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reported to be the
main health
problem in
children living in
Northern Ireland

The Smart Snacks Scheme is a multi-disclipinary approach aimed at improving the snacking habits of
school-children in the Western Health & Social Services Board area of Northern Ireland

Maura O’Neill and
Diarmuid O'Donnell

Smart Snacks Scheme: A
healthy breaks initiative in the
school environment

Nearly 40% of primary schools have adopted the
scheme leading to a significant improvement in
nutrition and dental health, environmental and

psychological issues.

Others mostly decide the diet of young
children. Advertising, peer pressure and
family diet however all influence food choices.
Because of their role in shaping the habits and
behaviours of pupils, schools are in a unique
position to encourage and facilitate healthy
eating.

However, the efforts of schools to encour-
age pupils to adopt a healthy balanced diet will
be undermined if parents do not seek similarly
to ensure that their children eat sensibly (Eating
and Health, 1996).

The healthy eating messages are defined as
eating less fat, sugar and salt and eating more
fibre {(National Advisory committee on Nuiri-
tion Education, 1983; Department of Health,
1991). The Health Education Authority (1995)
have produced guidelines on snacking habits in
school-children and stated that children eat
more than the recommended amounis of fat
and sugary foods.

The most detailed national survey of chil-
dren aged 4-18 was published in June 2000 by
the Food Standards Agency and the Depart-
ment of Health. Thisreport states that although
there is no evidence of widespread
malnourishment, there are specific areas of con-
cern, in particular in relation to poor intakes of
fruits and vegetables and low physical activity
levels, both associated with increasing risks to

health in later life (Gregory & Lowe, 2000). The
survey indicates that British children are eating
less than half the recommended “5-a-day” por-
tions of fruit and vegetables.

Tooth decay

Frequent consumption of sugary foods and
drinks have been implicated in the develop-
ment of tooth decay. In the National Diet and
Nutrition survey, three quarters of young peo-
ple consumed standard carbonated soft drinks
with approximately 45% consuming diet variet-
ies {Gregory & Lowe, 2000).

In a recent health and lifestyle report in the
EH&S5B of Northern Ireland, dental health was
reported to be the main health problern in chil-
dren {McErlain & Gaffney, 2000). Similarly, in
the Western Health & Social Services Board area
of Northern Ireland, dental health is a major
health problem with numbers of decayed,
missed and filled teeth (dmft) being one of the
worst in Northern Ireland in relation to 5 year
olds. The dmft for 5 year olds in the Western
Area of Northern Ireland in 1997/98 was 2.91
compared with the UK mean of 1.68 (Pitts et al.
1999)

Snacking

Eating more frequently is a characteristic of
modern living with snacking being a very
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Eating habits that
are established in
early life are often
maintained into
adulthood when
they can be more
difficult to change.

common pattern of eating. Evidence suggests
that a significant proportion of children’s
pocket money is spent on snack foods, sweets
and soft drinks (McCrea, 1993). Snacks are
important to children and may be especially
beneficial to those with a small appetite. How-
ever, most of the snacks consumed are high in
sugar and fat and can have a significant contri-
bution to dental health and predispose children
to chronic diseases such as heart disease in later
life (Newman et al. 1986).

Eating habits that are established in early
life are often maintained into adulthood when
they can be more difficult to change (N.I Chest,
Heart and Stroke Association, 1995; HEA, 1995).
school-children can be encouraged to eat more
healthily by the development of schools policies
on healthy snacks. The Smart Snacks Scheme
was therefore set up to benefit the schoolchild,
the school and the envircnment in promoting
healthy nutritional habits in school-children.

Smart Snacks Scheme

The Smart Snacks Scheme was set up in
1998 and is a joint initiative between Westcare
Business Services Health Promotion Depart-
ment, Western Education & Library Board
{WELB), Health & Social Care Trusts and Envi-
ronmental Health Department. Support is
ongoing from local councils, businesses and the
community. The Western Health and Social
Services Board {(WHSSB) area of Northern Ire-
land covers one quarter of Northern Ireland and
has a population of approximately 280,000. It
includes the counties of Derry, Tyrone and
Fermanagh.

The WELB and the WH&SSB have a similar
geographic spread and contain 11 nursery, 196
primary, approximately 190 playgroups and 10
special schools. The Smart Snacks Scheme tar-
gets school-children in the primary, special and
nursery/ playgroup sector.

Health promotion staff in conjunction with
dietetic, dental, environmental health and edu-
cation staff drew up the following criteria:

v" During mid-moming breaktime, only milk/water
and/or fruitfvegetables should be allowed unless indi-
viduals have special therapeutic dietary requirements

v" There must be a written healthy snacks policy

v" Al parents must be informed in writing of the schools
intention to adopt a healthy snacks policy and the
benefits to the school

In 1998, 33 schools were involved in the ini-
tiative, ninety six additional schools came on
board in 2000/2001 showing approximately a
300% increase in schools bringing the total
schools involved to 129. The initiative has been
growing from strength to strength and in
2002/03 has invoived over 220 schools.

Evaluation

In the year 2000, a triangulation methodol-
ogy was employed in the evaluation process.

Phase 1 involved a postal questionnaire
being sent to primary schools (n=52) within the
scheme, and to a control sample of schools
{(n=27) matched for socio-economic, geo-
graphic, demographic and religious belief. The
questionnaire, containing 5 questions with
sub-sections, was sent to the health education
co-ordinator of the schools and a stamped
addressed envelope enclosed for the response.
The questionnaire contained questions on per-
ception, effectiveness and attitudes to the
scheme and how it could be supported and
improved in the school environment.

Phase 2 involved one-to-one interviews
with teaching staff and a sample of parents.
Phase 3 involved undertaking focus groups
with school-children. Data on phase 1 were ana-
lysed using the statistical package SPS510.0.
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Results from the
evaluation were
very encouraging

Results
Phase 1 (quantitative)

Graph 1 (below) shows the results from the
evaluation questionnaire carried out on teach-
ers in the study primary schools (n=52}. The
response rate from the study primary schools
was 77% (n=44). Results show the number of
schools stating perceived health improvements
after the introduction of the Healthy Breaks Ini-
tiative. P value < 0.05 deemed as significant.

aware of the healthy eating messages as a result
of the scheme in their schools (58 %} and that the
scheme was effective in all key stages of the pri-
mary school setting (98%).

Control sample

In the control sample (n=27), schools were
asked to identify reasons why they haven’t par-
taken in the scheme. The main reasons were
that: (i) they were already involved in the
WH&:SSB health promoting schools award and
felt this was inclusive of the Smart Snacks

Graph 1: Changes in schools after the introduction of the Healthy Breaks Initiative
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Results from the evaluation were very
encouraging, Schools perceived litter reduction
(P.001), wastage of school meals (P.05), alert-
ness and concentration of pupils (P.001),
behaviour of children (P.001) and dental health
(P.01) to be improved after the introduction of
the scheme (non-parametric T-tests).

Schools reported that teachers have shown
an excellent response and parents and pupils a
good-excellent response to the implementation
of the scheme. Seventy three percent and sev-
enty one percent of schools respectively stated
that they would find a resource pack and assis-
tance with the provision of fruits and vegetables
useful in helping them stay in the scheme.

Other areas identified from the evaluation
were that teachers felt that children were more

Scheme, and (ii) they felt the criteria were too
restrictive.

Results
Phase 2 & 3 (qualitative)

Due to time constraints only a sample of the
schools were visited (n=15} for phase 2 and 3
with minor modifications made to the ques-
tions used as in phase 1 of the triangulation
process. Responses to phase 2 and 3 were as fol-
low: -

- Both parents and children felt the Healthy Breaks Ini-
tiative was a good idea due to the reasons cited in
phase 1, but also because children were more willing
to eat their lunch and were less interested in sugary
and fatty foods
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For school
personnel, the
strongest
Justification for
programmes and
services in schools
is the effect on
students cognition
performance and
thus their
educational
achievement.

& A small proportion of parents felt that the criteria
were too sfrict and felt that the inclusion of sand-
wiches would be a useful addition. A small
proportion of children cited that they would like one
day a week where they could have *naughty” snacks

> Teachers stated that children were learning more
about healthy eafing as they brought different variet-
ies of fruits and vegetables for break time and the
scheme was being incorporated info the curriculum
i.e. Science, Maths, English. Also, the scheme stimu-
lated children to make healthier choices at lunchtime

& Of the children interviewed all were aware of the
scheme being run in their school and were aware of
the importance of healthy snacking for teeth and
overall health

> Teachers and parents alike stated that they felt that if
a child had arrived at school without breakfast, this
would warrant additional snacks being taken at snack
time.

Support

Teachers and parents were asked what sup-
port would be useful in the development and
implementation of the scheme. Teachers stated
that the following would be useful:

> suggestions on how to deal with class parties and
rewards

> assistance with providing fruits and vegetables in the
school at a cost price

& alocal contact person who they could identify as the
link person for the Healthy Breaks Initiative

& resources and support materials for teaching

The majority of parents stated that they
were happy with the running of the Healthy
Breaks Initiative by the school.

Discussion

The dual function of health promotionis to
empower individual choices and raise con-
sciousness about social health issues so that
hopefully healthy public policy may be imple-
mented (Tones et al. 1991). This is the ethos of
the Smart Snacks Scheme. The scheme seeks
incremental improvements by integrating
small-scale changes into the sociocultural fabric
of community life,

Over the past 20 years, mainly due to the
exposure to fluoride, a significant reduction in
dental caries has been observed despite the fact
that sugar consumption has remained stable
(Bratthall et al. 1996). The local population of
the WH&SSB Area of Northern Ireland do not
benefit from the addition of fluoride to their
water supply, therefore the frequency of con-
sumption of fermentable carbohydrates,
particularly between meals becomes an impor-
tance risk factor for dental decay.

Recommendations made by the British Dental
Association to restrict the consumption of sug-
ary foods and drinks to meal times given in line
with general healthy eating advice
(Kandelman, 1997) would support the need for
a Healthy Breaks Initiative where there isa high
risk of dental decay.

Improved health

Within the Smart Snacks Scheme, the evalu-
ation would suggest that the study primary
schools showed an improvement in dental
health. This improvement was iliustrated in a
comparative study from dental schoal screen-
ings carried out prior (1996/7) and after the
schools had taken part in the award scheme for
3 years (2000/1). The study primary schools
showed a significant improvement in the pet-
centage of those “caries free’ (P 0.05, n =17) after
the three year period (WHSSB, unpublished
data).

Also, as illustrated in Graph 1 (page 11),
teachers in 33 out of the 44 schools perceived
that dental health was improved as a result of
the introduction of the Smart Snacks Scheme in
their schools. Thisincrease can in part be attrib-
uted to the infroduction of the scheme and
possibly also to other oral health campaigns
ongoing in schools such as the toothbrushing
scheme and oral health education programmes
within the WHSSB area,

Educational achievement

For school personnel, the sirongest justifi-
cation for programmes and services in schools
is the effect on students cognition performance
and thus their educational achievement (ADA,
1995). The evaluation procedure of the scheme
showed that a statistically significant propor-
tion of teachers citing that behaviour and
cognition of school-children were improved
after introduction of the Smart Snacks Scheme.
A recent meta-analysis on the effect of sugar on
behaviour and cognition on 16 studies con-
cluded that sugar does not affect behaviour or
cognitive performance of children, however, a
small effect of sugar on subsets of children
couldn’t be ruled out {Wolraich et al. 1995).
Another more recent publication however
reported that, similar to the Smart Snacks
Scheme, by banning high-sugar and high-fat
snacks the conduct and academic performance
of pupils was improved (Welford, 1999).

Environmental issues

Environmental issues were highlighted in
the Smart Snacks Scheme evaluation where lit-
ter was decreased in schools partaking in the
award scheme. Another study in Nerthern
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...there was less
wastage of school
meals suggesting
that the nutritional
value of these
meals were being
achieved.

Ireland cited that schools reported less litter
problems in school playgrounds when a
Healthy Breaks Initiative was introduced into
their schools (Mc Kinley et al. 1995).

Fruits and vegetables

Research indicates that higher intake of
fruits and vegetables are associated with lower
risk of cancers and coronary heart disease
(Department of Health, 1994; Department of
Health, 1998). Several studies have shown that
schools interventions have shown improve-
ments in nutritional knowledge and intake of
fruils and vegetables in the diet (Crawford et al.
1999; Perry et al. 1998; Reynolds et al. 2000).

Teachers and parents alike stated that in
this Healthy Breaks Initiative children’s knowl-
edge and attitude to healthy eating had
improved. The direct nutritional effects of
school meal programs have been demonstrated
{Lytle et al. 1993; Meyer et al. 1989), Within this
Smart Snacks Scheme there was less wastage of
school meals suggesting that the nutritional
value of these meals were being achieved.

A crucial time

Overall, improvements in school-children
health cannot be attributed alone to the intro-
duction of the Smart Snacks Scheme but
possibly can in part contribute to the overall
improvement. Many lifelong health behav-
iours are formed in the early years of life,
suggesting that the primary school years are a
crucial time to intervene. ‘
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