A STUDY OF THE RELATIONSHIP OF HEALTH XNOWLEDGE AMD HEEALTH
PRACTICES OF THE TEWTH, ELEVENTH, 2ND TWELFTH GRADE
STUDENTS OF COOPER HIGH 5CHOOL, DELTA COUNTY,

TEXAS DURING THE 2CADEMIC YFRAR OF 1966-1967

APPROVED:

Nk Nitmo

7hor Professor

&L 5 6,/14,,,

Mitlor Professor

i

|

Fector of the Bepartmggfﬁaf Health, Physical
ucation, and Recreati

/{7 ot B / m%qu

Dean of the Graduate School




A STUDY OF THE RELATIONSHIP OF HEALTH KNOWLEDGE AND HEALTH
PRACTICES OF THE TENTH, TLEVENTEH, AND TWELFTH GRADE
STUDENTS OF COOPER HIGH SCHOOL, DELTA COUNTY,

TEXAS DURING THE ACADEMIC YBAR OF 1966-19€7

Presented to the Graduate Council of the
North Texas State University in Partial

Pulfillment of the Requirements

FPor the Degree of

MASTER OF SCIENCE

By

Roy L. MNewsom, B. S.
Denton, Texas

August, 1967



TABLE OF CONTENTS

LIST OF TABLES . & v v v ¢ v o o« o o o » 5 o o « o o .
Chapter
I. ORIENTATION TO THE STUDY ¢ ¢ 4+ & v o = o o

II.

I1I.

Iv.

Statement of the Problem
Definition of Terms
Purposes of the Study
Limitations of the Study
Survey of Previous Studies
Sources of the Data

PROCEDURES FOR THE DEVELOPMENT OF THE STUDY .

Preliminary Procedures

Selection of the Instruments for the
Collection of Data

Selection of the Subjects for the Study

Administration of the Tests

Treatment and Interpretation of the Data

Formulation of the Summary, Conclusions,
and Recommendations for Future Studies

FINDINGE AND INTERPRETATIONS OF THE STUDY .

Health Knowledge of the Students of the
Study

Health Practices of the Students of the
Study

Relationship Between Health Knowledge and
Health Practices of the Students of the
Study

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS .

Summary of the Study

Summary of the Findings
Conclusions of the Study
Recommendations for Puture Studies

B:{ BLIOGRAPHY s L3 » . - - » ® ® - L] - - . * » - * - .

iii

=

-

@

»

14

31

71



Table

i,

III.

Iv.

VI.

VII.

LIST OF TABLES

Distribution of Scores for the Health
Knowledge Test with Mean Scores and
Standard Error of the Mean for Each of
the Three Grades . « + 4 « ¢ o s« o s o

The Percentages of Correct Answers of the

Students of the Three Grades in Four Health

Areas of the Health Knowledge Test . . .

Distribution of Scores of the Health
Knowledge Test According to Percentile
‘}:';30 x’mﬁ o - L] - L] - - - » Ll - - » ® L3 L &

Distribution of Scores for the Health Practice

Inventory with Mean Scores and Standard
Error of the Mean for Each of the Three
Grade S * - - ~ - o Ld . - Al L4 & - - L] L2 -

The Percentages of Desirable Health Practices
of the Students of the Three Grades in
Four Health Areas of the Health Practice
Inventory . o ¢ 4 o « 5 « v o 4 o o v

Distribution of Ecores of the Health Practice
Inventory According to Percentile Norms

The Coefficlients of Correlation of the Two
Sets of Scores of the Students of the
Three CGrades on the Health Knowledge
Test and the Health Practice Inventory
According to Four Health Areas and All
Areas Combined . . . ¢ + &+ + o « s o

iv

»

32

39

44

49

53

58

66



CHAPTER I
ORIENTATION TO THE 57UDY

It is widely accepted that good health is essential for
the extension of life in all forms of living organisms. The
status of good health and its attainment involve mnany factors.
In man, one of those factors and nrobably more basic than all
others is the practical application of that which is known
by the individual.

Good health has become a great concern of those who
attempt to promote its well-being. This concern is primarily
to bring about a recognition of the importance of good health
on the part of every individual. ZEducators in areas con-
cerned with health and its improvement have in most instances
held in high regard the health status or well-being of the
individual. This concern has encouraged a continuous effort
on their part to instill in others the importance of observ-
ing sound health practices.

The importance of good health is recognized by the in-
clusion of health courses in the curriculum of the majority
of schools. These courses bring the student into contact
with the factors involved in the establishment and maintenance
of a good health status. The modern student comes into con-

tact with vast amounts of health information that are presented



to him in order that he mav enjoy the benefits thereof. The
benefits, however, are not enjoved or experienced unless the
student puts into practice that knowledge which he has acqguired.

It is apparent that healthful practices are the princi-
pal factors to be sought in health instruction. If a person
does not know that a serum for diphtheria is available he may
never become immunized. If he does not know the value of
x~yvay examination for tuberculosis he may never have one.
Knowledge is important, although it must be made clear that
knowledge alone may have little bearing on the improvement
or protection of health. Neither attitude nor knowledge is
a reliable indicator of the value of an instructional pro-
gram. It is what a person is and does which in the last
analysis ccunts.l

Health is conceived to be more than the mere absence of
disease. It should include knowledge, attitude, and behavior
that make it possible for the individual to live most happily
and fully. “"Health is not facts to be remembered but its
rrinciples and precepts are to be lived. Enowledge as a
compendium of facts in itself is not power but merely a

foundation upon which to puild."?

lﬁelbart Oberteuffer, School Health Fducation (¥Wew York,
1954), pp. 41-50.
23. F. Williams and Ruth Abernathy, Health Education in
Schools (Wew York, 1249), p. 176.




The practical application of health knowledge by the
individual has become a great concern on the part of educators
who are responsible for health and its promotion. Since
schools play a vital role in the educational process, it is
there that an assured functioning of knowledge must bhe estab-
lished. ¥Health educators have been faced with the problem of
an inability to present health information in a way that would
encourage the student to practice or apply that information
which has been attained. This can be accomplished by in-
creasing the receptivity of the student through personal
relationships, by understanding the forces that are moving
him to action, and by creating conditions favorable to
healthful living. Probably one of the hest methods of deter-
mining what corrective steps are to be taken is to first
examine the extent to which students are applying that which
they know. The question arises: What is the relationship
of health knowledge to health practices? Interest in this

question led the investigator to undertake the present study.

Statement of the Problem
The investigator made a study of the relationship of
health knowledge and health practices of the tenth, eleventh,
and twelfth grade students of Cooper High School, Delta

County, Texas, during the academic year of 1966-1967.



Definition of Terms

In the study, the term health knowledge referred to the

student's acquired and retained information that relates to
the physical, mental, social, and emotional welfare of the
individual.

In the study, the term, health practices referred to

the extent (measured by a health practice inventory), to
which the student engages in those activities that affect
the present and future status of the physical, mental, social,

and emotional welfare of the individual.

Purposes of the Study

The following purposes were proposed in undertaking the
study:

1. To determine the health knowledge of the students
selected for the study, as indicated by a standardized test.

2. To determine the health practices of the students
selected for the study, as indicated by a standardized in-
ventory.

3. To determine if there is a relation between the
health knowledge and the health practices of the students

selected for the study.

Limitations of the Study
This study was limited to a relationship of health knowl-

edge and health practices of the tenth, eleventh, and twelfth
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grade students of Cooper liigh School, Nelta County, Texas,

during the academic year of 1966-1967.

Survey of Preavious Studies

A great amount of effort and time has been spent by
educators and others interested in the field of health to
establish its promeotion. This iz evident from the many
studies that have been conducted concerning health and health
related topies. These studies have undoubtedly advanced
health education and increased our understanding of health's
valueg, problems, and needs. There are many areas, however,
that have yvet to be exploited through the methods of statis-
tical research. Few studies wera found to be directly related
to health knowledge and its relationship to health practices.

Southworth, Latimer, and Turnerg in 1941-1%42 made a
study of the health knowledge, practices, and attitudes of
15,480 tenth, eleventh, and twelfth grade pupils from a
state-wide sample of 27 Massachusetts high schools.

Data obtained from a test designed and constructed eg-
pecially for the study revealed a gradual increase of health
knowledge with the advancement of grade. On the 100-point

health knowledge test, the tenth graders scored an average

BWarren H. Southwortl, Jean V. Latimer, and Clair ¥.

Tarner, "2 Study of the Pealth Practices, Knowledge, and
ittitudes of Senior High School Pupils,” Research Quarterly
of the American Association of Health and Physical Education,
XV (May, 1844y, TI8-136, 7 77




of 70.7 points, the eleventh graders averaged 73.4 points and
the twelfth graders averaged 74.8 points. The range of the
scores on the health knowledge test was from 36 points to 95
peints.

On the health practice test, Southworth, Latimer, and
Turner found that the gquality of health practices remained
relatively unchanged throughout the high school period with
no significant improvement from grade to grade. The 100-point
health practice test did indicate a difference in the health
practices of the boys from the girls, with the boys averaging
533.34 points and the girls averaging 60.84 points.

The scores of the health attitude test showed no signi-
ficant difference from grade to grade, nor did they show a
significant difference between the boys and the girls.

The study of Southworth and associates is related to
the present study in that both studies involve tenth, eleventh,
and twelfth grade pupils and both studies utilized a health
knowledge and a health practice test. The present study
varies, however, in that its subjects were from a single
school rather than numerous schools of statewide selection.
Also, the present study is concerned only with health knowl-
edge and health practices and does not include an evaluation
of health attitudes.

In 1242, Neher conducted a study of the health knowledge,

attitudes, status, and practices of high school pupils from



13 schools in Los Angeles, California.4 This study, involv-
ing 2,415 students from grades nine through twelve, indicated
that the mean health knowledge score of pupils by grade in-
creased in favor of the higher ¢radesz. Also, it was learned
that the girls consistently scored higher than the boys.

On the health practice test there was a tendency for the
scores, representing the pupil’s cvaluation of his practices,
to decline with the advancement of grade. Also, there was a
noticeable lack of relationship between health knowledge and
health practices with the increase of age. Neher found that
the relationship even declined in many instances.

The author related the difficulty in the measurement of
health attitudes, but stated that attitudes were found to
have considerable significance in their relationship with
health practices. The correlation coefficients of the four
factors as presented in Neher's study are presented as follows:

1. Correlation of health status and practice . . . +.26

2. Correlation of health practice and knowledge ., +.17
3. Correlation of health practice and attitude . . +.22
4., Correlation of health knowledge and attitude , +.32

5. Correlation of health knowledge and status . ., +.01

6., Correlation of attitude and status . . . . . « +.03

4G@rwin Charles HWeher, "A Study of the Health Knowledge.
Attitudes, Status, and Practices of High School Pupils,” un-
published doctoral dissertation, University of Southern Cal-
ifornia, Los Angeles, California, 1942, p. 284,



The present study is related to Feher's study in that
it, too, uses tests measuring health knowledge and health
practices, but the present studvy differs in that it in-
volves only tenth, eleventh, and twelfth grade puplils of the
same school rather than ninth, tenth, eleventh and twelfth
grade pupils of several schools within a large area. 2Also,
Neher's study included an evaluation of health status and
health attitudes and correlated these with the findings of
the health knowledge and health practice tests.

A comparative study of health knowledge and health prac-~
tices of athletes and non-athletes was conducted by Yager in
1949@5 His study involved 249 male athletes of 7 gselected
class A high schools in Texas. The health practices and
health knowledge tests were administered to ninth, tenth,
aleventh, and twelfth grade boys of the 7 selected schools.
Following a determination of the scores of both tests as
applied to both groups, comparisons were made and conclusions
were drawn.

The important findings of Yager's study included these:

1. The athletes in all of the grades surpassed the
non-athletes in regard to health knowledge, and there was a
predominant progression of the mean scores of both groups with

the increase of grade level.

Sﬁlahe E. Yager, Jr., "A Comparative Study of Health
Enowledge and Practices of Athletes and Yon-Athletes in
felected Class A Texas High Schoonlsg,” unpublished master's
thesis, Department of Health, Physical Education, and
Recreation, Horth Texas State University, Denton, Texas, 1949,
p. 85.



2. The athletes in all of the grades, with exception of
the ninth grade, gsurpassed the non-athletes in regard to
health practices as measured by a health practlce inventorv.
There also was a slight progression of health practice scores
of the athletes from the ninth grade through the twelfth
grade. The scores of the non-athletes failed to progress but
remained the same from grade to grade.

3. There was found to be a slight degree of relation
between health knowledge and health practice scores of both
the athletes and the non-athletes but the correlation wag in-
significant.

Yager's study is similar to the present study in that
it utilizes both health knowledge and health practice tests.
Also, the presentation of certain statistical findings of
the health knowledge and health practice tests were similar.
It differs, however, in that the presgent study does not dis-
tinguish athletes and non-athletes and includes all students,
both boys and girls, of the tenth, eleventh, and twelfth
grades. It differs, also, in that the present study includes
a study of specific areas of health knowledge and health
practices.

A study of the health knowledge and practices of 155
puplls in the eighth, ninth, and tenth grades of the Robert L.

Van Bchool, of Ahoskie, HNorth Carolina, was conducted by Cooper
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in 1§53.6 This study originated from the noticeable failure

of students in their application of health knowledge in situ-
ations where they had previously received health instruction.

Cooper’'s findings were similar to those of others in
that there were recognizable improvements in health knowledge
with the advancement of grade. On a 100 point test the eighth
grader’'s average score was 39, the ninth graders averaged 44
points, and the tenth graders averaged 49 points. Also,
there was a definite lack of improvement in health practices,
with the average score of each class ranging from 118-124 on
a 200 point test, The average score of the eighth grade was
124 points, the ninth grade averaged 118 points, and the
tenth graders averaged 124 points, which was the same average
as that attained by the eighth graders.

Cooper's study is similar to the present study in its
method of acquiring data by the use of health knowledge and
health practice tests. Both studies involvel pupils of a
single school, but thé present study involved tenth, eleventh,
and twelfth grade pupils, whereas Cooper's study evaluated
pupils of the eighth, ninth, and tenth grades.

A study conducted by Matuszak, in 1956, involved the

relationship of I. 0., health knowledge, and economic status

6Smy@xa N. Cooper, "A Study of the Health Knowledge and
Health Practices of 155 Pupils in the Eighth, Hinth, and
Tanth Grades of Robert L. Van School, Ahoskie, North Carolina,”
unpublished master's thesis, lorth Carolina College, Durham,
North Carolina, 1953, p. 58,
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to health praeticea.7 This study involving 202 junior high
school pupils was consistent with other previous studies in
its findings. On a 100-point health knowledge test the mean
- score of all pupils was 50 points. The scores ranged from a
low of 14 points to a high of 66 pointe. The pupils were
divided into two groups according to I. Q. scores. The
pupils in the higher I. Q. group had a mean score of 56 on
the health knowledge test and the lower I. Q. group scored an
average of 45 points. These figures indicate a significant
relationship between I. Q. and health knowledge.

An investigation of the economic status of the group
studied disclosed that 26.6 per cent of the group was in a
low income classification while 73.4 per cent belonged to a
higher income level. This indicated that the majority of the
pupils studied came from homes of better than average income.

The mean health practice scores of the students were
. compared in relation to the types of occupations of their
parents. The mean score of children whose parents were in
the professional group was 50 points on a 100 point health
check list. Those children whose parents were in the mana-

gerial group had a mean score of 49, The children of parents

"prank s. Matuszak, "The Relationship of I. ., Health
Knowledge, and Economic Status to Pealth Practices,” unpub-
lished master's thesis, Claremont College, Claremont, Cal-
ifornia, 1956, p. 63.



in the white collar group had a score of 47 and those in the
skilled or semi-gkilled group had a mean score of 45.

The correlation between the I. (. scores and scores on
the health practice check list was +.28. The correlation
between the scores on the health knowledge test and those on
the health practice check list was +.39. 'This low corre-
lation is in close agreement with the results of other similar
studies.

The method of evaluation of subjects used in the present
study and the measurement of both their health knowledge and
health practices are similar to those used by Matuszak. How-
ever, Matuszak included in his study a relationship of
economic status and I. Q. to the health practices of the
subjects of his study. In this respect, his study is differ-
ent from the present study. The present study evaluated and
correlated the health knowledge and health practices of pupils
from the upper three grades of a senior high school whereas
Matuszak's study involved an evaluation of junior high school
pupils, The present study also differs in that it included
an extensive evaluation of knowledge and practices of specific

health areas.

Sources of Data
The sources of data for this study were students of the
tenth, eleventh, and twelfth grades of Cooper High School

during the academic year of 1966-1967. Supplementary reading
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in professional literature and previcus research provided

supportive material and background information for the study.



CHAPTER TXI
PROCEDURES FOR THE DEVELOPMENT OF THE STUDY

The procedures followed in the development of the
present study concerning the health knowledge and health
practices of the tenth, eleventh, and twelfth grade stuﬁ&nt@

/
of Cooper High School are presented in this chapter. |

Praliminary Procedures

Following the selection of the problem, an intensive
gstudy was conducted of all literature related to the study.
Studies from the field of health and physical aducation were
utilized in the development of a background necessary for
undertaking the present study. Varied subject related mate-
rials were examined in order to gain an understanding of the
importance of health to the welfare of an individual, as well
as its significance to an entire society., Alsc an extensive
survey and analysis was made of previous studies which were
similar or related to the present study. These studies pro-
vided an orientation to the problem and establighed an
informed approach to the present study.

All available information was studied for the purpose of
determining the necessary steps for conducting the study.

Also, experts in the field of health and physical education

14
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were conferred with concerning procedures and technigues for
the development of the study.
Selection of the Instruments for
the Collection of Data

An investigation was made of the varied methods of ob~
taining data for a study and all available materials relating
to data collection were examined. The writings of experts
in the field of tests and measurements were utilized in de-
termining the type of instruments to be used in the study.

According to Ahmann and Glock:

The characteristics of a good evaluation
instrument are determined by its validity, reli-
ability, consistency, objectivity, efficiency in
serving the purpose for which it is intended,
and the degree to which it is easily understood
and utilized.l
Since it is customary to employ the services of special-~

ists in the planning and construction of the standardized
test, it has a tendency to meet the criteria of a good eval-
uation instrument as is described by experts in the field
of tests and measurements. Ahlmann and Glock state that:

Characteristically, standardized tests are
well designed. They are pretested in order to
determine the level of difficulty of the test
items, the amount of testing time required, and
the sizes of typical scores made by variocus types
of pupils. The manuals accompanying the test

contain information concerning the method of
developing the test, its purposes, directions

lJ. Stanley Ahmann and Marvin D. Glock, Fvaluating Pupil
Growth (Boston, 1963), p. 249.
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for its proper administration, directions for

aﬁoringé and techniques for interpreting the

scores.

A thorough investigation was made of all available
standardized tests pertaining to the measurement and eval~-
uation of health knowledge and health practices. Based on
the criteria as prescribed by the writings of experts in the
field of tests and nmeasurements, the following tests were

selected for obtaining the data in the study:

1. Health Knowledge Test, Form A.--The standardized

bR A

Health Knowledge Test constructed and written by Shaw, Troyer,
and Brownell was used to measure the health knowledge of the
students selected for the study.a The test is constructed
for pupils in the secondarv school from grades 7 through 12
and for students in first-year college hygiene courses.
Porm A of the test consists of 100 multiple-choice and true-
false items. There are 60 multiple-choice items dealing with
important health facts and concepts. The remaining 40 true-
false items indicate the pupil’s knowledge of health as ap-
plied to health problems and situations.

The test samples the following health areas: health
status:; personal appearance: foods and nutrition: play and
recreation: dental health: care of the special senses: tem-

perance; mental health: social health: heating, lighting, and

*Ibid., p. 16.

3John H. Shaw, Maurice E. Troverxr, and Clifford L.
Brownell, Health Fducation Test: Xnowledge and Application
(New York, 196l), p. 1.
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o

ventilation: caild care; home cars o

e

the sick; community
healtn protection; disease prevention and control; safety;
and first aid.

in establishing tae validity of the instrument, Shaw
and associates carefully analyzed health svilabi, textbooks,
bulletins, and other printed materiels for form a basis for
selection of test items. All items were checked and approved
wy experts in nutrition, pubplic health, and medicine; and by
teachers of health, biology and physical education.

The reliability of form A as deteramined by the corrected
split-halves method is .32, Experimental forms of the test
included a wide variety of health items. The items finally
salected range in difficulty from 10 to 90 per cent, and
differentiate clearly between the “good® and “inferior®
Stuﬁ@ﬂtﬁed

The test normally requires forty~five minutes of working
time. Howewver, no definite time limit is established for
vart I (multiple-cholice items) or for Part I (true-false
items). The test directions are presented in such a manner
that thney ars casily understood. The resulting scores can be
easily teapulated and treated statistically.

2. Health Practice Inventory.--Johms' Health Practice

Inventoxy was used as a means for measuring the health

ot b . 3

ipid., p. 2.
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N : 5
practices of the students selected for the study. The Health

Practice Inventory is a revision of the original Health Prac-

tice Inventory published in 1943, which was composed of 36

health practice statements reduced from an approved list of
159 nhealth practice items. Three investigations involving
1,900 high school, junior college, and university students
made possible the selection of the final form. The statements
selected were of the highest discriminating value:; that is,
they distinguished the worthwhile practices of students from
their poor health practices,

The revision of the inventory involved the following pro-
cadures :

1. 2n analysis was made of twenty-one reference hooks
in health education for high school and college students.
This procedure was similar to the way the items on the orig-
inal Inventory were obtainad. This aspect of the revision
provided health practice statements which recognized author-
ities in the field of health education considered significant
in everyday living.

2. The results of the health practice analysis of ref-
erence bhooks were compared with the items of the 1943 Health

Practice Inventory. Revisions and additions of ltems were

made to the first preliminary form of the revised Inventory.

©
Edward B. Johns and Warren L. Juhnke, Manual of

Directions: Health Practice Inventory (Los Angeles, 1952),

e L.
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Three forms of the revised edition were administered to a
total of 768 high school, junior college, and university
students.

3. With the revision and addition of items, the number
of total items was enlarged from 36 to 100. The items were
organized by areas to facilitate an evaluation of specific
health areas.

4. The first preliminary revised form was correlated

with the original Health Practice Inventory. The result was

a correlation coefficient of .843. 1In addition, individual
items were validated through biserial correlations of each
individual's score total on the Ffirst form and third form,
with his score on each item of the revised form.

5. The second pnreliminary revised form was processged

gsimilarly to the original Health Practice Inventory by sub-

mitting it to a dury of authorities in the field of health
education. These experts, selected for their experience and
competency in particular areas comprising the Inventory, ap-
praised the Inventory in its entirety, as well as each
specific health practice statement,

6. Percentile norms were established for the Inventory,
using scores obtained frow a sampling of high schools, a
college, and one university,

7. Reliability and validity were established for the

revised Invcent@ry.6

1pia., p. 3.



Reliability coefficiente were calculated on the data
fyom three experiments on the original Inventorv and on three
forms comprising the revised Inventory. A conslstent coeffi-
cient resulted in the six calculations as follows-

(1y .87, (2) .88, (3) .86, (4) .84, (B) .73, and (6) .87 for
the final form of the revised XnVQntmxy.?

Validity of the Health Practice Inventory and the revised

Inventory wag astablished as follows:

1. By careful selection of items from authoritative
health education references.

2. By a student-roompate study in which the student
rated himsalf, and his roommats also rated the student's
practices, followed Ly a statistical study of the ratings.

3. Ry a critiecal analysis on the part of recognized

authorities in health education of the total Inventory and

of each health practice statement.

4. By a study in which the senior author observed the
health practices of fifteen fraternity men over a two and one-
half months’® period and compared the students’® own ratings
with those actually observed.

5. By an obiective study of a high-school hygiene class
in which objective measures were applied as a check agalnst

student responses on the Inventory.

s .

"1pia., p. 4.
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6. By determining discrimination values for each health
practice statement on both the original and revised Inventory.

7. By determining through biserial correlation the val-
idity of each item appearing on the revised Inventory.g

The Health Practice Inventory consists of 100 practice

statements representing a comprehensive scope of health edu-
cation areas. These health practice statements are classified
under the area headings listed below, with a figure represent-
ing the number of items included in each arvrea:
A. Personal Health . . . . . . . + « « + . . 9 items
B, HNutrition . . . . . ¢« ¢+ « ¢« o o« o o« o & 8 items
C. Dental Health . . . . . . . +« ¢« ¢ + + o & 3 itemns
D. Physical Activity and Recreation . . . . 7 items
E. PBest, Sleep, and Relaxation . . . . . . . 6 items
F. Prevention and control of Communicable
DiB@Aase . . « ¢« ¢ ¢ ¢ 4 2 s o e« o s+ « « 11 items
G. Prevention and Control of Chronic
Digease . .« + ¢ ¢ v « v s v e s e s e e s 3 items
H. Stimulants and Depressants . . . « « . . 3 items
I. Mental Health . . . . . + o « & « « &« o o 15 items
J. Pamily Health . . . . . ¢ « 4 v « o« s » » 10 items
K. Consumer Health . . . . . . . . . « . . . 11 items
L. Community Health . . . . . & v « « o o & 4 items
M., safety Bducation . . . ¢ + ¢ ¢ « « » o » 10 items

Total Number of ITtems . . . ¢« « +» . 100.9

%1bia., pp. 4-5. *tbid., p. 1.

[ [RUSR—



On each health practice statement the student selects
ong of the five available answers that best evaluates his or
her extent of practice. The evaluative cholces availakle
include never, rvarely, sometiwmes, usually, and alwavs. The

value of the five cheoices are listed as follows:

a. MNever - 1 point

. Parely ~ 2 points
c. Sometimes -~ 3 points
d. Usually - 4 points
&, AMlwavys -~ 5 points.

A perfect total score is 500. Any score less than 500
indicates a degree of practice less than what is desired.
pletion; however, no time limit is required. The Inventory
directions are presented in such a manner that they are easily
understood. The scores provide a good understanding of the

pupil’s practices and can be statistically treated.

Belection of the Subjects for the Study
Students of the tenth, eleventh, and twelfth grades of
Cooper High School were selected as subjects for the study.
The total number of subjects selected for the study was 180.
Pifty-three students were from the tenth grade, 57 were Ffrom
the eleventh grade; and 70 were from the twelfth grade.
The noticeable failure of students of these grades to

opserve desired health practices in instances where related
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health information had been presented led to the selection

of the students of these grades as subjects for the study.
Names of all students of the three grades were obtained

from the files of school records. The names of students from

each grade were arranged alphabetically to enable an efficient

means of assuring their presence or absence during the admin-

igstration of the test,

Administration of the Test

The Health Knowledge Test and the Health Practice In~-

ventory were administered to the students of the study during
the academic year of 1966-1967. A median period of time be-
tween the beginning and the ending of the school vear was
selected for administering the tegt. This assured a more
true establishment of students in each of the three grades.
An evaluation either prior to or following this period would,
in a sense, be an evaluation of a student who was basically
in a transition period from one grade level to another,

Class schedules were examined in order to determine what
periods during the day would be desirable for administering
the test and inventory. Permission was acquired from the
school principal, and from teachers of students involved, to
utilize the periods in which the students were scheduled to
have English classes. Since all students of all grades were
taking English, this assured the inclusion of all students in

the test administration.



24

Student absences were checked for each class during
which the tests were being administered. Those absent were
rescheduled and were administered the tests upon their return
to class.

Copies of the test and the inventory were numbered one
through forty to accommodate the number of students in each
class. Through the numbered tests and inventories, the stu~
dents were not reguired to place names on the answer sheets.
Corresponding nurbers of the test and the inventory were used,
thereby avoiding the use of names and assuring a higher de-
gree of reliability of student answers.

1. Administration of the Health Practice Inventory.--

The Health Practice Inventory was the first of the two tests

to be administered. This assured a more reliable evaluation
of the student’'s actual practices, which would not have been
possible had its administration followed that of the Health

Knowledge Test,

The students were issued an inventorvy booklet contain-~
ing a numbered answer sheet. Instructions were given to fill
in necessary information concerning birth date, age, grade,
and sex,.

Standardized procedures, as set forth in the Manual of

Directions for the Health Practice Inventory, were followed

in the administration of the inventory.lo The directions

lai&i§~r p. 2.
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were explained and students were given an opportunity to ask
guestions concerning the directions.

Following the explanation of directions, much emphasis
was expressed concerning the importance of the selection of
answers that most nearly indicated the existing practicez of
the student. The students were informed that their answers
should be in accordance with what they do rather than what they
think they should do or what they know is proper to do. The
students were also informed of the inmportance of a true eval-
wation as an essential to the development of a valid study.
Through an orientation to the significant factors involved
in the conduct of research, the students were less likely to
produce answers that were hastily and haphazardly selected.
According to Ahmann and Glock:

If test results are to be interpreted with

any degree of meaningfulness, they must be carefully

administered according to the specific instructions

usually found in the test manual. Results of

various classes in a school cannot be compared if

administration is not standardized, nor will norms

be of any value. This applies not only to the

reading of the instructions without any omissions,

substitutions, or additions, but to motivating the
pupils to do their best on the test,ll

Great care was taken to assure similar working conditions
during each testing period. Also, steps were taken to avoid
environmental factors causing unnecessary hampering and inter-

ruption of progress during the actual testing period.

llﬁhmann and Glock, op. cit., p. 499.
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Prior to beginning the test, the students were assured
that no names would be used in the study. Students were
asked to answer their questions individually without consul-
tation with others, and to be sure that their answers were an
honest appraisal of their practices. The students were also
assured that test results would in no way affect their grade,
nor would test results be used except for group evaluation of
health practices.

Following the final instructions the students were re-
guested to begin the test. Upon completion of the test by
all students the test booklets and answer sheets were col-
lected in the same order in which they were issued.

2. 2dministration of the Health Rnowledge Test.-~The

Health Xnowledge Test was administered the next day following

the administration of the Health Practice Inventory. This

enabled an evaluation of both tests without an existing span
of time, which could have resulted in an increase of knowledge,
thus affecting the accuracy of the test comparisons.

After receiving a test booklet and an answer sheet, each
student was reguested to place the same number on the answer
sheet as that which had appeared on the answer sheet of the

Health Practice Inventory. WNumbers were later checked for

error by comparing birth dates of answer sheets from both
tests. This precaution assured accurate results in the com-

putation of coefficients of correlation.
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The Health Knowledge Test was administered according to
12

the Manual of Directions. To insure a thorough understand-

ing, the instructions were read aloud while the students
followed by silent reading. Following the instructions, stu-
dents were given an opportunity to ask questions pertaining
to the directions. The students were reminded of the value
of correct response to answer selection and its resulting
effects upon study validity.

Again, as in the administration of the Health Practice

Inventory, all measures were taken to assure similar testing
conditions from class to class.

After all directions had heen given and after all questions
had been answered, the students were instructed to begin the
test. Upon its completion, all answer sheets were collected

with the numbers of answer sheets in ascending order.

Treatment and Interpretation of the Data
Poth tests used in the study were scored and tabulated.

The scores of the Health Xnowledge Test represented the num-

ber of correct answers with a possible high of 100, The

scores of the Health Practice Inventory involved the selection

of numbers 1 through 5, which evaluated the extent of the stu-
dent's practice for each of the 100 health practice items.

The maximum score for the Health Practice Inventory was 300.

12 . .
Shaw, Troyer and Brownell, op. cit., p. 2.



The test and inventory scores of each of the three
grades were treated for the purpose of determining the fol-
lowing measures:

1. The mean

2. The range

3. The standard deviation

4. The standard error of measurement

5. The coefficients of correlation.

The treatment and utilization of the above measures en-
abled the following statistical comparisons:

1. A conmparison of the measures established by each of

the three grades on the Health Knowledge Test.

2. A comparison of the measures established by each of

the three grades on the Health Practice Inventorv.

3. A comparison of the measures established by each of

the three arades on the Health Knowledge Test with the mea-

sures established by each of the three grades on the Health

Practice Inventorv.

4. A comparison of the measures established by all

students on the Health Knowledge Test with the measures estab-~

lished by all students on the Health Practice Inventory.

5. A comparison of the mean scores of the three grades

with national norms of both the Health Knowledge Test and

the Health Practice Inventorv,

The Pearson product-moment coefficient of correlation

method, as reported acceptahle by Wert and assoclatea, was
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used to determine the coefficlents of correlation of the

scores of the Health Knowledge Test with the scores of the
13

Health Practice Inventory. The coefficients of correlation,

along with the other measures, allowed an efficient and con~
clusive interpretatlon of the relationship of health knowledge
and health practices of the students of the three grades.

In addition to the above treatment, the test items of

both the Health Xnowledge Test and the Health Practice In-

ventory were grouped into 4 health areas. These 4 areas in-
cluded nutrition; mental health; health in home, community,
and school; and safety and first aid. The 100 guestions of

the Health Knowledge Test were conveniently grouped into the
14

4 areas and were listed in the Manual of Directions. The

100 guestions of the Health Practice Inventory were divided

into 13 areasalﬁ Through consultation with numerous health
text books, the different items of the Inventory were divided
into the 4 established areas.

Answer sheets of both the Health XKnowledge Test and the

Health Practice Inventory were used to determine the scores

of the four areas. The mean score of each area was determined

for sach of the three grades., Following their establishment,

lEJames E. Wert, Charles 0. Neidt, and J. Stanley Ahmann,
Statistical Methods in Educational and Psychological Research
(tiew York, 1954}, p. 178.

14Shaw, Troyer, and Brownell, op. cit., p. 6.

ngmhns and Juhnke, op. cit., p. 1.

o
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the mean scores of the Health Knowledge Test were correlated

with those of the Health Practice Inventorv. 7The Pearson

product-moment coefficient of correlation method was used to
determine the coefficlents of correlation of the scores from

the health areas of the Health Knowledge Tesgt with the scores

from {the health areas of the Health Practice Inventorv,

The statistical treatment allowed a conclusive inter~
pretation of the students' relationship of health knowledge
and health practices in four selected health areas.

FPormulation of the Summary, Conclusions,
and hecommendations for
Mature Studies

A summary of the study and of the findings was made,

conclusions were drawn from the findings, and recommendations

for future studies were made.



CHAPTER IIX
FINDINGE AND INTERPRETATIONS OF THE STUDY

The findings of the study were derived from the treat-
ment of the data by statistical computations. The interpre-
tations of the findings of the relationship of health
knowledge and health practices among the students of the
study are presented in this chapter.

According to Smith, a study should contain an excess of
100 subjects in order to assure the elimination of probable
distortion by the chance factars.l The number of students
included in this study was 180. Fifty-three students were
from the tenth grade, 57 were from the élsventh grade and 70
students were from the twelfth grade. The study included
all students of the tenth, eleventh, and twelfth grades of
Cooper High School.

Table I presents a distribution of scores on the Health
Knowledge Test according to grades of the students in the
study. Also presented are the mean scores of each grade and
the standard error of the mean. The highest obtainable score
for the Health Knowledge Test was 100. The scores of the

tenth grade students ranged from a high of 76 to a low of 33.

31
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The intervals containing the greatest number of scores were

65-69, containing 10 scores, and 60-64, containing 11 scores.

DISTRIBUTION OF
TEST WITH MEAN SCORES AND STANDARD ERROR OF
THE MEAN FOR EACH OF THE THREE GRADES

TABLE

SCORES FOR THE HEARLTH KNOWLEDGE

T

Grade
- Per

Scores 10 11 12 Total Cent
80-84 0 1 2 3 1.7
7579 1l 2 6 9 5.
70-74 4 7 7 18 10,
6569 10 11 14 35 19.4
60-64 11 13 17 41 22.8
55--89 8 5 12 25 13.9
50-54 5 5 5 15 8.3
4549 3 5 4 12 6.7
4044 6 4 0 10 5.6
35-39 3 1 2 6 3.3
30-34 2 2 1 5 3.8
25-29 0 1 ¢ 1 .5

Total 53 57 70 180 100.0

Mean

Score 56.9 58.7 62.5 59.6

ﬂﬁm *2.35 +2.51 $2.70 +3.11

The mean score for the tenth grade students was 56.9 and

the standard error of the mean was $2.35,

The +z,35

standard

arror of the mean represents a significant centrality of mea-

sure according to the application of the .05 level of accuracy.

Its significance falls between the .05 level of 2,

A1 level of 2,65,

01 and the

recording to Garrett, when the deviation



af the mean

a3

is significant at the .05 level of accuracy, it

cggentially means that the chances are that, only 5 times out

ny 2 .
of 100 would the mean score vary more than £2,.01. Or, 1t may

be expressed in another
95 times out of 100 the
from the true mean more
falls between 54.9 and 58.9.
mean hed exceeded the .01 level of sigrificance the

ability of the mean would have been extremely high.

its

way by saving the chances are that in
gceore of 56.9 would not wary
+2.01.

than Thua, the true mean

If the standard error of the
reli--

Likewlise,

raliability would have bheen undesirablyv low if it had not

aexceaded the .05 level of significance.

Whan the

mean is of considevable significance, it mav

be assumed that the mean is a good representation of the

soores made

by the grour. 2z applied to the tenth grade

students, the significance of the mean score provided a

meaningful measure of the class performance.

It is evident,

however, that the higher level of significance was not at-

tained because of zeveral test scores within the lower

intervals.

nterval as

s

lished. If
the mean of

and Jackson

.

Almost as many scores were within the 40-44

were in the interval in which the mean wasz estabh-
the scores had produced a more noyxmal distribution,

the class would have been much higher. Johnaon

state that

2,
Henry
1362), p.

7w

Edward Garrett, Ilementary Statistics (Wew York,

127.
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We assunme for the purpose of obtaining a

solution that the variable is normally distributed;

we do not know whether or not it is in fact, and prob-

ably we strongly suspect that it is not. But we

know from experience and from studies in the theory

of statistical methods that if our assumption is

reasonably well satisfied our resulte will Le

valid, at least for all practical purposes.

The scores of the eleventh grade students ranged from a
low of 22 to a high of 84, This represents the largest range
of the 3 grades. One student scored 84, which was the highest
score of all students in the study. The lowest score for the
eleventh grade was 29,which was also the lowest score of all
students of all grades. The interval containing the greatest
number of scores was the 60-64 interval, which corresponds
with the same interval that contained the greatest number of
tenth grade scores. The same corresponding relation also
existed in the interval containing the second highest number
of scores. The 65-69 interval contained 11 scores of the
eleventh grade students.

The mean score for the eleventh grade students was 58,7
and the standard error of the mean was *2.51l. The variance
was significant at the .05 level of 2.00 but not significant
at the .01 level of 2.66, The significance at the .05 level
of 2.00 allows the establishment of a true mean which falls
within 56.7 and 60.7. The scores of all students of the

eleventh grade were more normally distributed than those of

BPalmer 0. Johnzon and Robert W. Jackson, Introduction

to Statistical Methods (New York, 1953), n. 204.




35

the tenth grade. This resulted in a more reliable represen-
tation of the class performance of the elaventh agrade as
compared with that of the tenth grade.

The mean scores revealed a noticeable increase in health
knowledge from the tenth grade to the eleventh grade. The
difference between the 2 mean scores was 1.8 points. The
significance of the difference between the mean scores was
established by calculating a critical ratio and evaluating
its significance at the .05 and .01 levels of significance.
The critical ratio between the 2 scores was +2.27 which was
significant at the .05 level but not significant at the .01
level of significance. This may be clarified by saving that
frequent retesting of the 2 grades would in 95 out of 100
times produce a 1.96 higher score by the eleventh grade. It
may be assumed that the appreciable increase of health knowl-
edge from the tenth to the eleventh grade may reasonably be
attributed to the difference in attainment of knowledge which
is normally expected to increase with grade level.

The Health Knowledge Test scores for students of the

twelfth grade were consistently higher than those of the
other 2 grades. A greater number of the scores fell into
the higher intervals. Two students of the twelfth grade
scored in the highest interval and only 3 students scored
lower than 45. The intervals containing the greatest number
of scores corresponded with the large population of the same

intervals of the tenth and eleventh grades. Seventeen of
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the scores were within the 60-64 interval and 14 were in the
65-69 interval.

The mean score for the twelfth grade students was 62.5
and the standard error of the mean was 22.70. The scores of
the twelfth grade students were normally distributed, and
thereby established a significant reliability of the mean
score. The mean and the extent of which it represented the
true performance of the students was determined by the .05
level of significance of %2.00. It was also significant at
the .01 level,which indicated that in 99 per cent of the
cases the mean would not vary more than $2.66. It may be
established that the mean would consistently fall between
65.16 and 59.84 if the students of the twelfth grade were re-
tested on several occasions. Conclusions indicate that the
mean score was a good representation of the performance of

the twelfth grade students on the Health Knowledge Test.

The mean score of the twelfth grade students was con-
siderably higher than the scores attained by students of the
other 2 grades. The difference between the mean score of the
twelfth grade and the mean score of the tenth grade was sig-
nificant at both the .05 and .01 levels. The critical ratio
of the difference was 2.80, which exceeded the .05 level of
1.96 and the .01 level of 2.58. The chances are that in 99
times out of 100 the mean score of the twelfth grade students
would be higher than the wmean score of the tenth grade stu-

dents by as much as 2.58.
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The difference betwesn the mean scores for the students
of the twelfth and eleventh grades resulted in a critical
ratio of 1.90. The application of the critical ratio to the
.05 and .01 levels of significance indicated that the differ-
ence bhetween the two mean scores was not significant. The
ratio was short of being significant bv a measure of .06,
which implied that the difference az alwmost significant and
that a difference did exist, but was not appreciably great
enough te be meaningful.

A comparison of the scores and the mean scores of the
three grades on the Health Enowledge Test, leads to conclu-~
sive evidence of a gradual increase of health knowledge with

e increase of grade level, This finding is parallel with
the results of similar studies. The more extensive educa-
tional experiences and associations of the older students may
be considered as being the main causal factors in the differ-
ence between the grades and the advancement of scores with
the advancement of grade level.

A R i

Knowledge Test established a very normal distribution. The

normal distribution resulted in a high degree of reliability
of the wmean score of 52.6 for the students of all 3 grades.
The standard error of the mean was +3.11 and was found to be
significant at the highest level of .01. It may be assumed
that in 99 times out of iQO that the mean of 59.6 would not

vary more than 22,58,



38

The greatest number of scores from all 3 of the grades
fell into the 60-64 interval. The number of total scores
within the interval represented 22.8 per cent of all students.
The 3 intervals 55-53, 60-64, and 65-69 collectively contained
56.1 per cent of all scores. A&As is shown in Table I, 8l1.1 per
cent of all students scored higher than 50 on the Health
Knowledge Test.

A more meaningful evaluation of the health knowledge of
the students was made possible by determining the extent of
knowledge in four major health areas. OQuestions of the
Health Knowledge Test were grouped into the areas of nutrition:
health in home, school, and community: mental health; and
safety and first aid. The score attained by each grade in
each of the four areas was determined by the percentage of
correct answers for each area. The percentage of correct
answers of each area are listed by grade in Table II.

The lowest percentage of correct answers of the tenth
grade students was from the area of nutrition. In this aresa
the students of the tenth grade answered 53,9 per cent of
the questions correctly. In the area relating to health in
the home, school, and community, the tenth grade students
answered 54.2 per cent of the gquestions correctly. The
health knowledge of the tenth grade students relating to the
area of safety and first aid enahled the students to answer
58.7 of those guestions correctly. The area represented by

the highest percentage of correct answers for the students of
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the tenth grade was the area of mental health, The percent-

age of correct answers for this area was 63.3.

TABLE IT

THE PERCENTAGES OF CORRECT ANSWERS OF THE STUDENTS
OF THE THREE GRADES IN FOUR HEALTH AREAS
OF THE HEALTH KNOWLEDGE TEST

Grade

Health Area 10 11 12 All Grades
Nutrition 53.9% 53.1% 56.1% ‘54.5%
Health in Home, School,

and Community 54.2 55.9 58.5 56.5

Mental Health 63.3 63.6 71.3 56.5
Safety and First Aid 58.7 62.6 67.7 63.5

Total Per Cent

Correct 56.9% 58.7% 62.4% 59.6%

Prom the results of the percentages of correct answers
in each of the four areas, the assumption may be established
that the health knowledge of the tenth grade students was
greatest in the area of mental health and lowest in nutrition.
The eleventh grade students correctly answered 53.1 per
cent of the nutrition questions: 55.9 per cent of the health
in home, school, and community questions: 62.6 per cent of the
safety and first aid questions: and 63.6 per cent of the mental

health questions. The least amount of health knowledge seemed
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to exist in the area of nutrition and the greatest amount ex-
isted in the area of mental health.

The twelfth grade students correctly answered 56.1 per
cent of the nutrition guestions; 58.5 per cent of the health
in home, school, and community questions: 67.7 per cent of
the safety and first aid questions; and 71.3 per cent of the
mental health guestions. The twelfth grade students followed
the same trend as that of the students of both the tenth and
eleventh grades in that the greatest percentage of correct
answers occurred in the area of mental health. The same
trend existed with the lowest percentage of correct answers,
which occurred in the area of nutrition.

The scores differing the least between the tenth and
eleventh grade students were the scores attained in the area
of mental health, where the tenth grade students answered
63.3 per cent correctly and the eleventh grade answered 63.6
per cent correctly. Of all the grades this was the smallest
difference between two scores in a single area. The greatest
difference between the scores of the tenth and eleventh grade
students existed in the area of safety and first aid. Here
the tenth grade students scored 58.7 and the eleventh grade
students scored 62.6.

A comparison of scores between the tenth grade and twelfth
grade students shows the least difference existing in the area
of nutrition. This same relationship also existed between

the students of the tenth and eleventh grades. 1In the area
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of nutrition the average percentage of correct answers of
the twelfth grade students was only 2.1 per cent higher than
the 53.9% per cent of correct answers of the students of the
tenth grade.

The greatest difference between scores of the tenth and
twelfth grade students existed in the area of safety and
first aid. The tenth grade students answered 58.7 per cent
correctly and the students of the twelfth grade correctly
answered 67.7 per cent.

A comparison of the scores between the students of the
aleventh and twelfth grades produced a recognizable increase
of scores in all areas from the eleventh grade to the twelfth
grade. The area in which the least difference occurred was
that of health in home, school, and community. The twelfth
grade students correctly answered an average of only 2.6 per
cent more of the guestions of this area than 4id the eleventh
grade students. The greatest difference between the students
of the two grades existed in the area of mental health, in
which the twelfth grade students answered an average of 7.7
per cent more questions correctly than did the students of
the eleventh grade.

Among the students of all grades, the greatest amount
of health knowledge seemed to be possessed in the area of
mental health.

All students of all grades had an average of 66.5 per

cant of correct answers in the area of mental health, and
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averaged 56.5 per cent of correct answers in the area of
health in home, school, and community. The least amount of
knowledge was expressed in the area of nutrition where all
students averaged only 54.5 per cent of correct answers.

The greatest significance of difference between the
percentage of correct answers of an area existed between the
tenth and twelfth grades in the area of safety and first aid.
However, the critical ratio of 1.03 was not significant at
either the .01 or the .05 levels of significance.

The rank of the areas according to the expressed knowl-
edge of the students of all grades was surprisingly consistent
within each grade and from grade to grade. As illustrated in
Table II, the rank of the areas did not vary at any time.
From thig finding it may be concluded that the affluent
factors resulting in this consistency were very much the
gsame., Or it may be said that the environmental factors from
which the students gained experiences and associations had a
probability of being highly identical.

The scores permitted a good understanding of the stu-
dents' performance. With only one exception, all of the
scores of each of the four areas were progressively higher
with the increase of grade level. The only instance where
an increase did not exist was between the scores of the tenth
grade and the eleventh grade students in the area of nutrition.

Here the tenth grade students answered 53.9 per cent of the



43

questions correctly and those of the.elev&nth grade answered
only 53.1 per cent correctly,

The area in which the rate of improvement of health
knowledge was greatest was that of safety and first aid,

The second most improved rate occurred in the area of mental
health and the third most improved rate existed in the area
of health in home, school, and community. The area in which
the least amount of improvement was made from grade to grade
was found to be the area of nutrition. This data temps one

to the conclusion that siqgnificant factors within the environ-
ment of the students of Cooper High School have affected their
rate of knowledge improvement in the four health areas.

Table TII presents a distribution of the health knowl-~
edge scores of the students of the study according to national
norms. The norms in Table ITI were based on scores of 6,753
students in zchools in the Tast, West, Central and Southern
sections of the United ﬁtates.4

The percentile rank of the tenth grade students was
lowest of the three grades. Only two of the tenth grade stu-
dents ranked in the 21-100 percentile. Ten, or 18.9 prer
cent, of the tenth grade students ranked in the 71-80 per-
centile, indicating %u~bt an appreciable number of students
possegssed better than average health knowledge. Another

large number of students ranked in the most undesired or

lowest percentile. Thirteen, or 24,5 per cent, of the tenth

4 .
Shaw, Troyer, and Brownell, on. c¢cit., p. 3.
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grade students ranked in the 1-10 percentile. The percentile
rank of the mean score of the students of the tenth grade was
31~ 40, indicating that on the average the tenth grade students
ranked below the fiftieth percentile or below the national

average in health knowledge.

TABLE IIT

DISTRIBUTION OF SCORES OF THE HEALTH EKNOWLEDGE
TEET ACCORDING TO PERCENTILE NORMS

Grade

Scores 10 11 12 All Grades Percentile
74-84 2 3 10 15 91-100
70-73 3 7 5 15 81~ 90
£5-69 10 11 14 35 71~ 80
63-64 5 6 7 18 61- 70
6162 5 3 9 17 51~ &0
59-60 2 6 3 11 41-- 50
56-58 7 1 7 15 31~ 40
52-55 4 4 & 14 21~ 30
49.51 2 4 4 10 11- 20
2948 13 12 5 30 1~ 10

Total 53 87 70 180

The distribution of the scores of the eleventh grade on
the percentile scale followed the sawme trend as that of the
tenth grade. Three of the eleventh grade students ranked in
the highest percentile, 11 ranked in the 71-80 percentile,
and 12 ranked in the 1-10 percentile. The large number of
students ranking in the 71-80 percentile represented 19.3
per cent of the class. The 12 students ranking in the lowest

percentile represented 21 per cent of the class. Thirty of
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the students, or more than 50 per cent, ranked above the
fiftieth percentile. The mean score of the eleventh grade
students was higher than that of the tenth grade, and fell in
the 41-50 perqentile interval. In comparison with scores on
the national level, over 50 per cent of all students who
previously took the Health Knowledge Test scored better than
the eleventh grade students of Cooper High School.

Ten of the twelfth grade students, representing 14,3 per
cent of the class, scored in the 91-100 percentile. The
largest number of students existing in a percentile interval
was 14 in the 71-80 percentile interval. This represented
20 per cent of the class. Forty-five, or 64.3 per cent, of
the twelfth grade students scored above the fiftieth per-
centile. The mean score of the twelfth grade students ranked
in the 51-60 percentile interval. This indicated that the
health knowledge of the twelfth grade students ranked con-
siderably high in comparison with that of others who have
taken the test. However, this comparison cannot be totally
relied on because the percentile scale represented scores
of all students from grades 7 through first-vear college.
Therefore, the scores of the twelfth grade students and the
resulting percentile ranks were in comparison primarily with
students of lower grades. Such a comparison should in itself
cause a high ranking of the twelfth grade students. It was

suspected that if the twelfth grade students could have been
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compared only with other twelfth grade students, their per-
centile ranks would have been much lower.

The distribution of the scores of all grades in the
percentile scale was equally proportioned from interval to
interval. Two rather large groups existed in the distribution.
One group of 35 students was within the 71-80 percentile in-
terval. Another group of 30 students exlisted in the 1~10
percentile interval.

From the distribution of the students' scores according
to national norms, it may be falsely assumed that 2 groups of
students, a high group and a low group, possessed a vastly
different amount of health knowledge. The large number ex-
isting in the 71-80 percentile rank represented a significant
number of students with an appreciable amount of health
knowledge, as was also illustrated in Table I. The remairing
large representation in the 1-10 percentile interval, however,
did not indicate a grouping of students at that low health
knowledge level., It gimply was the result of the percentile
scale itself., Any distribution of low scores on a percentile
scale will cause the appearance of a large number within the
lowest percentile rank.

The comparison of health knowledge of means of the
gtudents of all grades with national normg did indicate that
the health knowledge of the students of Cooper High School

was considerably lower than that which should be desired.
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The scores of the Health Practice Inventory represented

the students' departure from a most desired level of health
practices which was represented by the maximum score of 500.
The students evaluated their practices by indicating the ex-
tent to which they practiced a desired health function. This
indication was represented by rating themselves 1 through 5
on each health statement. In every case the number 5 repre-
gented the highest level or most desired level of health
practice. The student's score was simply the sum of all
ratings of 100 health statements., The distribution of scores

on the Health Practice Inventory is presented in Table IV,

The scores of the tenth grade students ranged from a
low of 259 to a high of 438. There was considerable differ-~
ence between the highest score of 438 and the second highest
score of 404, This distinguished at least 1 student as having
much better health practices than all other students of
that grade. Another inter-class comparison distinguished 2
students as having very poor health practices because of the
difference of their low scores of 252 and 260, and the next
highest score of 285. Sixty-six per cent of the students of
the tenth grade scored between 340 and 399, The interval
containing the greatest number of scores was the 355-369 in-
terval which contained 11 scores. This significant grouping
of scores provided a general understanding of the extent of

health practices of the students of the tenth grade.



48

The mean score for the 53 tenth grade students was 350.5.
The mean represented an extent of health practices which was
70.1 per cent of that which should be desired. The standard
error of the mean was +1.52, which was not significant at
either the .05 or .01 levels of significance. The insigni-~
ficant variance of the mean helped to produce the meaningful-
ness of the mean score.

The scores of the eleventh grade students ranged from
236 to 456. Two scores were appreciably higher than the
scores of other class members and of the scores of students
in the other 2 grades., At the other extreme 1 student scored
a low of 236, which was much lower than any other score of
the students of all grades. The greatest number of scores
existing in a single interval was 10 in the 370-384 interval.
Most of the scores were closely grouped between 325 and 384, \
which represented 56.1 per cent of the eleventh grade stu-
dents., The mean score for the eleventh grade students was
350.7 and the standard error of the mean was %21.76. The
error of the mean was not significant at eitheyr the .05 or
.01 levels of significance.

The mean score of the students of the eleventh grade
was only .2 higher than that of the tenth grade. There was
no significance of the difference between the mean scores of
the two grades according to the application of the .05 and .01
levels of significance. The slight difference between the

mean scores of the two classes and the similarity existing in



the distribution allows the conclusion that the eleventh
grade students are not significantly superior to the tenth

grade students in health practices.

TABLE IV

DISTRIBUTION OF SCORES FOR THE HEALTH PRACTICE INVENTORY
WITH MEAN SCORES AND STANDARD ERROR OF THE MEAN
FOR EACH OF THE THREE GRADES

Grade
Per

Scores 10 11 12 Total Cent
445459 0 2 0 2 1.1
430444 1 0 1l 2 1.1
415429 0 2 2 4 2.2
400-414 1 3 5 9 5.
385--399 7 4 3 14 7.8
370~384 9 10 9 28 15.6
355-369 11 7 7 25 13.9
340--354 8 g 20 36 20.
325-339 4 7 9 20 11.1
310~-324 3 6 5 14 7.8
295-309 3 2 3 8 4.4
280294 4 1 4 9 5.
265279 0 3 1 4 2.2
250-264 2 1 1 4 2.2
235249 ] 1 0 1 .5

Total 53 57 70 180 100.0

Mean

Score 350.5 350.7 350.6 350.6

BEm $1.52 1,76 +1.43 $1.57

The range of the scores for the students of the twelfth
grade was 430-252. This represented the smallest range of

the 3 grades. Within this range the distribution of the scores
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wasg highly normal, resulting in an insignificant deviation
of the mean score. The highest score of the twelfth grade
was not equal to the highest scores of the other 2 grades.
Twenty students scored in the interval 340-354. Of all
grades, this was the largest number of scores existing in a
single interval. Porty-five of the students, or 64.3 per
cent, scored within the small range of 325-384. This range
of scores, representing the majority of the class, and the
mean score of 350.6, allowed an accurate evaluation of the
extent of health practices for the students of the twelfth
grade.

The mean scores of the twelfth grade students varied
only .1 from the mean scores of the other two classes. The
mean score of the twelfth grade students was .1 higher than
the mean score of the tenth grade students and .1 lower than ‘
the mean score of the eleventh grade students. By applying ;
the .05 and .01 levels of significance to the difference be-~
tween the mean scores of the students of the three grades, no
meaningful difference was found to exist. The mean scores
of the three grades possessed a high degree of reliability.

This was substantiated by the insignificance of the standard
error of the means. Conclusive evidence from the mean scores
and their reliable representation of the performance of each
of the three classes permits the assumption that the students

vary little from grade to grade in their extent of health

practices.
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The mean score for the students of all 3 grades was
350.6, with a $1.57 standard error of the mean. Of the total
180 students, 137 scored between 310 and 399. The large num-
ber of students within this range represented 76.2 per cent
of the 180 student population of the three grades. Onlvy 9.4
per cent of the students scored higher than 400, whereas 14.3
per cent scored below 310. The interval containing the great-
est nunber of scores was the 340-354 interval, which contained
36 scores representing 20 per cent of all students. The heavy
concentration of scores within this area of the distribution
illustrated the general extent of health practices of the
majority of all students.

The scores of the three grades, though vulnerable to a
biased self-evaluvation of the students, have furnisheﬁ\maans
that are exceptional in their reliability of representation
of the students' health practices. The consistency of the
students' evaluations existed to the extent that in order to
deternine differences between the mean scores of the three
classes, the use of decimal points was necessary.

The results of the treatment of scores from the Health

Practice Inventory indicate a definite lack of improvement of

health practices with the advancement of grade level. The
non~deviating mean scores of the students of the three grades
allow the assumption that the influential factors resulting

in the extent of the students’ practices have either been
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ineffective or so unvaried that no improvement of health
practices was established from grade to grade.

A further and more extensive evaluation of the extent of
the students' health practices was made by determining their
practices in four health areas. These were the same areas
that were used in the evaluation of health knowledge. The
score in each health area was a percentage score represent-
ing the extent of the students' practices as compared with
the highest possible level of health practice attainment as

indicated by the Health Practice Inventory. These are pre-

sented in Table V.

In the tenth grade, the students expressed through the
Inventory that their poorest extent of practices were those
related to nutrition. Students of the tenth grade evaluated
their practices in nutrition as being 69 per cent of an extent
considered ninct desirable. The value of their practices in
other areas presented in percentages and in an ascending rank
were 71.8 per cent in the area of health in home, school,
and community; 73.3 per cent in the area of safety and first
aid; and 76.3 per cent in the area of mental health. The
practices of the tenth grade students involving mental health
were much better than the practices of any of the other three
areas. Theilr extent of desired practices in this area was
also greater than that of all grades in any of the four areas.

The value of all practices equaled 72.7 per cent.
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TABLE V

THE PERCENTAGES OF DESIRABLE HEALTH PRACTICES OF THE
STUDENTE OF THE THREE GRADES IN FOUR HEALTH
AREAS OF THE HEALTH PRACTICE INVENTORY

Grade
Health Area 10 11 12 All Grades

Nutrition 69.0% £6.3% 66.7% 67.3%
Health in Home, School

and Community 71.8 72. 69.7 71.1
Mental Health 76.3 73.8 75.4 75,2
Safety and First Aid 73.3 70.3 69.3 71.7

Total Per Cent

Correct 72.7% 72.0% 70.4% 71.6%

Of the four areas, the area in which the eleventh grade
students indicated the poorest practice was also nutrition.
Thelr 66.3 per cent representation in nutrition was the lowest
extent of practices in an area by any of the three classes of
the study. A percentage of 70.3 indicated the practices of
the eleventh grade students in the area of safety and first
aid; and 72 per cent represented their practices in the area
of health in home, school and community. The best practices
of the four areas for the eleventh grade students were those
related to the area of mental health. A high of 73.8 per
cent represented their practices in this area. OFf all the
areas combined, the average percentage of desiral:le practices

for the eleventh grade was 72.
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The twelfth grade students followed the same trend as
that of the other two grades. Their poorest practices were
in the area of nutrition and their best practices were in the
area of mental health. The per cent of desirable practices
for these two areas were 66.7 per cent in nutrition and 75.4
per cent in mental health. Their per cent of desirable prac-~
tices in the area of safety and first aid was 69.3; and 69.7
in the area of health in home, school, and community. The
twelfth grade students' average per cent of desirable prac-
tices of all areas combined was 70.4 per cent, This average
percentage was the lowest of all three grades.

The students of the three grades were consistent in their
extent of practices in each of the four areas. All of the
classes ranked lowest in nutrition and highest in mental
health. The only difference in the rank of the four areas
between classes was the greater extent of desired practices
of the tenth grade students in the area of safety and first
aid. The practices of this area ranked second highest for
the tenth grade students, but only third highest for the
students of the other two grades. With this exception the
rank of the practices of the four areas was identical from
grade to grade. Though poor throughout, the practices in-
volving nutrition were best among the tenth grade students and
poorest among the eleventh grade students. Practices involv-

ing health in home, schoeol, and community were best among the



eleventh grade students and voorest among the twelfth grade
students.

The practices invoelving mental haalth were more desir-
able among the students of the tenth grade and least

desirable among the students of the eleventh grade. In the

[

area of safety and first aid the practices of the tenth grade
students were again superior to those of the other two grades.
The safety and £irst aid practices of the twelfth grade stu-
dents were the most undesirable of the three grades.

In some instances excepntional differences existed between
the classes and their health practices within an area. This
indicated that there possibly were influential environmental
factors that affected tne students of one class but not those
of another. Tha most noticeable difference was in the area
of safety and first aid, where the tenth grade students indi-
cated much better health practices than did the students of
the other two qgrades. Most of the differences in the other
areas were only slight but d4id indicate a variance from grade
to grade.

vs indicated by the aver per cent of desirable prac-
tices for the three classes, the tenth grade students were
superior. In three out of the four areas, they were highest
in their extent of desirable practices. The practices of the
eleventh grade students were best in onlv one area and in two
areag thelr practices were poorest of the three grades. The

class expressing the greatest extent of undesirable health



practices was the twelfth grade. The practices of the twelfth
grade students were poorest in two areas and second to poorest
in the other two areas.

FProm a comparison of the health practices of the stu-~
dents of the three grades, there is a tendency for the
establishment of an assumﬁtion that the practices were not
only unimproved, but in some instances became even worse with
the advancement of grade level.

The average per cent of desirable practices for the stu-
dents of all grades was 67.3 in the area of nutrition, and
71.1 in the area of health in home, school and community.
These two areas represented the poorest practices of all stu-~
dents in the study. The average per cent for all grades in
the mental health area was 75.2 and 71.7 per cent in the area
of safety and first aid. The only significant difference be-~
tween two average per cents was the difference between the
average per cent in the area of nutrition and the average per
cent in the area of mental health. The standard error of the
difference between the two average per cents was +2.27 per
cent, which produced a critical ratio of 3.43. The critical
ratio was significant at both the .05 and .01 levels of sig-
nificance. The presence of this gignificant difference in-
dicated that the influence or lack of influence of environmental
factors has resulted in the students' poor practices in the
area of nutrition and the more desired practices in the area

of mental health. The difference between all other areas was
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not significant at either the .05 or .01 levels of signifi-
cance. It may be suspected that the great number of existing
factors which negatively influence one's nutritional habits
was the cause of the low extent of desirable practices of
the students in the area of nutrition. At the same time, the
lack of negatively influencing factors probably resulted in
the more desirable practices in the area of mental health.

The average per cent of desirable practices of all stu-
dentg in all areas was 71.5. This extent of desired health
practices in all areass mav be expressed by saying that the
students fell short of the most desired level of practice by
28.4 per cent. Or, more times than not, the students employed
good health practices.

The health practice scores of the students of the study
were compared with national norms. This comparison is pre-
sented in Table VI, The norms for the percentile scale
developed by Johns and Juhnke were established from a large
gsampling of high school students in varied areas of the
nation.s

Only one student of the tenth grade scored high enough
to rank in the highest percentlile interval., Of the entire
class only twenty, or 37.7 per cent, of the fifty-three stu-
dents ranked above the fiftieth percentile. Twelve students,

representing the largest number in a single interval, ranked

>Johns and Juhnke, op. cit., p. 4.
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TABLE VI

DISTRIBUTION OF SCORES OF THE HEALTH PRACTICE
INVENTORY ACCORDING TO PERCENTILE NORMS

Grade
Scores 10 11 iz 21ll Grades Percentile
406500 1 5 5 11 91~100
394-405 3 2 3 8 81~ 90
387-393 3 2 1 6 71~ 80
377~38% 8 6 3 22 61~ 70
368-376 5 7 3 15 51~ 60
360367 5 0 4 o 41~ 50
352359 4 7 11 Z2 31~ 49
342-351 6 7 12 25 21~ 30
327-~341 6 5 7 18 11~ 20
100-326 12 16 14 44 1~ 10
Total 53 57 70 180

within the 1-10 percentile interval. The mean score of the
tenth grade students ranked within the 21-30 percentile.
These findings indicate that most of the tenth grade students
had poorer practicesg than those students represented in the
percentile scale.

FPive of the eleventh grade pupils scored high enough to
rank in the highest percentile interval. Twenty-two of the
students or 38.8 per cent ranked above the fiftieth per-
centile. “ixteen of the students' scores ranked in the
lowest 1-10 percentile interval. There was an unusual absence
of scores in the 41-50 percentile interval. Both of the
adjacent intervals contained a relatively large number of

KCOYes. he mean score of the eleventh grade students ranked
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within the same percentile interval as did the tenth grade
students.

The twelfth grade students consistently ranked lower
than the students of the other two grades. However, five
students scored high enough to rank in the highest percentile
interval. Only twenty scores, representing 28.6 per cent of
the class, were sufficiently high enough to rank above the
fiftieth percentile level. The percentile interval contain-
ing the greatest number of scores was the lowest interval of
1-10 which contained sixteen of the seventy scores of the
twelfth grade. The mean health practice score for the twelfth
grade students ranked, as did those of the other two grades,
in the 21-30 percentile interval.

A comparison of the per cent of students from each grade
that ranked above the fiftieth percentile indicated that the
practices of a greater per cent of eleventh grade students
ranked higher than those of the other two grades. The com-
parison also indicated that the practices of the twelfth
grade students ranked lower than those of the other two grades.
This same relationship existed between the mean scores.

As was indicated by the distribution of scores in Table VI,
there was an appreciable number of students from each grade
whose scores ranked in the upper percentile intervals. OFf
the 180 students of the 3 grades, 11 ranked in the hichest
percentile interval. The largest number of scores ranking in

one of the upper percentile intervals was 22 scores within
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the 61-70 percentile interval. The greatest accumulation of
scores existed in the 4 lowest percentile intervals. The
single interval containing the greatest number of scores was
the 1-10 percentile interval, which contained 44 scores, or
24.4 per cent, of the 180 scores of the study. The rank of
the mean score of all students of all 3 grades fell within
the 21-30 percentile interval.

From these findings it may be concluded that the scores
representing the health practices of the tenth, eleventh and
twelfth grade students of the study were in most instances
lower than those from which the percentile scale was estab-
lished. A comparison of health practice scores of the students
of all grades with national norms indicates that the health
practices of the students of Cooper High School were consider-
ably poorer than that which should be desired.

In order to serve one of the significant purposes of the
study, several comparisons were made between the findings
which related to health knowledge and the findings which re-
lated to health practices. These comparisons allowed an
objective view of the relationship between the health knowl-
edge and health practices of the students of the study.

The fivst of several compariscons to be made was a com-

- parison of the mean scores of the students on both the Health

Knowledge Test and the Health Practice Inventorv. The mean

scores of the tenth grade students on the Health Knowledge

Test represented the lowest score of the three grades. The



61

same relationship was true with their mean score on the Health

Practice Inventory. With both scores being the lowest of the

three grades, it may be assumed that both the existing health
knowledge and desired health practices of students of the
tenth grade were less than those of the other two grades.
This cannot be totally substantiated, however, because of the
lack of significance between the mean scores of the Health

Practice Inventory.

The mean score on the Health Knowledge Test for the

eleventh grade students ranked second with those of the other

two classes. Their mean score on the Health Practice In-

ventory, however, was higher than those of the tenth and
eleventh grades. Again, because of the lack of significance

between the mean scores of the Health Practice Inventory, this

relationship cannct be totallv reliable.
The mean health knowledge score of the twelfth grade
students ranked highest among the three grades on the Health

Knowledge Test. Their mean score on the Health Practice In-

ventory did not significantly vary from that of the other two
grades to establish a meaningful comparison. However, the
difference between the health knowledge and health practices
was consistently greater among the twelfth grade students
than that of either of the other two grades. Or it may be
said that the twelfth grade students, in most instances, pos-

sessed more health knowledge than the students of the other
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grades, but failed to manifest a superiority in health prac-
tices.
The comparison of the mean scores of the students of

the three grades on the Health Knowledge Test and the Health

Practice Inventory clearly indicates that the extent of health

knowledge increased from grade to grade while the health
practices remained relatively unchanged.

Another comparison was made of the per cent of correct
responseg of the students in the four health areas of the

Health Knowledge Test with those of the same four areas in

the Health Practice Inventory. This comparison allowed a

more specific understanding of the students' relationship be-~
tween health knowledge and health practices.

The most consistent relationship of the rank of health
area scores of both the test and inventory existed within the
tenth grade. The lowest per cent scores of all areas on both
tests occurred in the area of nutrition. This occurrence
tends to imply that of all areas the tenth grade were poorest
in their knowledge and practices that pertained to the area
of nutrition. Ranking third were the health knowledge and
health practice scores in the area of health in home, school,
and community. The scores of the two tests ranked second in
the area of safety and first aid. The highest ranking aresa
for the tenth grade students was mental health. The scores
of both tests were highest in this area. This ranking implies

that the mental health knowledge and the mental health
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practices are better than those of all other areas. The
tenth grade students were the only ones who expressed an

identical ranking of all areas on both the Health Knowledge

Test and the Health Practice Inventory.

The scores for the students of the eleventh grade were
also lowest on both tests in the area of nutrition: and again,
both were highest in mental health. However, a split occurred
in the rank of the scores in the areas of health in home,
school, and community, and safety and first aid. The area of
health in home, school, and community ranked third highest

on the Health Knowledge Test and second highest on the Health

Practice Inventory. 1In safety and first aid, the eleventh

grade students' scores ranked second to the other areasz in
health knowledge, but third in health practices.

The twelfth grade students followed the same trend as
established by the students of the other two grades in that
their scores on both tests were lowest in the area of nutrition
and highest in the area of mental health. The rank of the
scores of the other two areas were the same as those of the
eleventh grade students.

The highest scores of all students on both tests were in
the area of mental health. The scores of both tests were
second highest in the area of safety and first aid; third
highest in the area of health in home, school, and community:
and lowest in nutrition., The actual comparison of health

knowledge and its resulting effectz on health practices cannot
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be derived from a comparison of the rank of health area

scores from each of the two tests, The only true determination
that can be expressed is the extent to which the health knowl-

edge scores and the health practice scores of the health areas

were similar in rank within each class and from class to class.

It is guite clear, however, that both the knowledge and
practices of the students involving nutrition were the poorest
of the four areas. It is also clear that both the knowledge
and practices of the students involving mental health were
superior as compared to the other areas.

A third comparison of the health knowledge scores with
the health practice scores was their application to their re-
spective percentlile scales and the analysis of the percentile
rank of the mean scores of both tests.

The mean score of the tenth grade students on the Health

Knowledge Test represented a percentile rank of 36. Their

mean score on the Health Practice Inventorv represented a

percentile rank of 29.5. Both percentile ranks were con-
siderably low in comparison with national norms. By comparing
the two percentile ranks, it appears that the health knowledge
of the tenth grade students was considerably more desirable
than their health practices.

The percentile rank of the mean score of the eleventh

grade students on the Health Knowledge Test was 41 and their

percentile rank of the mean score on the Health Practice In-

ventory was 29.7. The comparison of these two percentile
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ranks indicated a vast difference between health knowledge
and health practices of the eleventh grade students. A much
wider range existed between the two percentiles of the eleventh
grade students than that of the tenth grade students.

The mean score of the twelfth grade students on the

Health EKnowledge Test represented a percentile rank of 60.5,

This rank differed greatly from the low percentile rank of 29.6

representing their mean score on the Health Practice Inventory.

The difference of the percentile ranks of the twelfth grade
was the largest of the three grades.

The mean score of all students on the Health Knowledge

Test ranked 46 on the percentile scale. The mean score of

all students on the Health Practice Inventory produced a 29.6

percentile rank. The comparison of the mean scores with the
national norme indicates that the health knowledge of the
students of the study was much more desirable than their
health practices. The percentile ranks of the separate
grades also implies that the difference between health knowl-
edge and health practices increased with the advancement of
grade level.

It must be understood, however, that due to differences
in the samplez from which the two scales were constructed,
there cannot be complete reliability in the comparison of
the percentile ranks of the two scales,

The only true evaluation of the relationship between the

health knowledge and health practices of the students of the
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study was the establishment of coefficients of correlation
hetween the two tests. Coefficients of correlation of the

two tests are presented in Table VII.

TABLE VII

THE COEFFICIENTS OF CORRELATION OF THE TWO SETS OF
SCORES OF THE STUDENTS OF THE THREE GRADES ON
THE HEALTH EKNOWLEDGE TEST AND THE HEALTH
PRACTICE INVENTORY ACCORDING TO FOUR
HEALTH AREAS AND ALL AREAS COMBINED

Grade
Health Area 10 11 12 All CGrades

Nutrition .17 .14 15 11
Health in Home, School,

and Community .19 .21 .17 .13

Mental Health .29 .28 .27 .17

Safety and First aid .22 .20 .18 .14

All Areas .23 .22 .18 .13

The coefficient of correlation of the two tests for the
tenth grade students was .23. The comparison of their coeffi-
cient of correlation with significance levels of .05 and .01
fails to produce a meaningful relationship between the health
knowladge and health practices of the tenth grade students.

A more precise evaluation was made of the relationship
of health knowledge and health practices of the tenth grade
students by determining the coefficients of correlation of
the students’' scores from the four health areas of the two

tests. The coefficients of correlation of the health knowledge
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and health practice scores made by the tenth grade students
in the area of nutrition was .17. The correlation between
knowledge and practices of this area was the poorest of the
four areas for the tenth grade. The correlation of the scores
in the area of health in home, school, and community was .19,
The correlation of the scores in the area of safety and first
aid was .22. The highest and only significant correlation of
knowledge and practices existed in the area of mental health.
A coefficient of correlation of .29 represented the mental
health knowledge and mental health practices of the students
of the tenth grade. The correlation cf .29 was significant
at the .05 level of significance.

The scores of the eleventh grade students in the area of
nutrition produced a coefficient of correlation of .14. This
area again represented the students’ poorest relationship be-
tween health knowledge and health practices of the four areas.
A correlation coefficient of .21 exiszsted between the scores
in the area of health in home, school, and community and a
coefficient of .20 existed in the area of safety and first
aid. The only significant correlation between the scores of
the two tests existed in the area of mental health. The .28
coefficient of correlation of the mental health scores was
significant at the .05 level.

The scores including all areas of the two teste made by

the students of the eleventh grade possessed a coefficient of
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correlation of .22, which was not sgignificant at either the
.05 or .01 levels of significance.

The correlation of the scores of the twelfth grade stu~
dents followed a similar trend as that of the other two grades.
Again the lowest correlation was in the area of nutrition and
the highest correlation was in the area of mental health.

The coefficients of correlation of the health knowledge and
health practices of the four areas were .15 in nutrition:

.17 in health in home, school, and community; .27 in mental
health: aud .18 in the area of safety and first aid. 2As was
true with the other classes, the only significant correlation
existed in the area of mental health and it, too, was signi-
ficant only at the .05 level. However, the significance of
the correlation between the two scores in the mental health
area for the twelfth grade students was the most significant
of the corresponding scores of all grades in all areas. The
coefficient of correlation of the scores representing all
areas of the two tests for the twelfth grade students was
.18, which was not significant at either the .05 or .01 levels
of significance.

The scores of both tests made by students of all three
grades possessed a coefficient of correlation of .11 in the
area of nutrition; .13 in the area of health in home, =chool,
and community; .17 in the area of mental health; and .14 in
the area of safety and first aid. The poorest relationship

between knowledge and practices of all students was in the
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area of nutrition. The best relationship was in the area of
mental health. The cnly significant relationship of health
knowledge and health practices existed in the area of mental
health. TIts significance exceeded the .05 level of .15, but
did not reach the .19 level of .0l significance.

The coefficients of correlation illustrated in Table VII
indicate an insignificant relationship between the health
knowledge and health practices of the students in all health
areas except the area of mental health. The students' scores

for the Health Knowledge Test and the Health Practice Inven-

tory in the area of mental health revealed a consistent

significance of correlation from grade to grade. Its signi-
ficance, however, did not reach the more desired .01 level in
any of the three grades.

Although the relationships of the performance of the
students on the two tests were not significant, the consis~
tency of the extent of correlation within the four health
areas from grade to grade indicates that some degree of rela-
tionship 4id exist., The lack of negative correlation also
establishes a relationship between the health knowledge and
the health practices of the students of the study. From
these findings, it may be established that some extent of
relationship did exist between the health knowledge and the
health practices of the students of the study, but the lack

of significance of the relationship assures that, in effect,



the students have not sufficiently applied their health

knowledge to propagate desirable health practices.
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CHAPTER IV
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Summary of the Study
The investigator made a study of the relationship of
health knowledge and health practices of the tenth, eleventh,
and twelfth grade students of Cooper High School, Delta
County, Texas, during the academic year of 1966-1967. The

term, health knowledge, as applied to the study, referred to

the student's acquired and retained information that related
to the physical, mental, social, and emotional welfare of the

individual. The term, health practices, as applied to the

study, referred to the extent (measured by a health practice
inventory), to which the student engaged in those activities
that indicate and affect the present and future status of
the physical, mental, social, and emotional welfare of the
individual. The present study was undertaken to determine

1. The health knowledge of the students selected for
the study as indicated by a standardized test.

2. The health practices of the students of the study
as indicated by a standardized inventory.

3. Vhether or not there was a relation between the health
knowledge and the health practices of the students selected

for the study.
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The study was limited to the relationship of health
knowledge and health practices of the tenth, eleventh, and
twelfth grade students of Cooper High Schoel, Delta County,
Texas, during the academic year of 1966-1967.

Previous studies related to the present study were pre-
gented, with their relative findings. Instances were noted
where previous studies either differed or were similar to the
present study.

The instruments used to collect the data for the study
were selected from a variety of standardized tests used for

the purpose of evaluating health knowledge and health prac-

tices. Shaw, Trover, and Brownell's Health Knowledge Test

was used to measure the health knowledge of the students of
the atudy.l Johns and Juhnke's Health Practice Inventory was
used to evaluate the health practices of the students of the
study.2

The subjects selected for the study were students of
the tenth, eleventh, and twelfth grades of Cooper High School,
Delta County, Texas, during the school vear 19%66-1967. All
students of the three grades totaling 180 were used as sub-
jects for the study.

Following the collection of data by the administration

of the two standardized tests, the data were treated

lShaw, Troyer, and Brownell, op. cit., p. 1.

2John$ and Juhnke, op. c¢it., p. 1.
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statistically to determine the following for each of the
three grades:

1. The mean

2. ?hé range

3. The standard daeviation

4. The standard error of measurement

5. The coefficients of correlation.

The significance of the measures and their variations per-
mitted the following conclusive comparisons:

1. A comparison of the measures established by each of

the three grades on the Health Knowledge Test.

2., A comparison of the measures established by each of

the three grades on the Health Practice Inventory.

3. A comparison of the measures established by each of

the three grades on the Health Knowledge Test with the measures

established by each of the three grades on the Health Practice

inventorv.
4. A comparison of the measures established by all stu-

dents on the Health EKnowledge Test with the measures established

by all students on the Health Practice Inventorv.

5. 2 comparison of the mean scores of the three grades

with national norms of both the Health Knowledge Test and

the Bealth Practice Inventory.

A more specific evaluation of the students was made

possible by grouping the guestions of the Health Knowledge

Teast and the Health Practice Inventorv into four health areas.
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The resulting per cent of correct answers and desired re-
sponses of each area along with the coefficients of correlation
of the two sets of test scores allowed an evaluation of the
students’ health knowledge and health practices in four spe-
cific health areas. The four areas included nutrition:

mental health: health in home, school, and community: and
safety and first aid. 7The data were analyzed and interpreted

and conclusions were drawn.

Summary of the Pindings

The important findings of the study were

1. The students of the study indicated an appreciable
increase of health knowledge with the increase of grade
level. With only one exception there was also a predominant
progression of health knowledge in each of the four health
areas, The health knowledge of the students related to the
area of nutrition failed to progress with grade level. The
health area in which the students of the study possessed the
greatest amount of knowledge was the area of mental health.
The area represented by the students' poorest or least amount
of knowledge was nutrition. 2Also, the evaluation of the
students’' extent of health knowledge in the four health areas
produced a high degree of consistency in each of the areas
from grade to grade. A comparison of mean scores of each
class with national norms resulted in percentile ranks that

advanced with the advancement of grade level, The mean score
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of all students of all grades ranked below the fiftieth per-
centile,

2. The results of the mean scores of the Health Prac-
tice Inventory failed to distinguish a significant difference
between the health practices of the students of the three
grades. The evaluation of the students' health practices in
the four health areas indicated desirable practices in the
area of mental health, but highly undesirable practices in
the area of nutrition. The students' health practices in-
volving the four areas did not significantly differ from
grade to grade. However the rank of the scores representing
the health practices of the areas were highly consistent from
grade to grade. The scores representing the four health
areas failed to show an improvement of practices in any of
the areas with grade advancement. In gome instances the
gcores show evidence that the practices became even worse
with grade advancement.

A comparison of the mean health practice scores of the
students of the three grades with national norms resulted in
percentiles that consistently ranked below the thirtieth
pexrcentile. The mean health practice of all students of all
grades produced a percentile rank of 29.6,

3. The positive correlations established that a rela-
tionship existed betWeen the health knowledge and health
nractices of the students of the study. The congistencv of

the rank of the coefficients of correlation of the areas from



76

grade to grade also verified that some extent of positive
relationship did exist. However, the coefficients of corre-
lation of the two sets of test scores indicated that the
relationship between the health knowledge and health practice
of the students of the study was insignificant.

The coefficients of correlation of the health knowledge
and health practice scores of the four health areas indicated
a lack of significant relationship between the knowledge and
practices of the students in all areas except mental health.
The relationship of the health knowledge and practices which
related to the area of mental health resulted in a signifi-
cant correlation. The poorest relationship existed in the

area of nutrition.

Conclusions of the Study

The conclusions derived from the findings of the study
involving the relationship between the health knowledge and
health practices of students of the tenth, eleventh, and
twelfth grades of Cooper High School, Delta County, Texas,
during the academic year 1966-1967 are presented as follows:

1. The students of the study progressed in the extent
of their health knowledge with the advancement of grade level.
The greatest amount of health knowledge was possessed in the
area of mental health, whereas the poorest extent of knowledge
existed in the area of nutrition. In cowparison with national

norms, the mean scores of the students of the study allowed
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the conclusion that much was to be desired in the extent of
their health knowledge.

2. The students of the study not only failed to improve,
but in some instances even showed a regression, in the extent
of their desirable health practices as they advanced in grade
~level. The health area in which the poorest health practices
were expressed was the area of nutrition. The best practices
of the students were those related to the area of mental
health. The comparison of the mean scores of the Health

Practice Inventory with national norms allows the conclusion

that the health practices of the students of the study were
much poorer than what should have been desired.

3. The relationship between the health knowledge and
health practices of the students of the study was extremely
low in all health areas except the area of mental health.

The relationship of health knowledge and health practices
were lowest in the area of nutrition. The students of the
study failed to establish an improvement of the relationship
of health knowledge and health practices with the advancement
of grade level. In some instances, the relationship became
even more undesirable. The lack of significant relationship
between the health knowledge and health practices of the
students of the study indicates that, in effect, the students
ware not putting into practice the extent of health knowledge

which they possessed.
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From the conclusions of the study, the following recom-
mendations are made:

1. That sufficient emphasis be placed upon the need
for improvement of health knowledge among all students of
all grades.

2, That an investigation be conducted to determine
methods of instruction that would bring about learning pro-
cesses wihich would enable the establishment of better health
practices among students of all grades.

3. That health information be presented in a manner
that would illustrate the importance of desirable health
practices.

4, That the school health curriculum be geared to meet

the needs of the students.

Recommendations for Future Studies

1. A comparative study of the relationship of health
knowledge and health practices of high school boys and high
school girls.

2. A study of the relationship of health knowledge and
health practices of high school students according to race.

3. A study of the factors affecting the extent of health
practices of high school students.

4. A study of the relationship of health knowledge and

the use of tobacco.
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