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Abstract: Objective: Determining the effectiveness of the guided goal setting strategy on changing 
adolescents’ dietary and physical activity self-efficacy and behaviors. Design: Adolescents were 
individually assigned to treatment (intervention with guided goal setting) or control conditions 
(intervention without guided goal setting) with data collected before and after the education 
intervention. Setting: Urban middle school in a low-income community in Central California. 
Participants: Ethnically diverse middle school students (n = 94, 55% male) who were participants of 
a USDA nutrition education program. Intervention: Driven by the Social Cognitive Theory, the 
intervention targeted dietary and physical activity behaviors of adolescents. Main Outcome Measures: 
Dietary self-efficacy and behavior; physical activity self-efficacy and behavior; goal effort and 
spontaneous goal setting. Analysis: ANCOVA and path analysis were performed using the full sample 
and a sub-sample informed by Locke’s recommendations (accounting for goal effort and spontaneous 
goal setting). Results: No significant differences were found between groups using the full sample. 
Using the sub-sample, greater gains in dietary behavior (p < .05), physical activity behavior (p < .05), 
and physical activity self-efficacy (p < .05) were made by treatment participants compared to control 
participants. Change in physical activity behaviors was mediated by self-efficacy. Conclusions and 
Implications: Accounting for goal effort and spontaneous goal setting, this study provides some 
evidence that the use of guided goal setting with adolescents may be a viable strategy to promote 
dietary and physical activity behavior change.  
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INTRODUCTION 
In the United States (US), pediatric over-
weight has tripled in the past 30 years, and 
an estimated 17.1% of children and adoles-
cents 12-19 years of age are overweight (1). 
Obesity during adolescence is the best single 

predictor of adult obesity (2). Cardiovascular 
risk factors are evident in young people (3) 
tracked throughout childhood and adoles-
cence (4). Dietary behaviors are learned, 
reinforced by repeat exposure, and solidified 
during childhood (5). Because behaviors 
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track over time, examining strategies that 
teach, model and reinforce appropriate 
behaviors in childhood are important (6).  

As a strategy for changing behaviors, goal 
setting has been studied extensively among 
adults in workplace settings (7,8). Research is 
limited, however, for goal setting studies 
focusing on dietary and physical activity 
behavior change. A recent literature review 
identified only 13 studies assessing the 
effectiveness of goal setting on dietary and/or 
physical activity behaviors and these studies 
were of adults (9). Among these, only five 
assigned groups randomly and fully 
implemented the goal-setting procedure (10-
14). Surprisingly, no studies were reported 
targeting children or adolescents (9, 15).  

Three types of goal setting are reported 
in the literature with adults: (1) self-set, (2) 
participatory, and (3) assigned (9,16). 
Research has not provided evidence to 
suggest one type produces better outcomes 
(9,17). The authors believe that many 
factors, such as the age of the participant, 
the intervention setting, and the readiness to 
change influence the preferred type. Of the 
three types of goal setting, none was 
appropriate for our adolescent audience or 
for a school setting based on our focus group 
and individual interviews (18,19).  

Setting a goal requires abstract reasoning 
(20), a process noted by Piaget (21) to begin 
during adolescence. Some adolescents may 
not yet have the cognitive ability to ‘self-
set’ an appropriate goal, as was our finding 
from two focus group interviews with 
middle school adolescents (n = 9) (19). The 
focus group participants could identify 
when goal setting was being used and could 
explain its purpose, but they did not have 
the ability to formulate specific goals for 
themselves (19). ‘Participatory’ goal setting 
is not an option for most school settings 
because of the time commitment needed 
from the teacher with each individual 

adolescent (19). Our focus group participants 
identified the need for independence, 
particularly from adults, as a motivator to 
change their behavior (19). To desire 
autonomy i.e., a separation from adults, is a 
well-known developmental stage for 
adolescents (22). Thus, ‘assigned’ goal 
setting may limit adolescent autonomy and 
ignore the adolescent’s quest for indepen-
dence, thereby decreasing goal commitment. 
Consequently, we developed another goal 
setting type, ‘guided’ goal setting specifically 
for the adolescent audience, informed by 
focus group interviews, individual inter-
views, previous goal setting research, and 
cognitive development theory (18). Guided 
goal setting gives students choices from a 
collection of practitioner-developed major 
and minor goals. The adolescent made an 
independent decision in selecting a goal, a 
key element in this strategy (18). This type 
of goal setting eliminated the possibility of 
inappropriate goal development and ensured 
that the goal choices contain the attributes 
necessary for optimal goal effectiveness: 
specificity, proximity, difficulty, and attain-
ability (17,19). Additional details can be 
found elsewhere (18). 

Our purpose was to investigate the 
effectiveness of this new strategy, guided 
goal setting. We hypothesized that the 
middle-school adolescents implementing 
guided goal setting would see greater gains 
in dietary and physical activity self-efficacy 
and behavior scores compared with adoles-
cents who do not set goals. 

 
METHODS 
Design 
Using the random number table and having 
names of all students in the five class 
periods of the home economics course, each 
student was assigned randomly to one of 
two conditions:  
1. the intervention with guided goal 
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setting [treatment group], or  
2. the same intervention stripped of the 

goal setting component [control group].  
 
Students, but not the intervention educators, 
were blinded to the assignment. Each 
student received a colorful magazine-style 
workbook that included all handouts for the 
intervention, along with supplemental 
nutrition and fitness information. The inter-
vention for the treatment condition was 
designed with the goal-setting component 
integral to each lesson. This goal-setting 
component included choosing a goal, signing 
a goal contract, tracking goal progress twice 
weekly, and rewarding goal achievements 
(18). For the control condition, the inter-
vention and workbook were redesigned and 
printed without any reference to goal setting. 
The first two authors co-taught the inter-
vention. Each instructor was assigned to 
teach the same five lessons to both groups 
to control for a possible teacher effect. The 
students participated in the one-hour sessions, 

twice a week, for five weeks. Data collection 
occurred one week before and after the 
intervention. The study protocol was 
approved by the Institutional Review Board 
at the University of California, Davis. 

 
Sample 
The participants (n = 136) were 8th grade 
students enrolled in the home economics 
course taught at a low-income, urban middle 
school in central California. The middle 
school had 65% enrollment in free/ reduced 
price meals and met the criteria for 
participation in the US Department of Agri-
culture nutrition education programs for low-
income youth, including the Expanded Food 
and Nutrition Education Program (EFNEP) 
and Food Stamp Nutrition Education (FSNE).  
 
Measures 
A self-administered instrument assessed the 
participants’ dietary behaviors (19 items), 
physical activity behaviors (4 items), dietary 
self-efficacy (19 items), physical activity 

 
Table 1: Sample items and response range for variables on the six -part evaluation instrument 

 
Outcome variable Sample question Response range Total 

1. Dietary behavior How many days last week did you eat breakfast 
(morning meal)? 0-7 days 19 

2. Dietary self-efficacy How confident are you that you can eat low-fat 
toppings on your pizza? 

1) not at all confident,  
2) somewhat confident,  
3) confident,  
4) totally confident 

19 

3. Physical activity 
behavior 

How many days last week did you do flexibility/ 
stretching exercises, such as toe touching, knee 
bending, leg stretching, or yoga? 

0-7 days 
4 

4. Physical activity self-
efficacy 

How confident are you that you can do flexibility/ 
stretching exercises, such as toe touching, knee 
bending, leg stretching, or yoga? 

1) not at all confident,  
2) somewhat confident,  
3) confident,  
4) totally confident 

4 

Stratification variable Question Response range  
5. Spontaneous goal 

setting  
During the past two months, did you set a goal to 
improve your eating/physical activity levels?  1) yes, 2) no 2 

6. Goal commitment Did you make an effort to reach your eating/ 
physical activity goal? 1) yes, 2) no 2 
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self-efficacy (4 items), and goal commitment 
(2 items) or spontaneous goal setting (2 
items) (see table 1). Behavior and self- 
efficacy items addressed the specific targeted 
behaviors of the intervention and 
corresponded to the pre-established goal 
options. The items in the dietary and 
physical activity behavior sections were 
adapted from the Centers for Disease 
Control Youth Risk Behavior Survey 
(YRBS) (23). The YRBS dietary and 
physical activity items were modified 
slightly to include specific targeted 
behaviors of the intervention. Self-efficacy 
was defined as the confidence to perform a 
targeted behavior and was determined by 
asking participants to self-report their 
confidence to perform targeted behaviors 
(20). The response range for the behavior-
related items was an 8-point scale signifying 
the number of days per week the participant 
engaged in the targeted behavior, i.e., 0-7 
days per week. The response range for the 
self-efficacy items was a 4-point scale, i.e., 1 
equaling not at all confident to 4 being 
totally confident.  

Reliability testing of the YRBS items 
with a nationally representative sample of 
adolescents indicated Kappas ranging from 
91.1% to 64.2% (23). Using the concurrent 
method of Willis, all items adapted from the 
YRBS for this study were cognitively tested 
with individual 8th grade students (n = 16), 
revised and retested (24). The items were 
evaluated for content validity by three 
experts in behavioral nutrition (19). The 
instrument was pilot tested with 6th to 8th 
graders (n = 34) (25). A reliability assess-
ment of the revised instrument was 
conducted to establish that the items were 
measuring phenomena in a reproducible and 
consistent way (26,27). Seventh and eighth 
grade students (n = 46) completed the 
instrument on two occasions, three weeks 
apart, with no intervention. The reliability 

coefficients were .73 for the dietary behavior 
items, .55 for the physical activity behavior 
items, .59 for the dietary self-efficacy items, 
and .48 for the physical activity self-efficacy 
items. Scales and instruments used with 
adults are thought to have acceptable test 
retest reliability with coefficients of .7 or 
greater (26). The coefficients for the dietary 
behavior items met this criterion. The other 
coefficients were lower than .7, indicating 
more random error associated with the items 
(28). Because the reliability assessments 
were conducted with 12-14 year olds, we are 
considering them marginally acceptable for 
our purposes. 

In his goal setting review, Locke (29) 
found that participants in the treatment group 
(goal setting) who were not committed to 
their goal (e.g., making goal effort) 
confounded the results of goal-setting 
effectiveness studies. In addition, the 
participants in the control group (no goal 
setting) who spontaneously set goals also 
confounded the results (29). Goal 
commitment questions were included in the 
instrument to ascertain treatment group 
dedication to the goal set. Spontaneous 
goal-setting items with a yes/no response 
determined if participants in the control 
group individually set a goal during the 
course of the study (29). To further support 
the inclusion of questions to determine 
adherence to the designated protocol, Gross 
and Fogg (30) suggested in prevention 
trials, such as this one, that non-adherence 
is often not associated with the dependent 
variables and there is value in finding out 
how much benefit could be expected with 
full adherence. This is in contrast to the 
intent-to-treat (ITT) principle that included 
all participants in the analysis regardless of 
adherence (30). 

 
Intervention 
The intervention was designed to improve 
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the dietary and physical activity behaviors 
of middle school students living in low-
income communities (18,31). Called EatFit, 
the intervention was driven by the Social 
Cognitive Theory (SCT), where variables 
known to influence behavior were specifically 
used throughout the curriculum (i.e., self-
assessment, goal setting, contracting, self-
monitoring, barriers counseling, skills 
mastery, cue management, modeling, social 
support, reinforcement, cognitive restruc-
turing, and relapse prevention). Web-based 
assessment (www.eatfit.net) assisted the 
participants in dietary analysis and goal 
setting (32). Before intervention development, 
three focus groups and ten in-depth 
individual interviews with middle school 
students revealed that the adolescents’ 
motivators for adopting healthy behaviors 
included attaining more energy, improving 
appearance, and establishing independence 
(25,31). These motivators were incorporated 
into activities throughout the curriculum. 
More information about EatFit can be 
found elsewhere (18,31,32). 
 
Analysis 
Statistical analyses were conducted using 
SAS PC version 8.1 (33). Double data entry 
in two separate files was performed, and 
each file was compared for differences 
using the compare procedure. Analyses were 
performed on the full sample (i.e., all 
participants who returned both consent and 
assent forms and completed each evaluation 
instrument), and a sub-sample based on 
Locke’s (29) recommendations (i.e., treat-
ment participants who made goal effort and 
control participants who did not spontan-
eously set goals). Participants’ responses 
were totaled by variable (dietary behavior, 
dietary self-efficacy, physical activity 
behavior, and physical activity self-efficacy) 
for pre and posttest. Differences were 
compared between groups using a χ2 test. 

For analyses using analysis of covariance 
(ANCOVA), the explanatory variable was 
group (goal setting or no goal setting) as the 
main effect, with covariates being pre-
intervention score, gender, class period, and 
ethnicity. The response variables were dietary 
self-efficacy, physical activity self-efficacy, 
dietary behavior, and physical activity 
behavior. To understand the role of 
adherence in predicting guided goal setting 
effectiveness, effect size differences between 
the full sample and the sub-sample were 
compared using ANCOVA, including group, 
compliance variable and group by compli-
ance interaction statement in the model (30). 

Path analysis examined the mediating 
effect of self-efficacy on behavioral out-
comes (33). The total effect of the model 
was calculated by regressing behavior 
change on group, covariates, and the self-
efficacy residual. The direct effect was 
determined by regressing behavior change 
on group, covariates, and self-efficacy 
change. To calculate indirect effect, the 
direct effect coefficient was subtracted from 
the total effect coefficient. 

 
RESULTS 
Before the intervention, participants (n = 
136) were randomly assigned to treat-ment 
or control. Of the 136 potential participants, 
28 did not return both consent and assent 
forms, 12 did not complete the post-
evaluation instruments (e.g. some were 
members of families that relocated during 
the intervention, others had prolonged 
absences), and 2 were not included in the 
final analysis due to severe physical or 
mental disabilities. Efforts to retrieve these 
forms continued throughout the inter-
vention period. The attrition rates were 
similar for treatment and control conditions. 
Therefore, 94 participants (45 treatment and 
49 control), with an average age of 14.0 ± 
0.4 years, were eligible for analyses. More 
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than half (55%) of the participants were 
male. Ethnicity of the participants was 
reported by the teacher as 34% Asian, 25% 
Hispanic, 21% non-Hispanic white, 13% 
non-Hispanic black, 3% Asian Indian, and 
4% other. We used teacher-report because in 
our previous work, asking youth to report 
their ethnicity was difficult for them (34). 
No significant difference between treatment 
and control conditions was found for age or 
ethnicity using χ2 tests. More males were in 
the treatment condition (30) than in the 
control condition (23), (p = .054). 

 
Analyses for full sample 
Each treatment condition participant selected 
one dietary and one physical activity major 
goal and then corresponding minor goals. 
Among the major dietary goals, ‘increase 
fruit and vegetable intake’ was the most 
frequently selected (29%), followed by 
‘reduce fat intake’ (20%), ‘reduce added 
sugar intake’ (16%), ‘increase calcium 
intake’ (13%), ‘increase iron intake’ (9%), 
and ‘improve eating habits’ (7%). Among 

the major physical activity goals, ‘increase 
flexibility’ was the most frequently selected 
(47%), followed by ‘increase strength’ 
(22%), ‘increase aerobic activities’ (20%) 
and ‘improve lifestyle activities’ (4%). 
Students then chose one of three minor 
goals. A complete list of minor goal options 
for each major goal can be requested from 
the first author. 

The χ2 test revealed statistically 
significant differences between conditions 
for the dietary behavior variable (p = .04), 
where 73% of treatment condition participants 
showed improvement compared with 53% 
of control participants. More treatment 
participants (44%) also showed improve-
ment compared to the control participants 
(29%) on the physical activity self-efficacy 
variable (p = .01). No statistically significant 
differences were found between conditions 
for dietary self-efficacy and physical activity 
behaviors (p = .86, p = .51). No differences 
were found between treatment and control 
conditions using all youth in the analyses 
using ANCOVA (see table 2).  

 
 

Table 2: Total difference scores for sub-sample and full sample* 
 

Sub-Sample† Full Sample† 

Treatment  Control     Treatment  Control   Independent Variable 

(n = 39-40) (n = 18-19) p (n = 45) (n = 49) p 

Dietary Behavior‡§ 5.46±2.50 -1.16±3.22 .02 5.51±1.49 2.55±1.40 .15 

Dietary Self-Efficacy# 0.14±2.08 -1.24±2.69 .56 2.33±1.36 0.45±1.28 .32 

Physical Activity and Behavior‡§ 0.42±1.6 -3.61±1.97 .04 0.76±0.86 0.33±0.80 .71 

Physical Activity Self- Efficacy# 0.38±0.48 -0.82±0.60 .04 0.72±0.29 -0.02±0.27 .06 

*Model controlled for pretest score, gender, ethnicity, and class period. 
†Least squares means and standard errors reported.   
‡Dietary and physical activity behaviors units are measured in days.  
§ Significant difference in effect size between sub-sample and full sample, p = .01.  
# Dietary and physical activity self-efficacy units are measured in points. 
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Analyses for the sub-sample  
Most treatment participants reported that 
they made goal effort for their eating goals 
(87%) and their physical activity goals 
(89%). Control participants receiving the 
intervention without goal setting reported 
they spontaneously set a dietary goal (62%) 
and a physical activity goal (60%). Therefore, 
40 of the original 45 treatment participants 
and 19 of the original 49 control partici-
pants were included in the sub-sample 
analyses. This sub-group was similar to the 
full sample for age and ethnicity but had 
fewer total females (41 versus 19, p = .004).  

The treatment participants in the sub-
sample scored significantly higher than sub-
sample control participants on dietary 
behavior (p = .02), physical activity behavior 
(p = .04), and physical activity self-efficacy 
(p = .04). No difference was found between 
groups for dietary self-efficacy (p = .56) 
(see table 2). 

Examining the effect size differences 
using both the full sample and the sub-
sample (30), significant differences were 
found for the dietary (p = .01) and physical 
activity behavior (p = .01) variables, a 
marginal difference for the physical activity 
self-efficacy variable (p = .08), and no sig-
nificant difference for the dietary self-
efficacy variable (p = .87) (see table 2). 

Conducting path analysis using the sub-
sample, approximately half of the change in 
physical activity behaviors was mediated by 
the self-efficacy variable (β = 1.81) while the 
remaining half was a direct effect of the 
other intervention components (ß = 2.02). 
Conversely, change in dietary behaviors was 
primarily a direct effect of the intervention (ß 
= 6.09) with an insignificant indirect effect 
of changes in self-efficacy (β = 0.16). 

  
DISCUSSION 
This study demonstrates the effectiveness 
of the guided goal setting strategy for 

changing dietary and physical activity 
behaviors using the sub-sample of treatment 
participants who made goal effort and 
control participants who did not set goals 
spontaneously. Our primary purpose was to 
explore the effect of guided goal setting as 
part of an intervention compared to no goal 
setting; therefore, Locke’s approach to 
ensure adherence to the study design was 
important to our research question. In the 
full sample, non-adherence may be the 
cause of no statistically significant differences 
as described by Gross and Fogg (30) in 
their commentary on intention to treat 
(ITT). Including all participants, regardless 
of adherence to the protocol, does not 
clarify whether guided goal setting was 
more effective than no goal setting. When 
adherence was accounted for, and the 
control participants who did not set goals 
spontaneously were compared with those 
implementing guided goal setting, significant 
differences in physical activity self-efficacy 
(p = .04) and dietary (p = .02) and physical 
activity (p = .04) behaviors were revealed. 
A possible explanation for the different 
results for the two samples could be that 
more participants in the treatment group 
proceeded with goal setting than those in 
the control group who were motivated 
enough to set their own goals. The guided 
goal setting procedure may capture more of 
the teachable students who would benefit 
from some guidance in the process.  

 
Effect size differences 
Ideally, participants randomly assigned to 
treatment and control conditions adhere to 
the designated protocol. Unfortunately, this 
does not always happen and is a particular 
concern in prevention research when 
students in a school setting are a captive 
audience (30). Students do not volunteer to 
attend school or participate in the study, as 
would be the case for adults in a 
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randomized clinical trial to test the efficacy 
of a new drug. Intent-to-treat analysis (ITT) 
includes all participants regardless of 
adherence; the ITT method may be better 
suited to clinical trials were participation is 
voluntary. Gross and Fogg (30) suggested 
limitations of ITT when applied to 
prevention research are reduced statistical 
power and increased the potential for Type 
II error. A major limitation to the 
alternative approach (i.e., analyzing those 
who adhered to the protocol) is selection 
bias. Also, those in the analysis may 
represent only the most successful cases 
which could increase the potential for Type 
I error (35). A suggested solution is to 
conduct analyses on both the full sample 
and the sub-sample and then examine the 
differences in effect size to better 
understand the role of adherence in 
predicting guided goal setting effectiveness 
(30). Our findings from this analysis 
indicate that there is a difference in 
outcomes between protocol adherers and 
non-adherers. Thus, adherence is a critical 
variable in capturing the value of guided 
goal setting. Future research should examine 
methods to improve adherence. 
 
Self-efficacy as a mediator 
In the sub-sample, the effect of self-efficacy 
on behavior was partially supported by the 
results of our study. The path analysis for 
physical activity suggests that the change in 
behavior occurred, in part, because of 
changes in self-efficacy, indicating that 
self-efficacy was acting as a mediator. 
About half of the behavior change occurred 
through self-efficacy while the remaining 
half was a direct effect of the other inter-
vention components (not measured) on 
physical activity behavior. Although the 
difference between the two conditions was 
mostly due to the decline in the control 
condition’s physical activity self-efficacy 

and behavior, this result supports the SCT 
premise that increasing self-efficacy 
increases the likelihood of behavior change 
(see table 2). 

In the sub-sample, dietary behavior 
changed in the hypothesized direction while 
dietary self-efficacy did not. When further 
analyses were conducted to investigate the 
mediating effect of self-efficacy on dietary 
behavior, the intervention led to changed 
behavior, but not through the variable self-
efficacy, or at least not as it was measured. 
The random error associated with the 
mediocre reliability coefficient of r = .59 
for the dietary self-efficacy variable should 
be a consideration. 

Another possible explanation for these 
unexpected results for dietary self-efficacy 
is that participants had unrealistically high 
expectations for their capabilities before the 
intervention as noted on the pre-test. 
Similar findings about self-efficacy have 
been reported in previous research for fruit, 
vegetable, and fat intake (36,37). After the 
intervention, participants may be more 
realistic about their capabilities, which 
masking actual changes in confidence when 
using a traditional pre/post measure (38,39). 
The result using a traditional pre/post 
format may contain “optimistic bias”, also 
known as “response shift bias”, a possible 
cause of internal invalidity of the assess-
ment tool (40). Some evidence suggests that 
administering the self-efficacy measure 
retrospectively may provide a more 
accurate reflection of change in confidence 
(38,39,41). 

 
Goal commitment and spontaneous goal 
setting 
By removing treatment participants who did 
not make goal effort (n = 5-6) and control 
participants who spontaneously set goals (n 
= 18-19) in the sub-sample, adherence to 
the study design was maintained, and the 
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effect of the guided goal setting strategy 
was exhibited. We recognize that spon-
taneous goal setting contributed to some 
positive change among participants in the 
control condition, but our purpose was to 
investigate the guided goal setting procedure 
compared to no goal setting. Without 
incorporating Locke’s recommendations, 
the intervention with any form of goal 
setting is being compared with the inter-
vention with both spontaneous and no goal 
setting. The difference is subtle but none-
theless essential for assessing the value of 
guided goal setting. Locke’s (29) method of 
accounting for goal commitment and 
spontaneous goal setting was used in the 
workplace goal setting literature. We 
recommend including the measures of goal 
commitment and spontaneous goal setting 
method in future health related goal-setting 
effectiveness studies. 

To help alleviate spontaneous goal 
setting among control participants, Weinberg 
(42) recommended eliminating or reducing 
the amount of feedback given to the control 
participants. In our effort to keep the 
intervention similar for treatment and 
control groups, except for the goal setting 
component, we included dietary and 
physical activity self-assessment for all 
participants. Providing personal feedback to 
participants could have unintentionally 
motivated the control participants to set 
personal goals (29,42). This also could 
explain why there were fewer females in 
the sub-sample. Of the 26 girls originally in 
the control group, 19 reported spontaneously 
setting goals, resulting in more females 
being excluded than anticipated in the sub-
sample. The self-assessment activity 
experienced by the control participants may 
have been sufficient motivation for females 
to spontaneously set their own goals. The 
self-assessment activity may not have been 
as motivating to the boys. Examining 

gender as a moderating variable is an area 
for future research. 

The effectiveness of goal setting is 
contingent upon goal commitment; conse-
quently, if the participant does not commit 
to the goal and make an effort to reach the 
goal, then the possibility of a goal setting 
effect is unlikely (17). Because 87% of 
treatment participants reported making an 
effort to reach their eating goals and 89% 
their physical activity goals, a case can be 
made that this adolescent audience accepted 
the guided goal setting procedure well. 
Written comments by participants following 
the intervention indicated a high level of 
enjoyment with the guided goal setting 
process (19).  

 
Strengths and limitations 
To strengthen our study and reduce the 
possibility of an educator effect, we used 
educator consistent/staggered lessons, where 
one instructor taught lessons 1, 3, 5, 7, and 9 
and the other instructor taught lessons 2, 4, 6, 
8, and a supplemental lesson (43). 

A limitation is the small sample size. 
We expected to enroll 150 students (10% 
attrition rate) to yield 68 per group with 
power of 0.82 to detect change. Due to 
class size variations, we actually started the 
study with 136 students, and had higher 
attrition rates than expected. With the 
sample size for the full sample analyses 
(Treatment group, n = 45; Control group, n 
= 49), we could detect a difference between 
groups of .60 standard deviations with 80% 
power. With a sample size for the sub-
sample (Treatment group, n = 40; Control 
group, n = 19), we could detect a difference 
only between groups of .80 standard devia-
tions with 80% power. The self-assessment 
activity included in the curriculum for the 
control participants may have contributed to 
the spontaneous goal setting and should be 
removed for future studies. Developers of 
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the intervention who served as the inter-
vention’s instructors were not blinded to 
group assignment. In addition, improving 
the psychometric properties of the data 
collection tools would be valuable and 
increase the likelihood of capturing existing 
change. Lastly, generalization of study 
results is limited to the students who 
participated in the study (35).  

 
Implications for research and practice 
The guided goal-setting strategy promoted 
positive dietary and physical activity change 
among adolescent participants when 
accounting for goal effort and spontaneous 
goal setting, but not with the full sample. 
For practitioners, this goal setting metho-
dology could be an option when designing 
health promotion interventions or in a 
clinical setting as a component of a 
counseling session. For researchers, the next 
steps to investigate guided goal setting’s 
applicability further would include:  
• Investigating appropriateness of this 

goal setting type with other audiences, 
such as high school adolescents, low 
literacy adults, and the elderly; 

• Comparing guided goal setting with 
other goal setting types (self-set, assigned, 
or participatory) among adolescents 
and other groups;  

• Conducting guided goal setting research 
with a large sample of adolescent 
volunteers to investigate the impact of 
specific goal options, such as the 
selection of the increase fruit and 
vegetable intake goal; 

• Assessing guided goal setting’s effect 
on adolescent self-efficacy using a 
retrospective assessment of this variable. 
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