beliefs*

Taboos*

Food availability/
affordability

National food
policies

Maternal nutritional
status

Pubertal status

Brain maturation
Birth weight

Infections

Food choices

Physical activity

Eating behaviours

Advertising and
media

Body image

Self-efficacy Self-esteem

Outcome expectancies

Fig. 1 A conceptual map of potential influences on adolescent nutritional status. Relationships: , positive; , negative; ,
either; , factors specific to adolescence. Levels: , individual level; , familial/environmental; , national.
*Religious beliefs and taboosmay influence the physical activity of boys and girls in different ways. Hence, this influence is potentially
both positive and negative
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life and experience of infections to influence adolescent
nutritional status either directly or via diet, physical activity
and food choices. Familial and socio-cultural influences
included diverse factors such as maternal nutritional status
and family level of education, religious beliefs and taboos
in combinationwith the impact of living in an urban or rural
setting. Most of these factors were believed to influence
adolescent nutritional status through their capacity to affect
diet and physical activity. Three influences were identified
as operating at a national/international level, two of which
were national food policies and food industry practices and
the third identified the impact of advertising and media,
including social media. Food policies and the food industry
were described as shaping adolescent nutritional status
through their impact on maternal nutritional status and
food choices, where advertising and media were seen to
shape both food choices and psychological factors.
Socio-cultural (adolescent purchasing power) and biologi-
cal (brain maturation, pubertal status) factors specific to
adolescence were seen as having an effect on adolescent
nutritional status, the former affecting food choice and diet
and the latter affecting physical activity.

What are adolescents eating, what physical activity
are they doing, what influence these behaviours
and how can we intervene to improve their diets
and increase their physical activity levels?

The data collected in the TALENT sites reflected many of
the factors identified in the conceptual map above and
revealed the way individual, familial and socio-cultural
and national/international factors shape adolescent

nutrition in these sites. Findings from a small, quantitative
pilot survey conducted in each site are described by Fall
and colleagues in this special issue. They report diversity
in all indicators of adolescent nutritional status, with more
overweight and obesity tending to be seen in urban rather
than rural settings. As is common in high-income settings,
adolescents in these low- andmiddle-income sites describe
eating little fruit and few vegetables and substantial quan-
tities of salty and sugary snack foods. Three papers in this
special issue offer qualitative insights into influences on
diet and physical activity habits of adolescents in India.
Data from the urban setting, Mumbai, suggest that diet
and physical activity during adolescence are determined
by a combination of adult caregivers’ desires for the chil-
dren to eat healthily and be active but primarily to do well
at school, and adolescents’ desire for autonomy in their
food choices and wish to spend time being active with their
friends.

There is dramatic contrast with the experience of adoles-
cents in rural villages in the Konkan Region of Maharashtra,
an area barely touched by the economic and social transi-
tion taking place in many parts of India. Banavali and col-
leagues describe a situation where adolescents report only
rarely having their dietary needs met or being given suffi-
cient opportunities for physical activity other than
through carrying out household and agricultural chores.
Fundamentally, participants in this region felt that for ado-
lescent nutritional status to improve, local infrastructure
including that necessary to increase access to fresh food
needed substantial investment. In a number of semi-rural
villages outside the city of Pune, Maharashtra, Joshi-
Reddy and colleagues identify the impact of India’s social
and economic transition on adolescents’ dietary behaviour
and physical activity. The food environment in the home,
availability of food outside the home, household food secu-
rity and exposure to television and digital media were all
key influences and all reflect the dramatic increase in pros-
perity in these villages following irrigation and small-scale
industrialisation. In Africa, in TALENT’s most economically
transitioned community, Wrottesley and colleagues report
that adolescent girls and boys living in Soweto demonstrate
a good understanding of health and of the relationships
between diet and physical activity and health, but their eat-
ing and activity behaviours, however, seems to reflect little
of this understanding. Adolescents from Soweto explain
their regular consumption of high-fat, high-sugar street
food on the basis that it is tasty and convenient, perhaps
reflecting the heightened reward sensitivity that is a feature
of adolescence, but also because sharing these foods with
friends has a social currency. Resistance to physical activity
is apparent among older girls who want to preserve the
fuller figures which signify beauty and health in this culture.
Interventions to improve diet and physical activity in
Soweto therefore have to contendwith both an obesogenic
environment and culturally defined expectations of
female beauty. The papers focusing on adolescent diet

Fig. 2 Key for conceptual map
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and physical activity in The Gambia, Ethiopia and Côte
d’Ivoire are believed to be among the first accounts of
qualitative work on adolescent nutrition in these parts of
sub-Saharan Africa. Drawing on their research in rural
Gambian villages, Janha and colleagues explore key
influences on adolescent diet and physical activity in an
area mainly comprising subsistence farming. Their paper
highlights important influences on diet diversity including
food security and the economic resources available to
households; seasonal availability of vegetables and fruit;
cultural and religious practices and familial norms around
domestic decision-making. Land use and seasonality, poor
local infrastructure and expectations about the role of ado-
lescents meant that regular physical work was an essential
part of their lives and key to transportation and farming.
Abera and colleagues report that an ethnically diverse
group of adolescents from low- and lower-middle-income
families in an urban Ethiopian setting talked eloquently
about psychological health and well-being and their rela-
tionship with diet and physical activity. They and their
carers felt that social and cultural factors were the main
drivers of adolescent health behaviours.Within this culture,
gender roles dictate that older boys have opportunity to
purchase food outside the home and to be physically active
in a way that girls had none. In a similarly urban but differ-
ent geographical context, Jesson, Kouakou and colleagues’
contribution explores adolescents’ and carers’ perceptions
and knowledge of nutrition and physical activity in two
low-income suburbs of the capital of Côte d’Ivoire,
Abidjan. Despite their understanding of good nutritional
practices, the adolescents and carers in the current study
were aware that their food choices were limited by the
resources available to them and, for many, the lack of diet
diversity was a source of conflict between adolescents and
carers. Furthermore, issues of safety, pollution and hygiene
in the locality restricted adolescents’ opportunities to
engage in regular sport and exercise. A secondary analysis
of pooled data from all eight TALENT sites (Weller and
colleagues) comments on generational differences in nutri-
tion education and knowledge between adolescents and
their caregivers, on carer–adolescent power relations and
on the salience of wider societal transitions in shaping ado-
lescent diet and physical activity habits. There is a contrast
between the urban, more transitioned environments where
street and junk food are widely available and accessed by
adolescents and the rural settings where diets are condi-
tioned much more by seasonality and tradition but point
out that this is changing even in the most rural sites.
Other features of urban environments such as crime and
over-crowding impinge on adolescents’ capacity to be
physically active as do parental desires for academic suc-
cess and more traditional gender norms. The authors call
not only for recognition of broad (national/international/
socio-cultural) as well as specific (familial/individual)
context in the design of interventions to improve adoles-
cent nutritional status but also for attention to gender

inequalities which continue to exist in even the most eco-
nomically transitioned sites.

The future for adolescent nutrition research

Most importantly, papers in this special issue demonstrate
the insights and enthusiasm that adolescents and their
families can offer to the process of devising strategies to
improve their nutritional status. Qualitative research con-
ducted by local, trained research staff has captured rich
and nuanced data on adolescents’ everyday lived experien-
ces, highlighted the complexity of diet and physical activity
influences and demonstrated salience of the broader con-
texts and processes that shape their health in transitioning
societies. All of this demonstrates the value of listening to
the adolescent voice and significance of these insights
for the design of future interventions. The Lancet commis-
sion on adolescent health contends that the health and
prosperity of the next generation depend upon finding
ways of supporting young people to develop skills to
become effective advocates and partners(57). Notable
examples of recent attempts to address this call include
new toolkits produced by Save the Children for facilitating
adolescent contributions to nutrition improvement and
from the WHO to support adolescent advocacy for health
improvement(41,58).

The next step for the TALENT consortium is to work
with communities using the capacity built in each site
and harness the adolescent voice to co-produce and test
strategies to improve adolescent diet and physical activity.
Stakeholder groups in each community will be engaged in
developing interventions to address the issues preventing
optimal adolescent nutrition identified in the site-specific
papers in this special issue. With support from the UK inter-
vention development team, they will adapt feasibility test
interventions to improve diet and physical activity levels
based on a range of educational, interpersonal, digital
and structural platforms already in use to support improve-
ments in adolescent health. Interventions will have to
address structural and environmental issues, as well as
influences in homes and schools, since TALENT data have
made clear that adolescents’ food and activity choices are
the product of an interacting complex of factors. An addi-
tional long-term aim is to fill knowledge gaps by collecting
data on the nutritional status of adolescents and change as
adolescence progresses, and how it relates to adolescent
growth and development. The next phase of TALENT
therefore involves bringing together adolescents, their
caregivers and local stakeholders in each site to co-create
solutions to improving adolescent nutritional status.
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