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Objectives. This study examined
trends in fruit and vegetable consump-
tion among adults in 16 US states.

Methods. Data from telephone sur-
veys were used to stratify respondents
by sociodemographic and health-related
characteristics.

Results. The proportion of adults
who consumed fruits and vegetables at
least 5 times daily was 19%, 22%, and
23% in 1990, 1994, and 1996, respec-
tively. While the proportion increased
among those with active leisure-time
physical activities and normal weight,
it remained almost the same among in-
active people and dropped among the
obese.

Conclusions. Progress in fruit and
vegetable intake from 1990 to 1994
was encouraging, but it changed little
between 1994 and 1996. (Am J Public
Health. 2000;90:777–781)
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Because fruit and vegetable consumption
may prevent cancer and other chronic dis-
eases,1–5 the US Department of Health and
Human Services established daily consump-
tion of 5 servings of fruits and vegetables (5-
A-Day) as a national health goal in 1990. In
1991, the National Cancer Institute adopted
the 5-A-Day campaign as a national 10-year
initiative.6

Because of methodological changes over
time in the dietary measurement, few studies
have evaluated trends in food consumption,
particularly that of fruits and vegetables.7–12

Since 1990, the Behavioral Risk Factor Sur-
veillance System (BRFSS) has incorporated a
brief module for fruit and vegetable consump-
tion, which provides a unique opportunity to
examine recent trends.

In this study, we examined trends in fruit
and vegetable consumption from 1990 to 1996
among adults in 16 US states. In addition, we
explored trends stratified by sociodemo-
graphic and health-related characteristics.

Methods

The BRFSS is a continuous telephone
survey conducted by state health depart-
ments in collaboration with the Centers for
Disease Control and Prevention. The BRFSS
collects information from adults (18 years
and older) on health behaviors. The design
and characteristics of the BRFSS are de-
scribed elsewhere.13–15 A fruit and vegetable
module was administered by 16 states in
1990, 1994, and 1996 (California, Colorado,
Hawaii, Idaho, Illinois, Iowa, Kentucky,
Maryland, Missouri, Nebraska, New York,
North Dakota, Ohio, South Carolina, Ten-
nessee, and West Virginia).16 In each state,
interviews were conducted monthly through-
out the year, except in Tennessee, where, in
1990, interviews were conducted only from
January through June. Therefore, for Ten-
nessee, we included only those months for
all survey years. The standard response rates
used in the BRFSS were CASRO (a formula
developed by the Council of American Sur-
vey Research Organizations) and the cooper-
ation rate (the ratio of completed interviews
to the sum of completed interviews and re-

fusals).15,17 The former reflects telephone
sampling efficiency and the degree of coop-
eration among eligible persons contacted,
whereas the latter reflects only the degree of
cooperation among eligible persons con-
tacted. Among the 16 states, the median
CASRO response rate was 64.8%, 68.2%,
and 62.5% in 1990, 1994, and 1996, respec-
tively, whereas the median cooperation rate
was 83.7%, 81.1%, and 75.9%.

The fruit and vegetable module con-
tained the following 6 questions: (1) “How
often do you drink fruit juices such as orange,
grapefruit, or tomato?” (2) “Not counting
juice, how often do you eat fruit?” (3) “How
often do you eat green salad?” (4) “How often
do you eat potatoes, not including french fries,
fried potatoes, or potato chips?” (5) “How
often do you eat carrots?” and (6) “Not count-
ing carrots, potatoes, or salad, how many serv-
ings of vegetables do you usually eat?”

In addition to sociodemographic ques-
tions, respondents were asked whether they
had participated in any leisure-time physical
activities in the past month. Those who an-
swered “yes” were asked to list the duration
and frequency of their 2 most frequent activi-
ties. Respondents were then categorized by
4 activity levels: inactive; irregularly active;
regularly active, but not with intense physical
activity; or regularly active with intense phys-
ical activity.18 Respondents were also asked
about their smoking status and whether they
had ever been told by a doctor that they had
diabetes. We used self-reported height and
weight to calculate body mass index (BMI;
weight in kilograms divided by height in me-
ters squared). Three BMI categories were
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created on the basis of the World Health Or-
ganization standard19: normal weight, includ-
ing underweight (BMI < 25); overweight
(BMI = 25–29.9); and obese (BMI ≥ 30).

Because abbreviated food frequency
questionnaires may not capture common
sources of fruit and vegetable consumption
among all racial and ethnic groups,20 we in-
cluded only African Americans and Whites,
which yielded sample sizes of 25 499, 
32076, and 37581 in 1990, 1994, and 1996,
respectively. We excluded persons who did
not report age, education, or marital status 
(n = 582, 659, and 640 for 1990, 1994, and
1996, respectively) and health-related char-
acteristics (n=1137, 1113, and 2555); those
who did not answer all 6 questions related to
fruit and vegetable consumption (n = 1365,
1490, and 2317); and those who reported
consuming fruits and vegetables more than
20 times per day (n = 13, 26, and 21). Our
final analytic sample was 22 402 in 1990,
28 788 in 1994, and 32 048 in 1996, repre-
senting 88%, 90%, and 85% of the respon-
dents interviewed.

Because of the variation in telephone
coverage, in the number of telephone num-
bers and adults per household, and in the
number of interviews completed per cluster,
sample weights were used to adjust for non-
response and the different selection probabil-
ities.13–15 To ensure comparability across
years, estimates were directly standardized
to the distribution of age, race, and education
of the 1990 BRFSS population. Geometric
means were calculated from log-transformed

data to normalize the distribution. To avoid
taking the logarithm of zero, we assigned
persons who reported no fruit and vegetable
consumption a value of 0.1 times per day.
The statistical significance of the absolute
changes in proportion was tested by χ2.
SUDAAN was used to take into account the
complex sample design.21

Results

In all 3 survey years, about half of the
respondents were men (49%). Respondents
were predominantly White (90%) and mar-
ried (62%). About 20% were 65 years or
older, and about half reported at least some
college education.

The proportion of adults who con-
sumed  fruits and vegetables at least 5 times
per day increased from 19.0% in 1990 to
22.1% in 1994 and to 22.7% in 1996 (Table 1).
The geometric mean intake of fruits and
vegetables increased from 3.3 times per day
in 1990 to 3.4 times per day in both 1994
and 1996, whereas the arithmetic mean in-
creased from 3.7 times a day in 1990 to 3.9
times per day in both 1994 and 1996.

Within each percentile category of the
distribution, the frequency of fruit and veg-
etable intake increased from 1990 to 1996.
However, the increases were more substan-
tial at the upper end (Table 2). For example,
the absolute increase in intake between 1990
and 1996 was 0.43 times per day at the 90th

percentile but 0.08 times per day at the 10th
percentile. Although fruit and vegetable
consumption increased between 1990 and
1994 in all percentile categories, there was
little change between 1994 and 1996.

Within each year, a higher proportion
of women than men consumed fruits and
vegetables at least 5 times per day in all sub-
groups, except persons with diabetes in
1996 (Table 3). The highest proportions of
both men and women who consumed fruits
and vegetables at least 5 times per day were
those 65 years and older, Whites, college
graduates, those actively engaged in leisure-
time physical activity, and nonsmokers.

Among men, the proportion who con-
sumed fruits and vegetables at least 5 times
per day increased from 16.5% in 1990 to
19.1% in 1996. Absolute changes varied by
subgroups, ranging from −1.4% among
obese persons to +14.1% among persons
with diabetes. The smallest increases were
seen in inactive men (0.8%), those aged 45
to 64 years (0.6%–0.7%), those with a high
school education (0.1%), and obese persons
(−1.4%).

The proportion of women who con-
sumed fruits and vegetables at least 5 times
per day increased from 21.3% in 1990 to
26.2% in 1996. Absolute changes ranged
from − 0.1% among the obese to +8.1%
among the elderly (65 years and older). The
smallest increases were seen among diabet-
ics (1.7%), inactive women (1.6%), those
aged 55 to 64 years (1.5%), and obese per-
sons (−0.1%).
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TABLE 1—Standardizeda Daily Consumption of Fruits and Vegetables (FV) Behavioral Risk Factor Surveillance System
(BRFSS), 1990–1996

1990 1994 1996 ∆90–96b

Proportion consuming FV ≥5 times/day
Total population

Total sample, n 22402 28788 32048
≥5 times daily, % 19.0 (0.4)c 22.1 (0.4) 22.7 (0.4) 3.7 (0.6)

Men
Total sample, n 9534 12023 13262
≥5 times daily, % 16.5 (0.6) 18.1 (0.5) 19.1 (0.5) 2.6 (0.8)

Women
Total sample, n 12868 16765 18786
≥5 times daily, % 21.3 (0.6) 26.0 (0.5) 26.2 (0.5) 4.9 (0.8)

Frequency (times/day) of FV intake (geometric mean)
Total population 3.27 (0.02) 3.41 (0.02) 3.40 (0.02) 0.13 (0.03)
Men 3.10 (0.03) 3.19 (0.03) 3.20 (0.03) 0.10 (0.04)
Women 3.44 (0.03) 3.64 (0.03) 3.61 (0.02) 0.17 (0.04)

Frequency (times/day) of FV intake (arithmetic mean)
Total population 3.74 (0.02) 3.91 (0.02) 3.92 (0.02) 0.18 (0.03)
Men 3.59 (0.03) 3.68 (0.03) 3.72 (0.03) 0.13 (0.04)
Women 3.88 (0.03) 4.14 (0.03) 4.12 (0.02) 0.24 (0.04)

aStandardized to the distribution of age, race, and education of the 1990 BRFSS population in this study (adults in 16 US States).
bThe absolute difference between 1996 and 1990 (χ2 and t tests show P<.01 for all the absolute differences).
cStandard errors are listed in parentheses.



Discussion

By 1996, 23% of adults in 16 US states
consumed fruits and vegetables at least 
5 times per day, up from 19% in 1990. Most
of this increase occurred from 1990 to 1994,
with only a 0.6% increase between 1994 and
1996. The upper end of the distribution ex-
perienced a larger increase, suggesting that
persons who were already consuming more
fruits and vegetables increased their con-
sumption more than those initially consum-
ing fewer.

The increase in fruit and vegetable con-
sumption between 1990 and 1994 observed
in this study is consistent with national data
from the Continuing Survey of Food Intakes
by Individuals (CSFII).11,12 Krebs-Smith
showed that total servings of fruits and veg-
etables increased from 4.1 to 4.6 servings
per day between 1989–1991 and 1994.12

The BRFSS study is the f irst multistate
study to suggest a plateau in fruit and veg-
etable intake levels after 1994. However,
using a modified 24-hour dietary recall, the
California Dietary Practices Survey found
that the proportion of adults eating at least 5
servings of fruits and vegetables per day
was 34% in 1989, 37% in 1995, and 33% in
1997.22

The BRFSS fruit and vegetable module
has been compared with more extensive
methods of dietary assessment.23 The BRFSS
estimates are lower than those of 24-hour re-
call/record, which include fruit and vegetable
intake from mixed foods.12 Also, because the
frequency (in times/day) was estimated
rather than the number of servings, the

BRFSS tends to underestimate the propor-
tions of adults meeting 5-A-Day guidelines.
Despite underestimation of absolute intake,
the observed trends are likely to reflect real
changes, assuming that biases in self-report
remain constant over time.

Our data indicate that compared with
men, women consumed more fruits and veg-
etables and increased their intake more. In
contrast, 24-hour recall data from the CSFII
showed that women consumed fewer serv-
ings and increased their intake less (in
grams) than men from 1989–1991 to 1994–
1995.11,24 The difference between these stud-
ies might be explained by different dietary
assessment methods. Men may consume
fruits and vegetables less frequently but eat
larger quantities each time. The gender dif-
ference found in the BRFSS may also reflect
women’s greater health consciousness and
overreporting.25,26

From 1990 to 1996, the proportion of
adults who consumed fruits and vegetables
at least 5 times per day increased in all sub-
groups except the obese, among whom the
proportion declined. Although there was no
cross-sectional relationship between fruit
and vegetable consumption and BMI, the ab-
solute increase in the proportion of adults
who consumed fruits and vegetables at least 
5 times per day was much higher among nor-
mal-weight people than among obese peo-
ple. While the proportion who consumed
fruits and vegetables at least 5 times per day
increased by as much as 8% among physi-
cally active women, it remained almost the
same among both inactive men and inactive
women.

This study had several limitations. First
is the weakness inherent in all self-reported
data. Second, the BRFSS excludes persons
without telephones, persons likely to be of
lower socioeconomic status, and persons who
may have lower fruit and vegetable consump-
tion.27,28 Third, about 5% of the respondents
did not answer all 6 fruit and vegetable ques-
tions and were therefore excluded from the
study. This may cause some selection bias, al-
though the magnitude and direction of this
bias, if any, are unknown. Fourth, only
Whites and African Americans were included
in this analysis; therefore, the results cannot
be extrapolated to other races.

The proportion of US adults who con-
sumed fruits and vegetables at least 5 times
daily increased by nearly 4 percentage points
from 1990 to 1996. Although progress from
1990 to 1994 was encouraging (3.1% in-
crease), there was little change between 1994
and 1996 (0.6% increase). These data suggest
that additional efforts are needed, especially
among inactive and obese persons.
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TABLE 2—Selected Percentiles for Frequency of Fruit and Vegetable Intakea (Times/Day): Behavioral Risk Factor
Surveillance System, 1990–1996

Percentile

10 30 50 70 90

Total
1990 1.67 (0.02)b 2.71 (0.02) 3.46 (0.02) 4.35 (0.02) 6.00 (0.05)
1994 1.78 (0.02) 2.83 (0.02) 3.63 (0.02) 4.57 (0.01) 6.35 (0.05)
1996 1.75 (0.02) 2.86 (0.01) 3.71 (0.01) 4.64 (0.02) 6.43 (0.03)
Absolute difference, 1990–1996 0.08 0.15 0.25 0.29 0.43

Men
1990 1.57 (0.03) 2.49 (0.03) 3.29 (0.02) 4.14 (0.03) 5.71 (0.09)
1994 1.64 (0.03) 2.60 (0.02) 3.40 (0.03) 4.29 (0.03) 6.00 (0.07)
1996 1.64 (0.02) 2.64 (0.03) 3.45 (0.02) 4.32 (0.03) 6.14 (0.06)
Absolute difference, 1990–1996 0.07 0.15 0.16 0.18 0.43

Women
1990 1.81 (0.03) 2.86 (0.03) 3.71 (0.03) 4.56 (0.03) 6.11 (0.07)
1994 1.96 (0.03) 3.04 (0.03) 3.86 (0.02) 4.86 (0.02) 6.57 (0.06)
1996 1.92 (0.03) 3.00 (0.02) 3.89 (0.02) 4.86 (0.02) 6.71 (0.04)
Absolute difference, 1990–1996 0.11 0.14 0.18 0.30 0.60

aStudy population consisted of adults in 16 US states.
bStandard errors are listed in parentheses.
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TABLE 3—Standardized,a Sex-Specific Proportion (%) of Adults Consuming Fruits and Vegetables at least 5 Times/Day:
Behavioral Risk Factor Surveillance System (BRFSS), 1990–1996

Men Women

1990 1994 1996 ∆90–96b (%) 1990 1994 1996 ∆90–96b (%)

Total 16.5 (0.6)c 18.1 (0.5) 19.1 (0.5) 2.6 (0.8) 21.3 (0.6) 26.0 (0.5) 26.2 (0.5) 4.9 (0.8)
Age, y

18–24 12.3 (1.8) 13.8 (1.7) 19.1 (1.9) 6.8 (2.6) 13.4 (1.6) 19.4 (1.8) 20.9 (1.8) 7.5 (2.4)
25–34 14.2 (1.2) 15.1 (1.0) 17.2 (1.2) 3.0 (1.7) 17.4 (1.1) 21.8 (1.1) 22.3 (1.0) 4.9 (1.5)
35–44 14.8 (1.1) 16.1 (1.0) 16.9 (1.0) 2.1 (1.5) 20.8 (1.3) 24.4 (1.1) 24.6 (1.0) 3.8 (1.6)
45–54 17.8 (1.5) 17.6 (1.3) 18.4 (1.2) 0.6 (1.9) 23.2 (1.7) 24.9 (1.3) 25.7 (1.2) 2.5 (2.1)
55–64 18.0 (1.9) 19.5 (1.7) 18.7 (1.4) 0.7 (2.4) 27.1 (2.2) 30.9 (1.7) 28.6 (1.5) 1.5 (2.7)
65+ 23.3 (1.7) 27.6 (1.6) 26.5 (1.4) 3.2 (2.2) 28.7 (1.5) 37.8 (1.3) 36.8 (1.1) 8.1 (1.9)

Race
White 16.9 (0.7) 18.2 (0.6) 19.2 (0.5) 2.3 (0.9) 21.7 (0.7) 26.7 (0.6) 26.8 (0.5) 5.1 (0.9)
Black 13.5 (1.8) 16.5 (1.6) 18.0 (1.7) 4.5 (2.5) 17.9 (1.7) 19.2 (1.3) 20.3 (1.4) 2.4 (2.2)

Education
<High school 12.5 (1.5) 15.1 (1.5) 16.8 (1.6) 4.3 (2.2) 15.3 (1.4) 21.7 (1.4) 18.2 (1.3) 2.9 (1.9)
High school 15.2 (1.1) 15.2 (0.9) 15.3 (0.9) 0.1 (1.4) 18.9 (1.0) 23.3 (0.9) 22.8 (0.8) 3.9 (1.3)
Some college 14.9 (1.2) 19.2 (1.1) 20.7 (1.1) 5.8 (1.6) 21.9 (1.1) 25.1 (1.0) 26.9 (1.0) 5.0 (1.5)
College graduate 21.6 (1.3) 22.2 (1.1) 23.5 (1.0) 1.9 (1.6) 27.4 (1.4) 33.0 (1.1) 33.0 (1.0) 5.6 (1.7)

Marital status
Married 16.8 (0.7) 18.6 (0.7) 18.3 (0.6) 1.5 (0.9) 22.3 (0.8) 27.5 (0.7) 27.8 (0.7) 5.5 (1.1)
Unmarried 16.0 (1.1) 17.5 (0.9) 19.8 (0.9) 3.8 (1.4) 19.4 (0.9) 23.9 (0.8) 23.4 (0.7) 4.0 (1.1)

Leisure-time activity
Regularly active, intense 23.5 (2.7) 27.1 (2.1) 27.1 (1.9) 3.6 (3.3) 29.0 (2.2) 35.4 (1.4) 35.1 (1.4) 6.1 (2.6)
Regularly active, not intense 19.9 (1.2) 22.7 (1.1) 23.8 (1.1) 3.9 (1.6) 24.9 (1.2) 30.9 (1.2) 32.8 (1.0) 7.9 (1.6)
Irregularly active 13.8 (0.9) 15.3 (0.9) 16.7 (0.9) 2.9 (1.3) 18.9 (1.1) 23.5 (1.0) 24.5 (0.9) 5.6 (1.4)
Inactive 12.7 (1.0) 12.3 (0.9) 13.5 (0.9) 0.8 (1.3) 16.4 (1.1) 18.5 (0.9) 18.0 (0.9) 1.6 (1.4)

Smoking status
Never smoked 17.7 (1.0) 20.1 (0.9) 19.9 (0.8) 2.2 (1.3) 22.5 (0.8) 27.5 (0.8) 27.6 (0.7) 5.1 (1.1)
Formerly smoked 17.1 (1.1) 19.6 (1.1) 20.1 (1.1) 3.0 (1.6) 22.6 (1.4) 28.7 (1.2) 28.2 (1.2) 5.6 (1.8)
Currently smoke 12.6 (1.1) 13.1 (1.1) 16.0 (1.1) 3.4 (1.6) 17.7 (1.2) 17.7 (1.0) 20.5 (1.0) 2.8 (1.6)

Diabetes
Yes 16.0 (3.6) 25.8 (3.5) 30.1 (5.0) 14.1 (6.2) 27.3 (3.5) 31.5 (2.6) 29.0 (2.7) 1.7 (4.4)
No 16.7 (0.6) 17.6 (0.6) 18.6 (0.5) 1.9 (0.8) 21.0 (0.6) 25.6 (0.6) 26.1 (0.5) 5.1 (0.8)

Body mass index
Normal weight 16.4 (0.9) 19.3 (0.9) 21.2 (0.9) 4.8 (1.3) 21.0 (0.7) 26.8 (0.7) 27.4 (0.7) 6.4 (1.0)
Overweight 16.5 (0.9) 17.1 (0.8) 18.3 (0.7) 1.8 (1.1) 21.5 (1.3) 23.9 (1.0) 25.8 (1.0) 4.3 (1.6)
Obesity 16.8 (1.8) 18.1 (1.4) 15.4 (1.2) −1.4 (2.2) 22.8 (2.1) 26.3 (1.6) 22.7 (1.2) −0.1 (2.4)

aStandardized to the distribution of age, race, and education of the 1990 BRFSS population in this study (adults in 16 US states).
bThe absolute difference between 1996 and 1990 (χ2 tests show P< .01 for all the absolute differences).
cStandard errors are listed in parentheses.
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Briefs

Objectives. The goal of this proj-
ect was to develop an interactive CD-
ROM for nutrition screening and coun-
seling, designed to produce dietary
behavior change in fat and fruit and
vegetable intake.

Methods. The design was based on
principles of relevance to the learner,
readiness for change, feedback, indi-
vidualization, facilitation of skills, and
goal setting. It was tested in commu-
nity settings such as libraries, senior
centers, and Women, Infants, and Chil-
dren clinics.

Results. Nearly 80% of the respon-
dents (n = 284), including numerous
low-income persons, reported learning
something new about nutrition and
health or their own dietary habits. More
than 50% of those recontacted 2 to 4
weeks later had put some of their di-
etary goals into practice.

Conclusions. This program is use-
ful for dietary screening, feedback,
skill building, and motivation in set-
tings in which in-person counseling by
nutrition professionals is not feasible.
(Am J Public Health. 2000;90:781–785)

A B S T R A C T Gladys Block, PhD, Mary Miller, PhD, Lisa Harnack, DrPH, RD, Susan Kayman,
DrPH, RD, Shelly Mandel, BS, and Sharron Cristofar, PhD, MS

An Interactive CD-ROM for Nutrition
Screening and Counseling

The importance of addressing preven-
tion activities to all persons, before the onset
of signs of disease risk, is repeatedly empha-
sized by the US Preventive Services Task
Force. The Guide to Clinical Preventive Ser-
vices1 specifies primary prevention directed
to all persons: “Clinicians should emphasize
proven measures for the primary prevention
of coronary disease in all patients”1(p10) (em-
phasis added), including “counseling . . . to
limit dietary intake of fat . . . and emphasize
foods containing fiber (i. e., fruits, vegeta-
bles, grain products).”1(p625) Furthermore,
“All adults . . . including those with normal
cholesterol levels, should receive periodic
counseling regarding dietary intake of fat
and saturated fat and other measures to re-
duce the risk of coronary disease.”1(p30) Such
services are needed both at the clinical level
and at the community level. The benefits are
not in doubt: “Data suggest that coronary
heart disease mortality rates in the U.S.
could be lowered by 5–20% if all Americans
restricted their fat intake to less than 30% of
total calories.”1(p627)

In this report, we describe the develop-
ment of an interactive, multimedia program
to provide nutrition screening and counsel-
ing in settings in which time or fiscal con-
straints do not permit in-person counseling
by a dietitian.

Methods

The Food and Nutrition Service of the
US Department of Agriculture sponsored the
development of interactive software for nu-

trition education, with special focus on low-
income persons. The goal of this project was
to create a tool that would result in changes
not only in nutrition knowledge but also, and
especially, in nutrition behavior. The devel-
opment of the instrument was guided by sev-
eral principles: (1) program flexibility so that
respondents could choose topics of interest
to them, (2) nutrition screening of the re-
spondent’s current dietary patterns and im-
mediate feedback, (3) tailored messages
based on readiness for change and respon-
dent lifestyle, and (4) individual goal setting.
All of these principles are critical to the suc-
cessful achievement of behavior change.2,3

In addition, the instrument was developed to
be self-administered by people not necessar-
ily familiar with computers and to be rela-
tively brief.

Users Choose What They Want to Learn
About

The instrument has 2 modules that focus
on (1) dietary fat intake and (2) fruit and veg-

Gladys Block and Shelly Mandel are with the Uni-
versity of California, Berkeley. Mary Miller is with
Interactive Design and Development, Inc, Blacks-
burg, Va. Lisa Harnack is with the University of
Minnesota, Minneapolis. Susan Kayman is with
Kaiser Permanente Medical Care Program of North-
ern California, Oakland. Sharron Cristofar is with
USDA Food and Nutrition Service, Alexandria, Va.

Correspondence and requests for reprints
should be sent to Gladys Block, PhD, 426 Warren
Hall, University of California, Berkeley, CA 94720
(e-mail: gblock@uclink4.berkeley.edu).

This brief was accepted December 14, 1999.

May 2000, Vol. 90, No. 5


