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attitudes relevant to theoretical frameworks such as the health belief model and the
transtheoretical model of change have been developed (Kristal et al., 1990; Smith &
Owen, 1992; Trenkner et al., 1990). For example, Glanz et al. (1993) have described
measures of psychosocial factors influencing fat and fibre consumption, including
items related to beliefs in the links between diet and disease, perceived benefits and
barriers to behaviour change, social support, social norms, motivation and self-
eYcacy. This work holds the promise of leading to improved dietary modification
programmes (McCann et al., 1990). However, health is clearly not the only factor
people take into account when choosing their food, and a focus on health may lead
to exclusive emphasis on a set of motives that are of limited significance for many
people. It is therefore important to explore the role of other influences on food
choice.

It has long been recognized that food availability and cultural factors are
dominant in food selection. Cultural influences lead to diVerences in the habitual
consumption of certain foods and in traditions of preparation, and in certain cases
can lead to restrictions such as exclusion of meat and milk from the diet (Lau,
Krondl & Coleman, 1984). Food is a focus of social interaction, and the consumption
of ‘‘prestige’’ foods may become an index of social status (Sanjur, 1982). The system
of provision, including food production and manufacture, marketing, delivery and
sale, has been shown to have a major impact on what people eat (Fine & Leopold,
1993). At the individual level, taste or sensory appeal, likes and dislikes, and sheer
habit are all relevant (Krondl & Lau, 1982; Rozin, 1984; Parraga, 1990). Taste may
be particularly important in selection of high fat diets, since fats are responsible for
the texture and aroma of many foods (Drenowski, 1992). On the other hand,
‘‘healthy’’ diets may be consumed for non-health reasons such as concern about
appearance (Cockerham, Kunz & Lueschen, 1988). Weight control is a major
determinant of food choice for individuals concerned about their body weight. The
growth in environmental awareness over the past two decades has led to concerns
about the use of natural ingredients and packaging that may have an impact on
purchasing decisions. There is also evidence that stress and negative emotions may
influence food selection and consumption (McCann, Warnick & Knopp, 1990;
Wardle, 1987a). All these factors indicate that health is only one of many con-
siderations relevant to food choice. More eVective implementation of health pro-
motion strategies may depend on the recognition of the status of health in comparison
with other motives in the selection of food.

Multidimensional Measures of Food Choice

EVorts to develop multidimensional measures of factors related to food choice
at the individual level, including both health and non-health motives, have been
limited. Repertory grid approaches have been attempted, but these are time-con-
suming and patterns tend not to be stable across individuals (Bell et al., 1981; Tuorila
& Pangborn, 1988). Ratings of diVerent foods on dimensions such as pleasure,
health, tradition, convenience, familiarity, prestige and price were described by Lau
et al. (1984) and by Rappaport and coworkers (1992), but in neither case was a
formal set of measures developed. A more systematic method was developed by
Michela and Contento (1986) in a study of 5- to 13-year-old children. A series of foods
were rated on a number of dimensions including healthfulness, taste, convenience and
social influence. Substantial variations in the intraindividual correlations between
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eat (see Table 1). Subjects were asked to endorse the statement ‘‘It is important to
me that the food I eat on a typical day . . .’’ for each of the 68 items by choosing
between four responses: not at all important, a little important, moderately important
and very important, scored 1 to 4.

Dietary restraint and eating style
Eating style was assessed with the Dutch Eating Behaviour Questionnaire (DEBQ)

(Van Strein et al., 1986). This measure consists of 33 items concerning eating habits
that assess three factors: restrained eating, indexing restraint in the consumption of
food and dieting behaviour; emotional eating, where items concern eating when upset
or in negative moods; and external eating, concerned with disinhibition and eating
in response to the sight or smell of food. Scores on each scale could range from 1–5,
with higher scores indicating greater restraint, sensitivity to emotional conditions
and sensitivity to external cues. The scale has advantages over other similar measures
(Wardle, 1986), and has been shown to be robust in the U.K. population (Wardle,
1987b). The internal consistency (Cronbach a) scores in the present sample were
0·92, 0·95 and 0·77 for the restraint, emotional eating and external scales respectively.

Value of health
The value that individuals place on good health was assessed using the Health

as a Value scale developed by Lau, Hartman and Ware (1986). This four-item
questionnaire consists of statements such as ‘‘If you don’t have your health, you
don’t have anything’’, and responses were scored on a six-point scale where 1=
strongly disagree to 6=strongly agree. Ratings across the four items were averaged
to produce scores in the range 1–6. The Health as a Value scale is a reliable measure
that has been widely used in health research.

Social desirability
Social desirability biases were assessed using the ten-item reduction of the

Marlowe Crowne social desirability scale developed by Strahan and Gerbasi (1972),
in which higher scores reflect greater tendencies towards producing socially favourable
responses.

Results

Scale Construction and Factor Analysis

The 68 items of the FCQ were factor analysed with varimax rotation. Various
solutions were considered, but the structure that appeared best to combine ecological
sense with parsimony involved nine factors that together accounted for 49·5% of the
variance, with Eigen values ranging from 12·4 to 1·72. Items with a severely skewed
distribution and those which did not load clearly on a single factor were discarded.
In order to develop a relatively short questionnaire, a maximum of six was set on
the number of items included on each scale, and the highest loading items were
selected. This procedure resulted in the retention of 36 items.

Table 1 summarizes the factor analysis performed on the 36 item FCQ. The nine
factors accounted for 65·2% of the variance. Factor 1 consists of six health-related
statements and is therefore labelled health (Cronbach a=0·87). Factor 2 is composed
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Table 2
Intercorrelations (·100) between Food Choice Questionnaire factors

Sensory Natural Weight
Health Mood Convenience appeal content Price control Familiarity

Mood 34*
Convenience 14 27*
Sensory

appeal 19* 32* 5
Natural

content 59* 28* -5 22*
Price 20* 14 32* 4 9
Weight

control 38* 21* 7 2 31* 14
Familiarity 9 34* 29* 13 8 13 -5
Ethical

concern 37* 25* 12 13 39* 22* 9 10

*p<0·001.

of six items concerning stress, coping and mood, and is consequently labelled mood
(a=0·83). Factor 3 has five items and concerns ease of food purchase and preparation,
and is therefore considered to be a convenience factor (a=0·81). Factor 4 consists
of four statements related to appearance, smell and taste, and can be regarded as
indexing sensory appeal (a=0·70). Factor 5 includes three items related to the use
of additives and natural ingredients, and is labelled natural content (a=0·84). Factor
6 has three items associated with cost of food, and indexes price as a motive in food
selection (a=0·82). Factor 7 consists of three items related to consumption of low
calorie food and is labelled weight control (a=0·79). Factor 8 is also composed of
three items, and these are associated with familiarity (a=0·70). Factor 9 has three
items concerned with environmental and political considerations and is labelled
ethical concern (a=0·70).

Scores on each scale were computed by averaging unweighted ratings for individual
items, so could range from a minimum of 1 to a maximum of 4. The intercorrelations
between the scales of the FCQ are shown in Table 2. A number of significant
associations were observed. The most prominent was between food choice motives
related to health and to natural content (r=0·59). There were also moderate
correlations between health and mood, ethical concern and weight control, between
mood, sensory appeal and familiarity, and between convenience and price. However,
none of these remaining correlations implied more than 14% shared variance.

The associations between the FCQ and other measures such as the DEBQ and
Health as a Value questionnaire are discussed later in the section on convergent
validity.

Study 2

Study 2 was designed to assess the replicability of the nine-factor FCQ in a new
community sample, and test the reproducibility scores over a 2- to 3-week period.
In addition, the associations between the FCQ and two pertinent personality traits,
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neuroticism and openness to experience, were evaluated. The internal subscale of
the Multidimensional Health Locus of Control (MHLOC), Health as a Value and
the social desirability measure were also administered.

Method

Subjects

A postal survey was carried out with 400 students and 641 London residents.
Replies were received from 135 (34·0%) students and 223 (34·8%) residents, giving
a sample of 358. The mean age was 30·5 (SD 14·3) with a range of 17–89 years, and
the sample included 184 women and 174 men. The mean body mass index was
23·8 kg/m-2 (SD 3·5), and no participants reported suVering from a chronic disease
involving a special diet. The proportion of married subjects was 66·3%, while 29·2%
were single and 4·5% were divorced or widowed. The number of respondents with
children living at home was 54 (15·1%), a similar proportion to that found in Study
1. The proportion of respondents in full or part-time employment was 44·7%,
40·9% were students, 7% were unemployed or homemakers and 6·4% were retired.
Educationally, 10·9% had no formal qualifications, and 12·3% had achieved GCSE
level. The proportion with A levels (high school completion) was 51·0% while 25·8%
had degrees. In terms of annual income distribution, 50·1% reported an income of
less than £5000; £5000–£10 000, 7·8%; £10 000–£15 000, 11·6%; £15 000–£20 000,
9·9%; £20 000–£30 000, 10·4%; >£30 000, 10·1%.

Two weeks after receipt of the questionnaires, a repeat questionnaire (consisting
of the FCQ and a food frequency questionnaire) was sent out. The food frequency
data are not described in this report. A total of 245 (68·4%) of subjects returned the
second questionnaire within a 48-day period. The average number of days between
completion of the two questionnaires was 19·7 (SD 5·2).

Materials

In addition to the 36-item FCQ, health as a value and social desirability measures
described earlier, additional questionnaires were as follows.

Personality
Two factors from the NEO Five-Factor Inventory (Form S) were administered

(Costa & McCrae, 1991). We selected neuroticism as potentially relevant in the light
of its relationship with health risk, stress and coping, and the openness to experience
factor as potentially relevant to willingness to eat a wide range of foods. Each factor
consists of twelve items rated on a five-point scale, and scores could range from 0
to 48 with higher ratings representing greater neuroticism and openness to experience.
The reliability of the measure has been extensively evaluated, and it has been used
widely in personality research, counselling and health psychology (Costa & McCrae,
1992).

Locus of control
Respondents’ beliefs in their ability to influence their own health status were

assessed with the internal health locus of control scale (Form B) from the MHLOC






















