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ABSTRACT 

 

Özbekkangay, Ece (2020). The Effects of Peer-Led Nutrition Model on Nutrition 

Knowledge Among Adolescents. Yeditepe University, Institute of Health Science, 

Department of Nutrition and Dietetics, MSc Thesis, Istanbul. 

 

Nutrition in the adolescent period is important for preventing diseases especially 

obesity, and for proper habits for prevention of chronic diseases that may occur 

especially when students are able to access fast and ready food. Since the students are 

open for being influenced by friends in the adolescent period, it is important to carry out 

studies that will use this situation positively. In this study, an education model: the peer 

education model trying to turn this situation to an advantage. A total of 72 students were 

divided randomly into two separate groups as traditional and peer led education group. 

Traditional education included basic nutrition education and was verbally explained. 

The other group was selected as the peer-led method and training was provided with the 

peer education model by dividing into two groups; narrators and audience. Narrators 

were given verbal training and then were asked to explain their peers with a sample of 

the same training. The content of both training was exactly the same. Adölesan 

Beslenme Bilgi Düzeyi (ABBID) questionnaire was used for pre and post knowledge 

levels. Increase in knowledge in both methods were found statistically significant 

(p<0.05). The increase in the peer-led method was more significant than the traditional 

education method group, but there was not a statistically significant difference between 

the narrator and the audience (p>0.05). This education found to be a useful way for 

adolescents to increase their nutritional knowledge levels, as well as to increase their 

friendship and self-confidence with their peers. 

 

Keywords: nutrition education, nutritional knowledge level, peer education in 

adolescent 

 

 

 

 

 



 
 

xi 

ABSTRACT (TURKISH) 

 

Özbekkangay Ece. (2020). Adölesanlarda Akran Eğitimi ile Geleneksel Beslenme 

Eğitiminin Beslenme Bilgi Düzeyine Etkisinin Karşılaştırılması. Yeditepe 

Üniversitesi, Sağlık Bilimleri Enstitüsü, Beslenme ve Diyetetik ABD., Yüksek Lisans 

Tezi, İstanbul. 

Adölesan dönemde beslenme, başta obeziteyi olmak üzere oluşabilecek hastalıkları 

önleme ve ileriki zamanlarda kazanılacak alışkanlıkları olumlu yönde kazandırmak 

açısından önemlidir. Özellikle lise çağındaki öğrencilerin hızlı ve hazır gıdaya ulaşımının 

bu kadar kolay olduğu bir dönemde sağlıklı alışkanlıklar kazandırmak sonrasında 

oluşabilecek kronik hastalıkların önüne geçeçektir. Aynı zamanda adölesan dönemde 

öğrenciler, arkadaş çevresinden etkilenmeye açık bir grup olduğundan dolayı bu durumu 

olumlu yönde kullanacak çalışmalar yapmanın önemi artmaktadır. Bu çalışmada ise bu 

durumu avantaja çevirmeye çalışan bir eğitim modeli kullanılmakta; bu model akran 

eğitim modeli olarak adlandırımaktadır. 72 öğrenciden oluşan örneklem rastgele iki ayrı 

gruba ayırarak bir gruba geleneksel eğitim modeli, diğer grup akran eğitim modeli 

kullanılarak eğitim verilmiştir. Geleneksel eğitim temel beslenme eğitimi içeriğinde olup 

sözel olarak anlatılmıştır. Diğer gruba akran eğitim modeli ile eğitim verilmiştir. Grup 

ikiye bölünerek öncelikle anlatıcı olan öğrencilere sözel eğitim verilip daha sonra aynı 

eğitimin kitapçık haline getirilmiş örneği ile dinleyici akranlarına anlatmaları istenmiştir. 

Her iki eğitimin içeriği de tamamen aynıdır. Eğitim öncesi ve sonras bilgi düzeylerini 

ölçmek için Adölesan Beslenme Bilgi Düzeyi (ABBİD) ölçeği kullanılmıştır. Sonuçta her 

iki gruptaki artış istatistiksel olarak anlamlı bulunmuştur (p<0.05). Artış, akran eğitim 

modelinde geleneksel eğitim modeline göre anlamlı olarak yüksek saptanmış, fakat 

anlatıcı ve dinleyici akranlar arasında istatistiksel olarak anlamlı bir farklılık 

bulunamamıştır (p>0.05). Bu eğitimin adölesanların beslenme bilgi düzeylerini 

arttırmlarının yanı sıra akranları ile olan arkadaşlık ilişkilerini ve kendilerine olan 

özgüvenlerini arttırmalarının yararlı bir yol olacağı düşünülmektedir. 

Anahtar Kelimeler: adölesanlarda beslenme eğitimi, beslenme bilgi düzeyi, akran 

eğitimi
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1. INFORMATION AND PURPOSE 

 

Nutrition adventure has started from infancy continues until the end of our lives. 

Therefore, adolescents have to pay attention to nutrition at all time. Obesity has become 

the most important chronic disease of recent times and increasing day by day; especially 

children in adolescence tend to fast food consumption in nutrition.  

The risk of obesity extends from adolescence to adulthood (1). Healthy eating behavior 

prevents chronic diseases in adulthood (2). As it is known, adolescence is a period in 

which mental and physical changes occur and children's eating habits occur. During this 

period, there are many external factors that affect adolescents and these factors affect their 

eating habits. They often turn to fast food chains because having not enough time for 

healthy eating (3). The adolescent period is a very key point to change this habit (1,4). 

Studies also have shown that adolescents are a nutritionally sensitive group for a number 

of reasons, including nutritional requirements, eating habits and lifestyles, risk-taking 

behaviors, and sensitivity to environmental influences (5,6). Providing information to 

establish healthy eating habits will significantly affect their choice after this phase. As 

mentioned before, adolescents are very much affected by each other's activities in 

nutrition as in all other subjects (4). Adolescents are mostly under the influence of peer 

pressure, so peer studies have been used in recent studies (1,4,7). Peer education among 

adolescents peers provides information, training and resources for nutrition and health 

promotion (1). Peer education in order to improve health in adolescents; it directly affects 

adolescents in such matters as being a positive role model and changing social norms 

(1,4). 

The aim of this study is to compare the effects of traditional healthy nutrition education 

intervention with peer-led method intervention.  

 

 

 

 

 

 

 

 

 



 
 

2 

2. LITERATURE REVIEW 

 

 2.1. Adolescent Period 

 

Adolescence is one of the fastest stages of human development (8). In other words, 

adolescence refers to the period that shows the transition from childhood to adulthood 

(9). Knowledge and skill development, learning to manage emotions and relationships, 

and the time to enjoy the qualities and traits that will be important to take on adult roles 

and adolescence (8). Age is typically 12 to 18 years of age, although it is a suitable way 

to identify adolescence; this roughly corresponds to the time elapsed from the beginning 

of the pubertal (8,9). Adolescence begins at puberty and ends in early adulthood and it is 

divided into three periods: early adolescence (10-14 years of age), late adolescence (15-

19 years of age), and young adulthood (20-24 years of age) (10). World Health 

Organization (WHO) said that people under the age of 18 are defined as child, although 

adolescence starts at an early age in many regions, it has been detected between the ages 

of 12-13 in high income areas and the definition of people between ages of 10 and 19 

years as adolescence, people between the ages of 15-24 as youth and people between the 

ages of 10-24 as young (11). 

Both individual characteristics (gender) and external factors (malnutrition, 

abusive environment) affect these changes (8). This period often occurs with puberty, a 

biological phenomenon, including the development of secondary sex characteristics and 

modulation of muscle and fat (9). 

 

 

2.2. Nutrition in Adolescent Period 

 

Macro nutrients such as carbohydrate, protein and fat are essential for the development 

of puberty (10). Healthy eating during adolescence is crucial during this time affect an 

individual’s nutritional and dietary requirement (12). Eating patterns and behaviors are 

influenced by many factors, which are peer influences, parental modeling, food 

availability, food preferences, cost, convenience, personal and cultural beliefs, mass 

media, and body image (13). Adolescents want to make their own decisions by thinking 
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that they are independent individuals and at the same time they are very much affected 

by their peers (12) 

 

2.3. Adequate and Balanced Nutrition in Adolescents 

 

A balanced and varied diet provides sufficient calories and nutrition to supply the needs 

of adolescents (13). Especially in adolescence period, the amino acids necessary for 

muscle development, the need for vitamin D and calcium is also important.  

It is necessary to make sure that the energy and nutrients taken meet the needs of 

adolescents because if the energy taken is more than the energy consumed, this causes 

the onset of obesity in adolescents.  

For balanced nutrition, it is said that 50% of the recommended diet is complex 

carbohydrates, proteins should be decided per height in boys and girls differently, but no 

amount is recommended in fat and polyunsaturated fats, linoleic (n-6) and α-linolenic (n-

3) can be suggested (10). 

 

2.4. Energy 

 

Energy needs are calculated for adolescents to maintain a healthy life and to be in full 

well-being (14). Basal metabolic rate is the most important component used to calculate 

the energy requirement. Due to differences in the timing of the explosion in adolescence 

period, both weight and height are highly variable. Changes in weight and height make 

little difference in boys and girls. Energy requirements for different activity models are 

calculated quantitatively. For example, physical activity, sleeping, going to school, light, 

moderate and heavy work, etc. The calculations are made for boys and girls as follows. 

For boys, BMR = 17.5 W+651 kcal/day (2.72 MJ/day) and for girls  BMR = 12.2 W+746 

kcal/day (3.12 MJ/day) (15). The body's energy sources are macro and micro nutrients. 

Macronutrients, carbohydrates, proteins and fats; micronutrients are vitamins and 

minerals (16). 
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2.5. Macronutrients 

 

The three main macro nutrients for adequate and balanced nutrition are carbohydrate, 

protein and fat. A balanced diet is way whose 50%, 30% and 20% of the total calorie 

are consisted of carbohydrate, fat and proteins; respectively. In particular, adequate 

and balanced nutrition is of great importance for the productivity, cognitive 

development, performance improvement, survival and protection of adolescents in this 

period (17). 

 

2.5.1. Carbohydrates 

 

The main function of carbohydrates is to provide energy to the body, in this context 

it provides energy to the brain cells, especially those working on carbohydrates which 

is important for adolescence period (18). Fifty to sixty percent of daily energy intake 

should come from carbohydrates (17) The Recommended Dietary Allowence (RDA) 

for carbohydrate is set at 130 gr/day (18). Carbohydrates are divided into two as 

simple and complex. In adolescence, complex carbohydrates with high fiber content 

should be consumed instead of simple carbohydrates, also known as sugar. However, 

adolescents usually consume less complex carbohydrates and fibers, they consume 

and like much more basic carbohydrates (17). Simple carbohydrates increase blood 

sugar rapidly, complex carbohydrates have low glycemic index and high blood sugar 

stability (18). If adolescences consume like this way, it prevents sudden increases in 

blood glucose and reduce risk of chronic diseases such as obesity, diabetes, heart, 

cardiovascular diseases and colon cancer because of the fiber in complex 

carbohydrates (17). 

 

2.5.2. Proteins 

 

Proteins are the building blocks of the body and also serve as a precursor to enzymes, 

hormones, vitamins and nucleic acids. The RDA for both boys and girls are 0.80 

gr/kg/day for nitrogen balance (19). Also, Özdemir et al. mention that, daily protein 

intake requirement for adolescents according to the World Health Organization are 
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0.8 g/kg/day for girls and 1.0 g/kg/day for boys. Inadequate protein intake leads to 

retardation of linear growth and reproductive organs, and decreased lean muscle 

mass.   Because of that, %12-15 of the daily required energy intake that come from 

proteins must be the goal. Protein sources are divided into vegetable and animal 

origin proteins are of higher quality than vegetable sources. Animal sources come 

from 70-80% of dairy products while the rest comes from meat, chicken and fish, on 

the other hand vegetable sources are dry legumes, oil seeds and soy beans. Therefore, 

adequate protein intake promotes linear increase in muscle mass and muscle 

development (17). 

 

2.5.3. Fats 

 

Fats are one of the body's major sources of energy and also provide the absorption of 

fat-soluble vitamins and carotenoids (18). Some fatty acids cannot be produced in the 

body and the body needs these fatty acids for growth, heart and skin health (17). 

Adequate Intake (AI) and the RDA also did not provide information on the amount 

of fat intake due to insufficient information for the prevention of chronic diseases 

(18). But Özdemir et al. mention fatty acids are should be 30% of daily energy intake. 

7-10% should consist of saturated fatty acids, 7-8% polyunsaturated fatty acids and 

10-15% monounsaturated fatty acids. In adolescents, 36% of the energy should come 

from fats and 13% should be from saturated fatty acids because they are in the 

developmental period, ıf fatty acids intake are inadequate absorption of protein and 

fat-soluble vitamins decreases (17). 

 

2.6. Micronutrients 

 

Micronutrients play important role in adolescent nutrition (20). Adequate intake of 

micronutrients are required for utilization of macro nutrients, prevention of infectious 

diseases, metabolic and physiological functions. Micronutrients are generally 

composed of 13 vitamins and 16 minerals, responsible for many functions that are 

beneficial to adolescences body (21). Vitamins are divided into water and fat soluble. 

fat soluble vitamins A, D, E and K vitamins, water soluble are B and C vitamins. 
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Minerals are calcium, chromium, copper, fluoride, iodine, iron, magnesium, 

manganese, molybdenum, phosphorus, potassium, selenium, sodium and zinc. 

 

2.6.1. Vitamins  

 

Vitamin A is a fat-soluble vitamin and is important for growth and development, 

good vision, immunity and reproduction. Inadequate intake of bone development and 

reproductive disorders, it plays a role the body's immunity and in the lack of 

infectious diseases can increase (22). Vitamin A is found almost exclusively in 

animal products such as human milk. For example, glandular meats, liver and fish 

liver oils (especially), egg yolks and dairy products can be given (23).Vitamin D is 

one of the fat-soluble vitamins. It is important in bone development because it plays 

a role in calcium metabolism. İnsufficiency of D vitamins, especially in adolescence 

may cause rickets (22). Vitamin E is also in the fat-soluble vitamins group. It plays a 

role in α-tocopherol metabolism, helps increase lean body mass and growth in 

adolescents. Sources of vitamin E are sunflower oil, olive oil and soybean oil. Animal 

fats, vegetables and meats 10%; fruits, nuts, dairy products and cereals 4%; eggs and 

fish contain 2% vitamin E (23). Vitamin K is the last of the fat-soluble vitamins. 

plays a role in coagulation and bone development. The first source of vitamin K is 

dark green leafy vegetables, the second source of vegetable-derived oils. For 

example; such as peanuts, corn and sunflower oil (23).  

B vitamins from water-soluble vitamins Vitamin B1 is also known as thiamine. 

It plays a role in carbohydrate metabolism and co-enzyme metabolism of branched 

chain amino acids. Vitamin B1 deficiency causes Beri-beri, polyneuritis, and 

Wernicke-Korsakoff syndrome. Another name for vitamin B2 is Riboflavin. 

Coenzymes in the body show numerous functions plays a role in oxidation and 

reduction reactions. Vitamin B2 deficiency causes Growth, cheilosis, angular 

stomatitis, and dermatitis. Vitamin B3 is also called Niacin. Mechanisms in the body 

co-substrate/co-enzyme and numerous hydrogen transfers they are dehydrogenase. 

Insufficient intake causes pellagra with diarrhoea, dermatitis, and dementia (23). 

Vitamin B6 is one of the important ones, it is involved in heme synthesis and amino 

acid metabolism. It is therefore closely related to growth and development (22). Since 

B6 deficiency affects brain functions, it causes nervous system disorder and immune 
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system cannot work properly. Vitamin B5 acts as a coenzyme of vitamin A and in fatty 

acid metabolism. In the absence of vitamin B5 fatigue, sleep disturbances, impaired 

coordination, and nausea. Vitamin B7 (Biotin), coenzyme functions bicarbonate 

dependent carboxylations are also involved. Insufficient intake causes Fatigue, 

depression, nausea, dermatitis, and muscular pains (23). Vitamin B9 is one of the other 

important water-soluble vitamins, folic acid is required for proper development of the 

human body. It plays a role in the production of genetic material called DNA and many 

other bodily functions. Sources of folate include leafy vegetables (such as spinach, 

broccoli and lettuce), okra, asparagus, fruits (such as banana, melon and lemon), beans, 

yeast, mushrooms, meat (e.g. liver, kidney), orange juice and tomato juice (24). B9 

vitamin deficiency is the most important disease in neural tube defect (23). Vitamin 

B12 is known as cobalamin in the literature. Many microorganisms are able to 

synthesize B12, thus entering the food chain of humans. Mostly synthesized and stored 

in the liver. It is found in products such as milk, meat and eggs obtained from 

herbivorous animals (23). Drake et al. mention that also vitamin B12 found in animal 

products, for example meat, poultry, fish and to a lesser extent in milk (22). B12 

deficiency is mostly seen in vegetarians. In sufficient intake causes Pernicious anemia 

and Atrophic gastritis (23). B12 deficiency is mostly seen in vegetarian adolescents, 

but vitamin B12 is stored in the liver, it requires a 5-year study. Therefore, there is no 

clear information on the subject (22). Vitamin C, also known as ascorbic acid, is one 

of the vitamins that play an important role in growth and development. It is also one 

of the most effective antioxidants involved in the synthesis of collagen, carnitine and 

neurotransmitter and plays a role in strengthening the immune system.  

Another important task is the conversion and absorption of non-heme iron (22). 

Vitamin C deficiency is most common in people who consume less fruits and 

vegetables. Deficiency is the scurvy in seamen in the 15th century (23). 

 

2.6.2. Minerals 

 

The minerals that are important for the adolescent period are calcium, iron, 

magnesium, potassium, sodium, zinc, iodine and selenium. First mineral is calcium, 

99% of calcium is found in bones and teeth. When taken at sufficient levels leads to 

proper mineralization of bones, increases bone mass weight, reduces the risk of bone 
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fracture and osteoporosis. Milk and dairy products are the most well-known sources 

of trace amounts in cereals and vegetables, but their bioavailability is less than in 

dairy products. Iron, oxygen and electron transport/storage, energy metabolism, 

antioxidant functions and takes part in DNA synthesis (22). Especially in adolescents, 

the need for iron is very high during the rapid growth phase. There are two kinds of 

dietary iron: heme iron and non-heme iron. Heme iron sources are meat, poultry, and 

fish; non-heme iron sources are cereals, pulses, legumes, fruits, and vegetables. Iron 

deficiency is most common in newborns, children, adolescents and pregnant women, 

which has recently been significantly reduced thanks to cereal enrichment (23). 

Magnesium is involved in energy, protein, carbohydrate and lipid metabolism as well 

as taking part in many cellular events. Magnesium is found in nuts and green fiber 

vegetables, the most important reason being that magnesium is a part of chlorophyll 

(22). Also the other study said that green vegetables, nuts, legumes, peas and beans 

rich in magnesium. Magnesium deficiency causes neuromuscular or neurological 

disorders. It causes long-term diarrhea or excretion of more urine, especially in 

newborns (23). 

Potassium is important for muscle contraction and heart function. Vegetables, 

fruits and dairy products are rich in potassium and therefore, the low consumption of 

these nutrients by adolescents brings potassium deficiency. High-sodium foods such 

as fast foods are consumed more than a potassium-rich foods and as a result of high 

blood pressure and the risk of stroke in later life is high. The amount of sodium 

recommended by the 2010 Dietary Guidelines for Americans for both adolescents and 

adults was determined to be 1,500 mg / day. As long as these amounts are not 

exceeded, blood pressure is low and the risk of cardiovascular and kidney diseases is 

reduced. Zinc plays a role in the proper functioning of immune, reproductive and 

neurological functions. Good sources of zinc are shellfish, beef, and other red meats 

and nuts and legumes are the plant sources of zinc (22). Low zinc levels both adversely 

affect growth and development and can lead to infectious diseases. At the same time 

deficiency causes disorders of metabolism. Iodine is important for the proper 

functioning of thyroid glands and thyroid hormones. When consumption of daily 

iodine levels is achieved, endemic goiter or cretinism and iodine excretion from urine 

are not observed. The amount and quality of iodine depends on the soil on which it 

grows, and seafoods are iodine-rich. Iodine deficiency causes irreversible damage to 

the brain and central nervous system. Selenium is responsible for protecting body 
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tissues from oxidative stress and infection, as well as maintaining growth and 

development. Insufficient selenium intake causes Keshan disease and Kaschin-beck 

disease. Environmental factors affect the selenium level of nutrients, for example, 

cereal, rice, corn and pasture grasses in China are poor in selenium, Keshan disease 

and Kaschin-beck disease has been observed in Chine as previously mentioned (23). 

 

2.7. Health problems related with nutrition 

 

Adolescents are generally defined as healthy people, their well-being is closely 

related to how they look at themselves (25). In another study, it was also stated that 

most of the diseases that adolescents may encounter in later life will be non-

communicable diseases. Examples of these diseases include smoking, substance use, 

obesity, lack of physical activity, and malnutrition habits (26). As it is known, firstly 

obesity and lesser known health problems are seen undernutrition and malnutrition 

in adolescence period (27). A different study was also classified as undernutrition, 

micronutrient deficiency, obesity, inadequate and malnutrition (26). Adequate and 

balanced nutrition depends on 2 factors. The first is known knowledge about 

socioeconomic factors, cultural conditions, food choices and nutrients, and the 

second is the ability to digest, absorb and use nutrients. While it is often said that 

poor socioeconomic status affects nutritional status, some studies say that cultural 

differences also cause health problems (20,27). Overnutrition and malnutrition are 

often simultaneous problems in the adolescent population (26).  

Undernutrition is common in rural areas and in countries with poor 

socioeconomic status. Undernutrition is to determine if the menarche status of girls. 

When the nutritional level is insufficient, the menarche period starts late (20,26). 

Growth and development are seen later in malnourished groups (26). Malnutrition 

brings adolescent boys and girls closer to disease and death (28).  

The most common micronutrient deficiencies are iron deficiency anemia, vitamin A 

deficiency, iodine, calcium and zinc deficiency. Especially in iron deficiency, growth 

and development are delayed, working capacity decreases and cognitive functions 

decrease. These factors are very important for school success in adolescent children 

(26). Schroeder et al. supports this discourse (20). For vitamin A, Serum retinol levels 

were observed to be high in adolescents consuming milk and dark green leafy 
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vegetables. Serum retinol and retinol binding protein are important for sexual 

development in adolescents. Iodine deficiency leads to impaired cognitive and 

neuromotor functions. The amount of calcium to be taken determines the risk of 

developing osteoporosis in adulthood. In general, the amount of calcium taken from 

diet is inadequate, especially in high-income countries. Zinc, together with calcium, 

prevents bone loss and supports development (27). 

The prevalence of obesity and overweight is increasing and affects adulthood 

starting in mid-adolescence (26). Weight gain occurs with a positive energy balance, 

when the energy consumed is less than the energy consumed (20). The fact that 

sedentary life is effective in this situation has reduced the physical activity of video 

games, tablets, phones and televisions, especially during adolescence period, 

resulting in less energy consumed than received (20,26). In addition to sedentary life, 

choosing less healthy food triggers obesity and nooverweight (26). Adolescent 

obesity also affects adulthood, but how long they are overweight in adolescence 

determines their future status(20). Bundy et al. mention that future studies should be 

conducted using peer and social network interactions to prevent obesity (26). 

 

2.8. Nutrition Intervention for Adolescents 

 

In adolescents, different methods are used to increase the level of knowledge and to 

change behavior in some studies. Examples of these studies are video games, video 

visuals, web-based trainings and peer trainings used in this study (29–31). 

Beale et al. in their study, a video game was developed for young adolescents with 

cancer to make the course of the disease easier and learn the treatment processes. An 

existing game was given to the control group, and the new game to the intervention 

group, both games were found to have significant results, but the result of the new 

game was more significant (31). 

Rao et al. in their study in adolescent girls in India, traditional text and video images 

were compared to increase the level of nutritional knowledge. The two methods were 

successful but no difference was found between the two methods (30). 

Ayar et al. in their study, they compiled web-based training in adolescents with Type 

1 diabetes. As a result of reviews, it was determined that these trainings decreased 

HbA1c levels and positive results were obtained in knowledge levels (29). 
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Marchetti et al. in their study, several different methods were used, one of which is the 

application developed for dental health, similar to the study developed in video game 

in Beale’s et al. study. In this application, video and verbal data are compared. 

Interestingly, the application was found to be more successful than video and verbal 

method, whereas in the other study, the video was found to be more successful than 

verbal education (32). 

 

2.8.1. Peer-led Method 

 

Peer-led method and peer education provides information and resources to health and 

education supporters (2). Peer trainers are the people who try to change the behavior of 

the group they are responsible for and their approaches on the subject in a positive way, 

and for this they need to undergo a certain training (33). Today, the popularity of peer 

interactions are increasing and has a strong social impact on each other (2). Bastami et al. 

in their study, adolescents were not only self-selection or behavior, but also influenced 

by the peers in the environment stated that (34). Peer studies are used to protect and 

inform adolescents (4). The narrators assigned in peer education can be defined as 

"natural aids", and they are involved in solving health problems and completing the right 

information. As peer educators can better identify with their communities, they are more 

successful in removing concerns and barriers to health-related problems (35). In the peer 

education model, information from a friend of the same age is more effective than that of 

an adult, while at the same time "peer pressure" is used for positive structuring in peer-

to-peer work (4). The studies showed that peer education increased knowledge and self-

confidence compared to other models; behavior and attitude change. For example, in 

studies conducted to prevent drug addiction, peer education was found to be more 

effective (4,36). Also Dargie et al. peer work on adolescents, consumption, 

diversification, and found that promising in terms of awareness about the food consumed 

(2). Abdi et al. in their study 25.1% of adolescents in the 11-14 age group in Iran stated 

that they do not have healthy behaviors and in addition, they found that peer education is 

more effective than traditional education given by teachers. It is stated that this method is 

successful in behavior and attitude especially in health problems (33). Azizi et al. they 

also said that peer education is more successful than other education (37). Abdi et al. as 

stated in his study, peer education method is used in health-related issues and many 

studies also mentioned more of these issues; prevention of cigarette smoking, alcohol and 
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drug abuse, sexually transmitted diseases (STDs), human immunodeficiency 

virus/acquired immune deficiency syndrome (HIV/AIDS) and education on sexual 

behaviors (37–40). Azizi et al. ın addition to the topics, they reported that public health 

education was used, and nutrition education, which is a branch of this subject, was used 

to increase the knowledge of nutrition in adolescents (37). 
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3. MATERIAL AND METHOD 

 

3.1. Participants 

 

The study was conducted in November 2019. The sample of this study consisted of 

determined to be at risk 10th grade students which selected from “Assessment of Body 

Mass Index and Related Lifestyle Factors Among 14-17 Years Old Turkish Adolescents” 

which was 1561 students participated (41). A randomly selected school from the previous 

research 72 students included in this study for the interventions (Figure 3.1.). In order to 

carry out the study, permissions were obtained from the Governorship of Istanbul, the 

Ministry of National Education and the authorized director of the school to be studied 

(Appendix 2). In addition, in order to carry out the study, a petition was submitted to the 

relevant authority of the school and accepted (Appendix 3).  

Informed consent (Appendix 1) form was obtained from the parents of the students who 

participated in the study and their signatures that they voluntarily participated in the study. 

Students who did not want to participate were excluded from the study. 

 

3.2. Data Collection 

 

The school was visited twice, and on the first visit, the informed consent forms were 

handed back to the deputy principal for retrieval, and on the second visit training was 

provided. Adolescent Information Nutrition Level (Adölesan Beslenme Bilgi Düzeyi - 

ABBID) questionnaire was applied to the students. The validity and reliability of the 

questionnaire was conducted in 2016 by Öz et al. and permission was obtained from Fatih 

Öz, the owner of the survey, for the use of this survey (42, 43). ABBID questionnaire had 

three subgroups adequate and balanced nutrition, essential nutrients and malnutrition 

related diseases. Adequate and balanced nutrition had 9 question, essential nutrition had 

21 questions and malnutrition related diseases had 8 questions. The questionnaire 

consisted of 38 right and wrong questions and was printed as duplex. It is designed to 

have 1 point for each correct answer and reverse coding for the wrong answer (Appendix 

6, 7). In this questionnaire, the maximum score was 38 and the minimum score was 0.  
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3.3. Intervention 

 

Three different classes from the 10th grade participated. E, F and A, respectively. Firstly, 

class E was called to the conference hall and informed consent forms were collected, there 

were students who did not want to participate in the study than students were called from 

class F to complete the number. 72 students were randomly divided into 2 different 

groups, 36 students for traditional education method education and 36 students for peer-

led method. For the peer method, 36 students were divided into two 18 as narrators and 

18 as audience (Figure 3.1). Firstly, 36 students were given traditional education method 

training. The first 36 were first asked to fill out an ABBID questionnaire and then read 

the traditional text from the written text (Appendix 8) without using any visual material. 

Then the same questionnaires were distributed again and asked to be filled. Subsequent 

classes were left from Class F and 14 from A class and 36 students were collected from 

the second group and informed consent forms were collected and peer led model was 

applied to the second group. 18 students were taken to the conference hall, 18 were kept 

in the canteen. In this way, the data confusion between the narrator group and the listener 

group was eliminated. Students from both fields were filled in the ABBID survey and 

meeting. Then, the handouts of "Nutrition in high school age" handbooks (Appendix 9) 

prepared for 18 students selected as narrators in the conference hall were given oral 

education. After the training, the ABBID questionnaire was redistributed and asked to be 

completed. Finally, the audience in the canteen was taken to the conference hall and 

paired with the students, and 18 students who had already been educated were asked to 

tell the other 18 students what they understood. After the lecture was completed, the 

ABBID questionnaire was redistributed and filled in. Narrators put "A" in the 

questionnaire and the audience put "D" in to the questionnaire for identifying. As a result, 

in traditional education 2 questionnaires which are pre and post; in the peer model, 2 

questionnaires were collected pre and 3 post questionnaires were collected in 2 different 

groups.  
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3.4. Statistics 

 

Data were entered into SPSS 2.0 program and tabulated. Frequency, percentage (%) and 

standard deviation (SD) scores were calculated to determine the results. 

The normality control of all numerical data was performed by Kolmogorov test and the 

distributions were not normal. For this reason, non-parametric tests were used in the 

significance analyzes. Descriptive statistics were presented using mean and standard 

deviation for normally distributed variables and median (and minimum-maximum) for 

the non-normally distributed variables. P value is accepted as p<0,005 statistical 

significance. For comparison of two non-normally distributed independent groups Mann 

Whitney U test was used and for comparison of two non-normally distributed dependent 

groups Wilcoxon Signed test was used. 

 

3.5 Ethical 

 

In order to carry out this study, petitions were obtained from the governorship of Istanbul 

which was dated 30.04.2019, the Ministry of National Education (Appendix 2), the ethics 

committee of Marmara University Faculty of Health Sciences  (Appendix 4) and the 

school where the education which was dated 17.10.2019 will be held (Appendix 3). In 

addition, permission was obtained from Fatih Öz, the ABBID questionnaire owner, via 

e-mail for the questionnaire used in the study (Appendix 5). 
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Figure 3.1. Selection of Participants Model 
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4. RESULTS 

 

Total of 72 students gender discrimination in this study was 50 (69.4%) and 22 (30.6%) 

for girls and boys, respectively (Table 4.1.1). In the study, there were two different groups 

as peer-led method and traditional education method. The distribution of 36 students in 

the peer-led method was 23 (69.3%) and 13 (36.1%) in girls and boys (Table 4.1.2), and 

the same order were 27 (75%) and 9 (25%) in the traditional group girls and boys 

respectively (Table 4.1.3). The peer-led method was divided into two groups as narrator 

and audience. In the narrator group of 18, girls and boys were found to be 11 (61.1%) and 

7 (38.9%), and in the audience group of 18, girls and boys were 12 (66.7%) and 6 (33.3%), 

respectively (Table 4.1.4). Pre and post test results were compared by gender. There were 

3 subgroups in the pre and post tests, and the significance results were compared 

according to gender. As mentioned before, there was three subgroups in ABBID 

questionnaire which are respectively, adequate and balanced nutrition, essential nutrients 

and malnutrition related diseases. When pre and post test results are compared adequate 

and balanced nutrition, essential nutrients and malnutrition related diseases in girls 

p=0.000, p=0.000 and p=0.001, respectively and in boys, p =0.002, p =0.383 and p =0.449 

respectively (p<0.05) (Table 4.1.5). When the results were compared according to gender, 

statistically significant difference was found in three sub-groups in girls, while only 

significant result adequate and balanced nutrition was found in boys. In this study pre test 

questionnaire total score mean and standard deviation results of the peer-led method were 

23.97 ± 3.88 and the post test questionnaire total score were 28.86 ± 4.120 respectively. 

Then results of mean and standard deviation for traditional group in pre and post test 

questionnaire total scores 22.27 ± 3.99 and 25.44 ± 4.71 respectively (Table 4.1.6). The 

narrator group pre test questionnaire total score mean and standard deviation results were 

23.44 ± 3.60 and the post test questionnaire total score were 29.50 ± 4.16 respectively. 

Then results of mean and standard deviation for audience group in pre and post test 

questionnaire total scores 24.50 ± 4.19 and 28.22 ± 4.09 respectively (Table 4.1.7). The 

mean rank results between the peer-led method and traditional groups were found to be 

adequate and balanced nutrition, essential nutrients, malnutrition related diseases and 

total score for the pre-test 40.25 ± 32.75, 39.38 ± 33.63, 38.68 ± 34.32, 40.00 ± 33.00, 

respectively. The mean rank results for the post test 43.04 ± 29.96, 44.11 ± 28.89, 39.46 

± 33.54 and 43.67 ± 29.33 respectively. According to the average rank results between 

the two groups, that was found that in pre test p = 0.014 in the adequate and balanced 
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nutrition, p = 0.240 in the essential nutrients, p = 0.363 in the malnutrition related diseases 

and p = 0.154 in the total score. In the post-test after the peer-led method, p = 0.004 in 

the adequate and balanced nutrition, p = 0.002 in the essential nutrients, p = 0.216 in the 

malnutrition related diseases and p = 0.004 in the total score (p<0.05) (Table 4.1.8). In 

the study, it was found statistically insignificant in the three sub-groups in the tests 

performed before the peer-led method, while in the tests performed after the peer-led 

method, it was found to be statistically significant for adequate and balanced nutrition 

and essential nutrients, but malnutrition related diseases were found statistically 

insignificant. The reason for the last group being statistically insignificant may be that 

they already know the subject before the peer-led method or that the peer-led method was 

insufficient for that section. In the peer-led method, positive, negative and tie ranks were 

32, 1, 3 for adequate and balanced nutrition; 26, 6, 4 for essential nutrients and 19, 7, 3 

for malnutrition related diseases, respectively. Statistical results for this group p=0.000 

for adequate and balanced nutrition, p=0.000 for essential nutrients, p=0.030 for 

malnutrition related diseases (p<0.05). It was found statistically significant for the peer-

led method. In the traditional group, positive, negative and tie ranks were 23, 3, 10 for 

adequate and balanced nutrition; 23, 7, 6 for essential nutrients and 17, 9, 10 for 

malnutrition related diseases, respectively. Statistical results for this group p=0.000 for 

adequate and balanced nutrition, p=0.041 for essential nutrients, p=0.049 for malnutrition 

related diseases (p<0.05) (Table 4.1.9).  It was found statistically significant for the peer-

led method, but the significance of the peer-led method was higher than the traditional 

group. As previously mentioned that, the peer-led method was divided into two groups 

which were narrator and audience group. For adequate and balanced nutrition subgroup, 

positive rank was 17 in the narrator group, 15 in the audience group, negative rank was 1 

in the narrator group, 0 in the audience group and the ties were 0 in the narrator group 

and 3 in the audience group. Statistically significant significance was found for the 

adequate and balanced nutrition subgroup in both groups p=0.000 (p<0.05). For the 

subgroup of essential nutrients, it was determined as positive ranks were 13 in the group 

that narrator, 13 in the audience group, in negative ranks 2 in the group that narrator, 4 in 

the group that audience, and the ties were 3 in the narrator group, 1 for the audience group. 

There was significant significance in both groups. The p value of the narrators is 0.002 

and the audience is 0.007 (p<0.05). For the subgroup of malnutrition related diseases, it 

was determined as positive ranks were 12 in the group that narrator, 7 in the audience 

group, in negative ranks 3 in the group that narrator, 4 in the group that audience, and the 
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ties were 3 in the narrator group, 7 for the audience group. No statistically significant 

difference was found for malnutrition related diseases subgroup in both groups. p=0.111 

in the narrator group and p=0.167 in the audience(p>0.05) (Table 4.1.10). It was found 

statistically significant for the adequate and balanced nutrition and essential nutrients, 

statistically insignificant for malnutrition related diseases in audience group both narrator 

and audience group. Although there was no statistically significant difference in 

malnutrition related diseases in both groups, total scores were statistically significant in 

both groups (p<0.05). Statistical results between narrator and audience group according 

to pre-test p=0.006 for adequate and balanced nutrition, p=0.839 for essential nutrients, 

p=0.864 for malnutrition related diseases and total score p=0.389 and the according to 

post test p=0.913 for adequate and balanced nutrition, p=0.372 for essential nutrients, 

p=0.628 for malnutrition related diseases and total score p=0.406 (p<0.05) (Table 4.1.11). 

There was statistically significant difference between two groups in the pre test adequate 

and balanced nutrition subgroup. The other two pre-test sub-groups and post-test sub-

groups were not statistically significant. This means that in this study, being a narrator or 

listener in the peer-led method does not affect statistical significance.  

When the distribution of the questions between the two groups was examined, the pre and 

post test questions in the peer-led method and traditional groups were found to be 

statistically significant in 14 questions in the peer-led method (p<0.05). The pre and post 

test question scores were found to be statistically significant in 11 questions in the 

traditional group (p<0.05). Malnutrition related diseases in the peer-led method and 

traditional groups are statistically insignificant reasons of the fact that first cause, they 

know the subject because they are in health vocational high schools and the second it may 

be that the education given in the title of this subject is insufficient. 
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4.1. Tables 

 

4.1.1. Total Gender Distribution Table 

 

 Frequency Percent 

Girl 50 %69.4 

Boy 22 %30.6 

Total 72 %100 

 
 

4.1.2. Gender Distribution Table of Peer-led Method 

 

 Frequency Percent 

Girl 23 %63.9 

Boy 13 %36.1 

Total 36 %100 

 

 

 

4.1.3. Gender Distribution Table of Traditional Education Method Group 

 

 Frequency Percent 

Girl 27 %75 

Boy 9 %25 

Total 36 %100 
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4.1.4. Gender Distribution of Narrator and Audience Groups in the Peer-led 

Method 

 

Narrator Group Frequency Percent 

Girl 11 %61.1 

Boy 7 %38.9 

Total 18 %100 

 

 

 

 

 

Audience Group Frequency Percent 

Girl 12 %66.7 

Boy 6 %33.3 

Total 18 %100 
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4.1.5. Comparison of Pre and Post Test Results According to Gender 
 

Girls Adequate 
and 
Balanced 
Nutrition 

Essential 
Nutrients 

Malnutrition 
related 
diseases 

Total 

Z score -5.661 -4.574 -3.157 -5.377 

P value .000 .000 .002 .000 

 

*Wilcoxon Signed Ranks Test 

**p<0,05 is accepted as statistical significance 

 

 

 

Boys Adequate and 
Balanced 
Nutrition 

Essential 
Nutrients 

Malnutrition 
related 
diseases 

Total 

Z score -3.087 -.872 -.757 -1.947 

P value .002 .383 .449 .052 

 

*Wilcoxon Signed Ranks Test 

**p<0,05 is accepted as statistical significance 
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4.1.6. Comparison of Mean Scores of Peer-led method and Traditional Education 

Method Group 

 

Peer-led 

Method 

Number Minimum Maximum Mean Standard 

Deviation 

Pre test 

Adequate and 
Balanced 
Nutrition 

36 4.00 8.00 6.5556 1.18187 

Pre test 

Essential 
Nutrients 

36 7.00 19.00 11.5556 2.86301 

Pre test 

Malnutrition 
Related 
Diseases 

36 3.00 8.00 5.8611 1.45706 

Pre test 

Total score 

36 16.00 34.00 23.9722 3.88761 

Post test 

Adequate and 
Balanced 
Nutrition 

36 6.00 9.00 8.5556 .73463 

Post test 

Essential 
Nutrients 

36 9.00 19.00 14.0000 2.79796 

Post test 

Malnutrition 
Related 

Diseases 

36 2.00 8.00 6.3333 1.45406 

Post test 

Total score 

36 19.00 34.00 28.8611 4.12070 
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Traditional 

Education 

Method 

Number Minimum Maximum Mean Standard 

Deviation 

Pre test 

Adequate and 
Balanced 
Nutrition 

36 3.00 9.00 6.1944 1.23796 

Pre test 

Essential 
Nutrients 

36 1.00 15.00 10.5278 2.67780 

Pre test 

Malnutrition 
Related 
Diseases 

36 .00 8.00 5.5556 1.44310 

Pre test 

Total score 

36 8.00 27.00 22.2778 3.99722 

Post test 

Adequate and 
Balanced 
Nutrition 

36 3.00 9.00 7.6944 1.43067 

Post test 

Essential 
Nutrients 

36 5.00 18.00 11.7500 2.78132 

Post test 

Malnutrition 
Related 

Diseases 

36 2.00 8.00 6.0000 1.33095 

Post test 

Total score 

36 12.00 34.00 25.4444 4.71741 
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4.1.7. Comparison of Mean Scores of Narrator and Audience Groups 

 

 
Narrator 

Group 

Number Minimum Maximum Mean Standard 

Deviation 

Pre test 

Adequate and 
Balanced 
Nutrition 

18 4.00 8.00 6.0000 1.28338 

Pre test 

Essential 
Nutrients 

18 7.00 16.00 11.5556 3.12903 

Pre test 

Malnutrition 
Related 
Diseases 

18 4.00 8.00 5.8889 1.27827 

Pre test 

Total score 

18 17.00 31.00 23.4444 3.60102 

Post test 

Adequate and 
Balanced 
Nutrition 

18 7.00 9.00 8.6111 .60768 

Post test 

Essential 
Nutrients 

18 9.00 19.00 14.3889 2.97319 

Post test 

Malnutrition 
Related 

Diseases 

18 4.00 8.00 6.5000 1.29479 

Post test 

Total score 

18 21.00 34.00 29.5000 4.16215 
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Audience 

Group 

Number Minimum Maximum Mean Standard 

Deviation 

Pre test 

Adequate and 
Balanced 
Nutrition 

18 5.00 8.00 7.1111 .75840 

Pre test 

Essential 
Nutrients 

18 8.00 19.00 11.5556 2.66176 

Pre test 

Malnutrition 
Related 
Diseases 

18 3.00 8.00 5.8333 1.65387 

Pre test 

Total score 

18 16.00 34.00 24.50000 4.19032 

Post test 

Adequate and 
Balanced 
Nutrition 

18 6.00 9.00 8.5000 .85749 

Post test 

Essential 
Nutrients 

18 9.00 18.00 13.6111 2.63771 

Post test 

Malnutrition 
Related 

Diseases 

18 2.00 8.00 6.1667 1.61791 

Post test 

Total score 

18 19.00 34.00 28.2222 4.09527 
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4.1.8. Pre and Post Test Total Mean Rank Comparison of Peer-led method and 

Traditional Education Method Group 

 

 

 

 Peer-led Method Traditional Education 

Method 

 Mean Rank Sum of 

Ranks 

Mean Rank Sum of 

Ranks 

Pre test Adequate and 
Balanced Nutrition 

40.25 1449.00 32.75 1179.00 

Pre test Essential Nutrients 39.38 1417.50 33.63 1210.50 
Pre test Malnutrition 

Related Diseases 

38.68 1392.50 34.32 1235.50 

Pre test 

Total score 

40.00 1440.00 33.00 1188.00 

Post test Adequate and 
Balanced Nutrition 

43.04 1549.50 29.96 1078.50 

Post test Essential 
Nutrients 

44.11 1588.00 28.89 1040.00 

Post test Malnutrition 
Related Diseases 

39.46 1420.50 33.54 1207.50 

Post test 

Total score 

43.67 1572.00 29.33 1056.00 
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*Mann-Whitney Signed Ranks Test, Wilcoxon Signed Ranks Test 

**p<0,05 is accepted as statistical significance 

 

 
 
 
 
 

 Pre test 
Adequate 

and 
Balanced 
Nutrition 

Pre test 
Essential 
Nutrients 

Pre test 
Malnutrition 

Related 
Diseases 

Pre test 
Total 
score 

Post test 
Adequate 

and 
Balanced 
Nutrition 

Post test 
Essential 
Nutrients 

Post test 
Malnutrition 

Related 
Diseases 

Post test 
Total 
score 

Mann-
Whithney 

U Test 

513.000 544.500 569.500 522.000 412.500 374.000 541.500 390.000 

Wilcoxon 
W Test 

1179.000 1210.500 1235.500 1188.000 1078.500 1040.000 1207.500 1056.000 

Z Score -1.582 -1.174 -.909 -1.426 -2.898 -3.113 -1.236 -2.916 

P value .114 .240 .363 .154 .004 .002 .216 .004 
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4.1.9. Positive and Negative Ranks of Pre and Post Test Comparison of Peer-led 
method and Traditional Education Method Group 
 
 

 Negative Ranks Positive Ranks Ties 

Peer-led 
Method 

Number Mean 
Rank 

Sum of 
Ranks 

Number Mean 
Rank 

Sum of 
Ranks 

Number 

Pre test – 
Post test 
Adequate 

and Balanced 
Nutrition 

1 4.50 4.50 32 17.39 556.50 3 

Pre test- 
Post test 
 Essential 
Nutrients 

6 7.67 46.00 26 18.54 482.00 4 

Pre test- 
Post test 

Malnutrition 
Related 
Diseases 

7 13.21 92.50 19 13.61 258.50 10 

Pre test-Post 
test 

Total score 

2 4.50 9.00 30 17.30 519.00 4 

 

 

 

Peer-led 
Method 
Statistics 

Pre test – Post 
test Adequate 
and Balanced 

Nutrition 

Pre test- Post 
test 

Essential 
Nutrients 

Pre test- Post 
test 

Malnutrition 
Related 
Diseases 

Pre test-Post 
test 

Total score 

Z Score -5.011 -4.093 -2.172 -4.782 

P value .000 .000 .030 .000 

 
**p<0,05 is accepted as statistical significance 
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Traditional 
Education 

Method 
Statistics 

Pre test – Post 
test Adequate 
and Balanced 

Nutrition 

Pre test- Post 
test 

Essential 
Nutrients 

Pre test- Post 
test 

Malnutrition 
Related 
Diseases 

Pre test-Post 
test 

Total score 

Z Score -4.200 -2.043 -1.966 -3.163 

P value .000 .041 .049 .002 
 

**p<0,05 is accepted as statistical significance 

 
 
 

 

 Negative Ranks Positive Ranks Ties 

Traditional 
Education 

Method 

Number Mean 
Rank 

Sum 
of 

Ranks 

Number Mean 
Rank 

Sum of 
Ranks 

Number 

Pre test – 
Post test 
Adequate 

and 
Balanced 
Nutrition 

3 4.00 12.00 23 14.74 339.00 10 

Pre test- 
Post test 
 Essential 
Nutrients 

7 19.07 133.50 23 14.41 331.50 6 

Pre test- 
Post test 

Malnutrition 
Related 
Diseases 

9 11.17 100.50 17 14.74 250.50 10 

Pre test-
Post test 

Total score 

6 18.83 113.00 28 17.21 482.00 2 
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4.1.10. Comparison of Pre and Post Tests of Narrator and Audience Groups in 
Peer-led method 
 

 Negative Ranks Positive Ranks Ties 

Narrator 
Group 

Number Mean 
Rank 

Sum of 
Ranks 

Number Mean 
Rank 

Sum of 
Ranks 

Number 

Pre test – 
Post test 
Adequate 

and Balanced 
Nutrition 

1 1.50 1.50 17 9.97 169.50 0 

Pre test- 
Post test 
 Essential 
Nutrients 

2 2.50 5.00 13 8.85 115.00 3 

Pre test- 
Post test 

Malnutrition 
Related 
Diseases 

3 10.83 32.50 12 7.29 87.50 3 

Pre test-Post 
test 

Total score 

1 3.00 3.00 16 9.38 150.00 1 

 
 
 
 

Narrator 
Group 

Statistics 

Pre test – Post 
test Adequate 
and Balanced 

Nutrition 

Pre test- Post 
test 

Essential 
Nutrients 

Pre test- Post 
test 

Malnutrition 
Related 
Diseases 

Pre test-Post 
test 

Total score 

Z Score -3.705 -3.135 -1.592 -3.495 

P value .000 .002 .111 .000 
 
 
**p<0,05 is accepted as statistical significance 
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Audience 
Group 

Statistics 

Pre test – Post 
test Adequate 
and Balanced 

Nutrition 

Pre test- Post 
test 

Essential 
Nutrients 

Pre test- Post 
test 

Malnutrition 
Related 
Diseases 

Pre test-Post 
test 

Total score 

Z Score -3.493 -2.712 -1.396 -3.312 

P value .000 .007 .163 .001 
 
**p<0,05 is accepted as statistical significance 

 Negative Ranks Positive Ranks Ties 

Audience 
Group 

Number Mean 
Rank 

Sum 
of 

Ranks 

Number Mean 
Rank 

Sum of 
Ranks 

Number 

Pre test – 
Post test 
Adequate 

and 
Balanced 
Nutrition 

0 .00 .00 15 8.00 120.00 3 

Pre test- 
Post test 
 Essential 
Nutrients 

4 4.88 19.50 13 10.27 133.50 1 

Pre test- 
Post test 

Malnutrition 
Related 
Diseases 

4 4.50 18.00 7 6.86 48.00 7 

Pre test-
Post test 

Total score 

1 2.00 2.00 14 8.43 118.00 3 
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4.1.11. Comparison of Pre and Post Test Between Narrator and Audience Groups in Peer-led method 
 

 
 Pre test 

Adequate 
and 

Balanced 
Nutrition 

Pre test 
Essential 
Nutrients 

Pre test 
Malnutrition 

Related 
Diseases 

Pre test 
Total 
score 

Post test 
Adequate 

and 
Balanced 
Nutrition 

Post test 
Essential 
Nutrients 

Post test 
Malnutrition 

Related 
Diseases 

Post test 
Total 
score 

Mann-
Whithney 

U Test 

77.500 155.000 156.500 134.000 158.500 133.000 146.500 135.000 

Wilcoxon 
W Test 

248.500 326.000 327.500 305.000 329.500 304.000 317.500 306.000 

Z Score -2.820 -.223 -.178 -.891 -.133 -.925 -.507 -.859 
P value .006 .839 .864 .389 .913 .372 .628 .406 

 

 *Mann-Whitney Signed Ranks Test, Wilcoxon Signed Ranks Test 

**p<0,05 is accepted as statistical significance
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5. DISCUSSION AND CONCLUSION 
 

In this study, pre test questionnaire of ABBID total score mean and standard deviation 

results of the peer-led method were 23.97 ± 3.88 and the post test questionnaire total score 

were 28.86 ± 4.120 respectively. Öz et al found the median ABBID questionnaire score 

of the intervention group before the intervention was 24.00 (mean: 22.95 ± 5.45) and 

26.00 after the intervention (mean: 24.11 ± 5.98) (42). Then in this study results of mean 

and standard deviation for traditional group in pre and post test questionnaire total scores 

22.27 ± 3.99 and 25.44 ± 4.71 respectively. In the same study conducted by Öz et al. 

median score of ABBID before the intervention of the control group was 24.00 (mean: 

23.18 ± 5.70), while it was 25.00 (mean: 23.62 ± 6.38) after the intervention (42). 

Compared with this study, significant difference was found in their study only in the 

intervention group, while in this study, a significant increase was found in the mean scores 

of the students in both the peer-led method and traditional education method groups.  

Although it is a trainer in traditional education method, the results are statistically 

significant according to Öz's study (42). The traditional education method is considered 

to be successful because the trainer did the subject in his natural flow without studying or 

doing any previous study. When we examine the peer studies conducted, it can be said 

that in many studies, trained and elected people were found to be narrators, therefore, 

traditional education failed. Such as in many studies, a separate training was given to the 

group that is the narrator in the peer studies, and the narrators were determined in advance 

and long trainings were given to the narrators (44–47). In this study, all students learned 

to study on the day of training, and the training was carried out on randomly selected 

students on the same day. This situation is considered to be important in terms of the 

effect of the accuracy of the result of the study compared to other studies. Thus, the fact 

that both traditional education method and peer-led method students did not have the 

knowledge beforehand because they received the training on the same day increased the 

reliability of the study.  

Similarly, students listening to the topics from their peers and speaking the same language 

prevented generational conflict, resulting in more successful results.  
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At the same time, it is thought that students may have increased the success of the study 

because they are in a social area they know and have done this study with their friends 

they know. 

When pre and post test results were compared by gender girls' results were statistically 

more significant than boys. In three subgroup examinations according to gender, 

statistically significant was found for all subgroups in girls, only significant adequate and 

balanced nutrition subgroup was observed in boys, and no statistically significant 

difference was found in essential nutrients and malnutrition related diseases subgroups 

(Table 4.1.5). The reason for this is explained by the fact that the boys population was 

higher than the girls population. Although the students were randomly selected in the 

traditional education method and peer-led methods, the population of boys and girls 

spread close to each other. The distribution of 36 students in the peer-led method was 23 

(69.3%) and 13 (36.1%) in girls and boys (Table 4.1.2)  and the same order were 27 (75%) 

and 9 (25%) in the traditional group girls and boys respectively (Table 4.1.3). Likewise, 

the narrator and audience groups in the peer-led method are distributed almost equally.  

When the peer-led method and traditional groups were compared for minimum and 

maximum ranks of the questionnaire, statistically more significant results were found in 

the traditional group. Although a rise in post total results was observed in both the pre-

total minimum and the pre-total maximum scores in the narrator group, the pre-total 

minimum score increased to 16, 19, while no change was observed in the pre-total 

maximum score in audience group (Table 4.1.7). However, the peer-led method is divided 

into two subgroups as the narrator and audience so the results of the narrator group could 

not affect the overall total, because the results of the audience were similar. Although the 

minimum and maximum mean scores of the narrator group were significant, the scores 

of the audience group were similar, and there was no statistically significant difference 

between the minimum and maximum average scores in the peer-led method.  

Although there was a significant difference between the two groups, the results of the 

peer education peer-led method were found to be statistically more significant than the 

traditional group (p<0.05). Similarly, Akkuş et al. indicated that, peer education is said to 

strengthen the friendship relations of adolescents, gain self-confidence and increase the 

level of knowledge (47). Also, Forneris et al.  also stated that peer education increased 

friendship relations for adolescents and gained the ability to explain (44). The narrator 
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and audience groups in our study, which are the subgroups of the peer-led method, were 

also statistically significant. The results of the narrator group are similar to those of the 

audience except the adequate and the balanced nutrition.  There was a statistically 

significant difference only in the adequate and balanced nutrition subgroup. Also Akkuş 

et al. stated that the narrator group was more advantageous than the from people who 

listen to education, this study and stated that the narrator group learned the principle of 

helping first and increased the desire to participate in the study, but at the same time they 

could use the skill they have acquired in the rest of their lives (47). Interestingly, the 

subgroup of malnutrition related diseases was not statistically significant in both groups. 

It is considered that there is no statistically significant difference between pre and post 

test because the text prepared for this section may be insufficient or the students have 

information about this section before the education. Considering the results, it was found 

that the answers given in the pre and post tests belonging to the subgroup of malnutrition-

related diseases were almost the same, that is, since the students had knowledge about the 

subject before the education, no statistical significance was found before and after the 

education. The reason for this might be that the school where the study is conducted is a 

health vocational high school. Forneris et al. also stated that the quality of education is 

important, but even if the quality of education is low, it can make a difference even if it 

is not done at all(44).  

Ghasemi et al. stated that, peer education; although they were found to be more effective 

than traditional methods such as booklets, lecture notes, and teacher explanations, they 

found that only the expression of health personnel was more effective than peer education 

(40). 

The studies conducted on peer education in different parts of the world are as follows; 

Peer education has been used in Bahrein to regulate the general health and healthy life; 

three different strategies have been determined in Jordan, considering peer education will 

be more economical and as a result against this region, it has been stated that it is 

expensive as it progresses slowly by trying this education method in Lebanon; in Saudi 

Arabia, it is planned that peer education will improve the abilities of educators, and the 

level of knowledge of those who receive education will increase; in Tunisia, it is said that 

the history of peer education is 40 years old, it is determined that the common source is 

peers and careful to choose reliable and knowledgeable people while choosing 

educational peers (39). 
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Pad (Parents action on Drugs) site has reviewed and compiled articles about peer methods 

on substance use, and as a result, peer method has been more successful than traditional 

methods. They said that the reason for this was that peers' sharing of information with 

their peers in social settings caused more positive results. They also pointed out that more 

studies are needed (48). 

It was determined that the adolescents who received peer education in the peer-led method 

had more higher scores in sub-groups of the study, adequate and balanced nutrition and 

essential nutrients which positive ranks were respectively, 32, 26 and the ties for these 

sub groups were 3 and 4. The traditional group positive ranks were sub groups of peer-

led method adequate and balanced nutrition, essential nutrients and malnutrition related 

diseases 23, 23 and respectively and the ties for these sub groups were 10 and 6. Likewise 

the no statistically significant difference was found between the narrator and the audience 

in the peer education model for malnutrition related diseases, there was much more ties 

between the peer-led method of malnutrition related diseases. The ties were peer-led 

method and traditional group respectively, 10 and 10. 

In this study, no statistically significant difference was found between the narrator and 

the audience in the peer education model.  

In this study, although the increase was statistically significant in both education, peer 

education was found to be more significant compared to traditional education. No 

significant results were found in the subgroup of malnutrition related diseases only. It can 

be thought that the reason for the positive results in other subgroups (adequate and 

balanced nutrition and essential nutrients) is that they are an activity that students can do 

with their peers and they are not bored in doing the peer-led method. It is thought that 

malnutrition-related diseases are significant and that part of the training is insufficient or 

the pre and post test results are similar. 

In many studies, it has been stated that peer education is beneficial in terms of improving 

peer relations and expression skills as well as increasing the level of knowledge (44–47). 

Future studies are suggested with higher number of participants and evaluating the long 

term effects and questioning the improved habits with the increased knowledge. 
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6. LIMITATIONS 
 

The low boy population may have led to the conclusion that boys are less successful. The 

quality of the educational content, the section of malnutrition related diseases can be 

improved. The limited number of participants is another limitation of the study. 
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8. APPENDICES 
 

8.1. APPENDIX 1. INFORMED CONSENT 
 

Araştırmanın Adı: Adölesanlara Verilen Farklı Beslenme Eğitim Modellerinin 
Beslenme Bilgi Düzeyine Etkisinin Karşılaştırılması 

Sayın Katılımcı ve /veya Yasal Velisi, 

Yukarıda adı yazılı araştırmaya katılmak üzere davet edilmiş bulunmaktasınız. Bu 

araştırmada yer almayı kabul etmeden önce, araştırmanın ne amaçla yapılmak istendiğini 

anlamanız ve bu bilgilendirme sonucunda kararınızı vermeniz gerekmektedir. Aşağıdaki 

bilgileri lütfen dikkatlice okuyunuz, sorularınız olursa sorunuz ve açık yanıtlar isteyiniz. 

Bu araştırma ile etkinliği çeşitli epidemiyolojik çalışmalarla birçok kez denenen, farklı 

beslenme eğitim yöntemleri kullanarak beslenme bilgi düzeyinin artırılması 

amaçlanmıştır. Bu araştırma, katılımcıların sağlıklı gıda seçimlerini yapmaları ve yaşam 

boyu sağlıklı beslenme alışkanlıklarını geliştirebilmeleri için ihtiyaç duyacakları bilgi ve 

becerileri kazanmalarına yardımcı olmaya da yarar sağlayacaktır. Araştırma için etik 

kurul ve İstanbul Valiliği ve İl Milli Eğitim Müdürülüğü’nden gerekli yasal izinler 

alınmıştır. Araştırmaya sizin dışınızda 215 kişi katılacaktır. Çalışmaya katılan 

öğrencilerden 108 tanesi kontrol grubunu oluşturmaktadır. Kontrol grubundaki 

öğrencilere geleneksel eğitim verilecekken, diğer gruplara video, fotoğraf vb. yöntemlerle 

farklı eğitim yöntemleri uygulanacaktır. Sizden bu çalışmada verilen anket formunu 

doldurmanız, verilen eğitime katılımınız ve eğitim sonunda yine aynı anketi yapmanız 

istenecektir. Bu işlemler yaklaşık 45 dakikanızı alacaktır. Bunun size ve yakınlarınıza 

hiçbir zararı olmayacaktır. Çalışmaya katılmakla parasal yük altına girmeyeceksiniz ve 

size de herhangi bir ödeme yapılmayacaktır. 

Bu araştırmaya katılıp katılmamakta tümüyle özgürsünüz. Gerek duyduğunuz tüm 

bilgileri istemeye ve doğru, açık, anlaşılır bilgi almaya hakkınız vardır. Araştırmaya 

katılmayı istemezseniz burada size verilen hizmet olumlu veya olumsuz şekilde 

etkilenmeyecektir. Gerekli gördüğü takdirde araştırmanın herhangi bir kısmında katılımcı 

araştırmadan çıkabilir, araştırmacı çalışmayı sonlandırabilir. Araştırmanın tüm 

aşamalarında kimlik bilgileriniz gizli tutulacaktır. Araştırma kapsamında elde edilen 

bilgiler bilimsel amaçlarla kullanılabilir gizlilik kurallarına uyulmak kaydıyla sunulabilir 

ve yayınlanabilir. Araştırma ile ilgili daha fazla bilgiye ihtiyaç duyarsanız araştırmacıya 
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gunalanelif92@gmail.com e-posta adresi veya 05050893812 numaralı telefondan 

ulaşabilirsiniz. 

Yukarıda yer alan ve araştırmaya başlanmadan önce katılımcılara verilmesi gereken 

bilgileri içeren metni okudum (ya da sözlü olarak dinledim). Araştırma kapsamında elde 

edilen şahsıma ait bilgilerin bilimsel amaçlarla kullanılmasını, gizlilik kurallarına 

uyulmak kaydıyla sunulmasını ve yayınlanmasını, hiçbir baskı ve zorlama altında 

kalmaksızın, kendi özgür irademle kabul ettiğimi beyan ederim. 

İmza/Tarih İmza/Tarih 

Katılımcının adı soyadı Sorumlu Araştırmacının adı soyadı: Katılımcının Yasal Velisinin 

Adı soyadı 
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8.2. APPENDIX 2. PERMISSION OF GOVERNORSHIP OF ISTANBUL, THE 
MINISTRY OF NATIONAL EDUCATION 
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8.3. APPENDIX 3. PERMISSIONS AND PETITIONS OF ÜSKÜDAR ZEYNEP 
KAMIL VOCATIONAL AND TECHNICAL HIGH SCHOOL 
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8.4. APPENDIX 4. ETHICS COMMITTEE OF MARMARA UNIVERSITY 
FACULTY OF HEALTH SCIENCES 
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8.5. APPENDIX 5. PERMISSION OF ABBID QUESTIONNAIRE FROM FATIH 
ÖZ 
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8.6. APPENDIX 6. ABBID QUESTIONNAIRE 
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8.7. APPENDIX 7. ABBID QUESTIONNAIRE ANSWER KEY 
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8.8. APPENDIX 8. TRADITIONAL TEXT 
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8.9. APPENDIX 9. HANDBOOK  
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8.10. APPENDIX 10. CURRICULUM VITAE 

 

Personal Informations 

Name ECE Surname ÖZBEKKANGAY 

Place of Birth KADIKÖY Date of Birth 29.10.1994 

Nationality TURKEY TR ID Number 18527297292 

E-mail eceoozbek@gmail.com Phone number 05373347087 

 

Education 

Degree Department The name of the Institution 
Graduated From 

Graduation 
year 

Doctorate    

Master Nutrition and 
Dietetics Yeditepe University 2020 

University Nutrition and 
Dietetics Yeditepe University 2017 

High school - İstek Özel Acıbadem Anadolu 
Lisesi 2013 

#   All the grades must be listed if there is more than one (KPDS, ÜDS, TOEFL; EELTS 

vs),  

 

 Work Experience  (Sort from present to past) 

Position Institute 
Duration (Year - 
Year) 

 Supervisor and Dietitian Balance Line Pilates Studio 2018-currently 

 Dietitian Perihan Çiçek Polikliniği 2017-2018 

 

 

Languages Grades (#) ) 

 English 75 
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Computer Skills 
Program Level 

Excel Good 

Word Good 

Powerpoint Excellent 

*Excellent , good, average or basic   

 

Scientific works  
The articles published in the journals indexed by SCI, SSCI, AHCI   

 

 

 

Articles published in other journals 

 

 

 

Proceedings presented in international scientific meetings and published in 
proceedings book. 

 

 

 

Journals in the proceedings book of the refereed conference / symposium 

 

 

 

 

Others (Projects / Certificates / Rewards) 

Üsküdar Bölgesi Adölesanlarında Obezite Durumunun Belirlenme Çalışması 
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