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Introduction

Lifestyle modification is the act of  changing someone’s habit 
for an extended time to maintain good health. People can 
obtain a healthy life through regular exercise to healthy eating. 
Furthermore, they should consume beneficial types of  food 
in the right quantities. However, they may go on a diet with a 

plan to consume a specific type of  food for a period to lose 
weight.[1] a study shows that a low‑carbohydrate diet leads to 
a 7.27–10.20 kg weight loss in 6 months, while a low‑fat diet 
had a 6.01–9.92 kg also in 6 months.[2] another study stated that 
pre‑meal water consumption led to a reduction in food intake, 
which controls weight.[3] As for the benefits of  weight loss, a 
study showed significant associations between losing at least 5% 
of  weight and improvement in blood glucose, blood pressure, 
and lipids.[4] Adherence to a plant‑based diet limiting red meat 
intake with alcohol cessation was associated with reduced breast 
cancer risk, particularly in postmenopausal women.[5] However, 
research on young adults has shown that if  the people around 
a person (i.e., friends and family) had unhealthy dietary habits, 
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it would affect him. Besides, a cheaper meal as it is in fast‑food 
restaurants is preferable to expensive nutritional meals. Also, in 
the young‑aged population, thinking that time is too short to 
planning, shopping, and cooking for a healthy diet is not worth it. 
Investigators considered all of  these as barriers to achieve a healthy 
dietary lifestyle.[6] the lack of  healthy options at some universities’ 
canteens is the main barrier to bad diet among college students.[7]

There is high morbidity of  noncommunicable diseases globally. 
WHO estimated that NCDs kill 40 million people each year. In 
Saudi Arabia, [a national study Of  the 10,735 participants found, 
28.7% were obese (body mass index ≥30 kg/m2). obesity prevalence 
was higher among women. It was associated with marital status, 
diet, physical activity, diagnoses of  DM and hypercholesterolemia, 
and hypertension. Amongst Saudi’s, 15.2% and 40.6%were 
hypertensive or borderline hypertensive, respectively. The overall 
prevalence of  current smoking was 12.2%, and males were more 
likely to smoke than females (21.5% vs. 1.1%). Diabetes Mellitus 
type 2 prevalence was 23.1%, obesity 31.1%, and Hypertension 
and Coronary artery disease 32.6%.[8‑11]

A Swedish study has proved that lifestyle‑changing intervention 
programs were remarkably cost‑effective for preventing Type 2 
DM.[12] Another study showed that interventions at day camp 
weight loss for children have favorable effects after one year of  
the program compared to a standard group. However, it was more 
costly than the standard one, and so more studies are needed to 
achieve significant implications with fewer costs.[13]

Despite the improvement in medical technologies, cardiovascular 
diseases are still a leading cause of  death in the US. However, 
it is quite possible to reduce cardiovascular events’ recurrence 
in those who have had one before sticking to the prescribed 
medications and lifestyle modification. It lowers the mortality 
and morbidity rates in cardiovascular disease patients.[14] also, 
psychological distress can affect lifestyle modification attempts 
as many participants suffer from falling into old habits, and this 
raises questions about whether sports centers can help with 
their lifestyles.

So, it may need other approaches such as social or psychological 
intervention.[15]

Regarding healthy eating, a study showed that 10% of  women 
lacked cooking skills, where others didn’t not liking the taste, 
preparation time, and lack of  willpower were also significant. the 
only considerable result (for men) was not enjoying healthy food.[16] 
Cultural beliefs can comprise some barriers to a healthy lifestyle. It 
was noticed in South Asians who were advised to adopt a cardiac 
rehabilitation program after suffering a myocardial infarction as 
many of  them had their decision influenced by a social context, 
giving priority to family beliefs and cultural norms over the 
medical advice.[17] a study in Saudi Arabia showed an increased 
percentage of  physically inactive adolescents, 84% for males, and 
91.2% for females. while only  (12.9%) met the recommended 
levels of  physical activity.[18] According to a study done in Saudi 

Arabia, there was no significant difference in physical activity 
frequency between males and females. However, only  (33.5%) 
of  the overall population (study sample) met the recommended 
moderate physical activity levels.[19] it is proven that implementing 
a healthy diet and physical activities were highly cost‑effective 
in managing Diabetes.[20] Moreover, the implementation of  the 
hypertension guidelines, with adherence to a healthy lifestyle, leads 
to control hypertension and could be effective and cost‑saving 
and prevent cardiovascular events annually.[21]

lifestyle modifications are an excellent method to overcome 
noncommunicable diseases’ epidemic. It can reduce reduces 
health care budget by promoting physical activity in the 
community as primary prevention.[22,23] The high prevalence of  
physical inactivity is a global problem that contributes to increased 
morbidity and increased economic costs.[24‑27] There was a need 
to investigate the cost‑effectiveness, psychosocial aspect, and 
barriers to lifestyle modification. These studies should target 
common diseases in our population, most importantly, diabetes 
mellitus and obesity. Barriers to a healthy lifestyle differ from one 
community to another, which could be due to lack of  knowledge, 
recourses, availability of  a healthy diet, and lack of  willpower. 
There is a lack of  literature investigating the barriers to a healthy 
lifestyle by patients in the Saudi community. The present study 
aimed to determine dietary habits, physical activities, and 
challenges facing chronic disease patients to adapt to a healthy 
lifestyle in Riyadh.

Method

The authors conducted a cross‑sectional study in primary 
healthcare centers in Riyadh from January to March 2018. 
The directorate of  health care centers divided Riyadh into five 
areas north, south, east, west, and middle. The survey sampling 
frame was the number of  health care centers in Riyadh. Three 
centers were selected randomly from each area, and patients 
would participate by systematic random selection. We included 
chronic disease patients, 18 years old and above of  both genders. 
The study excluded patients with communication problems. 
Furthermore, the investigators interviewed those who could not 
read or write. The authors used a predesigned self‑administered 
questionnaire. Study variables were demographic characteristics 
such as age, sex, nationality, marital status, monthly income, 
education level. The questionnaire also investigated physical 
activity, a healthy diet, and the challenges facing chronic disease 
patients when adapting to a healthy lifestyle. The outcome 
variables were knowledge about physical activity status and diet 
status and barriers to lifestyle modification. The ethics committee 
approved the study as Research project no. CMED 305-MB8-
2017-18 on 11 December 2018.

The International Physical Activity Questionnaires  (IPAQ) 
comprises a set of  4 questionnaires.

The IPAQ has acceptable measurement properties for use in 
many settings and languages. The IPAQ is a 27‑item self‑reported 
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measure of  physical activity for individual adult patients aged 
15 to 69. Health professionals can use the IPAQ clinically and 
population research to compare physical activity levels between 
populations internationally.

Scoring a HIGH level of  physical activity on the IPAQ means 
the participant’s physical activity levels equate to approximately 
one hour of  exercise per day or at least a moderate‑intensity 
activity level.[28]

The dietary instrument for nutrition education  (DINE) is a 
semi‑quantitative food frequency questionnaire that uses 19 food 
groups to assess dietary intake. The tool classifies fat and fiber 
intakes as ‘low,’ ‘medium,’ or ‘high.’

The DINE method is a valid, brief, and inexpensive tool for diet 
assessment by primary care staff  without specialized nutritional 
knowledge and includes a dietary counseling component.[29]

Also, the questionnaire consists of  questions about barriers to 
a healthy diet and physical exercise.

The investigators estimated sample size according to the formula: 
N = Z2 P (1-P)/d2. N = sample size, Z = the Z statistic for a 
95% level of  confidence; therefore, and the Z value was 1.96. 
Moreover, P = we took the percentage of  Diabetes mellitus in 
Saudi Arabia 19.2% (average from two national studies),[11,30,31] 
d = the degree of  precision (0.05). So the estimated sample size 
was 238. However, we increased the sample to 250 to account 
for non‑respondents.

Five academic experts (three family physicians, two preventive 
medicine professors) reviewed the questionnaire. We piloted the 
self‑administrated questionnaire on 20 chronic disease patients 
in 5 primary health care centers in Riyadh to ascertain that the 
questions were understood, to estimate the required time to fill 
in the questionnaire, and to explore the obstacles and constraints. 
At the same time, the investigators revised the questionnaire and 
tested its clarity and feasibility. People who participated in the 
pilot study spent 10 and 15 minutes to complete it. We excluded 
them from the main study.

The Institutional Review Board, department of  family 
and community medicine college of  medicine, King Saud 
University approved this research project (Project No: CMED 
305‑F12‑2017‑2018). Participants signed a written consent form 
after the investigators informed them about the study’s purpose, 
why they were chosen, and their right to withdraw. There were 
no incentives or rewards will be given to participants.

We analyzed the data using the Statistical Package for Social 
Studies  (SPSS 22; IBM Corp., New  York, NY, USA). The 
investigators expressed categorical variables as percentages and 
using Chi‑square. A P value <0.05 was considered statistically 
significant.

Results: Two hundred fifty patients (65.2% males) participated 
in this study. Their mean age was 35.3 years old (the age range 
18.0 to 93.0). The other participants’ characteristics are: 60.4% 
married, 89.6% high school and above, and 56.4% currently 
working. The Overweight and obese participants represented 
67.2% of  the sample with a mean BMI of  28.0 Table 1. Table 2 
illustrated the personal and environmental barriers to healthy 
eating. The barriers were not having enough information or 
the motivation about healthy diet,” not enjoying eating healthy 
food, “and “Not having skills to plan and shop for preparing or 
cooking healthy foods,” as reported by about 50.0%. On Social 
barriers side, about half  of  the participants stated that “No 
family or friends support to eat a healthy diet” and “No work 
environment to eat a healthy diet” as obstacles to healthy eating. 
With regards to personal barriers to physical activity, statements 

Table 1: Socio demographic characteristics of chronic 
disease patients (n=250)

Variable Frequency (%)
Age (years)

<25 60 (24.0)
25‑34 68 (27.2)
35‑44 64 (25.6)
45‑59 46 (18.4)
60+ 12 (4.8)

Mean (SD) 35.3 (13.4)
Gender

Male 163 (65.2)
Female 87 (34.8)

Marital Status:
Single 93 (37.2)
Married 151 (60.4)
Divorced or Separated 6 (2.4)

Educational Level:
Illiterate 5 (2.0)
Less than high school 21 (8.4)
High School 92 (36.8)
Postgraduate 132 (52.8)

Occupation
Unemployed 34 (13.6)
Student 60 (24.0) 
An employee 141 (56.4)
Retired 15 (6.0)

Monthly Income
<5000 Riyal 34 (13.4)
5000‑10000 Riyal 51 (20.4)
10000‑20000 Riyal 69 (27.6)
20000‑50000 Riyal 24 (9.6)
More than 50000 7 (2.8)
Not Constant 12 (4,8)
I prefer not to answer 53 (21.2)

BMI Classification
Underweight 8 (3.2)
Normal 74 (29.6)
Overweight 103 (41.2)
Obese 65 (26.0)
Mean (SD) 28.0 (8.0)
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of  “Not enjoying physical activity, exercise, or sport,” “Do not 
have the motivation to do physical activity, exercise, or sport” 
and “Do not have the skills to do physical activity, exercise, or 
sport” was reported as the highest obstacle among about 50.0% 
of  the subjects.

Concerning social support barriers to physical activity, about half  of  
the participants reported the following obstacles “No family support 
to be physically active,” “No friends’ support to be physically active,” 
and “No work environment to be physically active.”

Lastly, in environmental barriers to physical activity, more than 
60% of  the participants did not perceive “Not being able to 
practice physical activity due to cultural factors”” Feeling shy 
when practicing exercise outdoors” as barriers physical exercise. 
But access to places to do physical activity, cost and the hot 
climate were an obstacle to more than 60% of  the respondents. 
Furthermore, about 50% of  the participants attributed barriers 
to lack of  information about increasing physical activity and time.

Table  3 showed no significant association between increased 
physical exercise and demographic variables such as participant’s 
age, sex, marital status, and employment status. But, optimal 

BMI showed a significant association with increased physical 
activity P = 0.04.

Table 4 showed that 44.0% of  participants reported eating one 
or two white bread pieces daily, 64.8% eat less than one piece of  
brown bread daily, and 50.0% eat less than one piece of  toasted 
bread daily.

For breakfast, participants reported eating less than once a week 
cereals 58.0%, Porridge 71.2%, bran type 77.2%.

The participants reported eating 3‑5 times per week pasta and 
rice 44.4%, while 53.6% eat potatoes1‑2 times a week. Out of  
all participants, 71.6% eat peas, and 66.0% eat beans less than 
once a week. A third of  the subject reported eating fruits and 
vegetables  1‑2  times per week, and a further third consume 
vegetables 3‑5 times per week.

Discussion

Overweight and obesity affected more than half  of  the participants, 
56%. Our study’s risk factor is less than the United States, which 
estimated 71.6% of  the US adults had obesity and Overweight.,[32] 

Table 2: Significant differences and frequencies in chronic disease patients for perceived barriers to physical activity and 
healthy diet

Challenges 1 2 3
Obstacles n (%) Somewhat obstacles n (%) Non‑obstacles n (%)

Personal and environmental barriers to healthy eating.
Do not have enough information about health diet? 51 (20.4) 74 (29.6) 125 (50.0)
Do not have motivation to eat a healthy diet? 40 (16.0) 82 (32.8) 128 (51.2)
Do not enjoy eating healthy food? 40 (16.0) 85 (34.0) 125 (50.0)
Do not have skills to plan and shop for preparing or cooking healthy foods? 69 (27.6) 68 (27.2) 113 (45.2)
Do not have access to healthy foods? 64 (25.6) 63 (25.2) 123 (49.2)
Not able to buy healthy foods that are inexpensive? 49 (19.6) 75 (30.0) 126 (50.4)

Social barriers to healthy eating
No family support to eat a healthy diet? 46 (18.4) 74 (29.6) 130 (52.0)
No friends’ support to eat a healthy diet? 64 (25.6) 81 (32.4) 105 (42.0)
No work environment to eat a healthy diet? 72 (28.8) 83 (33.2) 95 (38.0)
Not having time to prepare or eat healthy foods? 64 (25.6) 73 (29.2) 113 (45.2)

Personal barriers to physical activity
Do not have motivation to do physical activity, exercise, or sport? 40 (16.0) 88 (35.2) 122 (48.8)
Not enjoying physical activity, exercise, or sport? 39 (15.6) 75 (30.0) 136 (54.4)
Do not have the skills to do physical activity, exercise, or sport? 54 (21.6) 75 (30.0) 121 (48.4)

Social support barriers to physical activity
No family support to be physically active 44 (17.6) 75 (30.0) 131 (52.4)
No friends’ support to be physically active 40 (16.0) 87 (34.8) 123 (49.2)
No work environment to be physically active? 51 (20.4) 86 (34.4) 113 (45.2)

Environmental barriers to physical activity
Do not have enough information about how to increase physical activity? 52 (20.8) 81 (32.4) 117 (46.8)
Not having access to places to do physical activity, exercise, and sport? 67 (26.8) 75 (30.0) 108 (43.2)
Not being able to Find physical activity facilities that are inexpensive? 86 (34.4) 67 (26.8) 97 (38.8)
Not having the time to be physically active? 54 (21.6) 60 (24.0) 136 (54.4)
Feeling shy when practicing exercise outdoors? 37 (14.8) 47 (18.8) 166 (66.4)
The climate is not suitable for practicing exercise? 92 (36.8) 76 (30.4) 82 (32.8)
Not being able to practice physical activity due to cultural factors? 41 (16.4) 43 (17.2) 166 (66.4)
Do not have enough money to enroll on physical activity club? 59 (23.6) 63 (25.2) 128 (51.2)
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the UAE 67.6% of  the study population.[33] while the findings of  
Overweight and obesity among Indian adults’ were  (45.6%).[34] 
However, our results are comparable to adults in Germany where 
overweight and obese accounted for (54.0%) of  study subjects.[35] 
The current study showed that 50% of  participants did not adhere 
to the recommended diet or exercise programs. Regarding eating 
habits, 65% of  the participants depend mainly on rice or pasta 
for their diet, and 45‑49% of  them eat fruits and vegetables less 
than three times a week. It is similar to another study from Oman. 
The caloric intake (bread, rice, and pasta) was over 70% had six 
or more servings per day while over  50% had less than three 
servings per day vegetables and the fat intake was double for both 
genders.[36] and close to that of  the United States and other Arab 
Gulf  countries like Kuwait. In India, students aged 14‑16 years 
reported inadequate dietary intakes; (30%) of  participants reported 
no consumption of  vegetables, and (45%) did not consume any 
fruits. However, 70% reported eating three or more servings of  
energy‑dense snacks on the previous day.[37] A Swedish population 

study showed a recent change in dietary habits towards a low 
carbohydrate 41.4% and an increasing high fat diet 37.5%.[38] In 
Latin America, a study showed that energy, fat, and protein intake 
had increased substantially. it resulted in a diet high in fat and sugar 
but low in micronutrients and vegetables.[39]

Our findings were consistent with other Saudi research, which 
showed high intake of  carbs and low vegetable intake. It showed 
that less than 45% consume fish as recommended, and 80% use 
white bread.

We found that (56.4%) of  males and (67.8%) females are physically 
inactive. A National study showed that 66.6% of  participants 
were inactive. Amongst females, 73% were inactive.[40] In Kuwait, 
they found that  (75.2%) of  men and  (67.2%) of  women are 
physically active.[41] We conclude that physical activity in women 
compare to men is low in most of  the gulf  countries. another 
research done by Kenya found that only 8% of  males and 7.5% 
of  female participants are not physically active.[42] In South Africa, 
women who lived in rural regions are more active (1260 min/
week) because of  their daily work. Compared to urban women, 
rural women were less overweight and obese. Furthermore, low 
income contributes to more physical activity.[43] More than 60% 
of  the participants in our study perceived practicing outdoors as 
acceptable. Our study found that 55% of  participants perceived a 
lack of  information as a barrier to a healthy diet. A previous study 
reported similar results a lack of  knowledge and personal taste 
among barriers to healthy eating.[44] In contrast, a nationwide study 
in Switzerland reported price as the most prevalent barrier to a 
healthy diet among 43.2% and 35.8% women and men.[45] Another 
study in Europe showed a lack of  willpower, time constraints, 
and taste preferences as the three main barriers.[46] the evidence 
suggests that exercise is just as effective as medical treatment in 
special situations.[47] We found that 44% of  our participants have 
reported a lack of  motivation and family support as barriers to 
physical activity. Also, about one‑third of  them said that they 
did not have access to physical activity facilities. This finding is 
consistent with a high school student study in Riyadh. As the main 
barriers toward physical activity were lack of  sports facilities (74%) 
followed by lack of  friends and peer support (59.4%), and finally, 
lack of  suitable public sports club in the community. (54.6%).[48] 
the same was reported for Saudi female university students.[49] 
Furthermore, in Saudi Arabia, it was reported that lack of  time 
was perceived as a primary barrier for females. In contrast to 
males who perceived lack of  motivation as the main barrier.[50] 
In another study on type 2 DM patients attending PHC in Saudi 
Arabia, the participants have reported a lack of  social support, lack 
of  energy, fear of  injury, and Lack of  skills as essential barriers to 
physical activity.[51] Finally, concerning environmental factors, 25% 
of  our study population attributed to the hot climate barrier. The 
pandemic of  COVID‑19 has raised many questions on how we 
can boost immunity by increasing through promoting a healthy 
lifestyle of  diet and physical activities. Having a healthy lifestyle 
and exercising at moderate to vigorous intensity can improve 
immune responses to vaccination, reduce chronic low‑grade 
inflammation, and improve various immune markers in several 

Table 3: Association of study variables with the status 
of physical activity and healthy diet of chronic disease 

patients (n=250)
Variables Exercise n (%) P

Yes 99 (39.6) No 151 (60.4)
Age

<25[60]
25‑34[68]
35‑44[64]
45‑59[46]
>60[12]

22 (36.7)
30 (44.1)
24 (37.5)
17 (37.0)
6 (50.0)

38 (63.3)
38 (55.9)
40 (62.5)
29 (63.0)
6 (50.0)

0.8

Gender:
Male[163]
Female[87]

71 (43.6)
28 (32.2)

92 (56.4)
59 (67.8)

0.80

Marital status:
‑single[93]
‑married[151]
‑divorced[6]

41 (44.1)
56 (37.1)
2 (33.3)

52 (55.9)
95 (62.9)
4 (66.7)

0.52

Educational level:
‑illustrate[5]
‑less than high school[21]
high school
postgraduate

2 (40.0)
7 (33.3)

29 (31.5)
61 (46.2)

3 (60.0)
14 (66.7)
63 (68.5)
71 (53.8)

0.15

Occupation:
‑unemployed[34]
‑student[60]
‑an employee[141]
‑retired[15]

9 (26.5)
26 (43.3)
58 (41.1)
6 (40.0)

25 (73.5)
34 (56.7)
83 (58.9)
9 (60.0)

0.40

Monthly income (riyals):
<5000[34]
5000‑10000[51]
10000‑20000[69]
20000‑50000[24]
more than 50000[7]
non‑constant[12]
I prefer not to answer[53]

BMI
<18[8]
18‑24.9[74]
25‑30[103]
31+[65]

13 (38.2)
18 (35.3)
33 (47.8)
14 (58.3)
3 (42.9)
3 (25.0)

15 (28.3)

1 (12.5)
38 (51.4)
35 (34.0)
25 (38.5)

21 (61.8)
33 (64.7)
36 (52.2)
10 (41.7)
4 (57.1)
9 (75.0)

38 (71.7)

7 (87.5)
36 (48.6)
68 (66.0)
40 (61.5)

0.13

0.04
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disease states, including cancer, HIV, and cognitive impairment. 
It can also protect the host from many types of  viral infections, 
including influenza.[52]

A family physician and his team, supported by health 
decision‑makers, are the optimal health promotion and disease 
prevention. Hence, the primary care team shouldn’t miss 
modifying the public risk factors following the Saudi national 
vision. They can utilize all available media to motivate their 
patient to participate in healthy lifestyle activities.

Limitations of the study
We conducted this study in Riyadh, which may limit its 
representativeness to other areas. Recall bias may be involved.

Conclusion

We have concluded that most of  our participants live a sedentary 
lifestyle with low physical activity, more carbohydrates, and fewer 
fruits and vegetables. Such a lifestyle, in the end, may increase the 
prevalence of  chronic diseases. So many claimed barriers could 
be overcome individually or institutionally.

To summarize our study’s key points:
•	 majority of  the population lead a sedentary lifestyle
•	 majority of  the people depend on rice pasta for their diet
•	 majority of  the people eat few fruits and vegetables
•	 most participants perceived a lack of  information as a barrier 

to a healthy diet
•	 most participants reported a lack of  motivation and family 

support.

Recommendation

We highly recommend conducting a periodic national 
study, including rural and urban areas. All age groups and 
disease‑free individuals. Besides, awareness campaigns 
utilizing appropriate audiovisual media would benefit people’s 
perception of  lifestyle modification in reducing the risk of  
noncommunicable diseases and overall health. Furthermore, 
finally, we recommend focusing on changing and reducing 
the negative social effect on those trying to start a healthy 
lifestyle. We suggest increasing the facilities of  sport and 
walking areas in every neighborhood. Subsiding the gyms 
fees and providing water sprinkles and big fans in walking 
places to overcome hot climates may encourage more people 
to modify their lifestyle.
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Table 4: Different food types and their dietary intake in 
chronic disease patients

Food type n(%)
White bread:

Less than one piece daily
One piece or two pieces daily
3‑4 pieces daily
5 pieces or morel

76 (30.4)
111 (44.4
55 (20.0)
8 (3.2)

Brown bread:
Less than one piece daily
One piece or two pieces daily
3‑4 pieces daily
5 pieces or more

162 (64,8)
61 (24.4)
25 (10.0)
2 (0.8%)

Toasted bread:
Less than one piece daily
One piece or two pieces daily
3‑4 pieces daily
5 pieces or more

145 (50.0)
21 (8.4)
10 (4.0)
1 (0.4)

Breakfast cereal
Sugar type:

Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

145 (58.0)
53 (21.2)
30 (12.0)
22 (8.8)

Porridge or Ready Break:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

178 (71.2)
53 (21.2)
17 (6.8)
2 (0.8)

Bran type:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

193 (77.2)
34 (13.6)
18 (7.2)
5 (2.0)

Vegetables
Pasta or rice:

Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

25 (10.0)
61 (24.4)

111 (44.4)
53 (21.2)

Potatoes:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

55 (22.0)
134 (53.6)
54 (21.6)
7 (2.8)

Peas:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

179 (71.6)
46 (18.4)
21 (8.4)
4 (1.6)

Beans:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

165 (66.0)
58 (23.2)
22 (8.8)
5 (2)

Vegetables:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

38 (15.2)
83 (33.2)
82 (32.8)
47 (18.8)

Fruit:
Less than once a week
1‑2 times a week
3‑5 times a week
6 or more times a week

48 (19.2)
82 (32.8)
74 (29.6)
46 (18.4)
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