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Abstract
Objective: The current study aimed to assess Uruguayan consumers’ accounts of
their own need to change their dietary patterns, their intended changes and the
barriers related to doing so, and to compare the intentions and barriers with the
recommendations of the national dietary guidelines.
Design: An online survey with 2381 Uruguayan employed adults, aged between
18 and 65 years, 65% females, was conducted. Participants had to answer two
open-ended questions related to changes they could make in the foods they eat
and/or the way in which they eat to improve the quality of their diet and the
reasons why they had not implemented those changes yet. Content analysis using
inductive coding by two researchers was used to analyse the responses.
Results: Consumers mainly intended to change consumption of types of foods,
particularly eating more fruits, vegetables and legumes and consuming less flour,
but also intended to alter their eating patterns. Lack of time and the fact that
healthy foods are perceived as being more expensive than unhealthy foods were
major barriers to behaviour change. Some of the recommendations of the dietary
guidelines, particularly those related to enjoying cooking and meals and engaging
in it as a social activity, were not represented in consumer accounts.
Conclusions: Accompanying policies to the dietary guidelines need to underline
the importance of changes in dietary patterns, including greater enjoyment and
sharing food preparation and meals in the company with others, address
misconceptions about flour, and provide concrete, consumer-derived recommen-
dations on how to enact the guidelines.
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It is well established that the problems caused by the rise
in non-communicable diseases originate, among others,
from a wide array of changes in modern consumers’
dietary habits and eating behaviours(1). Thus, a diverse set
of public actions is suggested to tackle the challenges and
inform citizens and consumers as well as guide them
towards healthier habits(2). Among these actions is the
development of dietary guidelines, which establish the
basis for the development of public policies as
well as nutrition education programmes, communication
campaigns and provision of simple information to guide
individual food choices(3).

Dietary guidelines consist of a short list of easily
understandable messages, tailored to meet the specific
needs of the population, which have been developed in

several countries(2). However, consumer awareness and
use of dietary guidelines have been reported to be limited,
and this has caused concern about their efficacy to modify
consumers’ dietary behaviour and improve the health
status of the population(4).

Although it is often assumed that behaviour that deviates
from health/nutrition recommendations arises due to lack
of knowledge, research has shown that the way nutrition
information and education is provided is not effective in
encouraging consumers to eat healthily(5). It is increasingly
acknowledged that a more consumer-targeted approach
to behaviour change is needed. In accordance with this
approach, barriers and constraints to healthy eating have
been recognized as major determinants of lack of
compliance with recommendations(6,7). Consequently, an
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in-depth understanding of the current level of consumers’
comprehension of healthy diets and the barriers they face is
needed to select and fine-tune accompanying policies or
social marketing strategies that encourage effective changes
in consumers’ dietary behaviour(8,9).

In this sense, it has been increasingly discussed that
successful dietary guidelines should be targeted to the
current consumer environment and situation in terms of
the cultural and social context and the prevalent eating
patterns in the country(4,10,11). In other words, dietary
guidelines should reach the consumer where he/she is in
terms of understanding and behaviour, in order to then be
able to further improve dietary knowledge and behaviour.

Changing consumers’ eating patterns has proven to be a
difficult task, as eating habits and behaviour are influenced
by several physiological, psychological, social and environ-
mental factors(12). Consumers might express intentions to
eat healthily, but factors such as attitudes and preferences,
social context and norms, and perceived or actual lack of
behavioural control can cause a gap between favourable
attitudes, ‘good intentions’ and behaviour(13–16). Thus,
successful dietary guidelines and their accompanying public
policies and communication campaigns should try to
encompass ways to tackle barriers to behaviour change, for
example by tapping into already existing beliefs, making
use of favourable social norms, and being phrased in an
understandable manner and accompanied with tips that are
easy to handle. This approach can contribute to improving
consumers’ confidence into their own capability to follow
the guidelines and increasing their motivation to changing
their dietary behaviour.

Previous research has explored consumers’ barriers to
and facilitators of adhering to dietary guidelines. Most
notably, a review has found that while several studies have
explored consumer awareness and understanding of diet-
ary guidelines, relatively little is known about their use(4).
Barriers reported in the literature include lack of cooking
skills, persistence of habits, cost, taste preferences(17) and
context(18). Facilitators, in turn, have been suggested to be
those closely tackling barriers(17), or active changes in the
social context(4,18). However, research about consumers’
own accounts of dietary behaviour change is scarce so far.

Dietary guidelines have traditionally underestimated the
influence of the food environment on people’s eating
patterns, as well as the importance of the way in which
foods are prepared, combined and consumed. The new
Brazilian dietary guidelines, however, change this as they
include food processing and eating context as central
components of the recommendations(19). These new
phrasings of dietary guidelines served as inspiration for the
development of the new Uruguayan dietary guidelines
during 2015 and 2016(20). The 2016 edition of the Uru-
guayan dietary guidelines acknowledges the importance
of lifestyle and the food environment on food choice and
emphasizes the importance of consuming home-made
foods based on natural or minimally processed foods.

The aim of the current study was to assess Uruguayan
consumers’ accounts of their own need to change their
dietary patterns, their intended changes and the barriers
to doing so, without yet being knowledgeable of the
new Uruguayan dietary guidelines. More precisely,
the objectives of the present work were: (i) to explore
consumers’ own expression of intention to change
and the experienced or expected barriers to doing so;
and (ii) to compare the intentions and barriers with
the recommendations of the dietary guidelines. The
goal was to use the respective results for assessing the
phrasing of the dietary guidelines, as well as to consider
which kind of accompanying communication and
policy measures are needed to support good under-
standing and applicability of the guidelines in the general
Uruguayan population.

Materials and methods

Participants
The study sample frame was a database of 40 000
Uruguayan adult workers, owned by company that sells
tickets for meals. This type of ticket is commonly added to
the salary of Uruguayan workers across a wide range of
companies, which provides access to a diverse set of
employed adults. Although this database constitutes a
good alternative to reach respondents across the country
due to the lack of online consumer panels, it should be
highlighted that it is not necessarily representative of the
whole Uruguayan population. Participants were invited by
email to participate in the study. They were informed that
the study was related to their eating patterns and that they
would participate in a raffle for two tablet computers. The
study was approved by the ethics committee of the School
of Chemistry of Universidad de la República (Uruguay).

Data collection
Participants completed an online survey composed of a total
of eight questions. The first two questions were related to
intentions for and barriers to healthy dietary change.
Respondents were asked to answer two open-ended ques-
tions: ‘Mention some changes you could make in the foods
you eat and/or the way in which you eat to improve the
quality of your diet’ and ‘Mention some of the reasons why
you have not implemented those changes yet’. The additional
questions were specifically about the recommendations of the
Uruguayan dietary guidelines (questions on understanding
and opinion), but results are not analysed in the present work
nor published elsewhere. The questionnaire was developed
by the authors based on recommendations for the develop-
ment and testing of dietary guidelines(21). A pilot test with
twenty consumers was conducted to ensure understanding.
Data collection was carried out using Compusense Cloud
(Compusense Inc., Guelph, Ontario, Canada). The survey was
conducted in December 2015.
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Data analysis
Data were analysed using content analysis. Responses to
each of the open-ended questions were grouped into
categories using inductive coding(22,23). Two researchers
with more than 4 years of experience in content analysis
were involved in the coding. After they had individually
coded the data, a meeting was held and consensus was
reached to select the final categories. For each of the
questions, the frequency of mention of each category was
calculated by counting the number of participants who
used that category. Categories were grouped into dimen-
sions following the same coding procedure. Exemplar
responses within each category were selected and
translated into English.

Results

A total of 5241 people responded to the invitation to
participate in the study, resulting in a response rate of
13%. Participants with a degree in medicine or nutrition
were excluded to obtain responses from ‘average’
Uruguayan consumers with no specific nutrition knowl-
edge. Participants who did not answer all questions were
also excluded, which led to 2381 responses in total in the
final data set. Participants were aged between 18 and
65 years (18–25 years, 8%; 26–35 years, 33%; 36–50 years,
38%; 50–65 years, 21%). Of the respondents, 65% were
female. The maximum educational level of most partici-
pants was high school (45%), whereas 24% had not
completed high school and 32% had a university degree.
Even though the sample was not representative, it can be
regarded as fairly representing the Uruguayan population
in terms of age distribution. However, the sample
exhibited a higher share of respondents with a high
level of education, as commonly found in survey studies.
Female respondents were over-represented in the
answers, which can be attributed to the fact that the topic
of the survey had greater relevance for females, as they are
usually more frequently engaged in the household food
purchase and preparation than males.

Intentions to change
The intentions to change towards healthier eating men-
tioned by the respondents were grouped into twenty-
seven categories and further clustered into six higher-level
dimensions (Table 1). The dimensions that emerged from
the data were: Types of Foods (e.g. eating or drinking
more or less of specific food categories, such as fruits,
vegetables or legumes, or processed meat, or more varied
foods); Eating Patterns (e.g. meal organization, types of
meals, portion size); Nutrients (e.g. eating less fat, sugar or
salt); General Characteristics that can apply across food
groups (e.g. eating organic or better-quality foods);
Accessibility to food (e.g. improving income); and No
Intentions to change.

As shown in Table 1, very few consumers (2·1%) men-
tioned that they did not intend any changes to their diet. On
the contrary, the great majority of the participants men-
tioned at least one intention to change in order to improve
their diet. The largest share of these intentions was related to
the dimension Types of Foods, particularly to the category
‘eating more fruits, vegetables and legumes’ (46·3%) and
‘eating less flour’ (20·7%). All the other categories identified
through the content analysis were mentioned with a
frequency lower than 10%. Among the latter, the categories
mentioned by more than 5% of the participants were related
to eating less of a food, nutrient or overall (‘eating less
processed foods’, ‘eating less meat/processed meat’, ‘eating
less fried foods’, ‘eating less/smaller portions’, ‘eating less
sugar’), eating more of specific foods (‘eating more fish’),
eating more varied foods (‘eating more varied foods’) or
changing eating patterns (‘better meal planning/organiza-
tion’, ‘eating more home-made foods/cook more’; Table 1).

Barriers to the intentions to change
Several barriers were identified that hindered efforts to
achieve changes in dietary behaviour. Responses were
classified into fourteen categories and clustered into four
dimensions (Table 2). The dimensions that emerged were
labelled Individual Priorities and Capabilities (such as taste
preferences, perceived lack of time and lack of motivation
or capabilities to change diet or engage in cooking), Social
and Individual Context (which subsumes barriers relating
to the individuals’ social or environmental immediate
context, such as the preferences of other family members,
cultural context, habits and work environment) and Food
Market Environment (price and availability of healthy v.
unhealthy food products in the marketplace). Lastly, a few
respondents answered that they did not perceive barriers
for behaviour change, given they did not intend or need to
engage in changes.

Most categories pertained to the dimension Individual
Priorities and Capabilities. This dimension included
the most frequently mentioned category, ‘time scarcity’
(37·8%), which was related to participants’ lack of time for
cooking due to the need to spend time on other daily
activities. Other individual priorities and capabilities men-
tioned by participants included ‘food preferences’ and ‘lack
of motivation/will, low food valuation’, which were
mentioned by approximately 19% of the participants. They
stated that their preferences for the sensory characteristics
of unhealthy foods or their dislike of healthy foods, such as
vegetables, constituted a barrier to healthy eating, as well as
their own lack of motivation or lack of willpower (Table 2).

The second most frequently mentioned category was
‘price’, which was categorized under the dimension Food
Market Environment (Table 2). Participants stated that the
high price of healthy food products in the marketplace and
the relatively low price of unhealthy products made
it difficult for them to make healthier food choices. In
addition, participants referred to the unfavourable broad
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‘availability’ of unhealthy foods in contrast to the difficulty
they faced to access healthy foods.

The last dimension identified in the study was related to
consumers’ Social and Individual Context, which encom-
passed the categories ‘characteristics of the workplace’,
‘habits and customs’ and ‘family and social context’
(Table 2). The category ‘characteristics of the workplace’
included barriers related to the environmental or habitual
context in the workplace, such as the lack of an adequate
place to eat or the limited time available for eating. The
other category within this dimension that was mentioned
by more than 10% of the participants was ‘habits and
customs’, which represents cultural habits and traditions or
usual practices that impede or complicate favourable
dietary behaviour change.

Comparison of intentions with dietary
recommendations
The new edition of the Uruguayan dietary guidelines had
not been launched at the time of the study and therefore
its content was unknown to participants. In the present

work, the recommendations included in the guidelines
were compared with the intentions to change which par-
ticipants suggested in the survey.

As shown in Table 3, it was possible to match the
majority of the twenty-six categories identified as inten-
tions to change for participants of the survey with one of
the eleven recommendations of the guidelines, or at least a
specific aspect of one of the recommendations. However,
two of the recommendations (5 and 6) were not observed
in the intentions to change mentioned by respondents in
the online study. However, it is worth noting that these
recommendations are not directly related to dietary
behaviour as such (Table 3).

Interestingly, some aspects of the dietary recommen-
dations were not mentioned by the respondents in the
open-ended question: they did not refer to ‘enjoy food’
nor to ‘do it in company’, ‘discover the taste for cooking’
and ‘make it a shared activity’. This indicates that the open
question worded as ‘Mention some changes you could
make in the foods you eat and/or the way in which you
eat to improve the quality of your diet’ encouraged

Table 1 Dimensions and categories of intentions to change towards healthier eating as mentioned by Uruguayan consumers*. For each
category, examples of responses and frequency of mention are shown

Dimension Category Examples of individual responses
Frequency of
mention (%)

Types of Foods Eating more fruits,
vegetables and legumes

‘Eating vegetables every day’, ‘Eating more fruits and vegetables’,
‘Eating legumes more frequently’

46·3

Eating less flour ‘I am trying to eat less foods with flour’, ‘Removing flour from
my diet’

20·7

Eating less processed foods ‘Eating less processed foods’, ‘Eating less ready-to-eat foods’ 8·7
Eating less meat/processed

meat
‘Eating less red meat’, ‘Avoiding cold cuts’ 8·6

Eating more fish ‘Eating fish at least once a week’, ‘Increasing my fish
consumption’

8·2

Eating less fried foods ‘Avoiding fried foods’, ‘Eating less fried foods would be fine’ 6·2
Eating more varied foods ‘Eating more variety of foods’, ‘Eating more balanced’ 5·4
Drinking more water ‘Drinking more water’, ‘Drinking water during meals’ 3·8
Drinking less soda/sugary

drinks
‘Drinking less soda’, ‘Stop drinking sugary drinks’ 3·6

Eating more whole
grains/seeds

‘Eating different types of seeds and cereals’, ‘Incorporating more
whole grain products’

3·3

Eating red meat ‘Eating red meat once a week’ 1·3
Eating more dairy foods ‘Including more dairy foods in my diet’ 1·2

Eating Patterns Better meal planning/
organization

‘Having more organization in my diet’, ‘Better planning my
weekly meals’

6·7

Eating more home-made
foods/cook more

‘Cooking my own food more often’, ‘Preparing foods at home’ 6·1

Eating less/smaller portions ‘Eating smaller portions’, ‘Eating less food’ 5·1
Eating between meals ‘Avoiding spending more than 3 h without eating’, ‘Eating

something between meals’
4·9

Eating four meals a day ‘Eating the four basic meals a day’, ‘Respecting the four meals’ 4·4
Having breakfast every day ‘Having breakfast every day’, ‘Having a more complete breakfast,

instead of just drinking mate’
4·2

Eating slowly ‘To improve my diet, I should start by eating more slowly’ 3·6
Nutrients Eating less sugar ‘Reducing sugar’, ‘Eating less sugar’ 7·5

Eating less fat ‘Reducing my intake of fat’, ‘Eating less fatty foods’ 2·4
Eating less salt ‘Cutting down salt’, ‘Adding less salt to my food’ 2·0

General Characteristics Eating organic foods ‘Eating more organic foods’ 1·9
of foods Buying better-quality foods ‘Improving the quality of some of the foods I buy’ 1·4
Accessibility to food Improving income/access

to foods
‘Having a better salary’, ‘Being able to buy more healthy foods’ 1·0

No Intentions No changes ‘I have a balanced diet’, ‘I would not change anything’ 2·1

*Online survey conducted with 2381 Uruguayan employed adults, aged 18–65 years (65% females) in December 2015.
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participants to think about nutrients and specific foods but
did not trigger them to think about enjoyment and social
interaction related to food and cooking. In addition, the
explicitly mentioned aspect of using oil and not grease for
cooking was not mentioned by respondents.

Furthermore, it is also interesting to note that some of
the intentions to change mentioned by participants were
not included in the recommendations of the dietary
guidelines (Table 3). Three of those intentions were par-
ticularly pronounced: ‘eating less flour’, i.e. to reduce flour
or flour-based foods in their diet as an intention for a
healthy dietary change, ‘eating more varied’ and ‘eating
between meals’, meaning eating small snacks between
meals to reduce hunger and avoid overeating during
meals. These intentions were phrased explicitly by the
participants, even though the dietary guidelines do not
suggest these as particularly recommended behaviours.

Discussion

An in-depth understanding of consumers’ accounts on
dietary behaviour change can provide useful insights to

the development of dietary guidelines and to decide on
supporting public policies and interventions to overcome
the barriers to healthy eating(24). In this context, the pre-
sent research explored Uruguayan consumers’ intention to
change their dietary behaviour as well as the reasons why
they have not implemented those changes.

Consumers’ intentions to change
The findings of the present work showed that when
Uruguayan consumers thought about improving the
quality of their diet, they mainly came up with intentions
to eat more of or to reduce the share of certain types of
foods, rather than thinking of changing their eating pat-
terns. This suggests that consumers’ conceptualization of
‘healthy eating’ kept close to eating as nutrition, which
mirrors the traditional form of dietary guidelines(10). Pre-
vious research has shown that consumers in Western
societies tend to conceptualize diet in a functional way of
ingesting nutrients and often avoiding food categories(25).
This might also be explained by the rise in ‘functional
foods’ that stress the relationship between specific nutri-
ents/compounds and health(26). Considering that the
nutritional composition of foods is just one aspect of diets

Table 2 Dimensions and categories of barriers to the intentions to change reported by Uruguayan consumers*. For each category, examples
of responses and frequency of mention are shown

Dimension Category Examples of individual responses
Frequency of
mention (%)

Individual
Priorities and

Time scarcity ‘Lack of time to cook foods’, ‘I do not have time to cook’, ‘Lack of time due
to my daily activities’

37·8

Capabilities Food preferences ‘I do not like vegetables very much’, ‘I prefer eating other things’, ‘Just
because of my preferences’, ‘I am addicted to flour, sugar and soda’,
‘Pleasure or satisfaction’

18·7

Lack of motivation/will, lack of
food valuation

‘I prioritize other activities over cooking’, ‘I have not taken the time
necessary to change my habits’, ‘It is difficult to move from our comfort
zone’, ‘I cannot do it alone. I need help’

18·5

Lack of knowledge/information ‘I do not know the food composition’, ‘I do not have the knowledge needed
to know how many calories I eat’

4·3

Lack of organization ‘Lack of organization in my food purchases’, ‘I do not usually plan the foods
we will eat during the week and I usually end up buying prepared foods’,
‘I have to be more organized’

2·5

Anxiety/stress ‘I try but I can’t make it due to my anxiety’, ‘Without flour I start feeling
anxious and nervous’

1·5

Need for satiety ‘Vegetables do not make me feel satiated’, ‘Meals without meat do not
satiate’

1·4

Lack of cooking skills and
enjoyment

‘I do not know how to prepare tasty meals with vegetables’, ‘I do not know
how to cook’, ‘I don’t like cooking’

1·1

Social and
Individual

Characteristics of the
workplace

‘There is no proper place to eat at work’, ‘I only have 30 min to eat at work’ 11·4

Context Habits and customs ‘It is difficult to change habits’, ‘Habits and tradition’, ‘I have not acquired
the habit’

10·9

Family and social context ‘It is the only time I share with my family’, ‘Because the children do not like
vegetables’, ‘Eating meat is part of our culture and I would not be able to
stop eating it’, ‘Social excuses’, ‘My wife doesn’t like fish’

4·4

Food Market
Environment

Price (high price of healthy
foods)

‘Fruits and vegetables are so expensive that I choose something cheaper
and quicker’, ‘I cannot afford to buy healthy foods due to my salary’, ‘Fish
is very expensive’

22·0

Availability (high for unhealthy
and low for healthy foods)

‘Most of the products available in the marketplace are not healthy’, ‘It is
difficult to find healthy products’, ‘There is no decent and cheap place
where you can buy healthy foods’

10·6

No Barriers No barriers (no changes are
needed)

‘I already have a healthy diet’, ‘I have already implemented the changes I
needed’

2·1

*Online survey conducted with 2381 Uruguayan employed adults, aged 18–65 years (65% females) in December 2015.
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that influences health and well-being, results from the
present work stress the importance of more innovative
phrasings of the dietary guidelines that acknowledge
the diverse factors that influence dietary patterns and the
multiple roles that food plays within consumers’ environ-
mental and social context(14,27).

Consumers seemed to have a clear understanding of
the foods they should consume more. Eating more fruits,
vegetables and legumes was the most frequently
mentioned intention to change, showing that nutritional
education and information campaigns about this issue,
which have been widespread around the world(28),
have been successful in increasing consumer awareness.
Otherwise, the intentions to change were mainly char-
acterized by reducing certain ‘negative foods’, first and
foremost flour. At first sight this might suggest that con-
sumers’ healthy eating intentions often show similarities to
intentions of dieting, which would not be surprising
against the background of the high share of overweight
and obesity in the Uruguayan population(29). Second,
though, it might indicate that consumers are impacted by
international trends such as ‘low carb’(30) and thus phrase
respective intentions, even though these are in fact not
dietary changes recommended by the dietary recommen-
dations in Uruguay. Interestingly, consumers mentioned

eating less processed and ready-to-eat foods as one
of the changes they should implement to improve their
diet, in agreement with the increasingly acknowledged
association between the dietary contribution of
processed and ultra-processed foods and the growing
prevalence of obesity and non-communicable diseases
worldwide(31).

Most of the recommendations of the dietary guidelines
were reflected in consumers’ accounts when asked to
mention their intentions to change their dietary behaviour.
This suggests that consumers can reasonably understand
the recommendations included in the guidelines, in
agreement with previous research(4). However, the part of
the recommendations which is related to changes in eating
patterns was mentioned by only less than 7% of the
consumers. Therefore, the importance of eating patterns
and modes of eating for healthy eating should be
emphasized in communication campaigns and nutritional
education programmes during the implementation of the
new Uruguayan dietary guidelines.

Barriers to and facilitators of the intentions to
change behaviour
Although awareness of nutritional recommendations has
been recognized as a prerequisite to behaviour change(32),

Table 3 Recommendations included in the 2016 edition of the Uruguayan dietary guidelines(20) and comparison with categories of intention
to change towards healthier eating elicited from Uruguayan consumers*

Section Recommendation Category and frequency of mention (%)†

In your
everyday

1. Enjoy food, eat slowly, and whenever you can,
do it in company

Eating slowly (3·6), [Better meal planning/organization
(6·7)1], [Eating less/smaller portions (5·1)]

diet 2. Base your diet on natural foods and try to avoid, in your
everyday diet, ultra-processed products with excessive
amount of fat, sugar and salt

Eating less processed foods/more fresh foods (8·7), Eating
less sugar (7·5)1, Eating less fat (2·4), Eating less salt
(2·0)1, [Buying better-quality foods (1·4)]

3. Start your day with a good breakfast and do not skip meals Eating four meals a day (4·4), Having breakfast every day
(4·2), [Better meal planning/organization (6·7)2]

4. Cooking your own foods is good for you: discover the taste
for cooking and make it a shared activity

Eating more home-made foods/cook more (6·1), [Better
meal planning/organization (6·7)3]

5. Be critical with the information and commercial
communication you receive about food

–

6. Accumulate at least two and a half hours of physical activity
per week and reduce the time you remain seated

–

In your meals 7. Always prefer water over other beverages. Limit soda,
artificial juices and flavoured water

Drinking more water (3·8), Drinking less soda/sugary drinks
(3·6)

8. Include vegetables and fruits in all your meals. They will
help you feel good and maintain an adequate weight

Eating more fruits and vegetables (46·3)

9. Choose oil for cooking instead of grease. Try not to buy
products with excessive amount of grease and especially
those that contain trans-fat

Eating less fried foods (6·2)

10. Include fish at least once a week and reduce
consumption of processed meats, such as cold cuts and
sausages

Eating less meat/processed meat (8·6), Eating more fish
(8·2)

11. Reduce the amount of salt and sugar you use for cooking:
small amounts are enough to enhance flavour

Eating less sugar (7·5)2, Eating less salt (2·0)2

– Eating less flour (20·7), Eating more varied foods (5·4),
Eating more whole grains/seeds (3·3), Eating red meat
(1·3), Eating more dairy foods (1·2), Eating between
meals (4·9), Eating organic foods (1·9), Improving
income/access to foods (1·0)

*Online survey conducted with 2381 Uruguayan employed adults, aged 18–65 years (65% females) in December 2015.
†Superscript numbers indicate that the category of intention is mentioned in more than one recommendation. […] indicates that it is an interpretation whether
the intention mentioned by the consumers is similar to the respective recommendation.
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multiple barriers can impede their implementation in con-
sumers’ everyday life(4). In the present work, multifaceted
barriers to the intentions to change were identified, in
agreement with previous work(7,17,33,34). Although most
participants were aware of nutritional recommendations,
lack of motivation and willpower were major barriers to
behaviour change. These results stress the need to imple-
ment more engaging and consumer-relevant media cam-
paigns based on social marketing principles to increase
motivation to change attitude and behaviour(35).

Respondents in the survey regarded the perceived
lack of time, particularly for cooking, as a major barrier to
enacting the intended changes. This is in line with
previous research reporting that consumers perceive time
constraint and a hectic daily schedule as a challenge(7,36),
and that the use of convenience foods has thus increased
markedly(37). Lack of time has been reported to be a
behavioural barrier to following up on good intentions in
industrialized societies due to the increased prevalence of
employed parents in the household, the pressure to work
longer hours and the acquisition of goods and services that
require time to use(36). However, time scarcity can just as
well be a perceived barrier, as it is related to priorities(16),
for example prioritizing cooking over other activities.
Communication campaigns targeted at increasing the
importance attached to food preparation and meals could
reduce perceived time constraints(26). These campaigns
should put emphasis on the pleasure of food consump-
tion(38) and the added benefits of enjoying food, meals and
the process of cooking, as well as food preparation, as
a joint and social activity.

Another crucial barrier mentioned by the respondents
was the price of healthy foods relative to unhealthy foods.
Previous research has pointed out that monetary con-
straints are a major barrier to healthy eating, particularly
among lower socio-economic groups(39,40). In the specific
case of Uruguay, there has been a major increase in the
sales of relatively cheap processed and ultra-processed
foods in the past years(41), while prices of some healthy
foods such as fish are relatively high. Consequently,
consumers reported unfavourable price relations. These
are often discussed as an issue needed to be tackled by
policy actions such as taxes on unhealthy foods(5). In
addition, differences in the availability of healthy
and unhealthy foods were also perceived as barriers to
healthy eating, in agreement with the large market pene-
tration of ultra-processed products, particularly in Latin
America(41).

Furthermore, Uruguayan consumers perceived barriers
in their individual and social context. In particular, they
acknowledged the importance of their habits and customs
as barriers to behaviour change. Habitual behaviours have
been reported to make up a significant part of our daily
eating behaviour and habits are among the most powerful
predictors of consumption of food products(42). This sug-
gests that strategies aimed at encouraging behaviour

change should modify the situational cues that trigger
those habits(43). In this sense, policies that favour changes
in the workplace can be an effective channel for health
promotion(44,45). According to consumers’ accounts, pub-
lic policies that favour healthy working environments
should include extending the time available for having
lunch and having a comfortable staff lunch room.

Preferences for unhealthful products with high sugar, fat
and salt content were acknowledged as a barrier to
changing eating habits. Therefore, considering that chan-
ges in food preferences are difficult to achieve in the short
term, policies aimed at improving the nutritional profile of
industrialized food products could contribute to an
improvement in the health status of the population. In a
similar vein, gradual reformulation of processed products
could contribute to improving the health status of
the population and encourage changes in their
preferences(46).

Despite the relevance of contextual factors as barriers to
behaviour change, consumers did not express intentions
to change their social context towards favourable habits of
joint food preparation and meals, nor did they express
intentions to change their own individual priorities
towards enjoyment of healthy foods and cooking, even
though both are crucial elements of the dietary guidelines.
Thus, the holistic view of healthy diets in the new dietary
guidelines(8) is not yet mirrored in consumers’ con-
ceptualizations of healthy eating intentions. The aspects of
enjoyment, joint experience and favourable emotions,
which have been suggested as a potentially successful
element of social marketing for healthier eating(47), might
help to create associations between these aspects and a
healthy diet in consumers’ minds.

Conclusions

Results from the present work underline that consumers
are largely aware of the issues they should tackle to
achieve healthful changes in their eating patterns. In
particular, they seem to understand the role of fruits and
vegetables and the relative role of healthy and less healthy
food categories. However, the importance of eating
patterns and habits for achieving a healthy diet needs to be
highlighted in accompanying information and educational
strategies. Thus, it is important to make consumers more
aware of the fact that healthy diets are more than ‘eating
more or less’ of certain foods, and that they are deter-
mined by the ways of eating those foods as well. Educa-
tional campaigns should stress the added benefits of
enjoying food, meals and the process of cooking, as well
as enjoying this as a joint and social activity. This approach
might increase the likelihood that consumers embrace the
recommendations of the dietary guidelines and see the
enjoyable side of the holistic idea of healthy dietary
patterns that the guidelines portray.
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Although consumers showed awareness of nutritional
recommendations, they recognized the existence of sev-
eral multifaceted barriers that hinder behaviour change.
This suggests the need to implement policy measures that
increase perceived control of the situation and facilitate
behavioural change. In this sense, strategies aimed at
changing beliefs about healthy eating and making it a
shared and enjoyable activity may be one way to tackle
perceived time constraint, which is in part a question of
priority setting. In addition, policy measures to modify the
food market environment seem necessary to facilitate
behaviour change. Emphasis should be placed on policies
that reduce the availability of unhealthy products in the
marketplace and improve the price gradient between
healthy and unhealthy foods (e.g. subsidies or taxes).

Consumers phrased a number of intentions to beha-
viour change, as well as specific ideas and hands-on tips
on how to put the recommendations into practice, which
could be picked up in a revision of the guidelines or in
accompanying material or education programmes. These
include eating smaller portions, better planning of meals,
choosing a variety of food types and eating something
between meals. These ideas could also be altered to align
with the recommendations, as for example when the idea
of having a snack between meals is changed into
the hands-on suggestion of eating fruits as a between-
meal snack.
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