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skipped. Dieters, however, were
still more likely to skip dinner
than non-dieters.

Snacking Practices
Thirteen items assessed
specific snacking practices. To
explore differences in snacking
practices between dieters and
non-dieters we selected three
snacking practices judged to have

little or nor nutritional value (see
Table 5).

Females are more likely than
males to select nutritional snacks.
Significantly fewer female dieters
selected the non-nutritional
snacks than did non-dieters.
Among the males fewer dieters
selected juice as a snack than
non-dieters with little or no
difference between dieters or non-
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dieters on consumption of the
other nutritional snacks.

Nutrition Knowledge

Thirteen items measured
nutrition knowledge. Female
dieters scored higher than female
non-dieters. No difference was
detected between male dieters
and non-dieters. Females were
also more knowledgeable than
males (see Table 6).

Individual knowledge items
indicate short falls in information
for both males and females
regardless of their dieting
practices (see Table 7). Students
knew that salt was associated
with high blood pressure (82%),
sugar with dental caries (75%),
saturated fats with heart disease
(756%), that cooking with fat
increased fat in foods (74%), and
that yogurt contained less fat
than ice cream (63%). In each
case, more females than males
knew the correct answers to these
questions. On the low end of the
knowledge scale only 12% knew
that baked beans had more fiber
than potatoes, 21% knew about
the fiber colon cancer relationship
and only 30% could identify a hot
dog as having more fat than a
peanut butter and jelly sandwich.
Perhaps the most striking finding
about knowledge was the low
scores achieved by the sample of
students on this knowledge test.
Average scores were frequently
below 50% correct.

Effects of Education

Knowledge scores of students
who had at least one health
education course since the 7th
grade were compared with
students who had not had health
education. Scores of students who
had at least one nutrition
education course since 7th grade
were compared with students who
had not had nutrition education.
Females who had health
education scored markedly higher
than those without health
education, and dieting females
scored highest (Table 8). Having
had health education had no



significant effect on the nutrition
scores of males, whether dieters
or non-dieters.

Nutrition education was
reflected in significantly higher
scores for females and males who
had a nutrition education course
compared to those who had not
(see Table 9). Among the females,
dieters who had nutrition
education achieved the highest
mean score. Dieting had no clear
impact on the nutrition scores of

boys.
he implications of these

differences are evident when
individual snacking practices on
the previous day are examined.
In each case more of those having
had health or nutrition education
tended to choose healthy snacks:
milk, juice, and fruit/vegetables.
Education did not appear to be
related to the number of students
eating less healthy snacks such as
chips and pretzels (see Table 10).
The results of health education
and nutrition were compared with
the education to knowledge scores
using an analysis of variance
(ANOVA). Among females, health
education was significantly
related to nutrition knowledge
(p<.001). For males the effects
were not as great (p<.04), but still
deemed significant.

Implications

These findings raise some
challenging questions for those
who grapple with adolescent
health problems and high risk
behaviors. Research on adole-
scent eating practices consistently
reports that a significant
proportion of children and
adolescents have unhealthy
eating patterns and food
preferences that are usually high
in fat, salt and sugar. These
dietary habits put youth at risk
for cardiovascular diseases,
cancer and other illnesses as they
grow and develop into adults.
There is clearly a need for school-
based interventions that focus on
dietary behavior change. Schools
represent the most efficient
educational vehicle to children
and adolescents. The following

-

discussion presents the basic
components of Perry's (1985)
conceptual framework for school-
based health promotion and
suggests ways to apply this model
to nutrition education. The model
in part, proposes that school
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health promotion interven-
tions occur on three levels:

environment, personality, and
behavior.

Level 1: School Environment
Intervention strategies at this
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