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Abstract

Introduction: Junk food consumption among adolescents has emerged as a major public health
concern due to its association with poor nutritional status and increased risk of non-communicable
diseases. Adolescence is a critical period for establishing lifelong dietary habits, and unhealthy eating
practices adopted during this stage often persist into adulthood. Understanding adolescents’” knowledge,
attitude, and practice regarding junk food consumption is essential for planning effective health
promotion strategies.

Methods: A quantitative descriptive survey design was adopted to assess the knowledge, attitude, and
practice of adolescent children regarding junk food consumption in selected urban high schools of
Shivamogga, Karnataka. A total of 100 adolescents aged 13-16 years were selected using a three-stage
cluster sampling technique. Data were collected using a structured socio-demographic proforma,
knowledge questionnaire, attitude rating scale, and practice checklist. Descriptive and inferential
statistics were used for data analysis.

Results: The findings revealed that 60% of adolescents had moderately adequate knowledge, while
40% had inadequate knowledge, with none demonstrating adequate knowledge. A majority (69%)
exhibited an unfavourable attitude towards junk food consumption. Regarding practice, 51% followed
inappropriate dietary practices. A significant positive correlation was observed between knowledge,
attitude, and practice (p< 0.05). Knowledge was significantly associated with gender, religion, type of
family, type of diet, family income, and source of lunch, while practice was significantly associated
with gender, type of family, and type of diet.

Conclusion: The study highlights suboptimal knowledge, unfavourable attitudes, and inappropriate
practices related to junk food consumption among adolescents. The findings underscore the need for
structured, school-based nutrition education programmes led by nurses to promote healthy dietary
behaviours during adolescence.
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Introduction

Adolescence is a critical developmental phase characterised by rapid physical growth,
psychological maturation, and social role transitions. The World Health Organization defines
adolescence as the age group between 10 and 19 years, a period during which lifelong health
behaviours are established. Nutritional practices adopted during adolescence play a decisive
role in shaping current health status as well as future risk for non-communicable diseases.
Adequate nutrition during this phase supports optimal growth, cognitive development,
immune competence, and academic performance, whereas unhealthy dietary habits can
predispose individuals to obesity, metabolic disorders, cardiovascular diseases, and
nutritional deficiencies later in life.

In recent decades, global dietary patterns have undergone a marked transition, particularly
among children and adolescents. Traditional home-prepared meals are increasingly being
replaced by commercially prepared, energy-dense, nutrient-poor foods commonly referred to
as junk foods. Junk foods are typically high in calories, saturated fats, trans fats, sugar, and
salt, while being deficient in essential micronutrients such as iron, calcium, vitamins, and
dietary fibre. Common examples include fast foods, packaged snacks, carbonated beverages,
fried foods, confectioneries, and ready-to-eat products. The widespread availability,
aggressive marketing, palatable taste, low cost, and convenience of these foods have made
them especially attractive to adolescents.
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India is experiencing a rapid nutrition transition due to
urbanisation, economic growth, changing family structures,
and increased exposure to mass media. Urban adolescents,
in particular, are increasingly adopting Westernised dietary
habits, characterised by frequent consumption of junk foods
and sugar-sweetened beverages. Schools located in urban
areas often have easy access to food vendors selling junk
food items, and peer influence further reinforces unhealthy
eating behaviours. This shift in dietary practices has raised
serious public health concerns, as India simultaneously
faces the dual burden of undernutrition and overnutrition.
Adolescents constitute a substantial proportion of the Indian
population, and their health status has significant
implications for the nation’s future productivity and
healthcare burden. Evidence suggests that poor dietary
habits established during adolescence often persist into
adulthood, increasing the risk of obesity, type 2 diabetes
mellitus, hypertension, dyslipidaemia, and cardiovascular
diseases. In addition to physical health consequences,
excessive junk food consumption has been associated with
behavioural problems, reduced attention span, poor
academic performance, dental caries, gastrointestinal
disturbances, and psychological issues such as low self-
esteem and body image dissatisfaction.

Despite growing awareness of healthy eating, a clear gap
often exists between knowledge and actual dietary practices
among adolescents. Many adolescents may possess basic
information regarding the harmful effects of junk food but
continue to consume it frequently due to favourable
attitudes, social norms, taste preferences, convenience, and
lack of parental supervision. Therefore, assessing not only
knowledge but also attitudes and practices related to junk
food consumption is essential to obtain a comprehensive
understanding of adolescent dietary behaviour.

The Knowledge-Attitude-Practice (KAP) model is a widely
used framework in health research to explore how
knowledge influences attitudes and how attitudes, in turn,
shape practices. Knowledge refers to the information and
understanding an individual possesses about a particular
subject, attitude reflects feelings, beliefs, and perceptions,
and practice denotes the actual behaviour or action. In the
context of nutrition, adequate knowledge about healthy and
unhealthy foods does not always guarantee positive dietary
practices, highlighting the importance of evaluating all three
components simultaneously. Understanding the
interrelationship between knowledge, attitude, and practice
can help identify barriers to healthy eating and guide the
development of effective health education interventions.
Schools serve as an important setting for promoting healthy
dietary behaviours among adolescents. Since students spend
a significant portion of their day at school, the school
environment strongly influences their food choices. The
presence of junk food vendors near school premises, lack of
regulation on food sales, and insufficient nutrition education
contribute to unhealthy eating practices. Teachers and
school health nurses play a pivotal role in shaping students’
health behaviours through education, counselling, and role
modelling. However, for school-based interventions to be
effective, baseline information on students’ knowledge,
attitudes, and practices related to junk food consumption is
essential.

Shivamogga, an urbanising district in Karnataka, has
witnessed rapid changes in lifestyle and dietary patterns
among school-going adolescents. Increased availability of
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fast food outlets, packaged snacks, and street food vendors
around schools has made junk food easily accessible to
students. Adolescents aged 13-16 years, who are typically
studying in high schools, are particularly vulnerable due to
increased autonomy in food choices, peer pressure, exposure
to advertisements, and limited awareness of long-term
health consequences. However, there is limited documented
evidence on the knowledge, attitude, and practice of junk
food consumption among adolescent children in selected
urban high schools of Shivamogga.

From a nursing perspective, adolescent nutrition is a key
component of community and school health nursing. Nurses
are strategically positioned to assess nutritional behaviours,
identify risk factors, provide health education, and
implement preventive strategies. Evidence-based nursing
interventions aimed at reducing junk food consumption
require a clear understanding of adolescents’ existing
knowledge levels, attitudes, and practices, as well as the
socio-demographic factors influencing these behaviours.
Variables such as age, gender, type of family, parental
education, occupation, family income, dietary pattern,
availability of junk food vendors, and source of lunch can
significantly affect adolescents’ food choices.

Previous studies conducted in various parts of India and
abroad have reported high prevalence of junk food
consumption among adolescents, with frequent intake of
fried foods, sweets, and carbonated beverages. Many studies
have also  demonstrated inadequate  knowledge,
unfavourable attitudes, and inappropriate dietary practices
among school children. However, findings vary across
regions due to cultural, socioeconomic, and environmental
differences. Therefore, region-specific studies are necessary
to generate contextually relevant data that can inform local
health promotion strategies.

Assessing the correlation between knowledge, attitude, and
practice provides valuable insights into whether improved
knowledge translates into healthier attitudes and practices.
Additionally, examining the association between knowledge
and practice with selected demographic variables helps
identify high-risk groups who may benefit from targeted
interventions. Such information is crucial for planning
structured teaching programmes, school health policies, and
community-based nutrition education initiatives.

In the present study, a descriptive survey approach is
adopted to assess the knowledge, attitude, and practice of
adolescent children regarding junk food consumption in
selected urban high schools of Shivamogga. The study
focuses on adolescents aged 13-16 years, a critical age
group for establishing lifelong dietary habits. By
systematically evaluating the levels of knowledge, attitude,
and practice, as well as their interrelationships, the study
aims to generate evidence that can support nursing
educators, school administrators, and policymakers in
designing effective health promotion strategies.

The findings of this study are expected to contribute to the
existing body of nursing and public health literature by
highlighting the current status of junk food consumption
among urban adolescents. The results may help in
identifying gaps in knowledge, negative attitudes, and
inappropriate practices, thereby emphasising the need for
structured nutrition education programmes in schools.
Furthermore, the study underscores the importance of
strengthening the role of nurses in school health services to
promote healthy eating behaviours and prevent nutrition-
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related health problems among adolescents.

In conclusion, junk food consumption among adolescents
has emerged as a significant public health concern due to its
adverse impact on physical, psychological, and social well-
being. Adolescence offers a unique opportunity for early
intervention, as behaviours established during this period
often persist into adulthood. Assessing the knowledge,
attitude, and practice of adolescent children regarding junk
food consumption is a crucial step toward understanding
their dietary behaviour and developing effective preventive
strategies. The present study is therefore undertaken to
assess the knowledge, attitude, and practice of adolescent
children regarding junk food consumption in selected urban
high schools of Shivamogga, with the ultimate goal of
promoting healthier dietary habits and improving adolescent
health outcomes.

Research Methodology

Research Approach

A quantitative research approach was adopted for the
present study. Quantitative research is appropriate when the
objective is to measure variables numerically, examine
relationships among variables, and generalize findings to a
larger population. Since the study aimed to assess
knowledge, attitude, and practice levels and determine
correlations and associations among these variables, the
quantitative approach was considered suitable.

Research Design

A descriptive survey research design was used in the present
study. Descriptive survey design is appropriate when the
researcher intends to describe existing phenomena as they
occur naturally without manipulating variables. This design
helped to obtain an accurate portrayal of the knowledge,
attitude, and practice of adolescent children regarding junk
food consumption.

Variables of the Study

Study Variables

The present study focuses on assessing the knowledge,
attitude, and practice of adolescent children regarding junk
food consumption. Knowledge refers to the level of
understanding among adolescent children about junk food,
balanced diet, and the harmful health effects associated with
frequent consumption of junk food. Attitude denotes the
feelings, beliefs, and perceptions of adolescent children
towards junk food consumption, including their preferences,
likes or dislikes, and acceptance of healthy eating
behaviours. Practice relates to the actual dietary behaviours
of adolescent children, such as the frequency of junk food
intake, food choices made at school and home, and
adherence to healthy eating habits. Together, these three
components provide a comprehensive understanding of
adolescents’ dietary behaviour related to junk food
consumption.

Demographic Variables

Age, gender, birth order, religion, type of family, type of
diet, education status of father, occupation of father,
education status of mother, occupation of mother, monthly
family income, presence of junk food vendors near school,
and source of lunch.

Setting of the Study: The setting of the study refers to the
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physical location and conditions in which data collection
took place. The study was conducted in selected urban
government high schools of Shivamogga District,
Karnataka. The setting was selected based on accessibility
of subjects, feasibility of conducting the study, and
availability of adolescent children aged 13-16 years.

Population of the Study

The population of the present study comprised adolescent
children aged 13-16 years who were studying in selected
urban high schools of Shivamogga District.

Sample and Sample Size

A sample is a subset of the population selected to represent
the entire population. In the present study, the sample
consisted of 100 adolescent children studying in selected
urban high schools of Shivamogga.

Sampling Technique

A three-stage cluster sampling technique was adopted for
the present study. In the first stage, one cluster was selected
from Shivamogga District using a simple random sampling
method. In the second stage, one urban high school was
selected from the chosen cluster through simple random
sampling. In the third stage, adolescent children studying in
the selected high school were chosen using simple random
sampling technique. This multi-stage sampling approach
ensured adequate and fair representation of the population
and enhanced the generalizability of the study findings.

Criteria for Sample Selection

The inclusion criteria for the study comprised adolescent
children aged 13-16 years who were studying in selected
urban high schools of Shivamogga and who were willing to
participate in the study. The exclusion criteria included
adolescent children who were not available at the time of
data collection.

Data Collection Instruments
Data were collected using a structured questionnaire, which
consisted of four sections:

1. Socio-demographic proforma

2. Structured knowledge questionnaire
3. Attitude rating scale

4. Practice checklist

Development of the Tool

The data collection tool was developed through a systematic
process that included an extensive review of related
literature to identify relevant concepts and variables. A
blueprint was then prepared to ensure adequate coverage of
all study objectives. This was followed by consultation with
the guide, co-guide, and subject experts to refine the content
and structure of the tool. Based on these inputs, structured
questionnaires were constructed. Content validity was
established through expert review, after which the tool was
pre-tested to assess clarity and feasibility. Finally, reliability
of the tool was established to ensure consistency and
accuracy of the measurements.

Description of the Tool

Tool I: Socio-Demographic Proforma

This section consisted of 13 items covering age, gender,
birth order, religion, type of family, type of diet, parental
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education, parental occupation, monthly family income,
presence of junk food vendors near school, and source of
lunch.

Tool II: Structured Knowledge Questionnaire

This section consisted of 20 multiple-choice questions
designed to assess the knowledge of adolescent children
regarding balanced diet, junk food consumption, and the ill
effects of junk food consumption. Each correct answer was
awarded one mark, while an incorrect answer was given
zero marks. The maximum obtainable score was 20, with
higher scores indicating better knowledge regarding junk
food consumption.

Interpretation of Knowledge Score

Level of Knowledge Score
Inadequate 0-10
Moderately adequate 11-15
Adequate 16-20

Tool III: Attitude Rating Scale

This section consisted of 14 statements, including both
positive and negative statements, to assess the attitude of
adolescent children regarding junk food consumption.
Responses were measured using a five-point Likert scale
ranging from strongly agree to strongly disagree. The
maximum attainable score was 70. For interpretation, scores
of <50% indicated an unfavourable attitude, while scores of
>50% indicated a favourable attitude towards junk food
consumption.

Tool IV: Practice Checklist

This section consisted of 16 items designed to assess the
dietary practices of adolescent children related to junk food
consumption. Responses were recorded on a three-point
scale ranging from Always, Sometimes, and Never. The
maximum score was calculated based on percentage scores.
For interpretation, scores of <50% indicated inappropriate
practice, while scores of >50% indicated appropriate
practice regarding junk food consumption.

Content Validity

Content validity of the tool was established by submitting it
to nine experts, including nursing and medical professionals.
Necessary modifications were incorporated based on expert
suggestions.

Reliability of the Tool

Reliability of the data collection tool was established using
appropriate  statistical ~methods. The  knowledge
questionnaire was tested using the split-half method,
yielding a reliability coefficient of r = 0.80. The attitude
scale was assessed using Cronbach’s alpha, with a reliability
coefficient of a = 0.82, while the practice checklist also
demonstrated good internal consistency with a Cronbach’s
alpha value of a = 0.84. These values indicate that the tool
was reliable and suitable for use in the main study.

Pilot Study

A pilot study was conducted on 10 adolescent children in a
government high school of Shivamogga. The study
confirmed feasibility, clarity of tools, and suitability of the
sampling technique. The average time taken was 50
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minutes. The pilot study findings were not included in the
main study.

Plan for Data Analysis

Data analysis was carried out using descriptive and
inferential statistics. Socio-demographic variables were
analysed using frequency and percentage distributions. The
levels of knowledge, attitude, and practice were analysed
using mean, standard deviation, and mean percentage. The
relationship between knowledge, attitude, and practice was
determined using Pearson’s correlation coefficient, while
the association between knowledge and practice with
selected demographic variables was analysed using the Chi-
square test.

Results

Table 1: Frequency and Percentage Distribution of Adolescent
Children According to Demographic Characteristics (N = 100)

Characteristics Category Number | Percentage (%)
13 27 27
14 29 29
Age (years) 5 5 25
16 19 19
Boys 59 59
Gender Girls 41 41
First 41 41
. Second 40 40
Birth order Third D B
Fourth 7 7
Hindu 70 70
Religion Christian 21 21
Muslim 9 9
. Nuclear 69 69
Type of family Toint 3 3
. Vegetarian 30 30
Type of diet Mixed diet 70 70
No formal education 18 18
Education of Primary 24 24
Father Higher secondary 41 41
PUC & above 17 17
Daily wages 54 54
Occupation of Government 13 13
Father Private 12 12
Others 21 21
No formal education 17 17
Education of Primary 16 16
Mother Higher secondary 53 53
PUC & above 14 14
Housewife 56 56
Occupation of Daily wages 25 25
Mother Govelrnment 5 5
Private 7 7
Others 7 7
. <Rs.10,000 53 53
Monthly family =70 601-15,000 | 29 29
fneome > Rs.15.001 18 18
Junk food vendori| Yes 100 100
near school No 0 0
Source of lunch Lunch qu 34 34
School provided 66 66

Table 1 shows that among the 100 adolescent children, 29%
belonged to the age group of 14 years, followed by 27%
aged 13 years, 25% aged 15 years, and 19% aged 16 years.
With regard to gender, 59% were boys and 41% were girls.
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Regarding birth order, 41% were first-born children, 40%
were second-born, 12% were third-born, and 7% were
fourth-born. The majority of adolescents (70%) belonged to
the Hindu religion, followed by 21% Christians and 9%
Muslims. In terms of family type, 69% belonged to nuclear
families, while 31% belonged to joint families. With respect
to dietary pattern, 70% consumed a mixed diet and 30%
followed a vegetarian diet. Concerning parental education,
41% of fathers and 53% of mothers had completed higher
secondary education. Occupationally, 54% of fathers were
daily wage workers, while 56% of mothers were
homemakers. Regarding monthly family income, 53% had
an income of < Rs.10,000. It was observed that 100% of the
adolescents reported the presence of junk food vendors
within 2 km of the school. Regarding source of lunch, 66%
received lunch from school and 34% brought lunch from
home.

Table 2: Frequency and Percentage Distribution of Level of
Knowledge Regarding Junk Food Consumption (N = 100)

Knowledge Level Category |Number | Percentage (%)
Inadequate < 50% score 40 40
Moderately adequate | 51-75% score 60 60
Adequate > 75% score 0 0
Total 100 100

Table 2 reveals that 60% of the adolescent children had
moderately adequate knowledge, while 40% had inadequate
knowledge regarding junk food consumption. Notably, none
of the respondents (0%) had adequate knowledge. This
indicates an overall deficiency in comprehensive knowledge
related to junk food and its health effects.

Table 3: Mean, Mean Percentage and Standard Deviation of
Knowledge Scores (N = 100)

SD
33

Mean
10.87

Max Score
20

Variable
Knowledge

Mean (%)
54.4

Table 3 findings indicate that the overall mean knowledge
score was 10.87, with a mean percentage of 54.4% and a
standard deviation of 3.3, reflecting a moderate level of
knowledge among adolescents with noticeable variability in
scores.

Table 4: Area-wise Mean, Mean Percentage and Standard
Deviation of Knowledge (N = 100)
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Table 5: Frequency and Percentage Distribution of Level of
Attitude Regarding Junk Food Consumption (N = 100)

Attitude Level Category | Number | Percentage (%)
Unfavourable <50% score 69 69
Favourable > 50% score 31 31
Total 100 100

Table 5 shows that 69% of the adolescents had an
unfavourable attitude, whereas only 31% had a favourable
attitude towards junk food consumption. This finding
highlights the predominance of negative or indifferent
attitudes that may encourage unhealthy eating behaviours.

Table 6: Mean, Mean Percentage and Standard Deviation of
Attitude Scores (N = 100)

SD
4.0

Mean
40.95

Max Score
70

SD (%)
5.7

Statements
14

Mean (%)
58.5

Aspect
Attitude

Table 6 show the mean attitude score was 40.95 out of a
maximum score of 70, with a mean percentage of 58.5%
and a standard deviation of 4.0. This reflects a moderately
unfavourable attitude among adolescents towards junk food
consumption.

Table 7: Frequency and Percentage Distribution of Level of
Practice Regarding Junk Food Consumption (N = 100)

Practice Level Category | Number | Percentage (%)
Inappropriate < 50% score 51 51
Appropriate > 50% score 49 49
Total 100 100

Table 7 indicates that 51% of the adolescents exhibited
inappropriate practice, while 49% demonstrated appropriate
practice related to junk food consumption. This suggests
that more than half of the respondents engaged in unhealthy
dietary practices.

Table 8: Mean, Mean Percentage and Standard Deviation of
Practice Scores (N = 100)

SD
3.0

Mean
26.25

Max Score
48

SD (%)
6.3

Statements
16

Aspect
Practice

Mean (%)
54.7

The mean practice score was 26.25 with a mean percentage
of 54.7% and a standard deviation of 3.0, indicating
moderate but inconsistent healthy dietary practices among
adolescent children.

Table 9: Correlation Between Knowledge, Attitude and Practice

Table 4 shows that the highest mean percentage score
(58.0%) was obtained in the area of ill effects due to junk
food consumption, followed by balanced diet (55.5%). The
lowest mean percentage score (49.0%) was observed in the
area of junk food consumption itself. The combined mean
percentage score was 54.4%, indicating an overall moderate
level of knowledge among adolescents.

Max Mean! SD Regarding Junk Food Consumption (N = 100)
Knowledge Aspects | Statements Mean SD| | o - - -
Score] (%) (%) Variables Knowledge Attitude Practice
Balanced diet 4 4 2.22 |1.1]55.527.1 Knowledge 1 +0.509* +0.437*
Junk food consumption 7 7 | 3.43 |1.7]49.0 24.0] Attitude +0.509* 1 +0.497*
111 effects of junk food 9 9 | 522 [1.5/58.017.1 Practice +0.437* +0.497* 1
Combined 20 20 | 10.87 |3.3] 54.4 [16.4

Table 9 shows a positive and statistically significant
correlation between knowledge and attitude (r = +0.509),
knowledge and practice (r = +0.437), and attitude and
practice (r = +0.497) at the 5% level of significance. Since
the calculated ‘r’ values were greater than the table value (r
= 0.195 at df = 98), the findings indicate that higher
knowledge is associated with better attitude and improved
practice regarding junk food consumption. Hence, the
research hypothesis was accepted.
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Table 10: Chi-square Test Showing Association Between Knowledge Level of Adolescent Children on Junk Food Consumption with

Selected Demographic Variables (N = 100)

Demographic Variables Category Sample/Inadequate Knowledge N (%)(Moderate Knowledge N (%)y*> Value| P Value
13 years 27 12 (44.4) 15 (55.6)
14 years 29 10 (34.5) 19 (65.5) 6.10 P> 0.05 (NS)
Age group 15 years 25 14 (56.0) 11 (44.0)
16 years 19 4 (21.1) 15 (78.9)
Gender Male 59 30 (50.9) 29 (49.1) 7.06* | P<0.05
Female 41 10 (24.4) 31 (75.6)
First 41 14 (34.2) 27 (65.8)
. Second 40 17 (42.5) 23 (57.5) 121 |P>0.05 (NS)
Birth order Third 12 6 (50.0) 6 (50.0)
Fourth 7 3 (42.9) 4(57.1)
Hindu 70 24 (34.3) 46 (65.7)
Religion Christian 21 14 (66.7) 7(33.3) 8.36% | P<0.05
Muslim 9 2(22.2) 7(77.8)
. Nuclear 69 22 (31.9) 47 (68.1) 6.11* P<0.05
Type of family Joint 31 18 (58.1) 13 (41.9)
. Vegetarian 30 17 (56.7) 13 (43.3) 4.96% | P<0.05
Type of diet Mixed diet 70 23 (32.9) 47 (67.1)
INo formal education| 18 9 (50.0) 9 (50.0)
. Primary 24 10 (41.7) 14 (58.3) 2.74 [P>0.05 (NS)
Education of Father oy " Condary | 41 17 (41.5) 24 (58.5)
PUC & above 17 4(23.5) 13 (76.5)
Daily wages 54 24 (44.4) 30 (55.6)
. Government 13 7 (53.9) 6 (46.1) 4.59 |P>0.05 (NS)
Occupation of Father Private 12 2(16.7) 10 (83.3)
Others 21 7(33.3) 14 (66.7)
INo formal education| 17 7(41.2) 10 (58.8)
. Primary 16 6 (37.5) 10 (62.5) 2.68 |P>0.05 (NS)
Education of Mother = - e condary | 53 24 (45.3) 29 (54.7)
PUC & above 14 3(21.4) 11(78.6)
Housewife 56 24 (42.9) 32 (57.1)
Daily wages 25 11 (44.0) 14 (56.0) 2.67_|P>0.05 (NS)
Occupation of Mother Government 5 2 (40.0) 3 (60.0)
Private 7 1(14.3) 6 (85.7)
Others 7 2(28.6) 5(71.4)
<Rs.10,000 53 26 (49.1) 27 (50.9) 6.47* | P<0.05
Family income/month | Rs.10,001-15,000 29 6 (20.7) 23 (79.3)
>Rs.15,001 18 8 (44.4) 10 (55.6)
Source of lunch Lunch box 34 9 (26.5) 25 (73.5) 3.93* | P<0.05
School provided | 66 31 (47.0) 35 (53.0)

Table 10 findings revealed that the level of knowledge
regarding junk food consumption had a statistically
significant association with gender, religion, type of family,
type of diet, monthly family income, and source of lunch at
the 5% level of significance. This indicates that these
demographic factors play an important role in influencing

adolescents’ knowledge about junk food consumption.
However, no significant association was found between
knowledge level and variables such as age, birth order,
education of parents, and occupation of parents, suggesting
that knowledge deficits were prevalent across these groups
irrespective of their background.

Table 11: Chi-square Test Showing Association of Practice Levels of Adolescent Children on Junk Food Consumption with Selected
Demographic Variables (N = 100)

Demographic Variables Category Sample| Moderate Practice N (%) | High Practice N (%) [y* Value P Value
13 years 27 17 (63.0) 10 (37.0)
14 years 29 13 (44.8) 16 (55.2) 6.71 |P>0.05(NS)
Age group 15 years 25 14 (56.0) 11 (44.0)
16 years 19 5(26.3) 14 (73.7)
Gender Male 59 34 (57.6) 25 (42.4) 4.29* P<0.05
Female 41 15 (36.6) 26 (63.4)
First 41 17 (41.5) 24 (58.5)
. Second 40 20 (50.0) 20 (50.0) 2.78 |P>0.05(NS)
Birth order Third 12 7(58.3) 5(41.7)
Fourth 7 5(714) 2 (28.6)
Hindu 70 33 (47.1) 37 (52.9) 0.35 |P>0.05(NS)
Religion Christian 21 11 (52.4) 10 (47.6)
Muslim 9 5 (55.6) 4 (44.4)

~ 10 ~
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Tvne of famil Nuclear 69 29 (42.0) 40 (58.0) 433* | P<0.05

yp Y Joint 31 20 (64.5) 11 (35.5)
. Vegetarian 30 10 (33.3) 20 (66.7) 421* | P<0.05

Type of diet Mixed diet 70 39 (55.7) 31 (44.3)
No formal education 18 12 (66.7) 6(33.3)

. Primary 24 10 (41.7) 14 (58.3) 4.12_[P>0.05 (NS)
Education of Father Higher secondary | 41 21(51.2) 20 (48.8)
PUC & above 17 6(35.3) 11 (64.7)
Daily wages 54 28 (51.9) 26 (48.1)

. Government 13 9 (69.2) 4(30.8) 4.48 [P >0.05 (NS)
Occupation of Father Private 12 4(333) 8 (66.7)
Others 21 8 (38.1) 13 (61.9)
No formal education 17 10 (58.8) 7(41.2)

Education of Mother Primary 16 9 (56.3) 7 (43.7) 5.33 | P>0.05(NS)
Higher secondary 53 27 (50.9) 26 (49.1)

Table 11 with regard to practice, the chi-square test showed
a statistically significant association with gender, type of
family, and type of diet at the 5% level of significance. This
implies that these factors significantly influenced the dietary
practices of adolescents related to junk food consumption.
On the other hand, variables such as age, religion, parental
education, parental occupation, and family income did not
show a significant association with practice levels,
indicating that unhealthy dietary practices were common
among adolescents regardless of these characteristics.
Overall, the chi-square findings highlight that certain socio-
demographic factors significantly influence both knowledge
and practice related to junk food consumption among
adolescents, emphasizing the need for targeted nutrition
education and behaviour-modification strategies for specific
groups.

Discussion

The present study was conducted to assess the knowledge,
attitude, and practice of adolescent children regarding junk
food consumption in selected urban high schools of
Shivamogga and to determine the relationship and
association between these variables and selected
demographic characteristics. This chapter discusses the
major findings of the study in relation to the objectives and
compares them with findings of previous studies conducted
in similar settings.

The demographic profile of the adolescent children revealed
that the majority of respondents were in the age group of 14
years, followed by 13 and 15 years, indicating that early and
mid-adolescence formed the core population of the study.
This age group is particularly vulnerable to unhealthy
dietary habits due to increased independence, peer
influence, and exposure to mass media advertisements
promoting junk foods.

The predominance of boys over girls in the sample is
comparable with findings of several school-based studies,
where male participation was slightly higher. Most of the
adolescents belonged to nuclear families and consumed a
mixed diet. The nuclear family structure, along with
working parents and limited supervision, may contribute to
increased consumption of junk food among adolescents.

The study also revealed that all participants had access to
junk food vendors near their school, which is a critical
environmental factor influencing unhealthy food choices.
This finding highlights the ease of availability of junk food
in school surroundings, which plays a significant role in
shaping adolescents’ eating behaviour.

The assessment of knowledge revealed that the majority of

adolescents (60%) had moderately adequate knowledge,
while 40% had inadequate knowledge regarding junk food
consumption. Notably, none of the respondents
demonstrated adequate knowledge. This indicates that
although adolescents may have some awareness about junk
food and its effects, their knowledge is insufficient and
fragmented.

Area-wise analysis of knowledge showed that adolescents
had better knowledge regarding the ill effects of junk food
consumption compared to balanced diet and junk food
consumption practices. This suggests that adolescents are
more aware of the harmful consequences than preventive or
healthy dietary principles. Similar findings have been
reported in earlier studies, where students could identify
negative outcomes such as obesity or dental problems but
lacked understanding of balanced nutrition.

The overall mean knowledge score reflected only a
moderate level of understanding, emphasizing the need for
structured nutrition education programs. The absence of
adequate knowledge among all respondents is concerning,
as insufficient knowledge during adolescence may lead to
the continuation of unhealthy dietary habits into adulthood.
The findings related to attitude revealed that a majority of
adolescents (69%) had an unfavourable attitude towards
healthy eating and junk food consumption, while only 31%
demonstrated a favourable attitude. This suggests that
despite having moderate knowledge, many adolescents still
hold beliefs and perceptions that support junk food
consumption.

The mean attitude score further supports this observation,
indicating a moderately unfavourable attitude among
respondents. Adolescents may perceive junk food as tasty,
fashionable, convenient, and socially acceptable,
outweighing their awareness of its harmful effects. Peer
pressure, advertising, and taste preferences strongly
influence adolescent attitudes, often overpowering health-
related knowledge.

These findings are consistent with previous studies that have
reported a disconnect between knowledge and attitude,
where adolescents continue to favour junk foods despite
knowing their adverse effects. This highlights the
importance of attitude-focused interventions rather than
knowledge-based education alone.

The assessment of practice showed that more than half of
the adolescents (51%) followed inappropriate dietary
practices related to junk food consumption, while only 49%
practiced appropriate behaviours. This indicates that
unhealthy eating patterns are prevalent among adolescents
in the study setting.
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The mean practice score reflected moderate practice levels
with considerable variability, suggesting inconsistent
adherence to healthy dietary habits. Frequent consumption
of junk food, irregular meal patterns, and preference for
school-provided or vendor-sold food over home-prepared
meals may contribute to poor practices. The presence of
junk food vendors near schools and reliance on school-
provided meals may increase exposure to unhealthy food
options. Similar trends have been observed in other Indian
studies, where easy access and affordability of junk foods
were major determinants of unhealthy practices among
school children.

The present study demonstrated a statistically significant
positive correlation between knowledge and attitude,
knowledge and practice, and attitude and practice. This
indicates that adolescents with higher knowledge levels tend
to have better attitudes and improved practices regarding
junk food consumption.

However, despite the positive correlation, the overall levels
of knowledge, attitude, and practice remained suboptimal.
This suggests that while knowledge influences behaviour, it
alone may not be sufficient to bring about meaningful
behavioural change. Attitudinal factors, environmental
influences, and social norms also play a crucial role. These
findings support the Knowledge-Attitude-Practice (KAP)
model, which proposes that knowledge influences attitudes,
which in turn shape practices. The results reinforce the need
for comprehensive interventions that address all three
components simultaneously.

The chi-square analysis revealed significant associations
between knowledge level and selected demographic
variables such as gender, religion, type of family, type of
diet, family income, and source of lunch. Female
adolescents demonstrated better knowledge compared to
males, which may be attributed to greater health
consciousness among girls. Adolescents from nuclear
families and those following mixed diets showed better
knowledge levels, possibly due to increased exposure to
diverse food choices and information. Family income was
also significantly associated with knowledge, indicating that
socio-economic status influences access to nutrition-related
information and resources. The source of lunch showed a
significant association with knowledge, with adolescents
bringing lunch from home demonstrating better knowledge
than those depending on school-provided meals. This may
reflect greater parental involvement and supervision in
dietary habits.

Other demographic variables such as age, birth order,
parental education, and parental occupation did not show
significant associations with knowledge, suggesting that
knowledge gaps exist across different subgroups.

The chi-square analysis for practice revealed significant
associations with gender, type of family, and type of diet.
Female adolescents exhibited better dietary practices
compared to males, which aligns with previous studies
reporting healthier eating behaviours among girls.
Adolescents from nuclear families demonstrated better
practices than those from joint families, possibly due to
greater autonomy and individualized attention. Vegetarian
adolescents showed healthier practices compared to those
consuming mixed diets, which may be influenced by
cultural and dietary norms.

Other demographic variables such as age, religion, parental
education, parental occupation, and family income did not
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show significant associations with practice, indicating that
unhealthy practices are widespread and not limited to
specific socio-demographic groups.

Nursing Implications

The findings of the study have important implications for
nursing practice, education, administration, and research.
School health nurses play a vital role in assessing dietary
behaviours, providing nutrition education, and promoting
healthy eating habits among adolescents. Structured
teaching programmes focusing on balanced diet, healthy
food choices, and long-term consequences of junk food
consumption are essential.

Nursing educators should integrate adolescent nutrition and
behavioural change strategies into the curriculum. Nursing
administrators should advocate for policies restricting the
sale of junk food near schools and promote healthy school
meal programs.

Conclusion

The present study was conducted to assess the knowledge,
attitude, and practice of adolescent children regarding junk
food consumption in selected urban high schools of
Shivamogga. Adolescence is a critical period during which
dietary habits are formed, and unhealthy practices adopted
during this stage often persist into adulthood, leading to
long-term health consequences. The findings of the study
revealed that the majority of adolescent children possessed
only moderately adequate knowledge, with a considerable
proportion having inadequate knowledge regarding junk
food consumption. None of the respondents demonstrated
adequate knowledge. This highlights a significant gap in
comprehensive nutritional awareness among adolescents. In
terms of attitude, a large proportion of the adolescents
exhibited an unfavourable attitude towards healthy eating
and junk food consumption. This indicates that although
some adolescents may be aware of the harmful effects of
junk food, their beliefs and perceptions still favour its
consumption.

With regard to practice, more than half of the adolescents
followed inappropriate dietary practices, reflecting frequent
consumption of junk food and poor adherence to healthy
eating behaviours. The widespread availability of junk food
vendors near schools and dependence on school-provided
meals may have contributed to these unhealthy practices.
The study also established a positive and significant
correlation between knowledge, attitude, and practice,
indicating that improved knowledge is associated with better
attitudes and healthier practices. Furthermore, significant
associations were found between knowledge and selected
demographic variables such as gender, religion, type of
family, type of diet, family income, and source of lunch.
Practice levels were significantly associated with gender,
type of family, and type of diet. Overall, the findings
emphasize the urgent need for structured, school-based
nutrition education programmes and active involvement of
nurses in promoting healthy dietary habits among
adolescents. Early intervention during adolescence can play
a crucial role in preventing nutrition-related health problems
in later life.

Implications of the Study
Implications for Nursing Practice: Community health and
school health nurses should routinely assess the dietary
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habits of adolescents to identify unhealthy eating patterns at
an early stage. Nurses can play a key role in conducting
health education sessions that emphasize the importance of
a balanced diet, healthy alternatives to junk food, and the
long-term health consequences of excessive junk food
consumption. In addition, individual and group counselling
interventions can be effectively used to modify unhealthy
attitudes and practices related to junk food consumption
among adolescents.

Implications for Nursing Education: Nursing curricula
should place greater emphasis on adolescent nutrition,
lifestyle-related health problems, and preventive health
strategies. Student nurses should be adequately trained in
delivering effective nutrition education and behaviour
change communication techniques. Educational institutions
should also encourage active participation of student nurses
in school health programmes to enhance practical exposure
and community engagement.

Implications for Nursing Administration: Nursing
administrators should support and promote school-based
nutrition intervention programmes aimed at improving
adolescents’ dietary habits. Policies and guidelines should
be developed and implemented to restrict the sale and
availability of junk food near school premises.
Strengthening collaboration between health departments,
educational authorities, and school management is essential
for the successful implementation of adolescent nutrition
initiatives.

Implications for Nursing Research: The present study
provides baseline data that can serve as a foundation for
future research in adolescent nutrition. Further experimental
and interventional studies can be undertaken to evaluate the
effectiveness of structured nutrition education programmes.
Comparative studies between urban and rural adolescents
are also recommended to explore differences in dietary
behaviour and influencing factors.

Recommendations

Based on the findings of the study, the following
recommendations are made. Structured teaching
programmes focusing on healthy eating habits and the
harmful effects of junk food consumption should be
implemented in schools to improve adolescents’ knowledge,
attitude, and practice. Periodic nutrition awareness
campaigns should be conducted for both adolescents and
their parents to reinforce healthy dietary behaviours. School
authorities should actively monitor and regulate food
vendors in and around school premises to limit the
availability of junk food. Parents should be educated
regarding the importance of providing healthy, home-
prepared meals and encouraging balanced dietary practices
at home. Similar studies can be replicated on a larger sample
size to enhance the generalizability of the findings.
Furthermore, interventional studies may be undertaken to
evaluate the effectiveness of planned teaching programmes
in improving knowledge, attitude, and practice related to
junk food consumption among adolescents.

Limitations of the study
The study was limited to selected urban high schools of
Shivamogga; therefore, the findings cannot be generalized
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to adolescents studying in rural settings. The sample size
was restricted to 100 adolescent children, which may limit
the broader applicability of the results. Data were collected
using self-reported questionnaires, and hence the responses
may be subject to reporting and response bias. Additionally,
the study assessed only the existing levels of knowledge,
attitude, and practice without implementing or evaluating
any interventional programme.
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