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Abstract 

Dietary habits change over the life-course and might be profoundly affected by 

changes in lifestyle. The transition from living as a dependent in the family home 

to independent living is a crucial stage in most young people's lives, and the initial 

diet and lifestyle choices adopted following leaving home may form the basis of 

dietary habits and health status in adulthood. 

Many young people leave home to pursue further education, begin employment 

and/or co-habit/start a family. However, some leave home involuntarily or due to 
family conflict, becoming homeless. The circumstances of a young person's 
transition into independent living are likely to have an impact on their health 

behaviour and dietary habits. The aim of this study was therefore to investigate 

the diet and lifestyles of young people living at home or independently. In 

particular, the diet and nutritional status of young adults at various stages of 
independent living (students, homeless and working young adults) was 
investigated. Phase 1 of the study investigated the differences in diet and health 
behaviour of young people living independently or in the family home (n=219). 
Phases 2,3 and 4 investigated the diet and nutritional status of (phase 2) students 
during their first year of study (n=58), (phase 3) homeless young adults residing 
temporarily in hostels (n=24) and (phase 4) working young adults who have lived 
independently for more than 4 years (n=33). 

The study was based in Liverpool, and volunteers were recruited largely from 
Merseyside, although the `snowball' recruitment technique resulted in some 
volunteers from Leicestershire, the Midlands, Surrey and Kent. An age range of 
18-30 years was used for this study. This was in order to include both young 
people who had recently left home (who were likely to be at the lower end of the 
age range), and those who had lived independently for more than four years (who 
were likely to be at the higher end of the age range). 

The dietary habits of working young adults, who had lived independently for more 
than four years, were closest to recommended nutritional intakes. Students and 
the homeless generally consumed diets that were high in fat and sugar, and low in 
fibre. Alcohol intakes were high amongst male and female students and female 

working adults. Anthropometric measurements (height, weight, BMI and skinfolds) 
were comparable between students and working young adults, but homeless 
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1.0 INTRODUCTION 



1.1 Diet throughout the lifecycle 

Food plays an important role in health throughout the lifecycle, starting in the 

foetus where specific amounts of nutrients are required to ensure optimal growth 

and development; throughout childhood and adolescence when maximum growth 
is achieved; and into adulthood when weight maintenance and a balanced diet are 

required to maintain a healthy nutritional status (Davey-Smith 2000). 

Dietary habits are largely determined during childhood, but are likely to be 

influenced by changes throughout the lifecycle (Backett and Davison 1995). 

Certain stages of the lifecycle are characterised by particular lifestyle changes, 

which may have a temporary or long-term effect on dietary habits (Shetty 2002). 

The main stages of the lifecycle in terms of nutritional needs may be defined as 
foetal and maternal, infancy, childhood, adolescence, adulthood and elderly. The 

main life events that may affect dietary habits during these stages are: beginning 

nursery/primary school, moving to secondary school, leaving home (which may 
also result in changes to parents' dietary habits), starting a job, co-habitation, 
having children, retirement, divorce/widowhood and loss of independence/moving 
to residential care home (Bartley et al 1997). 

Leaving home is likely to be the first time that young people are solely responsible 
for their food choices and for cooking for themselves. In the absence of parental 
influence on dietary habits and the freedom to develop independence, dietary 
habits may change somewhat. The Health Development Agency reports that the 
earlier the transition into independent living is made, the worse health is in 
adulthood (Graham and Power 2004). Young people from low-income groups 
tend to move away from the family home to co-habit and start a family at an earlier 
age than mid-higher income groups, who are more likely to postpone a permanent 
transition to independence by entering further education (Graham and Power 
2004). 

Leaving home can potentially have either a positive or negative influence on 
dietary habits depending on the circumstances behind the young person's 
transition to independence (Graham and Power 2004). Changes to dietary habits 
at this point of the lifecycle may become established into adulthood, or may 
continue to fluctuate according to different lifestyles. 
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1.1.1 Foetal and infancy 

Studies in humans and animals have identified a relationship between foetal 

nutrition and adult disease. The term nutritional or foetal 'programming' is used to 

describe the process whereby a stimulus in-utero results in a permanent response 
in the foetus, leading to an increased susceptibility to developing disease in 

adulthood (Armitage et al 2005). Pre- or post-natal nutritional programming has 

been associated with adult size, metabolism, blood lipids, diabetes, blood 

pressure, obesity, atherosclerosis, learning behaviour and life span (Lucas 1998). 

An infant's initial exposure to food flavours may occur before birth, thereby 

influencing later taste preferences, as evidence suggests that flavours from the 

mothers diet may be transmitted to the baby via the amniotic fluid (Menn et al 
1995). During infancy, food and nutritional intake have a vital role in physical 

growth, the maturation of oral structures and functions, development of fine and 

gross motor skills and the establishment of relationships with parents and family 
(Williams and Worthington-Roberts 1992). Feeding patterns undergo more 
changes during an infant's first year than any other time of life, as an infant 
develops from the suckling stage at birth to the ability to feed itself (Morgan 1998). 

Following birth, the infant's nutritional requirements are met by feeding either 

colostrum followed by mature breast milk, or formula milk. Breast milk produced 
by a mother who is consuming a nutritionally adequate diet provides adequate 
nutrition for the first 4-6 months of the infant's life, and can also protect against 
illness, infection and food allergy (FSA 2004). Evidence suggests that the type of 
feeding adopted during infancy may later influence a child's acceptance of 
different foods, as a breast-fed child may become accustomed to flavours from the 
mother's diet that are carried in the breast milk (Sullivan and Birch 1994). Bottle 
fed babies, however, are not exposed to such flavours and may therefore be more 
resistant to the acceptance of solid foods. Infants are gradually weaned off milk 
and introduced to other foods and drinks, so that by the age of two years a variety 
of foods from the adult diet are consumed by the infant in order to meet their 

growing nutritional requirements. 
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1.1.2 Childhood 

Following the transition from milk to solid foods, parents are often the primary 

influence on their child's food choices at pre-school age, as they are responsible 
for the type of food offered and the context and social environment in which it is 

consumed (Eertman et al 2001). Research suggests that consistently making 

healthy food available and accessible in the home increases a child's preference 
for those foods (Hearn et al 1998). For these preferences to become an 

established part of a child's dietary habits, it is necessary to familiarise the child 

with these food choices through repeated exposure (i. e. by serving fruit and 

vegetables at meal times and as snacks on a daily basis). Parents should also not 

only make healthy foods available in the home but also be seen by their children to 

be regularly consuming and enjoying these foods. This act of parental modelling 

can encourage or discourage particular eating behaviours. Fisher et al (2001) 

reported a relationship between frequency of milk consumption of 7-year old girls 

and their mothers. The study found that the daughters of mothers who consumed 

milk frequently and also made milk available to drink with meals or as snacks 
drank more milk than the daughters of mothers who consumed milk infrequently. 
Jansen and Tenney (2001) found that the most significant social modelling effects 

were observed for high-energy foods. Children in the study (aged five years) 

showed a preference for energy-rich, fatty and sugary food rather than food that 

was low in energy that they observed being consumed by significant others. 

There is a risk that parental influence on children's eating habits may prove to be 

counter-productive in encouraging healthy dietary habits, particularly if rigid 
guidelines are enforced (Johnson and Birch 1994). The enforcement of rigid 
guidelines regarding types and quantities of food consumed may inhibit the child's 
ability to recognise their hunger and satiety levels and regulate their energy intake 

accordingly (Birch et al 1987). Many parents use feeding strategies in order to 
encourage the consumption of 'good' foods and discourage 'bad' foods. Fifty-six 

percent of parents reported promising their children a 'special' food if they finished 

their dinner, 55% reported not allowing treat foods as a punishment and 48% 

rewarded good behaviour with food (Stanek et al 1990). However, strategies such 
as these have been found to increase children's preference for the reward food 

and decrease their acceptance of the food for which they are being rewarded for 

eating (Fisher and Birch 1999). Forty percent of parents believed that restricting 
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access to specific foods should decrease their child's preference for these foods 

(Casey and Rozin 1989). On the contrary, restricting access to unhealthy foods in 

order to discourage consumption often has the opposite effect in that restriction 

catches the attention of the child and consequently increases their preference for 

the restricted food (Fisher and Birch 1999). This type of approach to healthy 

eating also promotes the misconception that all foods are either good or bad as 

opposed to teaching them that any food can be consumed in appropriate 
moderation. 

The evolving pattern of family lifestyle is likely to affect the development of healthy 
dietary habits in children. The number of full-time working mothers is increasing, 

and many now return to work before their child begins school, resulting in children 

spending a large proportion of their day in childcare. Whilst parents may influence 

the type of food consumed by their children whilst in childcare, the responsibility 
for feeding is largely with the carer. The evolution of family life has also resulted in 

a loss of the family meal occasion in many households. Family interaction at 
mealtimes has been found to have a positive effect on the quality of children's diet 
(Neumark-Sztainer 2003). However, an increasing number of young children are 
now fed by a carer or older sibling (Hershey's 2002). Parents are more likely to 
consume their meal later, often after their children's bedtime. This type of lifestyle 

provides scarce opportunity to set a positive example in order to promote healthy 

eating practices in children. The removal of social interaction during mealtimes 
might have a considerable effect on diet. 

In the absence of parents (and increasingly in the presence of parents) children 
are likely to eat meals whilst watching television. A study of school-aged children 
reported that during one week, 42% of children consumed dinner whilst watching 
television on a daily basis (Carteret al 2000). Television viewing during mealtimes 
not only impairs social interaction, but can also be a major influence on food 
choice. A comprehensive review of food promotion that targets children concluded 
that the advertised diet, which is substantially less healthy than the recommended 
diet, affects children's preferences, purchase behaviour and consumption patterns 
(FSA 2003). Television advertising of foods targeted at children is dominated 
largely by unhealthy high sugar, high fat products. Research indicates that in the 
short-term, even a short 30 second exposure to a food commercial results in a 
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child being twice as likely to indicate a preference for the advertised product than 

children who had not viewed the commercial (Borzekowski and Robinson 2001). 

In the long-term, repeated daily exposure to commercials only advertising 

unhealthy foods is likely to have a detrimental effect on dietary habits. 

1.1.2.1 Childhood obesity 
Childhood obesity has recently received extensive media attention following a 

statement made by the Chief Medical Officer for England (DoH 2002) describing 

childhood obesity as 'a health time-bomb'. Rates of overweight and obesity in 

childhood remained fairly constant between the mid 1970's and 80's, but 

increased dramatically between the mid-1980s and mid-1990s, from 5% - 9% of 

boys being classed as overweight, and whilst a larger proportion of girls were 

overweight in the mid-1980's, a similar rate of increase was observed as in the 

boys (Chinn and Rona 2002). The Health Survey for England (Prescoft-Clarke 

and Primatesta 1998) reported that in the past ten years, obesity has doubled to 

8.5% in six year olds and trebled to 15% in fifteen year olds. Type 2-diabetes 

(also known as maturity-onset diabetes, as it was previously only seen in middle- 

aged/older adults) is now being diagnosed in obese school children. 

These increasing rates reflect the changing dietary habits and lifestyles of 

contemporary young people. The National Diet and Nutritional Survey: young 

people aged 4-18 years (NDNS) (Gregory et al 2000) revealed that intakes of 

saturated fat, non-milk extrinsic sugars and salt were high amongst this age group, 

whilst fruit and vegetable consumption were less than half the recommended 5 

portions a day. The increased consumption of fast food and snacks consumed 

away from home, and the replacement of freshly prepared meals with ready-meals 
in the home are likely to be contributing factors, as well as the fact that children 
simply prefer foods high in fat and eat fewer foods thought to be beneficial to 
health (Hackett et al 1997). NDNS data also found only 60% of boys and 40% of 

girls were meeting the Health Education Authority's recommendation of at least 1 

hour per day of moderate physical activity. These dietary habits and physical 

activity levels could be largely due to changes in lifestyles found in modern 

society, including an increase in eating out, convenience foods and snacking and 
increased sedentary activities such as watching television and playing computer 

games. The World Health Organisation (WHO) has defined this type of modern 
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environment as `obesogenic', stating that healthy food and living choices are 
becoming more difficult, particularly for young people who are identified as being 

the most susceptible to the obesogenic environment (Chopra et al 2002). 

1.1.3 Adolescence 

An adequate diet during adolescence is vital for growth and development (Spear 

2002) and for long-term health (Fisher et al 1995). As children approach 

adolescence, their social environment is likely to determine their dietary habits to a 

greater extent than their home environment (Feunekes et al 1998), which may 
cause dietary habits to deteriorate to a certain extent. Chapman and McClean 

(1993) examined the meanings of food to a group of 16-18 year old females. The 

consumption of healthy food was associated with parents and being at home, 

whilst'junk food' was associated with enjoyment, friends, being away from home 

and independence. Studies have demonstrated a generally adequate level of 
nutritional knowledge amongst adolescents (Young 1993, Frobisher and Maxwell 
2001), although nutritional knowledge is often not reflected in their eating 
behaviour (Story and Resnick 1986). Adolescents also tend not to check 
nutritional labelling before purchasing/consuming a product (FSA 2003). 

Some adolescents use their dietary practices as a way of rebelling against 
authority, family, culture or social norms; or to assert their independence 
(Chapman 1994). Others may change their eating habits in support of a specific 
belief/campaign. Vegetarianism is particularly common amongst adolescents, as 
this is a time when individuals are becoming more aware of ethical issues 
regarding meat consumption. A survey concerning the uptake of vegetarianism, 
commissioned by The Vegetarian Society in 1999 identified the 15-24 year old age 
group as one of the main areas of growth, with a predicted increase of 6.4% by 
2003 (Realeat 1999). Vegetarianism experienced a dramatic growth as a direct 
response to media coverage of the BSE crisis, genetically modified foods and the 
use of antibiotics in meat, all of which created a feeling of mistrust in the meat 
industry by the consumer. Reasons for choosing to follow a meat-free diet at any 
age include moral (the abhorrence of killing animals for human consumption) or 
health reasons (vegetarians have lower BMI and less risk of developing coronary 
heart disease (CHD) or some cancers) (Mintel 2000). Any of these reasons may 
play a part in a teenager's decision to become vegetarian, but experimentation 
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with new practices and making independent choices about their lifestyle are 

equally important at this age. Despite the assertion of independence involved in 

becoming vegetarian, their meat-free diet is often purchased and prepared by a 

parent. It is therefore possible that some young people revert back to an 

omnivorous diet after leaving home when they are responsible for their own food 

preparation. 

The various factors influencing dietary habits during adolescence may lead to 

positive changes to diet, but can also result in negative food behaviour. 

Adolescents are frequently not concerned about the long-term consequences of 
their current dietary habits, such as the risk of developing diet-related chronic 
disease in adulthood (Bakker 1991). However, many demonstrate varying 
degrees of concern about their dietary habits with regard to immediate 

consequences to body shape. These concerns may develop into an eating 
disorder in some individuals (Patton et al 1999). 

Eating disorders are predominantly a cultural phenomenon of the modern world; a 
response to conflicting media messages and a need to fit in with peers. Food 

promotions on television and in magazines (particularly those targeted at young 
people) that encourage consumers to purchase predominantly unhealthy foods 

conflict with other media messages, which focus on encouraging the pursuit of the 
ideal body weight. At a time when the necessity to fit in with peers is generally at 
its peak, and many also experience a decline in self-regard and body image due to 
physical and hormonal changes of puberty, adolescents often find themselves in a 
subculture of dieting. Although diets do not directly cause eating disorders, 

research indicates that young women who diet at a severe level are eighteen 
times more likely to develop an eating disorder, and those who diet at a moderate 
level are five times more likely to develop an eating disorder than those who do 
not diet (Patton et al 1999). 

1.1.4 Adulthood 

Adulthood is the most stable stage of the lifecycle in terms of nutritional 
requirements, which remain fairly constant for several decades, depending on 
levels of energy expenditure (with the exception of changes during pregnancy and 
lactation). However, many lifestyle changes occur during adulthood that may 
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influence dietary habits. These include changes to income, marital status 
(marriage/divorce/widowhood), living environment (leaving home, co-habitation), 
job (travel, shift work, retirement), and responsibilities (children leaving home, 

elderly relatives moving in). Health perceptions and behaviours are also likely to 

alter during the course of adulthood (Backett and Davison 1995). Many young, 

single adults consider their body to be in peak condition and able to cope with a 

certain level of toxins and physiological abuse, having left behind childhood 

ailments and showing no symptoms of lifestyle related disease. However, as age 

progresses and emotional, financial and time responsibilities change (having long- 
term partner, mortgage and children), concerns for personal and family health 

often increase. 

1.1.5 Older adults 
Nutritional requirements in older adults are similar to those of younger adults, 
except energy requirements are lower. However the presence of disease and 
subsequent medication use may affect individual nutritional requirements. 
Nutritional intake may also be affected by social or environmental factors such as 
retirement, bereavement, isolation and low-income. Impaired taste perception, 
reduced salivary flow, difficulty chewing food due to ill-fitting dentures and difficulty 

swallowing often occurs with ageing, which can affect the types of foods 

consumed and may reduce enjoyment of eating. As mobility decreases with age, 
an individual may become more reliant on other people to shop for, prepare and 
cook food. This may result in a loss of independence regarding food choice, 
particularly if their main meal is provided by a day centre or meals-on-wheels. 
Older adults often consume a more limited range of foods than during adulthood 
due to these factors and reduced energy requirements. 
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1.2 Diet in transition 

The Government White Paper, 'Choosing Health? ' (DoH 2004) identifies four 

major transitional points from childhood to adulthood, at which an individual's 

health behaviour may alter as a result of new lifestyle circumstances. These are: 

starting primary and secondary schools, leaving home, entering employment and 

cohabiting/starting a family. 

1.2.1 Starting school 
Starting school will influence a child's dietary habits as their daily routine changes 

and they consume meals away from home and in the absence of a parent or 

guardian for the first time. The role of peer pressure in determining dietary habits 

also takes precedence over other influential factors as children strive to fit into 

their new surroundings and mix with new friends (Hollis 1989). Formal food and 

nutrition education in school encompasses a number of subject areas including 

Science, Design and Technology and Personal, Social and Health Education 

(PSHE) (National Curriculum 1999). Science includes teaching pupils the role of 

food and water in life processes and the importance of exercise and healthy eating 

to maintain health. Design and Technology includes teaching practical cooking 

skills and food safety. PSHE includes teaching awareness about issues 

surrounding general health and well-being. Many aspects of food and nutrition 

might also be covered indirectly in other subjects. 

The taught curriculum is designed to provide children with a fundamental 

understanding of food and health. Lesson-based knowledge alone is unlikely to 
be sufficient to encourage children to make healthy food choices whilst they are at 
school and away from parental influence. As part of the Food in Schools (FiS) 
initiative, many schools are also implementing extra-curricular activities such as 
breakfast clubs, healthy tuck-shops and growing clubs, which allow children to 

actively participate in developing a healthy learning environment and enable 
children to apply their knowledge to their own lifestyles and work towards changing 
dietary habits (DoH 2005a). 

It might be suggested that the best opportunity to work towards educating and 
developing healthy eating habits is at primary school, when children may be more 

responsive to change as far as social norms and peer pressure allows (i. e. if 
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healthy eating is seen to be 'cool'), and before any unhealthy eating habits 

become established through adolescence and adulthood. However delivery of the 

curriculum and availability of extra-curricular activities appears to vary widely 

between schools, resulting in inconsistent delivery of food and health education. 

To be effective in changing children's dietary habits, school based education and 

activities need to be actively supported by parents (i. e. by providing healthy foods 

at home and choosing healthy options if eating out) if children are to perceive 

healthy eating as normal rather than a tedious activity which they are told they 

should do at school. 

1.2.2 Leaving home 

Leaving home could have an impact on a young person's dietary habits as they 

have more freedom concerning what and when to eat. Young people leave home 

for a number of reasons. A survey by The Joseph Rowntree Foundation (2003) 

found that 38% of young people reported leaving home for independence, 21 % to 

pursue further education, 18% to commence employment, 17% to co-habit with a 

partner and 6% due to family disagreement. The age at which young people leave 

home has gradually increased over recent years. The 2001 UK census revealed 

that children over the age of 18 years live in the family home in 10% of households 

(Census 2001). This may be due to the rapid increase in housing prices. In 2002, 

UK house prices were increasing at an annual rate of 30%, resulting in the lowest 

rate of first-time buyers since 1974 (BBC Online 2003a). Many young people 

remain living with their parents until they are either earning a wage high enough to 

enable them to afford a mortgage, or until they are able to buy a house with a 

partner. 

Some young people who had recently left home were found to consume a diet 

consisting predominantly of take-away and convenience foods (Roberts 2001). 

There may be a number of reasons for this, including their newfound freedom from 

parental control concerning eating healthily, limited cooking equipment and/or 
facilities, or a lack of practical cooking skills. Cookery skills are usually either 
learnt in school or passed down from parents to children through observation and 

participation. However the majority of practical cookery lessons in schools were 

replaced by theory-based lessons following the introduction of the National 

Curriculum in 1994, resulting in fewer opportunities for children to learn basic 
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cookery skills in school (Ballam 2000). The increased use of convenience foods in 

the family home is perhaps resulting in less opportunity for children to learn 

practical cooking skills by observing how fresh foods are prepared and cooked. 
Mintel (2002) reported that the evening meal was generally considered to be more 
important to families than to single person households at weekends when busy 

lifestyles are put aside to make time to prepare meals from scratch. However, 

during the week, families with children represent the largest user group of 

convenience foods. It is therefore likely that an increasing number of young 

people are leaving home with insufficient practical cookery skills to enable them to 

cater for themselves (Lang et al 1999). 

1.2.3 Starting employment 
According to the Health Development Agency (2004a), employment is beneficial to 
health, as opposed to unemployment, which leads to poorer health and shortened 
life expectancy. Employment offers social contact and participation within society, 
and earning an income also enables more interaction within society in terms of 
participating in activities that are not free (e. g. gym membership, eating/drinking 
out). Some of the adverse affects of unemployment are increased smoking, 
increased alcohol consumption, more weight-gain, decreased physical activity 
levels, use of illicit drugs, increased sexual risk-taking and reduced psychological 
well-being (high rate of depression, self-harm and anxiety) (DoH 2004a). 
Conversely, for those in employment, lack of job control, monotonous or repetitive 
work and an imbalance between effort and reward can lead to an increased risk of 
CHD and other health problems (Anderson et al 2004). 

Beginning employment for the first time is a major point of change for many young 
adults. A new job will entail adapting to a new daily routine and new tasks, as well 
as meeting a variety of people in different social settings (both work colleagues 
and clients) and earning an income, which would allow the young person to 
increase their food expenditure. A new daily routine may have either a positive or 
negative influence on dietary habits. For those who begin a job with regular 9am- 
5pm working hours and lunch break, mealtimes could become more regular due to 
fitting them around working hours. However for those on shift work or those who 
have a demanding workload, their work could potentially have a negative effect on 

12 



their dietary habits, as they would need to eat meals at different times of day or fit 

them in around their schedule (Waterhouse et al 2003). 

Earning an income will lead to more freedom regarding dietary choices for an 
individual as they can afford to consume a more varied diet. A higher disposable 

income may be used to purchase foods of a higher quality or more fresh foods 

(e. g. organic food, RSPCA approved meat) or may be used to purchase high 

priced convenience foods (e. g. ready-meals). This choice will depend on a 

number of factors including prior dietary habits and level of exposure to varied 
foods, availability of foods and peer influence. During the working day, meals may 

be purchased from workplace canteens or local food outlets/shops, or taken in 

from home. An individual who prepares their lunch at home will have more control 

over their dietary habits at work, particularly if they include healthy snacks in order 

to avoid the unhealthy options probably available in workplace vending machines. 

Those who purchase their meal at work might be influenced by their colleague's 

food choices. The choice of meals and snacks away from home may be less 

healthy than something prepared at home, and choice is also limited by the 

frequently higher cost of healthy food purchased away from home and availability. 

1.2.4 Co-habiting/starting a family 

The life events often associated with early adulthood (marriage and having 

children) have been found to be associated with decreased levels of physical 

activity in young women, therefore resulting in an increased risk of overweight and 

associated illness (Brown and Trost 2003). The transition from single status to co- 
habitation with a partner is a major lifestyle change, which is likely to influence 

dietary habits as a partner's food choices are thought to be one of the main 
influences on eating habits (Oygard and Klepp 1996). 

Co-habitation/marriage may result in either a convergence of food preferences or 
conflict of food choice, depending on the extent to which partners tolerate each 

other's dietary habits (Bore et al 2003). Mortality rates of married people are lower 
than those of single people (Ebrahim et al 1995), although evidence suggests that 
following co-habitation, couples are likely to gain weight and partake in less 
physical activity therefore increasing the risk of developing heart disease (Kahn et 
al 1991). Montero et al (2000) reported diet change as a result of marriage at 20 
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years of age, observable in an increased consumption of protein and complex 

carbohydrates. A couples' diet was once largely determined by the male's food 

preferences, although contemporary couples increasingly attempt to 

accommodate each other's food choices. However, the majority of meals are still 

prepared by the female (Marshall and Anderson 2002). Many newly co-habiting 

couples consider eating their evening meal together an important aspect of living 

together, so therefore may make considerable effort to organise individual time 

commitments in order to accommodate this (Marshall and Anderson 2002). 

An Australian health promotion intervention study for newly married couples to 

build on re-evaluation of attitudes to health in early marriage and support provided 

by partners achieved a number of short-term changes to dietary habits and 

physical activity levels (Burke et al 1999). The intervention achieved an increase 

in self-efficacy for diet and physical activity, and an increased consumption of fruit 

and vegetables along with a decrease in total fat intake. However as with any 
health intervention, long-term changes will only be achieved from projects that 

promote sustainable changes in dietary behaviour that do not depend on the 

support of the intervention project. 

It is evident that there are key transitional points during the journey from being a 
dependent to establishing independence, when a young person's lifestyle will 

undergo changes as they gain more freedom from parental control, take on new 

responsibilities and mix with new groups of people. These changes to lifestyle are 
likely to result in changes to dietary habits due to new/varying factors that affect 
food choice such as changes to incomeffinancial responsibilities, more freedom of 
food choice, different people influencing food choice or changes to daily routine. 
Despite this being an important stage of the life-course for developing either 
positive or negative dietary habits that may form the basis of adult life, very little 

research has been carried out to investigate how dietary habits change at these 
transitional points. More research into this area would facilitate a better 

understanding of the extent to which dietary changes are either positive or 
negative during these changes of lifestyle and would highlight potential for health 
promotion activity to improve the long-term diet and health of future generations. 
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1.3 National data for young people's dietary habits and health behaviour 

The National Food Survey (NFS) and the National Diet and Nutritional Survey 

(NDNS) are two examples of surveys designed to assess trends and changes to 

the food intakes of the British population. 

1.3.1 The National Food Survey 

The National Food Survey (NFS) is a long-running, annual survey that has been 

collecting data about households' food purchases for almost 60 years from a 

nationally representative sample of 7-8000 households across the UK. The NFS 

is only a crude method of assessing the types of food purchased by a household 

in one week. It does not attempt to assess how the food purchased is distributed 

between each family member, or to measure the amounts of food consumed. The 

NFS does not provide information about dietary intakes for specific age groups, 
therefore cannot be used to provide any information about dietary habits at key 

transitional points throughout the lifecycle. However, as one of the longest running 
household surveys, the NFS is a source of important information regarding the 

changing dietary habits of the UK population in general over more than half a 
century. Between 1950 and 2000, the NFS has recorded a decrease in 

consumption of fats/oils and sugars/preservatives and an increase in fruit, along 
with a decrease in vegetable and fish and increase in meat consumption (MAFF 
2000). 

1.3.2 National Diet and Nutrition Survey 
More detailed information regarding the dietary habits and nutritional intakes of the 
UK population is available from the National Diet and Nutrition Survey (NDNS), 
which was established in 1992 by the Ministry of Agriculture, Fisheries and Food 
(MAFF) and the Department of Health. The Food Standards Agency is now 
responsible for the part of the survey previously undertaken by MAFF. 

Subjects who participate in the NDNS take part in a number of types of data 
collection. An interview is held to ascertain subject's socio-demographic 
circumstances, details of medication and their general eating and drinking habits. 
They are then asked to keep a weighed dietary record of all food and drink 
consumed during seven consecutive days, and are typically asked to collect a 
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range of other data such as a record of their bowel movements for the same seven 
days and a seven-day physical activity diary. 

Measurements are taken of their weight, height, mid-upper-arm circumference, 

waist and hip circumferences and blood pressure. Blood and urine samples are 

taken for biochemical analysis, and a dental examination is carried out. Published 

data from the NDNS is currently available for the following age groups: children 

aged 1 1/2 to 41/2years, young people aged 4 to 18 years, adults aged 19-64 years 

and people aged 65 years and over. Young people fall into the latter age groups 

in the NDNS report for 4-18 year olds, and the earlier age groups of the 19-64 year 

old report. The findings of the NDNS are based on samples living in private 

households. The study does not include the dietary habits of people living in 

rented accommodation, so therefore does not give an accurate indication of the 

nutritional intakes of young adults who have recently left home, as the majority of 

this sub-group of young adults will live in rented accommodation. 

The National Diet and Nutrition Survey: young people aged 4-18 years (NDNS) 

(Gregory et al 2000) is the largest and most comprehensive survey of young 

people to be undertaken in the UK. The study involved 1700 young people from 

whom detailed measurements of nutritional status, diet and physical activity were 
taken. This study suggests that young people consume high intakes of saturated 
fat, non-milk extrinsic sugars and salt; and fibre intakes were below the 

recommended 18g/day, (average fruit and vegetable consumption was less than 
half the recommended 5 portions a day). Whilst vitamin intakes were, on average, 

adequate, intakes of a number of minerals including zinc, potassium, magnesium, 

calcium, iron, iodine and copper were low amongst the older age groups of 15-18 

years, and particularly amongst females. 

The study revealed that young people's physical activity levels were fairly low, with 
60% of boys and just 40% of girls meeting the recommended one hour of physical 
activity per day. The amount of time spent in physical activity decreased as age 
increased. These low levels of physical activity, along with the high intakes of 
saturated fat and sugar, are likely to contribute to the increased prevalence of 
childhood obesity. 
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Inter-generational differences in diet are apparent from NIDNS data. Processed 

foods and drinks feature predominantly in the diets of children and young adults, 
whilst consumption of fresh ingredients increases with age. Foods that were 
significantly more likely to be consumed by the 19-24 year old age group than the 
50-64 year old age group included pizza, coated chicken/turkey, burgers/kebabs, 

savoury snacks, carbonated and concentrated soft drinks (not low-calorie) and 

alco-pops (p=0.01). Conversely, foods that were consumed significantly more 
frequently by the 50-64 year old age group included whole grain/high fibre 
breakfast cereals, oily fish, white fish, leafy green vegetables, cooked carrots and 
tomatoes, many fresh fruits and canned fruit, eggs, fruit pies, cereal-based 
puddings, preserves and cakes/pastries (p=0.01). This suggests that the older 
generation consume a more varied diet consisting of more fresh ingredients than 

the younger generation. This may be due to the lack of basic cooking skills 

amongst young people, which is a result of a decrease in practical cookery 
lessons in school and fewer opportunities to learn by observation at home as 
convenience foods increasingly replace fresh ingredients. The basic simplicity of 
heating ready-meals compared to preparing fresh ingredients may also influence 
food choice and appeal to the busy lifestyles of younger generations. 

1.3.3 The Health Survey for England 
The Health Survey for England: the health of young people 1995-97 (Prescott- 
Clarke and Primatesta 1998) collected data from young people aged 2-24 years 
regarding nutritional status, eating habits, smoking, alcohol consumption and self- 
reported health. This survey included young people aged 19-24 years, an age 
group who had left school and were undergoing lifestyle changes which may lead 
to altered health and dietary habits. The results demonstrated that 6% of males 
and 8% of females (aged 16-24 years) were obese (BMI >30) and a further 23% of 
males and 19% of females were overweight (BMI 25-30). Conversely 17% of 
males and females were underweight (BMI <20). With regard to attitudes towards 
weight and body image, females were more likely to report being dissatisfied with 
their weight than males, as were young people (16-24 years) compared to 
children. The proportion of obese males and females who stated they were trying 
to lose weight was lower than those who stated that they considered themselves 
to be too heavy. However, for overweight and desirable weight males and females 
and underweight females, the proportion who reported trying to lose weight was 

17 



higher than those who thought they were too heavy. This indicates varying 

attitudes to weight and weight loss depending on actual weight. 20 % of those 

within the desirable BMI range of 20-25 believed they were too heavy and 45% of 
this group reported trying to loose weight. 

The survey found that just 20% of boys and 15% of girls aged 13-15 years 

consumed five or more portions of fruit and vegetables a day. The consumption 

of fruit and vegetables decreased with social class, whereas contrary to findings in 

other UK surveys, the consumption of foods high in fat and sugar, and sugary 
drinks was higher amongst the higher social classes. These findings suggest that 

respondents are not balancing their dietary intake with their physiological 

requirements. However this is not unique to adolescents, but is increasingly 

observed amongst a range of age groups. 

1.3.3.1 Smoking 

Smoking was assessed in the Health Survey for England (Prescott-Clarke and 
Primatesta 1998) by self-reported smoking and by cotinine measurements in the 
blood and saliva. If cotinine levels were in excess of 15ng/ml, the person was 
likely to smoke. A large proportion (41%) of 20-24 year olds reported smoking, 
which was close to the proportion found to be smokers by their cotinine levels 

(43% males and 42% females). The proportion of self-reported smokers in the 

younger age group of 11 -15 years, in the Smoking, Drinking and Drug Use among 
Young People in England 2000 survey (Becher et al 2000) was lower, with 12% 

girls and 9% boys smoking. The study also revealed an increase in girls smoking 
since the 1980's. Both studies found evidence of smoking being more prevalent 
amongst the lower social classes. Despite the encouraging decline in the 

prevalence of smoking in recent years, a relatively high proportion of these young 
adults smoked. This suggests that concerns for health are not a high priority 
amongst many young adults, or at least is of less importance than `fitting in' with 
peers (which is cited as one of the main reasons for teenage smoking (Feighery et 
al 1998)). 

1.3.3.2 Alcohol consumption 
Alcohol consumption amongst the 11-15 year old age group surveyed in the 
Smoking, Drinking and Drug Use survey (Becher et al 2000) revealed no 
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substantial changes to drinking habits amongst this age group since 1980. As with 

smoking, drinking was strongly related to age. Five percent of 11 year olds 

reported consuming alcohol during the previous week, and 76% reported never 

consuming an alcoholic drink, compared to 49% and 14% respectively of 15 year 

olds. No sustained changes or notable differences for each sex were observed. 

Amongst the 16-24 year olds surveyed in the Health Survey for England (Prescott- 

Clarke and Primatesta 1998), the proportion of young people consuming more 

than their recommended weekly limit increased rapidly from 16-20 years, then 

began to decrease from the age of 20-21 years, which coincides with the age at 

which many young people leave home. This finding suggests that young people 

may drink excessively when they reach an age when they can purchase alcohol 

and gain access to pubs and clubs but probably begin to adopt more responsible 

drinking habits with age. A notable increase in the proportion of women drinking in 

excess of their weekly limit of 14 units was evident in this survey. The major 

increase in alcohol intake in young adulthood contrasts sharply with the high 

proportion of young people who report wanting to lose weight. This suggests that 

young people either do not realise the potential for weight gain from extra energy 

consumed in alcoholic drinks, or as suggested regarding smoking, the health risks 

associated with high alcohol consumption are less of a priority to young adults 

than fitting in with peers. 

1.3.4 International surveys 
The Health Behaviour of School-aged Children (HBSC) is an international survey 

of 28 countries. This survey reported that girls were generally more likely to 

consume fruit than boys (Currie et al 2000). The amount consumed varied 

considerably between countries, with the lowest levels of consumption observed in 

Greenland (29% of boys reported consuming at least one piece of fruit a day) and 
highest levels observed in Portugal (95% of girls reported consuming at least one 
piece of fruit a day). Fruit consumption by English children was relatively low. Of 

the 28 countries in the survey, English girls had the sixth lowest and boys had the 

eighth lowest rates of fruit consumption. In most of the countries, the proportion of 
children who reported consuming fruit everyday decreased with age. This reflects 
the findings of UK National Diet and Nutrition Survey data (Gregory et al 2000), 

which also indicated a decrease in fruit and vegetable consumption, and a 
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consequential decrease in fibre intakes. The HBSC findings for crisp consumption 
highlight an area of particular concern for UK children. The proportion of UK 11-15 

year olds consuming crisps every day was higher than in any other country, with 
figures ranging from 82% for Northern Ireland females to 37% for Welsh females. 

The influence of parental socio-economic status on children's dietary habits was 

evident across all countries. Consumption of healthy foods increased with socio- 

economic status, whilst consumption of less nutritious foods was higher amongst 
lower socio-economic groups. 

The survey (Currie et al 2000) found less than half of all respondents took part in 

sedentary activity such as watching television and using computers for more than 

four hours a day. Respondents who watched television on a regular basis were 

more likely to consume 'junk' snack foods. Adolescents were more likely to 

disregard long-term benefits of good health practice and concentrate on immediate 

benefits (i. e. weight control). In later adolescence and young adulthood, 
individuals were more likely to begin to adapt attitudes to health and begin to 

recognise long-term benefits of eating to improve/maintain health (i. e. 
reduce/maintain cholesterol, blood pressure). 

It is of concern that young people in the UK have amongst the worst pattern of 
food intake, alcohol intake and physical activity in Europe. This suggests that 
there are specific environmental/lifestyle factors at work in the UK, which are 
generating this trend in health behaviour. 
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1.4 Food Choice 

An individual's food choice will determine their health status to a large extent. 
However, food choice is a very complex subject and a large number of factors 

influence consumption. A number of food choice models have been developed by 

nutritionists, physiologists and psychologists, which attempt to explain the process 

of individual food choice. One of the earlier models identified three factors that 

may affect food choice: physical, social and physiological (Yudkin 1956). Physical 
factors included season, geography, economics and food technology. Social 

factors encompassed religion, socio-economic status, nutrition education and 

advertising. Physiological factors included heredity, allergy and nutritional needs. 
A fourth factor encompassing individual perception was later identified by Pilgrim 

(1957). Further food choice models were developed and adapted to incorporate 

various influential factors (Kahn 1981, Randall and Sanjur 1981, Krondl and Lau 

1982). These models were incorporated into one all-inclusive model by Booth and 
Shepherd (1988) (Figure 1.4a), although as research progressed, further factors 

were identified leading to the further development of food choice models such as 
that of Furst et al (1996). 
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Children's food choice, particularly the role of television advertising in influencing 

children's diets has been researched extensively (Carteret al 2000, Borzekowski 

and Robinson 2001, Crespo et al 2001). However, little is known about factors 

that influence food choice during young adulthood (Woodward 1986), including the 

effect of leaving home. Warwick et al (1997) suggest that young people are able 
to identify foods that contribute to a healthy diet, but this understanding is not 

reflected in their food choices. Hamilton et al (2000) developed a food choice 

model specifically for young people as a basis for promoting healthier food choices 

amongst children and young adults (Figure 1.4b). This model identifies factors 

that specifically influence young people's food choices (as opposed to adulthood), 

and highlights how these are inter-related and also indicates the potential health 

implications resulting from these food choices. The main influences identified in 

this model are direct influences (age and gender) and indirect influences (peer, 

parents and available expenditure). The indirect influences may fluctuate as diet 

changes during the transition from adolescence to adulthood, with the main 

changes occurring when a young person leaves home to live independently. At 

this point, parental influence on food choice could decrease dramatically or even 
cease completely. Peer influence moves away from individual's consuming similar 
foods to their peers in order to 'fit in', but may still influence food choice for 

practical reasons such as sharing shopping and meal preparation with 
housemates/partners. Also, those who are less concerned about choosing healthy 

foods may have a negative influence on their peers who do try to eat healthily, and 

vice-versa. Food choices may also change according to available expenditure 

upon leaving home as an individual becomes responsible for their own finances 

and purchasing their own food rather than relying on parental income. 

Earlier food choice models (Yudkin 1956, Pilgrim 1957) focus largely on factors 
that may influence the food choices of adults. More recent food choice models 
have identified some factors that might influence the food choices of young people 
who are likely not to be wholly responsible for their own eating patterns. However, 

no models have been developed based on food choices throughout the life course, 
which identify key points of transition such as leaving home and how food choices 
may change at these points. 
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1.5 Policy 
The White Paper, Saving Lives: Our Healthier Nation (DoH 1999) outlines four key 

areas of health improvement; to improve death rates from cancer, heart disease, 

accidents and mental illness. The paper recognises the importance of a healthy 

diet throughout the lifecycle, but does not set any specific targets relating to the 

role of nutrition in reducing mortality from obesity, cancer, heart disease or other 

diet-related illness. 

1.5.1 Choosing Health? White Paper 

More recently, the government has identified better health for children and young 

people as one of eight key themes in the 'Choosing Health? ' White Paper (DoH 

2004a). The paper outlines plans to help young people to make informed 

decisions about their health and diet by introducing Health Guides, which enable 

them to work with parents/carers and health professionals to develop health goals 

and targets. These plans for personal health guides could be of benefit at key 

transitional points of childhood and young adulthood (i. e. starting school, leaving 

home or starting work), by providing support at these stages of their life course to 

enable individuals to consider the impact of particular choices on their health in 

relation to their changing lifestyle. 

1.5.2 Food and Health Action Plan 

Nutrition is dealt with more specifically in the Government's Food and Health 

Action Plan (DoH 2004b). The plan aims to improve the nation's diet by 

addressing food production, manufacture and preparation, increasing access to 
healthier food and providing more information for consumers about healthy eating 
and nutrition. The main focus of projects involving young people is intervention in 

schools. 

In a bid to improve standards of health education and tackle health inequalities, 
the Government introduced the Healthy Schools Programme in 1998, followed by 

the launch of The National Healthy School Standard the following year, which is 
jointly funded by the Department of Health (DoH) and the Department for 
Education and Skills (DfES). In order to meet the healthy eating targets of the 
National Healthy School Standard, schools are required to present consistent, 
informed messages about healthy eating; provide, promote and monitor healthier 
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food at lunch and breakfast clubs, where provided, and to include education of 

healthy eating and basic food safety practices in the formal curriculum. Prompted 

by the rapid increase in childhood obesity, the DoH and DfES launched the Food 

in Schools (FiS) programme. The aim of FiS is to promote healthy eating and 

provide opportunities to learn about food and health throughout the school day, 

including breakfast clubs before school, the availability of healthy foods in tuck 

shops and vending machines at break times, providing healthy choices at lunch 

time, and introducing after-school cooking and growing clubs. The FiS is not part 

of the formal curriculum, but is intended to support formal classroom-based 

education. Whilst school-based interventions such as these are beneficial for 

promoting healthy dietary habits during the developmental stages of childhood, 

which may benefit health in adult life to a certain degree, the messages underlying 

these interventions need to be actively supported by parents and peers if positive 
dietary choices are to be maintained into adulthood. 

1.5.3 World Health Organisation (WHO) Health Policy for Children and 
Adolescents 

The WHO department of Child and Adolescent Health Development (CAH) is 

involved in the promotion of adequate nutrition throughout childhood and 

adolescence to ensure optimal health, growth and development. The main areas 

of work include infant and child feeding (ages 0-5 years) and adolescent nutrition. 
The WHO have produced a policy document, Health Policy for Children and 
Adolescents (Currie et al 2004), which collaborate the findings of the HBSC and 

other major international studies of child and adolescent health in order to address 
the implications of these findings in terms of health policy in developed countries. 

The WHO Regional Committee for Europe (4h session, Copenhagen, September 
1998) adopted the following targets for European countries: 

European Health2l - Target 4: 

By the year 2020 young people in the Region should be healthier and better able 
to fulfil their roles in society. 
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European Health - Target 13: 
By the year 2015, people in the Region should have greater opportunities to live in 
healthy physical and social environments at home, at school, at the workplace and 
in the local community. 

These documents focus on the transition from childhood to adolescence and 
lifestyle factors specific to these particular life-stages, but do not address the 
transition from adolescence to young adulthood, and the processes involved such 
as leaving home. 
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1.6 Diet and lifestyle of students 
Those who leave home to train or pursue further education may take up to four 

years to make the final transition from family home to independent living, due to 

the fact that they often live away from home only during term-time, and will return 

home for the holidays. The lifestyle of this group who live away from home during 

term-time is likely to be a unique experience due to the freedom from both parental 

control and the limitations of a full-time working life. 

The number of young people pursuing further education has increased 

substantially from just 6% of under 21's entering further education in the early 

1960's to 43% of 18-30 year olds in 2000 (Department for Education and Skills 

2003). The abolition of the grant system and introduction of tuition fees in 1997 

and 1998 has resulted in increasing debt for most students (average graduate 
debt in 2003 was E8666 (DfES 2004)), causing concern as to whether students 

can afford to eat healthily (FSA 2003). A survey of student living revealed that in 

an average week, students spend E28 on food, El 9 on alcoholic drinks and El 5 on 

going out (excluding alcohol); expenditure which is funded largely by student loans 

and credit cards (MORI 2002). Students reported they would have more money if 

they did not drink alcohol (Mintel 2002a), suggesting that students do potentially 
have funds to eat healthily. 

Most student accommodation is now self-catered, replacing catered halls of 

residence and room rentals that included meals. It has been suggested that more 

young people are leaving home ill-equipped to cook for themselves, as school 

cookery lessons focus more on theory than practice, and meals are generally no 
longer prepared from raw ingredients in the home (Lang et al 1996). A MORI 

survey (2002) reported that 15% of students could not cook a meal for four people 
when they began university, but 63% of students who had been away from home 
for more than a year said they would be able to. This suggests that university acts 
as a training ground for many young people to learn to cook. Furthermore, a 
survey of 250 students found just 12% of first year students had cooked for 
themselves on a regular basis prior to university, whilst 52% said they relied 
mainly on takeaway meals whilst at university (Roberts 2001). A lack of practical 
cooking skills may limit a student's ability to cook nutritionally adequate meals. 
However, socialising and studying often take priority over cooking, causing 

27 



students to replace meals with snacks, or consume convenience foods and 

takeaway meals if they lack the motivation to cook (Eves et al 1995). 

An Abbey National survey (Roberts 2001) reported the following meals to be most 

popular amongst students (all of which require minimal preparation skill, but not all 

of which are unhealthy): pasta meals (24%), quick snacks such as beans on toast 

or baked potato (18%), takeaway burger, kebab or pizza (16%), supermarket pizza 

(12%), vegetarian meal (12%), takeaway curry (6%), homemade curry or chilli 

(6%) and meat and two vegetables (5%). An investigation of female students 

snacking habits found students consumed an average 2.4 snacks per day, which 

contributed 34% of daily energy intake (Whybrow and Kirk 1997). The diet quality 

of those with high snacking frequency was not compromised due to a wide range 

of snacks being consumed. 

Freedom from parental control regarding what and when to eat is likely to 

influence a student's dietary habits to a certain extent. In an investigation of how 

students' eating habits compared with their recollections of their childhood eating 

habits, Branen and Fletcher (1999) found that current dietary habits were 

dependent on feeding practises used by a parent/guardian during childhood. This 

suggests that parents have the potential to influence their child's dietary habits 

after they have left home. However a high level of parental control regarding food 

choice resulted in reduced self-control during young adulthood, hence students 

may reject more foods after leaving home due to an increased independence 

regarding food choice and no longer having to consider the food preferences of 

other family members, Mooney and Walbourn (2001) found the foods students 

were most likely to reject were meat, vegetables, fried food, fish, sweet snacks, 
dairy and salty snacks. The most common reason for avoiding specific foods was 

concern about body weight, followed by dislike of taste, health concerns, unnatural 
ingredients and animal ethics. Females were most likely to avoid foods due to 
Weight concerns, whilst males reported taste as their main reason for specific food 

avoidance. Thirty six percent of respondents avoided meat, their main reason 
being weight concern. Martins et al (1999) suggested that some young people 

who do not want to be labelled as a 'dieter' might adopt a vegetarian diet in order 
to disguise their efforts to loose weight. 

28 



A number of studies have investigated student's diets, although many pre-date the 

increase in student numbers and changes to student finances. Eves et al (1994) 

reported decreased energy intakes and correspondingly low nutrient intakes in 

females during the latter years of a six-year longitudinal study between 1986 and 

1991. This trend was not reflected in male intakes, which therefore ruled out the 

possibility that these changes were solely due to reduced student grants. A study 

of Spanish university students also found low intakes of energy in males and 

females, and corresponding low intakes for some micronutrients (Soriano et al 

2000). Edwards and Meiselman (2003) reported a significant decline in energy 

intake during the first two terms at university, which later stabilised. However 

there was no significant change to body mass index (BMI), which was explained 

by a decrease in physical activity. Overall food consumption and frequency of 

consumption declined, but intakes of most nutrients were still in excess of 

Reference Nutrient Intake (RNI). Butler et al (2004) also reported a decline in 

energy and diet quality and a rise in body weight parameters, which was attributed 

to a significant decline in physical activity. 

Both Edwards and Meiselmann (2003) and Butler et al (2004) reported a decline in 

diet quality, which usually results from an increased energy intake due to the 

replacement of foods of adequate nutritional quality with energy dense foods 

(unless quantities of food consumed decreased somewhat). It may be suggested 

that the decrease in energy intakes reported in these studies were a result of 

under-reporting, possibly as a result of an awareness that their diet quality has 

decreased. Conversely, Moynihan et al (1999) reported an increase in energy 
intake at university compared to living at home; a consequence of increased 

consumption of fat and sugar and a significant decrease in fruit and vegetable 
intakes. Respondents in the studies of both Eves et al (1994) and Edwards and 
Meiselman (2003) were catering students. It could therefore be suggested that the 

dietary habits of these respondents may not reflect the average student 

population, as nutrition and practical catering are generally core components of 

catering/hospitality courses. 

US health professionals have recognised the deterioration of student's health 

during their first semester, mainly observable by weight gain. The tendency for 

students to gain an average fifteen pounds is notoriously known as 'freshman 
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fifteen', although recent research suggests that a weight-gain of four pounds is 

more accurate (American Dietetic Association 2003). US students are likely to be 

generally more aware of the risk of weight-gain due to extensive coverage on 

university and health related websites, such as American Dietetic Association, 

student. com and Worcester Polytechnic Institute. In the UK it is recognised that 

students' eating habits are likely to deteriorate, which is attributed to limited 

income (FSA 2003b). The potential for substantial weight-gain during the first 

months living away from home has not been studied. 

A number of intervention studies have been carried out to investigate the effect of 

university-based nutrition education (Liddell et al 1992, Larson-Brown 1993, 

Matvienko et al 2001). The intervention project of Matvienko et al (2001) involved 

formal lecture and laboratory-based exercises, which taught participants about the 

science of nutrition. This study was successful in preventing weight-gain 

(compared to considerable weight-gain in control students), although participation 

rate was low and respondents were self-selected. The knowledge that their weight 

was to be measured throughout the course may have been motivation for the 

intervention group to apply their knowledge to their lifestyle during the study, but 

this may not have continued after the study finished. Conversely, Liddell et al 
(1992) and Larson-Brown (1993) introduced more informal interventions based on 
informing their study population about healthy eating through leaflets and posters, 

and providing healthy choices in university cafeterias. These studies were 

successful in increasing student's nutritional knowledge (Larson-Brown 1993) and 
improving the dietary habits of students (Liddell et al 1992). The results of these 

studies illustrate how the provision of nutrition information alone may achieve 

some temporary improvements to dietary habits, but when accompanied by an 
increased availability of healthy food choices in catering outlets these changes are 

more sustainable in the long-term. 

In accordance with the WHO's 'settings' approach to health promotion, the Health 
Education Authority sponsored two major projects within a further education 
environment, which worked towards developing a health promoting environment 
for students and staff to work within (Payne 1996). The 'Health in Further 
Education Project' (1989-1993) focused on making health education available to a 
wider range of students than just those enrolled on health based courses, whilst 
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the 'Health Promoting College Project' (1993-1995) sought to involve senior 

management of further education establishments to implement a whole college 

approach. O'Donnell and Gray (1993) developed a theoretical framework for the 
development of a health promoting college. The model identifies four key areas of 
health promotion within the college; curriculum, institution, relationships and 

environment (Figure 1.6a). Applying this model to a health promoting college 
initiative enables the identification of areas within the college structure that may 
benefit from health promotion activity. Promoting a healthy diet within a further 

education establishment using this model could involve integrating some nutrition 

education into course structures, ensuring healthy food choices are available in 

on-site shops and refectories, providing accommodation which has adequate 

cooking and food storage facilities and supporting students and staff to adopt 
healthy dietary habits. Other health promotion activities include information 

provision through student services/student unions, health stalls at Fresher's Fairs 

and supporting national health promotion days. 

Figure 1.6a. Theoretical framework for a health promoting college (O'Donnell and 
Gray 1993) 

Curriculum 

Integrated health education 
Effective tutorials 
Balanced workload 
Equal opportunities 

Relationships 
Effective communication 
Active learning 
Health guidance 
Counselling service 

THE HEALTH 

PROMOTING 

COLLEGE 

Institution 

Concern for well-being 
Open decision-making 

Multi-cultural values 
Stress reduction 

Environment 
Attractive 
Cared for 
Smoke-free 
Facilities for staff and 
students 
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The transition from school to further education is very often accompanied by the 

transition from living in the family home to independent living in self-catered 

accommodation with people of a similar age-group and circumstances, who share 

a range of new experiences associated with the student lifestyle. It may be 

suggested that many students appear to exist in a temporary lifestyle 'bubble' as a 

result of a newfound freedom from parental control and lack of routine and 

responsibility, exemplified by living on borrowed money, consuming excessive 

quantities of alcohol and adopting poor dietary habits. 
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1.7 Diet and lifestyle of homeless young people 
Knowledge about food poverty in the United Kingdom is largely based on 
information from low-income households, with few studies of the homeless who 

are amongst the most vulnerable to food poverty (Dachner and Tarasuk 2002). 

The homeless can be divided into three sub-groups: 'primary homelessness' 

includes people living rough on the streets who find shelter in improvised 

dwellings. 'Secondary homelessness' describes people who frequently move from 

one form of temporary accommodation to another. This includes people using 

emergency accommodation such as hostels and night-shelters. 'Tertiary 

homelessness' includes people who live in bed and breakfast accommodation or 
boarding houses on a medium to long-term basis (Chamberlain and Mackenkie 

1992). Approximately 532 people sleep on the streets in England on any one 

night, whilst 400,000 people are classed as secondary or tertiary homeless. This 

includes 26,470 people in hostels, 67,500 people in bed and breakfasts, and 9,600 

people squatting in derelict buildings (Baker 2001). 

The incidence of youth homelessness has increased over recent years in the UK 

as well as in other European countries, America and Canada (Dachner and 
Tarasuk 2002). For most young people, leaving home is a natural stage of their 

lifecycle, completing the transition from being cared for by a parent, guardian or 

carer, to living independently and being responsible for themselves. However, 

many young people are forced to leave home before they chose to. Seventy six 

percent of young people surveyed at a Centrepoint hostel in 1997 stated that they 
did not leave home out of choice (Centrepoint 1997). The main cause of youth 
homelessness is family conflict; forty five percent of young homeless people have 

experienced physical or sexual abuse in the family home (Jones 1999). Young 

people may also become homeless due to rejection by their families because of 
drug addiction and/or involvement in crime (Fountain et al 2002). Often, the 
circumstances that lead to becoming homeless also cause a breakdown of the 
individual's social support network, as extended family and friends who the young 
person may have turned to for support often stand by the family, so the child has 
no one to turn to for help. This reduces the likelihood of the young person moving 
back to the family home, as all lines of communication are removed (Randall and 
Brown 2001). 
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Young people who become homeless face numerous difficulties finding 

accommodation and employment. Two thirds of young homeless people leave 

school with no qualifications, and many have learning difficulties or are illiterate, 

which restricts their prospects for finding work in order to pay housing costs (Craig 

1996). Many young people also experience problems claiming Housing Benefit 

due to restrictions placed on claimants under the age of 25 years, and 16-17 year 

olds are no longer entitled to claim any Income Support (Homeless Pages 2002). 

Before the introduction of hostels that cater specifically for young people in the 

1980's, most homeless young people were forced to live on the streets, as hostel 

accommodation mainly housed older males and did not provide a secure or safe 

environment for young people (Dachner and Tarasuk 2002). 

In response to rising numbers of young homeless people, some homeless 

organisations and local authorities set up hostels and advice services specifically 
for young people and care leavers. These hostels provide secure accommodation 

and are staffed by professionals who are available to give support and help. The 

hostels also enable young people to develop life skills such as budgeting, cooking, 

cleaning and personal hygiene, in order to ensure that their move to independent 

accommodation is as healthy as possible. 

Extensive research has been carried out to investigate health and homelessness, 
but the role of diet and nutrition in promoting the health of homeless people is 

often neglected. Homeless people have a high risk of malnutrition and nutritional 
problems, which increases their risk of developing gastro-intestinal disorders and 
infectious diseases (Daly 1990). Street sleepers are at particular risk of nutritional 
disorders as they have no regular source of food and are extremely limited in their 
food choices. They often rely on food provided by 'soup kitchens', donations from 
passers-by or edible scraps, which is unlikely to provide an adequate range of 
nutrients (Daly 1990). One project investigating the dietary intake of homeless 
people revealed that their diets were high in fat and lacking nutrients, specifically 
protein, carbohydrate, fibre, vitamins A, B, C and E, calcium, iron, folate, 
potassium, niacin, sodium, selenium and zinc (Edinburgh Cyrenians 2003). As 
these respondents were recipients of food supplied by day centres and soup runs, 
their diet was likely to be better than those who do not benefit from such food 
projects. The Cyrenian's study reflected the findings of a number of other studies 
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investigating various different sub-groups of homeless populations (Stitt et al 1994, 

Coufopoulos 1997, Evans and Dowler 1999, Malmauret et al 2002, Arthur 2003). 

The research carried out by the Cyrenians (2003), Arthur (2003), Malmauret et al 

(2002) and Evans and Dowler (1999) were concerned with the dietary habits of 

single homeless adults who were only responsible for their own food intakes. 

Respondents of Arthur's study were Big Issue vendors who had the added benefit 

of earning money that could potentially be spent on food from the sale of the 

homeless magazine. Respondents of the research carried out by Stitt et al (1994) 

and Coufopoulos (1997) were families from homeless households, who had the 

additional responsibility of feeding their children as well as finding adequate food 

to feed themselves. High energy and fat intakes, and intakes of a number of 

micronutrients lower than recommendations were reported in each of these 

studies. These findings are of particular concern in the children of homeless 

families, as poor dietary habits will affect growth and development and lead to an 

increased susceptibility to disease in the long-term. Malmauret et al (2002) 

reported low micronutrient intakes amongst single homeless people in Paris, but 

found energy and fat intakes were also low. 

It is suggested that as well as increasing the risk of developing chronic health 

problems such as coronary heart disease (CHD) and stroke, poor dietary intakes 

may also affect the homeless person's motivation and ability to develop skills, 

therefore reducing their chances of escaping poverty and unemployment 
(Cyrenians 2003). A poor quality diet may encourage aggression in some people 
(Gesch et al 2002), whilst the increased likelihood of alcohol and/or substance 

abuse amongst homeless populations may exacerbate nutritional problems such 

as mal-digestion, malabsorbtion and disruptions in nutrient metabolism (Victorian 

Homelessness Strategy 2001). 

During adolescence, nutritional requirements are increased due to growth and 
development (DoH 1991), and adult eating habits are likely to become established. 
Homeless young people who reside in hostels usually have access to basic 
kitchen facilities, which generally include cooking appliances (hob, oven and/or 
microwave), basic food preparation implements (pans, crockery and cutlery) and a 
fridge and freezer. However, the availability of facilities does not necessarily mean 
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that they are used. Food is often a very low priority of homeless people and their 

limited income is frequently spent on cigarettes, marijuana, alcohol and other 
drugs, all of which affect appetite, and only remaining money is spent on food. 

The Edinburgh Cyrenians (2003) found that many homeless people spend a larger 

proportion of their income on drugs and/or alcohol than on living costs or food 

(expenditure on drink or drugs accounted for approximately 49% of a homeless 

person's income, general living costs accounted for 33% and money for food 

accounted for 13%). 

Many homeless people either do not know how to cook, or lack the motivation to 

cook, and often have not had the opportunity to learn how to budget and shop for 

food (Victorian Homelessness Strategy 2001). Some hostels now enable 

residents to develop these skills. However, as residents usually only stay for a 

short time (typically spending a couple of months in a hostel whilst relationships 

are rebuilt with family to enable a move back home, only to usually return to the 

hostel after relationships break down again at home), it is difficult to provide the 

level of support needed to make a significant difference to their lifestyles. At an 

age when eating a nutritionally adequate diet is important for growth and 
development, many young homeless people face difficulties that are far more 

overwhelming than concerns about their diet. Due to the extensive problems 
faced by homeless young people (including behaviouraltlearning difficulties, social 

exclusion, alcohol and drug use), previous research has focussed on these issues 

in order to improve advice and support available. However, more focus on food 

issues has the potential to provide an opportunity for social interaction at meal 
times and offers the opportunity for young people to develop transferable skills that 

may improve employability. Research to investigate the most effective method of 
promoting healthy eating and budgeting skills to homeless hostel residents would 
be beneficial in order to not only reduce their risk of disease later in life, but also to 
improve their present general well-being. 
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11.8 Dietary habits and lifecycle transitions 

Dietary requirements are never static throughout the lifecycle, but change with age 

and circumstances. Dietary habits are also changeable, so whilst core dietary 

habits may be developed during childhood, other factors could influence dietary 

habits at different stages of life. These may include conscious decisions to alter 
food intake as a result of either changing nutritional requirements or an identified 

area of concern, but food intake is equally (if not more so) determined by factors 

beyond control (e. g. access/avai lability of food) or subconscious factors (e. g. 

comfort/boredom eating, ability to regulate appetite). Numerous food choice 

models have been developed in an attempt to provide a theoretical framework of 
food choice. However, it may be suggested that in the developed world, an 
individual's food choice is far too complex to fully understand and illustrate in a 
theoretical model. 

Life transitions such as leaving home and starting employment affect food choice. 
These transitions in young adulthood have been identified as stages when health 

behaviour and dietary habits could undergo positive or negative changes. Health 

education at school does not appear to adequately prepare young people for 
independent living as it does not address specific issues related to independent 

living (i. e. practical cooking skills and food budgeting). Furthermore, the 
increasing replacement of freshly prepared meals with convenience foods in the 
family home could result in less opportunity for young people to develop healthy 

cooking skills at home, which would be of benefit after leaving home. Young 

people may leave home to pursue further education or to start work. These young 
people usually have adequate time to prepare their move away from home and 
have some idea of what to expect from independent living. However, homeless 

young people usually leave home with no prior preparation due to problems at 
home and commence independent living in a hostel. These groups of young 
people leave home in very different circumstances, which is likely to be reflected in 
their dietary habits. 

There is a lack of research about the effect that life-course transitions such as 
leaving home have on dietary habits. Evidence suggests that nutritional 
manipulations during critical periods of development in foetal and infancy stages of 
life 'program' the risk of disease in adulthood. However, the role of nutritional 
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programming in the transition of the diet from childhood to young adulthood is 

unclear. It is possible that temporary changes to diet in young adulthood during 

life-course transitions such as leaving home may influence an individual's risk of 
developing disease in adulthood. 
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