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preferred foods; busy lifestyle; lack of willpower; price of 
healthy food; taste preferences of family and friends; lack 
of healthy options and unappealing foods) and dietary 
variables using multilevel logistic regression models. We 
explored whether associations differed by age, sex, educa-
tion, urban region, weight status, household composition or 
employment.
Results Respondents who perceived any barrier were less 
likely to report higher consumption of healthier foods and 
more likely to report higher consumption of fast food. 
‘Lack of willpower’, ‘time constraints’ and ‘taste prefer-
ences’ were most consistently associated with consump-
tion. For example, those perceiving lack of willpower ate 
less fruit [odds ratio (OR) 0.57; 95% confidence interval 
(CI) 0.50–0.64], and those with a busy lifestyle ate less veg-
etables (OR 0.54; 95% CI 0.47–0.62). Many associations 

Abstract 
Purpose Dietary behaviours may be influenced by percep-
tions of barriers to healthy eating. Using data from a large 
cross-European study (N = 5900), we explored associa-
tions between various perceived barriers to healthy eating 
and dietary behaviours among adults from urban regions 
in five European countries and examined whether asso-
ciations differed across regions and socio-demographic 
backgrounds.
Methods Frequency of consumption of fruit, vegetables, 
fish, fast food, sugar-sweetened beverages, sweets, break-
fast and home-cooked meals were split by the median 
into higher and lower consumption. We tested associa-
tions between barriers (irregular working hours; giving up 
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differed in size, but not in direction, by region, sex, age and 
household composition.
Conclusion Perceived ‘lack of willpower’, ‘time con-
straints’ and ‘taste preferences’ were barriers most strongly 
related to dietary behaviours, but the association between 
various barriers and lower intake of fruit and vegetables 
was somewhat more pronounced among younger partici-
pants and women.

Keywords Dietary behaviours · Perceived barriers · 
Willpower · Price · Time · Taste preferences

Background

Maintaining healthy dietary behaviours (e.g. diet that is 
rich in fruit and vegetables and low consumption of foods 
that are high in saturated fat and sugar) is crucial for popu-
lation health and the prevention of non-communicable dis-
ease [1–7]. Both contextual (‘midstream’ and ‘upstream’) 
and individual (‘downstream’) factors can influence die-
tary behaviours [8]. We recently studied the interactions 
between neighbourhood characteristics and the number of 
individual perceived barriers with obesity-related behav-
iour [9]. Perceived barriers to healthy eating are an impor-
tant individual-level factor [10, 11] and people who per-
ceive a greater number of barriers are more likely to report 
to consume less healthy diets [12]. As suggested by health 
behaviour theories (i.e. Social Cognitive Theory and the 
Theory of Planned Behaviour), individuals who perceive 
more barriers have lower motivation, lower levels of self-
efficacy and possibly lower behavioural control required to 
maintain a healthy diet [13, 14]. Across studies, the most 
frequently reported barriers to healthy eating relate to time 
constraints, taste preferences and monetary costs [15–18].

The majority of previous studies were conducted within 
specific populations [12, 16, 18–22], from which we have 
learned that these barriers may differ across subgroups. For 
instance, older women are more likely to report that healthy 
food is easily available and are less likely to perceive lack 
of time as a barrier to healthy eating [20]. Although these 
studies have provided an indication of some of the most 
common barriers that individuals perceive and their rela-
tionship to diet, they often provided only descriptive analy-
sis [15, 23] and thus far have stopped short of comparing 
the relation of perceived barriers to food consumption in a 
diverse sample across different countries [12, 22, 24]. We 
aimed to address this gap by focusing on the association 
between perceived barriers to healthy eating and differ-
ent types of dietary behaviours among adults within urban 
regions in five different European countries. Consider-
ing that barriers to healthy eating may differ across sub-
groups and the lack of evidence available for more general 

populations, we also wanted to explore whether associa-
tions, if present, differed by age groups, sex, educational 
attainment, weight status, household composition, employ-
ment status and across urban regions.

Methods

Study design, sampling and participants

This study was part of the SPOTLIGHT project [25]. A 
survey was conducted in five urban regions across Europe: 
Ghent and suburbs (Belgium), Paris and inner suburbs 
(France), Budapest and suburbs (Hungary), the Randstad (a 
conurbation including the cities of Amsterdam, Rotterdam, 
The Hague and Utrecht in the Netherlands) and Greater 
London (UK). Neighbourhood sampling was based on a 
combination of residential density and socioeconomic sta-
tus (SES) data at the neighbourhood level. This resulted in 
four types of pre-specified neighbourhoods: low SES/low 
residential density, low SES/high residential density, high 
SES/low residential density and high SES/high residen-
tial density. In each country, three neighbourhoods of each 
type were randomly sampled (i.e. 12 neighbourhoods per 
country, 60 neighbourhoods in total). Adults (18 years and 
older) living in the selected neighbourhoods were invited 
to participate in a web-based survey which included ques-
tions on demographics, neighbourhood perceptions, social 
environmental factors, health, motivations for and barriers 
to healthy behaviour, obesity-related behaviours, as well as 
weight and height. A total of 6037—10.8%, out of 55,893 
invited—subjects participated in the survey which took 
place between February and September 2014. For more 
details on sampling, design and participant recruitment, 
please refer to Lakerveld et al. [26]. Local ethics commit-
tees in each of the countries approved the study. All sur-
vey participants included in the analysis provided informed 
consent.

Measures

Individual characteristics

Information on age, sex, height, weight, educational attain-
ment, household composition (total number of adults and 
children), employment status, urban region of residence, 
dietary behaviours and perceived barriers to healthy eating 
was collected through the online survey. Body Mass Index 
(BMI) was calculated on the basis of self-reported weight 
and height.
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Dietary behaviours

We asked participants how many times a week they con-
sumed fruit, vegetables, fish, fast food, sugar-sweetened 
beverages and sweets. The respondents also reported how 
often they ate breakfast and how many times a week they, 
or someone in their household, prepared home-cooked 
meals using ingredients, as opposed to eat ready-made or 
takeaway meals. The response options were: once a week 
or less; 2 times a week; 3 times a week; 4 times a week; 5 
times a week; 6 times a week; 7 times a week (each day); 
twice a day; more than twice a day. Because the dietary var-
iables were not normally distributed, and our questionnaire 
focused on frequency of consumption rather than quantity, 
we were not able to dichotomise the variables with cut-offs 
based on quantitative dietary guidelines. Therefore, we 
dichotomised these variables based on observed median 
values as follows: consumption of fruit, vegetables and 
breakfast <7 or ≥7 times a week; home-cooked meals <6 
or ≥6 times a week; sweets <3 or ≥3 times a week; sugar-
sweetened beverages, fish and fast food <2 or ≥2 times a 
week. These dichotomous variables are further referred 
to healthier dietary behaviours (consumption above the 
median of fruit, vegetables, fish, home-cooked meals, 
breakfast) and less healthy dietary behaviours (consump-
tion above the median of fast food, sugar-sweetened bever-
ages and sweets).

Perceived barriers to healthy eating

The types of barriers to healthy eating were derived from 
the pan-European consumer attitudinal study [15] and 
included eight items: irregular working hours; giving up 
preferred foods; busy lifestyle; lack of willpower; price of 
healthy food; taste preferences of family and friends; lack 
of healthy options and unappealing foods. We asked par-
ticipants the following question: ‘How often do these rea-
sons prevent you from eating a healthy diet?’. The response 
options were never; seldom; sometimes; often and almost 
always. Due to the distribution of cases across the five 
categories of the perceived barrier variables, we created a 
dichotomous variable for each barrier. The “not perceived 
as a barrier” category was created by merging the responses 
options never and seldom. The “perceived as a barrier” cat-
egory was the result of merging the sometimes, often and 
almost always options.

Statistical analysis

A total of 137 individuals were excluded from further 
analyses as their residential neighbourhood could not 

be identified, resulting in an analytical sample of 5900 
participants.

Weight status—based on self-reported weight and 
height—was defined according to World Health Organ-
ization BMI cut-off points: under/normal weight 
(BMI < 25 kg/m2); overweight/obese (BMI ≥ 25 kg/m2) 
[27]. Age was classified into three groups: 18–40 years old; 
41–64 years old; 65 years old or older. Due to differences in 
country-specific education systems, educational attainment 
was classified into two groups: ‘lower’ (higher secondary 
education or less) and ‘higher’ (college or university level). 
Household composition was classified into three groups: 
one person; two people and three people or more. Employ-
ment status (which includes people who were employed or 
in education) was classified into two groups: yes or no.

As the percentage of missing values ranged from 1% 
(age and sex) to 16.4% (fast food consumption), complete 
case analysis could potentially lead to biased results. We, 
therefore, performed multiple imputation on all variables 
(including outcomes and determinants) [28]. To that end, 
data were assumed to be missing at random, i.e. the prob-
ability of a value being missing depends on other observed 
values but not on the missing value itself [29]. Based on 
the percentage of missing values, we chose to impute 20 
datasets, following the recommendation of Rubin [29] and 
Bodner [30]. This was done via predictive mean matching 
using  STATA® 14.

Descriptive analyses were performed on un-imputed 
data. To verify the association between the different per-
ceived barriers and food consumption variables, multi-
level logistic regression analyses with random intercepts 
were conducted with individual characteristics in the first 
level [age (continuous), sex, educational attainment, BMI 
(continuous), household composition, employment sta-
tus] nested within residential neighbourhoods (second 
level). We tested for effect modification by age, sex, edu-
cational attainment, weight status, household composition 
and employment status. To do so, interaction terms were 
added to the models. For sensitivity analysis, we checked 
how many interactions would remain significant by using a 
stricter value for statistical significance (p < 0.001 instead 
of 0.05). For further sensitivity analysis, we tested which 
of the barriers remained significantly associated and were 
most strongly related to dietary behaviour in a multivari-
able logistic regression model with all the barriers as pre-
dictor variables for each outcome. All analyses were per-
formed using  STATA® 14.

Results

The mean age of the participants was 52 years (SD 16.4). 
Just over half the participants were females (55.9%) and 
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highly educated (53.5%) (Table 1). The percentage of 
respondents who were overweight or obese was 45.7%. 
With regard to dietary behaviours, 80.6% of participants 
reported having breakfast every day and 37.8% reported 

to eat fish at least twice a week. The most frequently 
stated perceived barrier to healthy eating was ‘lack of 
willpower’ (44.6%) followed by ‘busy lifestyle’ (42.9%), 
‘price of healthy foods’ (31.8%) and ‘irregular working 

Table 1  Descriptive 
characteristics of the 
participants to the SPOTLIGHT 
survey

Analytical sample n = 5900

‘Higher consumption’ means consumption above the correspondent median value for each food item. 
Median value for fruit and vegetables <7 or ≥7 times a week; for breakfast <7 or equal to 7; for home-
cooked meals <6 or ≥6 times a week; sweets <3 or ≥3 times; for sugar-sweetened beverages, fish and fast 
food <2 or ≥2 times a week. Educational attainment: higher (college or university level)

Characteristics N Mean (standard deviation)

Age 5841 52.0 (16.4)

BMI 5195 25.2 (4.51)

%

Sex 5841

 Female 55.9

Educational attainment 5335

 Higher 53.5

Weight status (kg/m2) 5195

 Overweight/obese 45.7

Household composition 5330

 1 person 22.6

 2 people 39.2

 3 people or more 38.2

Employed or in education 5878

 Yes 58.5

Urban region 5900

 Ghent and suburbs (Belgium) 30.1

 Paris and inner suburbs (France) 13.9

 Budapest and suburbs (Hungary) 14.8

 Randstad (conurbation in The Netherlands) 27.3

 Greater London (United Kingdom) 13.9

Perceived barriers—frequency mentioned

 Irregular working hours 5156 31.5

 Giving up preferred foods 5106 30.3

 Busy lifestyle 5149 42.9

 Lack of willpower 5153 44.6

 Price of healthy foods 5148 31.8

 Taste preferences of family and friends 5102 28.8

 Lack of healthy options 5124 17.8

 Unappealing foods 5078 20.2

Healthier dietary behaviours

 Higher consumption of fruit 5353 53.9

 Higher consumption of vegetable 5412 60.1

 Higher consumption of fish 5337 37.8

 Higher consumption of breakfast 5406 80.6

 Higher consumption of home-cooked meals 5351 64.9

Unhealthier dietary behaviours

 Higher consumption of fast food 4935 6.00

 Higher consumption of sugar-sweetened beverages 5221 53.4

 Higher consumption of sweets 5297 54.0
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hours’ (31.5%). Descriptive results by urban regions 
show that a ‘lack of willpower’ was the most frequently 
mentioned barrier in France, the Netherlands and the 
United Kingdom. In Belgium, the most frequently men-
tioned barrier was having a ‘busy lifestyle’ and in Hun-
gary, it was ‘price of healthy food’ (data not shown).

Interaction terms for all potential effect modifiers (age, 
sex, educational attainment, weight status, household 
composition employment status and urban region) were 
significant for at least one or more associations, and strat-
ified analyses were conducted accordingly. Since there 
were few differences in the direction of the associations 
between strata and differences in effect sizes were similar 
to non-stratified outcomes, we present the overall—non 
stratified—results in Table 2 and provide all stratified 
results in Supplementary Tables 1–7.

Almost all barriers were inversely and significantly 
associated with the consumption of healthier foods. The 
strongest barrier to higher consumption of many food 
items was self-reported ‘lack of willpower’. Respondents 

reporting this barrier had a lower probability to have 
higher levels of consumption of home-cooked meals, 
fruit, vegetables and fish (by 52.0, 43.0, 53.0 and 33.0%, 
respectively). In general, the barriers were most strongly 
related to vegetable consumption and cooking meals 
at home. For vegetable consumption, barriers related to 
willpower, time, price and taste were particularly impor-
tant, and for home cooked meals the barriers related with 
willpower and time were most strongly related. Barriers 
related with time were also important for having break-
fast as participants who reported working irregular hours 
were 38% less likely to report having breakfast 7 days a 
week.

All the reported barriers to healthy eating were positively 
and significantly associated with fast food consumption. 
Respondents who reported having a ‘busy lifestyle’ and a 
‘lack of willpower’ and who framed ‘healthy food as being 
unappealing’ were twice as likely to consume fast food at 
least twice a week than those who did not report such bar-
riers. Although almost all barriers (with the exception of 

Table 2  Odds ratios (OR) and 95% confidence intervals (95% CI) as derived from multilevel multivariable logistics analyses indicating overall 
associations between perceived barriers to healthy eating and dietary behaviours among adults in five urban regions in Europe. The SPOTLIGHT 
Project (n = 5900)

Odds Ratios for dietary outcomes refer to ‘Higher consumption’ of food items which means consumption above the correspondent median value 
for each food item. Median value for fruit and vegetables <7 or >7 times a week; for breakfast <7 or equal to 7; for home-cooked meals <6 or >6 
times a week; sweets <3 or >3 times; for sugar-sweetened beverages, fish and fast food <2 or >2 times a week

Effect modification by: a age group; b sex; c education; d weight status; e household composition; f employment; g urban regions
1 Reference category in each barrier: not perceived as a barrier (merged responses options: never and rarely). All analyses were performed in 
separated models and adjusted for age, sex educational attainment, BMI, household composition, employment status and urban region (urban 
region stands for the sampled regions in Belgium, France, Hungary, Netherlands and United Kingdom). Results presented in bold were statisti-
cally significant (p < 0.05)

Barriers1 Fruit
OR (95% CI)

Vegetables
OR (95% CI)

Fish
OR (95% CI)

Breakfast
OR (95% CI)

Irregular working hours 0.70 (0.61–0.80)e 0.68 (0.59–0.79) 0.91 (0.79–1.05)c 0.62 (0.53–0.73)

Giving up preferred foods 0.67 (0.59–0.76) 0.55 (0.48–0.63)b, g 0.76 (0.66–0.87)e 0.70 (0.60–0.81)f

Busy lifestyle 0.65 (0.57–0.73)e 0.54 (0.47–0.62)b 0.85 (0.75–0.98)a, g 0.64 (0.55–0.74)g

Lack of willpower 0.57 (0.50–0.64)g 0.47 (0.42–0.54)b, c, g 0.67 (0.59–0.76)e 0.63 (0.54–0.73)f, g

Price of healthy foods 0.65 (0.58–0.75)d 0.53 (0.47–0.61)e, g 0.67 (0.58–0.78)e, g 0.70 (0.59–0.82)e, f

Taste preferences of family and friends 0.72 (0.63–0.81)g 0.65 (0.57–0.74)a, e 0.81 (0.70–0.94)e, g 0.86 (0.74–1.00)

Lack of healthy options 0.82 (0.70–0.95)d, f, g 0.74 (0.63–0.87) 0.80 (0.67–0.95)e 0.69 (0.58–0.82)g

Unappealing foods 0.60 (0.52–0.69)a, d 0.54 (0.47–0.63)a, b, d 0.72 (0.61–0.86)g 0.63 (0.53–0.75)

Barriers1 Home-cooked meals
OR (95% CI)

Fast food
OR (95% CI)

Sweets
OR (95% CI)

Sugar-sweetened beverages
OR (95% CI)

Irregular working hours 0.53 (0.45–0.61)g 1.93 (1.45–2.57) 1.20 (1.05–1.38)a 1.40 (1.22–1.61)g

Giving up preferred foods 0.60 (0.53–0.69)g 1.73 (1.34–2.24)c 1.28 (1.12–1.47)b, d 1.25 (1.10–1.43)

Busy lifestyle 0.52 (0.45–0.59)a, c, f, g 2.07 (1.57–2.73)f 1.13 (0.99–1.28)g 1.41 (1.23–1.61)

Lack of willpower 0.48 (0.42–0.55)g 2.06 (1.60–2.66) 1.45 (1.29–1.64)b, g 1.43 (1.27–1.61)b

Price of healthy foods 0.66 (0.57–0.77)a, e, g 1.59 (1.20–2.11)g 0.97 (0.85–1.11)g 0.93 (0.81–1.07)

Taste preferences of family and friends 0.81 (0.71–0.93)e, f, g 1.48 (1.13–1.94) 0.98 (0.86–1.13) 1.21 (1.05–1.39)

Lack of healthy options 0.71 (0.60–0.83)g 1.67 (1.24–2.23)a, c 0.87 (0.77–1.04) 1.06 (0.91–1.24)b, g

Unappealing foods 0.65 (0.56–0.76) 2.07 (1.54–2.77)e 1.01 (0.88–1.17)e 1.48 (1.28–1.72)
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‘cost of healthy food’ and ‘lack of healthy options’) were 
significantly associated with higher sugar-sweetened bever-
age consumption, the effect sizes of the associations with 
this dietary behaviour were relatively small. Higher con-
sumption of sweets was directly associated with ‘irregular 
working hours’, ‘giving up preferred foods’ and ‘lack of 
willpower’.

The variable that was most often a significant effect 
modifier was urban region, which appeared to be particu-
larly relevant in relation to the barriers associated with 
consumption of home-cooked meals and vegetables (Sup-
plementary Table 7). Another often-significant effect modi-
fier was household composition: the association between 
almost all barriers and fish consumption was mainly sig-
nificant for people living in a two-person household. The 
exception was the barrier ‘taste preference of family and 
friends’ which was significantly associated with fish con-
sumption among respondents in three or more person 
households (Supplementary Table 5). Age group and sex 
were also frequently significant effect modifiers, especially 
in the associations between the barrier ‘unappealing food’ 
and consumption of fruit and vegetables. Younger partici-
pants who perceived healthy food to be unappealing were 
52.0% less likely to report eating fruit every day and 59.0% 
less likely to report eating vegetables every day (Supple-
mentary Table 1). Most associations between the barriers 
and vegetables consumption were stronger in women than 
in men (Supplementary Table 2).

Results from sensitivity analyses showed that even if 
we were to use a p value below 0.001, about half of the 
interactions would remain significant. In addition, when 
we included all the independent variables in the models 
(Supplementary Table 8), in almost all instances, the odds 
ratios (OR) became less strong as compared to the mod-
els in which each perceived barrier was analysed separately 
(Table 2). Nonetheless, ‘lack of willpower’ remained the 
barrier most strongly related to greater consumption of 
home-cooked meals, fruit, vegetables and fish. Most of the 
results remained in the same direction, but interestingly not 
the association between ‘lack of healthy options’ and fruit 
[OR 1.20, 95% confidence interval (CI) 1.01–1.42] and 
vegetables (OR 1.18, 95% CI 0.98–1.42) consumption.

Discussion

We explored the association between perceived barriers to 
healthy eating and dietary behaviours in adults across five 
urban regions in Europe. Among the participants in this 
study, the most often-mentioned barriers to healthy eating 
were ‘lack of willpower’, ‘having a busy lifestyle’ and the 
‘price of healthy foods’. The barriers were associated with 
frequency of consumption of fruit, vegetables, breakfast, 

home-cooked meals and fast food. The barriers were in par-
ticular strongly associated with vegetable consumption, and 
the time-related barriers appeared to be especially impor-
tant for the consumption of home-cooked meals. Many of 
the associations between barriers and dietary behaviours 
were modified by socio-demographic factors and urban 
region.

Our finding that the reported barriers were often asso-
ciated with self-reported dietary behaviours is in line with 
the results of Williams et al. [31]. They found that Aus-
tralian women were more likely to eat healthily if they 
perceived to have a higher self-efficacy towards adher-
ing to a healthy diet, did not perceive taste as a barrier to 
eating fruit and vegetables, and did not perceive time or 
price as barriers to eating healthily. In our study, the bar-
riers studied were less strongly associated with consump-
tion of sweets and sugar-sweetened beverages compared 
to the other dietary behaviours. This may be due to the 
fact that consuming sugary foods and drinks requires less 
effort and planning, as these products are omnipresent 
in many settings in western societies. On the other hand, 
eating foods such as vegetables and fish and the habit of 
cooking at home require more effort in terms of planning 
and/or skills and may, therefore, be more susceptible to 
barriers.

We found that self-reported ‘lack of willpower’ was the 
most frequently reported barrier and was most strongly 
associated with a lower likelihood of having home-cooked 
meals, and eating fruit, vegetables and fish on a regular 
basis. This may reflect public and media discourse focused 
on individual level willpower as a key determinant of eating 
behaviour and obesity. Puhl and Heuer [32] found in their 
review that it is common for the media to frame unhealthy 
eating, and consequently obesity, as a personal responsibil-
ity with individual level solutions such as behaviour change 
from unhealthy dietary habits into healthier ones. Equally, 
it might be that individuals exposed to obesogenic environ-
ments feel that their own level of willpower is not always 
adequate to overcome the many opportunities and tempta-
tions for unhealthy eating their environment offers them. 
For instance, in another study within the SPOTLIGHT pro-
ject, we found that the relations between neighbourhood 
characteristics and the consumption of fruit and vegetables 
were often modified by a greater number of perceived bar-
riers to healthy eating [9].

Other important barriers were taste-related (i.e. ‘per-
ceiving healthy foods as unappealing’, ‘taste preferences 
of family and friends’, ‘giving up preferred foods’). These 
appeared to be particularly relevant for vegetable consump-
tion. In a Norwegian study, taste was the barrier most sig-
nificantly associated with constraints in consumption of fish 
and vegetables [16]. From our results, taste-related barriers 
were also associated with less frequent fish consumption, 
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but we found other barriers (price and willpower) to be 
more strongly related to fish consumption. High cost was 
also the most cited barrier to fish consumption in an Aus-
tralian study of older adults [33]. Based on our results, few 
people reported eating fast food frequently, but those who 
did were more likely to perceive time and taste as barriers 
to healthy eating. This is in accordance with previous stud-
ies [22, 34].

We frequently found time-related barriers (i.e. ‘irregular 
working hours’ and ‘busy lifestyle’) being associated with 
reduced frequency of consumption of vegetables and home-
cooked meals. In this sample, people who experienced time 
constraints were less likely to have home-cooked meals 
regularly. Similar results were found in a study conducted 
in the USA in which working adults who cared the most 
about convenience were those who spent the least time on 
home cooking [35]. Home cooking, in turn, was associ-
ated with having a healthier diet (i.e. greater consumption 
of fruits and vegetables and less frequent visits to fast-food 
restaurants) [35]. In previous studies, time-related barriers 
were also associated with reduced frequency of vegetables 
consumption [22, 24].

We also tested whether the associations were modified 
by urban region and socio-demographic variables. For 
many of the associations we found effect modification, 
with stratified analyses indicating that the barrier–con-
sumption relation was stronger in some sub-groups than in 
others. In general, subgroup analyses showed that the asso-
ciations between barriers and the consumption of fruit and 
vegetables were more pronounced in younger participants 
and women; the relation between barriers and lower con-
sumption of vegetables and higher consumption of sweets 
was stronger in women; and the relation between barriers 
and fast food was stronger for the higher educated individu-
als. The barriers and the barrier–consumption associations 
were often different between urban regions, most notably 
relation to consuming home-cooked meals: in contrast to 
what was found for other urban regions, in Hungary, no 
barriers were associated with the likelihood of consuming 
home-cooked meals. The associations between barriers and 
dietary behaviours were also different depending on the 
type of household. We found that in three-person house-
holds, which are likely to contain children, the barrier ‘taste 
preferences of family and friends’ was more important for 
fish consumption than for smaller households. This is con-
cordant with the results from an intervention study with 
women who were trying to adopt healthier dietary behav-
iours, which described that preferences of children and 
family was the most important barrier, especially in trying 
to increase the consumption of vegetables, lentils and fish 
[36].

The association between the taste-related barrier (find-
ing healthy foods unappealing) with fruit and vegetable 

consumption differed across age groups. Our results sug-
gest that taste preferences for fruit and vegetables may be 
more important for younger adults than for older adults. 
In line with this, in a ten-year longitudinal study, Larson 
et al. [37] found that having a favourable taste prefer-
ence for fruit and vegetables was an important predictor 
of increased consumption of both items from adolescence 
into adulthood. Based on previous studies that have shown 
that more highly educated individuals exhibit healthier life-
style behaviour [38, 39], and that specific barriers such as 
taste preferences are more prevalent among lower educated 
people [40], we expected that education would be an effect 
modifier in many of the associations studied, but interest-
ingly, this was not the case.

This study needs to be seen in the light of some limi-
tations, for instance, the use of self-reported measures of 
dietary behaviours to obtain information on the consump-
tion of a limited number of specific foods. Nonetheless, it 
is known that self-reported measures can provide valuable 
information on the consumption of foods and beverages 
in population-based studies [41]. In addition, our study 
included items that have previously been associated with 
having a healthy diet and consistent with current dietary 
recommendations [42, 43]. The categorisation of dietary 
behaviours can also be seen as a limitation, as we were una-
ble to distinguish participants who never consume certain 
foods from those who consume them at least once a week. 
This may especially be a limitation for less frequently con-
sumed foods, such as fish. In addition, due to their distri-
bution we decided to dichotomise the perceived barriers 
variables, potentially losing important nuances such as the 
difference between those who perceived barriers seldom 
(categorised as ‘no barrier’) and sometimes (categorised as 
barrier). We also may not have been able to account for all 
important barriers that people might experience. Informed 
by previous research [15], we chose barriers that appeared 
to be most important in terms of their relation with healthy 
eating, but there may be other relevant barriers that have 
not been studied before. In this regard, a qualitative study 
alongside this quantitative analysis to identify additional 
relevant barriers for further research is warranted. Last, a 
low response rate (around 10%), which is a common prob-
lem for population-based studies [44], may have led to a 
selection bias. Although the number of men and women; 
lower and higher educated individuals; and age groups are 
balanced in our sample, generalisation of findings should 
be done with caution [26].

The study’s strengths include our ability to recruit a 
large sample across different countries in Europe, which 
contributes to higher external validity and enables com-
parisons across urban regions. In addition, we were able 
to link several perceived barriers to healthy eating with the 
consumption of healthy and unhealthy dietary behaviours 
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in a diverse sample, in which individuals varied in terms 
of age (younger and older adults), sex and socio-demo-
graphic characteristics. Furthermore, most previous stud-
ies on perceived barriers to healthy eating have focused 
on the evaluation of barriers related to the consumption of 
specific healthy food items, namely, fruit, vegetables and/
or fish [16, 18, 24, 45]. A strength of the current study is 
that we were able to link multiple generic barriers to dif-
ferent dietary habits, thus allowing for a comparison of the 
importance of these barriers for a number of dietary habits. 
In doing so, we believe we have contributed to a more com-
prehensive understanding of the subjective factors that can 
influence people’s dietary behaviours.

In conclusion, we found several associations between 
perceived barriers to healthy eating and food consump-
tion, of which the most frequent was self-reported lack of 
willpower. People who perceived any barrier to healthy 
eating were less likely to report healthier dietary behav-
iours, especially vegetable consumption, but also con-
sumption of fruit, fish, breakfast and home-cooked meals, 
and were more likely to report eating fast food. Findings 
from this study may contribute to the design of interven-
tions that target individual-level barriers to healthy eating 
since we found that associations between perceived barri-
ers to healthy eating and food consumption were different 
across urban regions and subgroups. For instance, interven-
tions aiming to increase fruit and vegetable consumption 
among adults could focus on taste related issues, especially 
among younger adults and women. However, upstream 
responses that shift the balance of influences on people’s 
diets through promoting a healthier food environment may 
well have an important part to play in attenuating some of 
these negative influences that people perceive.

Acknowledgements The SPOTLIGHT project was funded by the 
Seventh Framework Programme (CORDIS FP7) of the European 
Commission, HEALTH (FP7-HEALTH-2011-two-stage), Grant 
agreement No. 278186. The researcher ‘de Pinho MGM’ has a grant 
from the Brazilian higher education agency CNPq (National Coun-
cil for Scientific and Technological Development) as part of Science 
Without Borders Programme, Process number 233850/2014-7. The 
content of this article reflects only the authors’ views, and the funding 
agencies are not liable for any use that may be made of the informa-
tion contained therein.

Conflict of interest The authors declare that they have no conflict of 
interest.

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://crea-
tivecommons.org/licenses/by/4.0/), which permits unrestricted use, 
distribution, and reproduction in any medium, provided you give 
appropriate credit to the original author(s) and the source, provide a 
link to the Creative Commons license, and indicate if changes were 
made.

References

 1. Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-
Rohani H, Amann M, Anderson HR, Andrews KG, Aryee M, 
Atkinson C, Bacchus LJ, Bahalim AN, Balakrishnan K, Balmes 
J, Barker-Collo S, Baxter A, Bell ML, Blore JD, Blyth F, Bon-
ner C, Borges G, Bourne R, Boussinesq M, Brauer M, Brooks P, 
Bruce NG, Brunekreef B, Bryan-Hancock C, Bucello C, Buch-
binder R, Bull F, Burnett RT, Byers TE, Calabria B, Carapetis J, 
Carnahan E, Chafe Z, Charlson F, Chen H, Chen JS, Cheng AT, 
Child JC, Cohen A, Colson KE, Cowie BC, Darby S, Darling S, 
Davis A, Degenhardt L, Dentener F, Des Jarlais DC, Devries K, 
Dherani M, Ding EL, Dorsey ER, Driscoll T, Edmond K, Ali SE, 
Engell RE, Erwin PJ, Fahimi S, Falder G, Farzadfar F, Ferrari 
A, Finucane MM, Flaxman S, Fowkes FG, Freedman G, Free-
man MK, Gakidou E, Ghosh S, Giovannucci E, Gmel G, Gra-
ham K, Grainger R, Grant B, Gunnell D, Gutierrez HR, Hall 
W, Hoek HW, Hogan A, Hosgood HD 3rd, Hoy D, Hu H, Hub-
bell BJ, Hutchings SJ, Ibeanusi SE, Jacklyn GL, Jasrasaria R, 
Jonas JB, Kan H, Kanis JA, Kassebaum N, Kawakami N, Khang 
YH, Khatibzadeh S, Khoo JP, Kok C, Laden F, Lalloo R, Lan 
Q, Lathlean T, Leasher JL, Leigh J, Li Y, Lin JK, Lipshultz SE, 
London S, Lozano R, Lu Y, Mak J, Malekzadeh R, Mallinger L, 
Marcenes W, March L, Marks R, Martin R, McGale P, McGrath 
J, Mehta S, Mensah GA, Merriman TR, Micha R, Michaud C, 
Mishra V, Mohd Hanafiah K, Mokdad AA, Morawska L, Mozaf-
farian D, Murphy T, Naghavi M, Neal B, Nelson PK, Nolla JM, 
Norman R, Olives C, Omer SB, Orchard J, Osborne R, Ostro 
B, Page A, Pandey KD, Parry CD, Passmore E, Patra J, Pearce 
N, Pelizzari PM, Petzold M, Phillips MR, Pope D, Pope CA 
3rd, Powles J, Rao M, Razavi H, Rehfuess EA, Rehm JT, Ritz 
B, Rivara FP, Roberts T, Robinson C, Rodriguez-Portales JA, 
Romieu I, Room R, Rosenfeld LC, Roy A, Rushton L, Salomon 
JA, Sampson U, Sanchez-Riera L, Sanman E, Sapkota A, Seedat 
S, Shi P, Shield K, Shivakoti R, Singh GM, Sleet DA, Smith E, 
Smith KR, Stapelberg NJ, Steenland K, Stockl H, Stovner LJ, 
Straif K, Straney L, Thurston GD, Tran JH, Van Dingenen R, van 
Donkelaar A, Veerman JL, Vijayakumar L, Weintraub R, Weiss-
man MM, White RA, Whiteford H, Wiersma ST, Wilkinson JD, 
Williams HC, Williams W, Wilson N, Woolf AD, Yip P, Zielinski 
JM, Lopez AD, Murray CJ, Ezzati M, AlMazroa MA, Memish 
ZA (2012) A comparative risk assessment of burden of disease 
and injury attributable to 67 risk factors and risk factor clusters 
in 21 regions, 1990–2010: a systematic analysis for the global 
burden of disease study 2010. Lancet 380(9859):2224–2260. 
doi:10.1016/S0140-6736(12)61766-8

 2. Bouvard V, Loomis D, Guyton KZ, Grosse Y, Ghissassi FE, 
Benbrahim-Tallaa L, Guha N, Mattock H, Straif K, Interna-
tional Agency for Research on Cancer Monograph Working 
G (2015) Carcinogenicity of consumption of red and pro-
cessed meat. Lancet Oncol 16(16):1599–1600. doi:10.1016/
S1470-2045(15)00444-1

 3. Boffetta P, Couto E, Wichmann J, Ferrari P, Trichopoulos D, 
Bueno-de-Mesquita HB, van Duijnhoven FJ, Buchner FL, Key 
T, Boeing H, Nothlings U, Linseisen J, Gonzalez CA, Overvad 
K, Nielsen MR, Tjonneland A, Olsen A, Clavel-Chapelon F, 
Boutron-Ruault MC, Morois S, Lagiou P, Naska A, Benetou V, 
Kaaks R, Rohrmann S, Panico S, Sieri S, Vineis P, Palli D, van 
Gils CH, Peeters PH, Lund E, Brustad M, Engeset D, Huerta 
JM, Rodriguez L, Sanchez MJ, Dorronsoro M, Barricarte A, 
Hallmans G, Johansson I, Manjer J, Sonestedt E, Allen NE, 
Bingham S, Khaw KT, Slimani N, Jenab M, Mouw T, Norat T, 
Riboli E, Trichopoulou A (2010) Fruit and vegetable intake and 
overall cancer risk in the European Prospective Investigation into 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/S0140-6736(12)61766-8
https://doi.org/10.1016/S1470-2045(15)00444-1
https://doi.org/10.1016/S1470-2045(15)00444-1


1769Eur J Nutr (2018) 57:1761–1770 

1 3

Cancer and Nutrition (EPIC). J Natl Cancer Inst 102(8):529–
537. doi:10.1093/jnci/djq072

 4. Crowe FL, Roddam AW, Key TJ, Appleby PN, Overvad K, 
Jakobsen MU, Tjonneland A, Hansen L, Boeing H, Weikert C, 
Linseisen J, Kaaks R, Trichopoulou A, Misirli G, Lagiou P, Sac-
erdote C, Pala V, Palli D, Tumino R, Panico S, Bueno-de-Mes-
quita HB, Boer J, van Gils CH, Beulens JW, Barricarte A, Rodri-
guez L, Larranaga N, Sanchez MJ, Tormo MJ, Buckland G, Lund 
E, Hedblad B, Melander O, Jansson JH, Wennberg P, Wareham 
NJ, Slimani N, Romieu I, Jenab M, Danesh J, Gallo V, Norat T, 
Riboli E, European Prospective Investigation into C, Nutrition 
-Heart Study C (2011) Fruit and vegetable intake and mortality 
from ischaemic heart disease: results from the European Prospec-
tive Investigation into Cancer and Nutrition (EPIC)-Heart study. 
Eur Heart J 32(10):1235–1243. doi:10.1093/eurheartj/ehq465

 5. Hooper L, Abdelhamid A, Moore HJ, Douthwaite W, Skeaff 
CM, Summerbell CD (2012) Effect of reducing total fat intake 
on body weight: systematic review and meta-analysis of ran-
domised controlled trials and cohort studies. BMJ 345:e7666. 
doi:10.1136/bmj.e7666

 6. Imamura F, O’Connor L, Ye Z, Mursu J, Hayashino Y, Bhupathi-
raju SN, Forouhi NG (2015) Consumption of sugar sweetened 
beverages, artificially sweetened beverages, and fruit juice and 
incidence of type 2 diabetes: systematic review, meta-analy-
sis, and estimation of population attributable fraction. BMJ 
351:h3576. doi:10.1136/bmj.h3576

 7. Te Morenga L, Mallard S, Mann J (2013) Dietary sugars and 
body weight: systematic review and meta-analyses of ran-
domised controlled trials and cohort studies. BMJ 346:e7492. 
doi:10.1136/bmj.e7492

 8. Swinburn B, Egger G, Raza F (1999) Dissecting obesogenic 
environments: the development and application of a frame-
work for identifying and prioritizing environmental interven-
tions for obesity. Prev Med 29(6 Pt 1):563–570. doi:10.1006/
pmed.1999.0585

 9. Mackenbach JD, Lakerveld J, Van Lenthe FJ, Teixeira PJ, 
Compernolle S, De Bourdeaudhuij I, Charreire H, Oppert JM, 
Bardos H, Glonti K, Rutter H, McKee M, Nijpels G, Brug J 
(2016) Interactions of individual perceived barriers and neigh-
bourhood destinations with obesity-related behaviours in 
Europe. Obes Rev 17(Suppl 1):68–80. doi:10.1111/obr.12374

 10. Sleddens EF, Kroeze W, Kohl LF, Bolten LM, Velema E, 
Kaspers P, Kremers SP, Brug J (2015) Correlates of dietary 
behavior in adults: an umbrella review. Nutr Rev 73(8):477–
499. doi:10.1093/nutrit/nuv007

 11. Kremers SP, De Bruijn G-J, Visscher TL, Van Mechelen W, De 
Vries NK, Brug J (2006) Environmental influences on energy 
balance-related behaviors: a dual-process view. Int J Behav 
Nutr Phys Act 3(1):9

 12. Lara J, McCrum LA, Mathers JC (2014) Association of Medi-
terranean diet and other health behaviours with barriers to 
healthy eating and perceived health among British adults 
of retirement age. Maturitas 79(3):292–298. doi:10.1016/j.
maturitas.2014.07.003

 13. Ajzen I (1991) The theory of planned behavior. Organ Behav 
Hum Decis Process 50:179–211

 14. Bandura A (2004) Health promotion by social cognitive 
means. Health Educ Behav 31(2):143–164. doi:10.1177/ 
1090198104263660

 15. Kearney JM, McElhone S (1999) Perceived barriers in trying 
to eat healthier–results of a pan-EU consumer attitudinal sur-
vey. Br J Nutr 81(Suppl 2):S133–S137

 16. Skuland SE (2015) Healthy eating and barriers related to social 
class. The case of vegetable and fish consumption in Norway. 
Appetite 92:217–226. doi:10.1016/j.appet.2015.05.008

 17. Yeh MC, Ickes SB, Lowenstein LM, Shuval K, Ammer-
man AS, Farris R, Katz DL (2008) Understanding barriers 
and facilitators of fruit and vegetable consumption among a 
diverse multi-ethnic population in the USA. Health Promot Int 
23(1):42–51. doi:10.1093/heapro/dam044

 18. Pollard C, Miller M, Woodman RJ, Meng R, Binns C (2009) 
Changes in knowledge, beliefs, and behaviors related to fruit 
and vegetable consumption among Western Australian adults 
from 1995 to 2004. Am J Public Health 99(2):355–361. 
doi:10.2105/AJPH.2007.131367

 19. Escoto KH, Laska MN, Larson N, Neumark-Sztainer D, 
Hannan PJ (2012) Work hours and perceived time barriers 
to healthful eating among young adults. Am J Health Behav 
36(6):786–796. doi:10.5993/AJHB.36.6.6

 20. Williams L, Ball K, Crawford D (2010) Why do some socio-
economically disadvantaged women eat better than others? An 
investigation of the personal, social and environmental corre-
lates of fruit and vegetable consumption. Appetite 55(3):441–
446. doi:10.1016/j.appet.2010.08.004

 21. Trondsen T, Scholderer J, Lund E, Eggen AE (2003) Perceived 
barriers to consumption of fish among Norwegian women. 
Appetite 41(3):301–314. doi:10.1016/s0195-6663(03)00108-9

 22. Welch N, McNaughton SA, Hunter W, Hume C, Crawford D 
(2009) Is the perception of time pressure a barrier to healthy 
eating and physical activity among women? Public Health 
Nutr 12(7):888–895. doi:10.1017/s1368980008003066

 23. Shaikh AR, Yaroch AL, Nebeling L, Yeh MC, Resnicow K 
(2008) Psychosocial predictors of fruit and vegetable con-
sumption in adults a review of the literature. Am J Prev Med 
34(6):535–543. doi:10.1016/j.amepre.2007.12.028

 24. Mook K, Laraia BA, Oddo VM, Jones-Smith JC (2016) Food 
security status and barriers to fruit and vegetable consumption in 
two economically deprived communities of Oakland, California, 
2013–2014. Prev Chronic Dis 13:E21. doi:10.5888/pcd13.150402

 25. Lakerveld J, Brug J, Bot S, Teixeira PJ, Rutter H, Wood-
ward E, Samdal O, Stockley L, De Bourdeaudhuij I, van 
Assema P, Robertson A, Lobstein T, Oppert JM, Adany R, 
Nijpels G (2012) Sustainable prevention of obesity through 
integrated strategies: the SPOTLIGHT project’s concep-
tual framework and design. BMC Public Health 12:793. 
doi:10.1186/1471-2458-12-793

 26. Lakerveld J, Ben Rebah M, Mackenbach JD, Charreire H, Com-
pernolle S, Glonti K, Bardos H, Rutter H, De Bourdeaudhuij 
I, Brug J, Oppert JM (2015) Obesity-related behaviours and 
BMI in five urban regions across Europe: sampling design and 
results from the SPOTLIGHT cross-sectional survey. BMJ Open 
5(10):e008505. doi:10.1136/bmjopen-2015-008505

 27. WHO (2000) Obesity: preventing and managing the global epi-
demic. Part I—The problem of overweight and obesity. WHO 
Technical Report Series, 894. Geneva

 28. Moons KGM, Donders RART, Stijnen T, Harrell FE (2006) 
Using the outcome for imputation of missing predictor val-
ues was preferred. J Clin Epidemiol 59(10):1092–1101. 
doi:10.1016/j.jclinepi.2006.01.009

 29. Rubin DB (1987) Multiple imputation for non-response in sur-
veys. Wiley, New York

 30. Bodner TE (2008) What improves with increased missing data 
imputations? Struct Equ Model 15:651–675

 31. Williams LK, Thornton L, Crawford D (2012) Optimising 
women’s diets. An examination of factors that promote healthy 
eating and reduce the likelihood of unhealthy eating. Appetite 
59(1):41–46. doi:10.1016/j.appet.2012.03.014

 32. Puhl RM, Heuer CA (2009) The stigma of obesity: a review and 
update. Obesity (Silver Spring) 17(5):941–964. doi:10.1038/
oby.2008.636

https://doi.org/10.1093/jnci/djq072
https://doi.org/10.1093/eurheartj/ehq465
https://doi.org/10.1136/bmj.e7666
https://doi.org/10.1136/bmj.h3576
https://doi.org/10.1136/bmj.e7492
https://doi.org/10.1006/pmed.1999.0585
https://doi.org/10.1006/pmed.1999.0585
https://doi.org/10.1111/obr.12374
https://doi.org/10.1093/nutrit/nuv007
https://doi.org/10.1016/j.maturitas.2014.07.003
https://doi.org/10.1016/j.maturitas.2014.07.003
https://doi.org/10.1177/1090198104263660
https://doi.org/10.1177/1090198104263660
https://doi.org/10.1016/j.appet.2015.05.008
https://doi.org/10.1093/heapro/dam044
https://doi.org/10.2105/AJPH.2007.131367
https://doi.org/10.5993/AJHB.36.6.6
https://doi.org/10.1016/j.appet.2010.08.004
https://doi.org/10.1016/s0195-6663(03)00108-9
https://doi.org/10.1017/s1368980008003066
https://doi.org/10.1016/j.amepre.2007.12.028
https://doi.org/10.5888/pcd13.150402
https://doi.org/10.1186/1471-2458-12-793
https://doi.org/10.1136/bmjopen-2015-008505
https://doi.org/10.1016/j.jclinepi.2006.01.009
https://doi.org/10.1016/j.appet.2012.03.014
https://doi.org/10.1038/oby.2008.636
https://doi.org/10.1038/oby.2008.636


1770 Eur J Nutr (2018) 57:1761–1770

1 3

 33. Grieger JA, Miller M, Cobiac L (2012) Knowledge and barri-
ers relating to fish consumption in older Australians. Appetite 
59(2):456–463. doi:10.1016/j.appet.2012.06.009

 34. Lucan SC, Barg FK, Long JA (2010) Promoters and barriers to 
fruit, vegetable, and fast-food consumption among urban, low-
income African Americans—a qualitative approach. Am J Public 
Health 100(4):631–635. doi:10.2105/AJPH.2009.172692

 35. Monsivais P, Aggarwal A, Drewnowski A (2014) Time spent on 
home food preparation and indicators of healthy eating. Am J 
Prev Med 47(6):796–802. doi:10.1016/j.amepre.2014.07.033

 36. Raberg Kjollesdal MK, Telle Hjellset V, Bjorge B, Holmboe-
Ottesen G, Wandel M (2010) Barriers to healthy eating among 
Norwegian-Pakistani women participating in a culturally 
adapted intervention. Scand J Public Health 38(5 Suppl):52–59. 
doi:10.1177/1403494810378923

 37. Larson N, Laska MN, Story M, Neumark-Sztainer D (2012) Pre-
dictors of fruit and vegetable intake in young adulthood. J Acad 
Nutr Diet 112(8):1216–1222. doi:10.1016/j.jand.2012.03.035

 38. Chandola T, Clarke P, Morris JN, Blane D (2006) Pathways 
between education and health: a causal modelling approach. J R 
Stat Soc A 169(2):337–359

 39. Cutler DM, Lleras-Muney A (2006) Education and Health: Eval-
uating Theories and Evidence Paper presented at the The Health 
Effects of Non-Health Policies

 40. de Mestral C, Khalatbari-Soltani S, Stringhini S, Marques-
Vidal P (2017) Fifteen-year trends in the prevalence of barri-
ers to healthy eating in a high-income country. Am J Clin Nutr. 
doi:10.3945/ajcn.116.143719

 41. Subar AF, Freedman LS, Tooze JA, Kirkpatrick SI, Boushey C, 
Neuhouser ML, Thompson FE, Potischman N, Guenther PM, 
Tarasuk V, Reedy J, Krebs-Smith SM (2015) Addressing current 
criticism regarding the value of self-report dietary data. J Nutr 
145(12):2639–2645. doi:10.3945/jn.115.219634

 42. Pot GK, Richards M, Prynne CJ, Stephen AM (2014) Develop-
ment of the Eating Choices Index (ECI): a four-item index to 
measure healthiness of diet. Public Health Nutr 17(12):2660–
2666. doi:10.1017/S1368980013003352

 43. WHO (2015) Healthy diet. Fact sheet n. 394
 44. O’Neill TW, Marsden D, Matthis C, Raspe H, Silman AJ (1995) 

Survey response rates: national and regional differences in a 
European multicentre study of vertebral osteoporosis. J Epide-
miol Community Health 49(1):87–93

 45. Dijkstra SC, Neter JE, van Stralen MM, Knol DL, Brouwer IA, 
Huisman M, Visser M (2015) The role of perceived barriers in 
explaining socio-economic status differences in adherence to 
the fruit, vegetable and fish guidelines in older adults: a media-
tion study. Public Health Nutr 18(5):797–808. doi:10.1017/
S1368980014001487

https://doi.org/10.1016/j.appet.2012.06.009
https://doi.org/10.2105/AJPH.2009.172692
https://doi.org/10.1016/j.amepre.2014.07.033
https://doi.org/10.1177/1403494810378923
https://doi.org/10.1016/j.jand.2012.03.035
https://doi.org/10.3945/ajcn.116.143719
https://doi.org/10.3945/jn.115.219634
https://doi.org/10.1017/S1368980013003352
https://doi.org/10.1017/S1368980014001487
https://doi.org/10.1017/S1368980014001487

	Exploring the relationship between perceived barriers to healthy eating and dietary behaviours in European adults
	Abstract 
	Purpose 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study design, sampling and participants

	Measures
	Individual characteristics
	Dietary behaviours
	Perceived barriers to healthy eating
	Statistical analysis

	Results
	Discussion
	Acknowledgements 
	References




