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[bookmark: _Toc241506338]Abstract
The menopause transition is associated with hormonal, metabolic, physical, and psychological changes that may increase the risk of chronic disease and negatively affect quality of life. Improving diet quality may support longer-term health and reduce menopausal symptom severity. However, the behavioural determinants of diet quality among peri- and postmenopausal women remain under-researched. Guided by the COM-B framework, this mixed-methods study investigated the associations between capability, opportunity, and motivation and diet quality, while also exploring barriers to and facilitators of healthy eating. A total of 111 peri- and postmenopausal women contributed quantitative data through an online cross-sectional questionnaire assessing diet quality, menopausal symptom severity and capability, opportunity, and motivation. Qualitative responses from 88 participants were deductively mapped onto the COM-B framework. Hierarchical multiple regression showed that motivation (β = .47, p < .001) was the only COM-B component to show a significant unique association with diet quality after controlling for age and menopausal symptom severity. Participants described health and weight-maintenance goals as motivating healthy eating, whereas cravings and emotional eating were prominent barriers. Established healthy habits and routines facilitated healthy eating, while established unhealthy habits presented barriers. Findings suggest that interventions targeting diet quality during the menopause transition may benefit from strengthening motivation through goal setting, action planning, and habit formation, alongside strategies to address cravings and emotional eating.      
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[bookmark: _Toc241506339]Introduction
Peri- and postmenopausal women represent an important population for dietary behaviour research. The menopausal transition is associated with hormonal and metabolic changes, alterations in body composition and a range of physical and psychological changes and symptoms that may affect health and quality of life (British Menopause Society, 2026). The menopausal transition encompasses perimenopause, when menstrual cycles become irregular, and menopause, defined after 12 consecutive months without menstruation (WHO, 2024). Most women in the UK experience natural menopause between the ages of 45 and 55 years, with an average age of 51 years (NICE, 2026; WHO, 2024). More than 75% of women experience menopausal symptoms due to fluctuating oestrogen, including vasomotor disturbances, mood changes, sleep disruption, cognitive difficulties, musculoskeletal pain, and genitourinary symptoms, 25% report symptoms that are sufficiently severe to impair quality of life (British Menopause Society, 2026; NICE, 2026). Symptoms typically last between seven and nine years, though 20% of women continue to experience symptoms for up to 15 years (NICE, 2026). 
Weight gain and weight management are frequently reported concerns during menopause (Kracht et al., 2023; Marlatt et al., 2018), while changes in body fat distribution and metabolic health may increase the longer-term risk of cardiovascular and other chronic conditions (NICE, 2026; SWAN, 2026). Improving diet quality may therefore support cardiovascular, metabolic, and bone health during and after the menopausal transition (Best, 2025; Cabre et al., 2024; Erdélyi et al., 2023). However, adherence to dietary recommendations remains suboptimal, reflecting the complex biological, psychological, social, and socioeconomic factors that influence dietary behaviour (Cabre et al., 2024; Nocella & Srinivasan, 2019; Zorbas et al., 2018). Understanding the factors that enable or constrain healthy eating is therefore important when developing targeted dietary interventions (Culliford et al., 2023). 
The role of diet quality in reducing chronic disease risk during and after menopause is well established. However, growing evidence indicates that greater adherence to healthier dietary patterns is associated with lower prevalence and reduced menopausal symptom severity (Pounis et al., 2024; Safdar et al., 2025). Although much evidence relies on self-reported dietary measures and relatively short intervention periods, several dietary intervention studies have demonstrated reductions in vasomotor symptoms and improvements in aspects of quality of life (Barnard et al., 2021; 2023; Brennan et al., 2024a, 2024b). 
Importantly, symptom burden itself may influence health-promoting behaviours (Huang et al., 2023; Jiang et al., 2025). Sleep disturbances, fatigue, anxiety, and other menopausal symptoms have been associated with reduced motivation and difficulties maintaining health-promoting behaviours (Chopra et al., 2022a, 2022b; McNulty et al., 2024; Niven et al., 2025). Changes in appetite, cravings and food preferences may also occur during the menopausal transition (Leitão et al., 2025; O’Donovan et al., 2025; Taga et al., 2021). Therefore, symptom severity may be relevant when examining behavioural determinants of dietary behaviour. 
The application of behavioural theory within menopause research remains limited, with greater use of theory-informed approaches needed to understand health behaviours in this population (Simpson et al., 2024).  A comprehensive behaviour change framework may help identify the mechanisms underlying healthy eating during menopause. The Behaviour Change Wheel (BCW), with the Capability, Opportunity, Motivation-Behaviour (COM-B) model at its core, provides a systematic framework for understanding health behaviours (Michie et al., 2011; 2014). The COM-B model proposes that behaviour occurs through the interaction of capability, opportunity, and motivation, with interventions targeting one or more COM-B components increasing the likelihood of behaviour change (Michie et al., 2011).
[bookmark: _Toc241506340]Capability
Capability refers to the physical and psychological ability to adopt and maintain healthy eating behaviour. Psychological capability includes nutritional knowledge, food-related skills, and the ability to plan and prepare appropriate meals (Michie et al., 2011). Limited nutritional knowledge and food skills have been identified as barriers to healthy eating in several populations (Chen et al., 2023; Guzman & Aguiñaga, 2024; Timlin et al., 2021). Among menopausal women, greater awareness of the health consequences of weight gain has been associated with healthier behaviours, while a cooking-skills intervention in perimenopausal women improved confidence and diet quality (Leitão et al., 2025; Sommer et al., 2023). Furthermore, limited menopause knowledge, low health literacy, and misconceptions arising from insufficient information have been identified as barriers to self-management among menopausal women (Jiang et al., 2025).
Physical capability may also be relevant. Fatigue, sleep disturbances, and difficulties maintaining routines have been identified as barriers to health behaviours in postpartum and menopausal women (Lim et al., 2024; Niven et al., 2025) and may make planning and preparing healthy meals more difficult. However, relatively little research has examined whether capability is associated specifically with diet quality among peri- and postmenopausal women.    
[bookmark: _Toc241506341]Opportunity
Opportunity refers to the environmental and social factors that enable or constrain behaviour (Michie et al., 2011). Financial constraints and limited access to affordable healthy foods are established barriers to healthy eating (Zorbas et al., 2018; Timlin et al., 2021). Time constraints may also restrict opportunities to plan, shop for, and prepare healthy meals, particularly among women managing work and caring responsibilities (Guzman & Aguiñaga, 2024; Lim et al., 2024). Menopausal women similarly report difficulties prioritising health-promoting behaviours because of competing responsibilities and limited opportunity for self-care (Jiang et al., 2025; Niven et al., 2025). 
Social opportunity encompasses social support, interpersonal relationships, and cultural influences (Michie et al., 2011). Support from partners, family, peers, and healthcare professionals may facilitate healthy behaviours, whereas a lack of support may act as a barrier (Chen et al., 2023; Chiu et al., 2020; Guzman & Aguiñaga, 2024). Menopausal women have reported difficulties in maintaining healthy behaviours in the context of family responsibilities and limited supportive environments (Chopra et al., 2022a; 2022b; Jiang et al., 2025). However, the extent to which physical and social opportunity contribute specifically to diet quality during the menopausal transition remains unclear. 
[bookmark: _Toc241506342]Motivation
Motivation encompasses the reflective and automatic processes that influence behaviour. Reflective motivation includes intentions, planning, and beliefs about the consequences of behaviour (Michie et al., 2011). Among menopausal women, motivation for adopting healthier behaviours includes improving wellbeing, protecting future health, maintaining quality of life, and managing menopausal symptoms (Jiang et al., 2025; Kracht et al., 2023; McNulty et al., 2024; Niven et al., 2025). However, motivation may not translate into behaviour when competing demands or environmental barriers prevent women from acting on their intentions (Guzman & Aguiñaga, 2024; Lim et al., 2024). 
Automatic motivation includes emotions, impulses, desires, and learned responses that influence behaviour (Michie et al., 2011). Established eating habits and emotional responses to food may make dietary change difficult to initiate and maintain (Khademi et al., 2024; Kim & Yang, 2020). However, goal setting and planning may reduce emotional eating and improve motivation (Leitão et al., 2025). 
Research applying COM-B to healthy eating suggests motivation may be an important predictor of dietary behaviour, although the relative contribution of capability, opportunity and motivation varies across populations and contexts (Isbanner et al., 2024; Willmott et al., 2021). Furthermore, motivation alone may be insufficient to produce sustained dietary change when barriers relating to capability and opportunity remain unaddressed (Guzman & Aguiñaga, 2024). This highlights the importance of examining all three COM-B domains rather than assuming that a single determinant explains dietary behaviour.   
Overall evidence suggests that capability, opportunity, and motivation may each influence healthy eating, but the relative contribution among peri- and postmenopausal women remains unclear. Existing menopause research has primarily examined symptoms, physical activity, and broader health behaviours, with comparatively limited application of behavioural theory to dietary behaviour (Simpson et al., 2024). Furthermore, few studies have examined associations between COM-B constructs and diet quality while accounting for menopausal symptom severity. 
Therefore, the primary aim of this study is to examine behavioural factors associated with diet quality among peri- and postmenopausal women using the COM-B framework, while accounting for age and menopausal symptom severity. The study also aims to explore perceived barriers and facilitators to healthy eating behaviours across COM-B domains.  
[bookmark: _Toc241506343]Objectives
1. To examine the associations between capability, opportunity, and motivation and diet quality after controlling for age and menopausal symptom severity.   
2. To examine the association between menopausal symptom severity and diet quality.
3. To explore perceived barriers and facilitators to healthy eating across the COM-B components. 
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[bookmark: _Toc241506345]Participants
The target population comprised women aged 40-60 years residing in the United Kingdom who identified as perimenopausal or postmenopausal. This age range was selected to capture women across the menopausal transition while accounting for variation in the timing of menopause, which occurs at an average age of approximately 51 years (BMS, 2026; WHO, 2024). 
Participants were recruited using non-probability convenience, purposive and snowball sampling (Stratton, 2023). A recruitment poster containing a QR code and survey link was disseminated via social media, inviting eligible individuals to participate and share the survey with others. Participants were excluded if they were outside the 40-60 year age range or did not identify as peri- or postmenopausal. 
An a priori power analysis using G*Power indicated a minimum sample of N = 114, assuming a small-to-medium effect size (f² = .10), α = .05, and power of .80 (Faul et al., 2009). This estimate was based on the planned inclusion of seven predictors in the hierarchical multiple regression and was informed by previous literature (Botella-Guijarro et al., 2022; Carrero et al., 2019; Cohen, 1988, as cited in Giner-Sorolla et al., 2024). The target sample was increased by 20% to N = 137 to account for potential missing or incomplete data. Of the 158 participants who completed the survey, 111 remained following data screening (n = 111; participant exclusion process is presented in Appendix A). 
[bookmark: _Toc241506346]Design
A cross-sectional mixed-methods design was used to collect quantitative and qualitative data examining behavioural determinants of diet quality in peri- and postmenopausal women using the COM-B framework. This approach facilitated the integration of quantitative findings with participants’ perspectives and contextual insights (Creswell & Clark, 2007).
[bookmark: _Toc241506347]Procedure
Data were collected online via Qualtrics during July 2026. Before commencing the survey, participants received information about the study purpose, estimated completion time, and data management procedures. Informed consent was obtained electronically before participation. Participation was voluntary and anonymous, and participants could withdraw by exiting the survey at any point without consequence. 
The survey was piloted with 10 eligible participants who provided feedback on question clarity, wording, and usability. The pilot indicated that the survey was acceptable and feasible, with only minor formatting revisions required before main data collection. Ethical approval was obtained from the University Wales Trinity Saint Davids ethics committee before pilot testing and data collection.
[bookmark: _Toc241506348]Measures 
[bookmark: _Toc241506349]Diet Quality 
Diet quality was assessed using the Rapid Prime Diet Quality Score Screener (rPDQS) (Kronsteiner-Gicevic et al., 2021, 2023), adapted from the PDQS (Rifas-Shiman et al., 2001). The rPDQS was selected due to its alignment with contemporary dietary guidance (PHE, 2016; Rockström et al., 2025; WHO, 2026), its validation in adults consuming Western dietary patterns, brevity and practicality, and evidence of sound psychometric properties (Kronsteiner-Gicevic et al., 2021, 2023). 
The 13-item measure assesses consumption across food groups associated with healthy and unhealthy dietary patterns. Items are scored from 0-4 according to consumption frequency, with reverse scoring applied to the foods recommended to be limited, producing a total score ranging from 0-52. Although the measure does not specify cut-off scores for categorising diet quality as good or poor, higher scores indicate better diet quality and have been associated with lower chronic disease and mortality risk scores (Kronsteiner-Gicevic et al., 2026). 
Minor adaptations were made to reflect UK terminology. Specifically, ‘bologna’ was removed from the response options and ‘candy’ was replaced with ‘sweets’. The alcohol item was removed in accordance with the authors’ recommendation that this item was intended to provide supplementary information for clinicians. The full questionnaire and scoring system are presented in Appendix B. 
[bookmark: _Toc241506350]Menopausal symptoms
Menopause symptom severity was assessed using the Menopause Rating Scale (MRS). The MRS is a widely used measure with established psychometric properties and good practical applicability (Heinemann et al., 2003, 2004). It assesses psychological, somatic, and urogenital symptoms across 11 items, rated from 0 (no complaints) to 4 (very severe complaints). Scores range from 0-44, with higher total scores indicating greater symptom severity. Total scores are categorised No or little (0-4), mild (5-8), moderate (9-16), and severe (≥17) symptoms. The full questionnaire and scoring system are presented in Appendix C. 
[bookmark: _Toc241506351]COM-B
The Brief COM-B Self-Evaluation Questionnaire (Keyworth et al., 2020) was used to assess the six subdomains of the COM-B model. It was selected based on its established psychometric and applicability across populations, while alternative measures were considered more burdensome, insufficiently validated across contexts, or behaviour-specific (Cambar et al., 2025). 
The six-item Likert-scale questionnaire was adapted to the dietary context in accordance with the instrument guidance permitting contextual modification of italicised wording. For example, “I am motivated to change my behaviour to improve my health” was adapted to “I am motivated to eat a healthy diet.” This wording avoided presuming that participants needed to change their diet.
The six COM-B items comprised two items for each component: capability, opportunity, and motivation. Each item was scored from 0-10, and the two items within each domain were averaged to produce composite scores ranging from 0-10, with higher scores indicating greater capability, opportunity, or motivation. This approach aligned with the three-factor structure identified by Keyworth et al. (2020). The full questionnaire, adaptations and scoring system are presented in Appendix D. 
[bookmark: _Toc241506352]Open-ended questions
Three open-ended questions explored perceived barriers and facilitators related to capability, opportunity, and motivation for healthy eating. Two additional questions explored participants’ desired support needs during the peri- and postmenopausal transition and invited further comments. Questions are presented in Appendix E. 
[bookmark: _Toc241506353]Demographic variables
Age was collected as a continuous variable. Education was collected as ordinal data and used as an indicator of socioeconomic position. Categories were adapted from the UK Office for National Statistics (ONS, 2023) highest qualification classification and simplified to reduce participant burden. Ethnicity was collected using predefined categories based on ONS classifications (ONS, 2021). Menopausal status was collected using categorical response options and used to determine eligibility and describe the sample. HRT status was collected for descriptive purposes only. 
[bookmark: _Toc241506354]Data analysis
Quantitative data were analysed using the Statistical Package for the Social Sciences (SPSS). Data were cleaned and screened prior to descriptive and inferential analyses. Assumptions of normality, linearity, homoscedasticity, and multicollinearity were assessed before and during regression analysis, and all assumptions met the required criteria (Tabachnick & Fidell, 2014; see Appendix F for link to SPSS data file, data screening, preparation, and analysis information).  
Pearson’s correlations were conducted to examine associations between study variables.  The association between age and diet quality was examined to determine whether age should be retained as a covariate, given previous evidence that diet quality may vary across adulthood and generally improves with age (Robinson et al., 2018; Thiele et al., 2004). Education was dichotomised into degree-level or higher versus below degree level. An independent-samples t-test indicated no significant difference in diet quality between groups; therefore, education was not retained as a covariate (Appendix G). Ethnicity was initially considered a potential covariate; however, limited variability within the sample meant that it was excluded from subsequent analyses. Menopausal symptom severity was retained as the primary menopause-related covariate due to its direct assessment of symptom burden.
Hierarchical multiple regression was used to determine whether COM-B determinants explained additional variance in diet quality beyond age and menopausal symptom severity. Age and menopausal symptom severity were entered in Block 1, followed by the COM-B constructs in Block 2.   
Qualitative responses were analysed manually using a deductive thematic analysis informed by Braun and Clarke’s (2022) framework. Responses were initially familiarised through repeated reading, then coded and mapped onto the COM-B domains. Coding was subsequently reviewed and refined. A link to the data, the coding process and full findings are provided in Appendix H. 
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Participant characteristics
The survey received a total of 158 responses. Of these, 47 participants were excluded because they did not meet the eligibility criteria or because insufficient data were available for the planned analyses. The final sample comprised 111 participants, including 55 perimenopausal and 56 postmenopausal women, aged between 40 and 60 years (M = 51.59, SD = 4.75). The sample showed limited ethnic diversity with 99.1% of participants identifying as White. Further participant characteristics are presented in Table 1. 
Table 1
Participant characteristics (n =111)
	Demographic 
	Characteristic
	Frequency
	Percent

	Education
	Secondary level education 
	11
	9.9

	
	Further education
	43
	38.7

	
	Undergraduate degree
	25
	22.5

	
	Postgraduate degree
	27
	24.3

	
	Other
	4
	3.6

	
	Prefer not to say
	1
	.9

	Dichotomised education
	Degree 
	52
	46.8

	
	No degree
	58
	52.3

	
	Prefer not to say
	1
	.9

	Menopause status
	Perimenopausal
	55
	49.5

	
	Postmenopausal 
	56
	50.5

	Ethnicity 
	White
	110
	99.1

	
	Mixed/multiple ethnic group
	1
	.9

	HRT status
	Yes
	49
	44.1

	
	No
	62
	55.9



The mean score for diet quality in the sample suggested that participants were eating a relatively healthy diet, as the mean score of 31.41 (SD 6.36) was above the midpoint of the scale (26). For the COM-B constructs, capability had the highest mean score (8.44 out of 10, SD = 1.86), followed by opportunity (7.77, SD = 2.59), while motivation had the lowest mean score (6.47, SD = 2.68). The three COM-B domain scores were observed across most of the available scale, demonstrating variation between participants. Higher scores indicate greater perceived capability, opportunity, and motivation. Descriptive statistics for variables are presented in Table 2.
Table 2
Descriptive statistics for study variables
	Variable
	Observed Range
	Possible Range
	Mean 
	Std. Deviation

	Age in years
	40-60
	40-60
	51.59
	4.75

	Diet quality
	16-43
	0-52
	31.41
	6.36

	Meno symptoms
	0-35
	0-44
	14.86
	7.13

	Capability
	2-10
	0-10
	8.44
	1.86

	Opportunity
	0-10
	0-10
	7.77
	2.59

	Motivation
	0-10
	0-10
	6.47
	2.68



Menopause symptom severity varied considerably across participants. The mean MRS score was 14.86 (SD = 7.13), which falls within the moderate symptom-severity range (9-16) based on the MRS severity classification (Heinemann et al., 2004). However, the distribution shows that the largest proportion of participants reported scores ≥17, indicating severe symptoms (n = 49, 44.1%) (Table 3). 
Table 3
Distribution of menopause symptom severity according to classification
	Menopause Rating Severity Category
	Frequency 
	Percent

	No/little (0-4)
	8
	7.2

	Mild (5-8)
	19
	17.1

	Moderate (9-16)
	35
	31.5

	Severe (≥17)
	49
	44.1

	Total
	111
	100.0



Exploratory independent-samples t-tests were conducted to examine differences between peri- and postmenopausal participants. Perimenopausal participants reported significantly greater menopausal symptom severity and significantly lower capability than postmenopausal participants. No significant differences were observed in diet quality, opportunity, or motivation (Table 4 and full SPSS outputs in Appendix I)
Table 4
Differences between peri- and postmenopausal participants.
	Variable 
	Perimenopausal
Mean (SD) 
	Postmenopausal 
Mean (SD)
	t
	df
	p
	Cohen’s d

	Diet Quality
	30.24 (6.04)
	32.57 (6.51)
	-1.96
	109
	.053
	-0.37

	Meno symptoms
	16.62 (6.49)
	13.13 (7.37)
	2.65
	109
	.009*
	0.50

	Capability
	7.98 (2.14)
	8.88 (1.43)
	-2.61

	94.04
	.011*
	-.49

	Opportunity
	7.44 (2.60)
	8.12 (2.56)
	-1.37
	109
	.173
	-0.26

	Motivation
	6.16 (2.61)
	6.77 (2.74)
	-1.19
	109
	.237
	-0.23


Note. SD= standard deviation; df= degrees of freedom. p = two-tailed significance level; Cohen’s d= standardised mean difference *= statistically significant

[bookmark: _Toc241506357]Preliminary analyses and assumption testing for Hierarchical Multiple Regression
Pearson correlation analyses indicated that diet quality was significantly positively associated with the COM-B constructs and age and negatively associated with menopausal symptom severity. The strongest association with diet quality was observed for motivation (r = .57, p < .001). Menopausal symptom severity was negatively associated with capability (r = −.43, p < .001), opportunity (r = −.39, p < .001), and motivation (r = −.38, p < .001). The strongest correlation between the COM-B variables was observed between capability and motivation (r = .53, p < .001), indicating a moderate overlap between these predictors. Age was significantly negatively correlated with menopausal symptom severity (r = −.22, p = .018), indicating that higher age was associated with lower menopausal symptom severity. The magnitude of this association was small. All correlations are presented in Table 5.
There was no evidence of problematic multicollinearity among the predictors. VIF values ranged from 1.09 to 1.56, while tolerance values ranged from 0.64 to 0.92. Inspection of the relevant diagnostic plots indicated that the assumptions of normality, linearity, and homoscedasticity were adequately met. Full SPSS outputs and assumption checks before and during regression analysis are presented in Appendix J. 
Table 5
Correlation matrix
	
	Diet Quality
	Symptoms
	Age
	Capability
	Opportunity
	Motivation

	Diet Quality
	
	−.26**
	.32**
	.37**
	.30**
	.57**

	Symptoms
	−.26**
	
	−.22*
	−.43**
	−.39**
	−.38** 

	Age
	.32**
	−.22*
	
	.24*
	.08
	.19

	Capability
	.37**
	−.43**
	.24*
	
	.35**
	.53**

	Opportunity
	.30**
	−.39**
	.08
	.35**
	
	.39**

	Motivation
	.57**
	−.38**
	.19
	.53**
	.39**
	


Note. N = 111. r = Pearson correlation coefficient. ** = p < .01; * = p < .05. 
[bookmark: _Toc241506358]Hierarchical Multiple Regression 
A hierarchical multiple regression was conducted to examine whether capability, opportunity and motivation were associated with diet quality among peri- and postmenopausal women after controlling for the influence of age and menopause symptom severity. 
At Step 1, age and menopausal symptom severity were entered into the model. The model was statistically significant and explained 14.1% of the variance in diet quality, R² = .14, F(2, 108) = 8.86, p < .001.  
At Step 2, capability, opportunity, and motivation were added to the model. The final model explained 37.8% of the variance in diet quality, R² = .38, F(5, 105) = 12.79, p < .001. The addition of the three COM-B variables explained a further 23.8% of the variance beyond age and menopausal symptom severity, ΔR² = .24, ΔF (3, 105) = 13.38, p < .001. 
In the final model, motivation was significantly and positively associated with diet quality (β = .47, p < .001), while age was also a significant predictor (β = .22, p = .008). Menopausal symptom severity (β = .02, p = .82), opportunity (β = .09, p = .301), and capability (β = .05, p = .606) were not significant predictors. 
Motivation demonstrated the largest unique contribution to diet quality (sr = .39, p < .001), compared with age (sr = .21, p = .008). Squaring the semi-partial correlation indicates that motivation accounted for 14.8% of the unique variance in diet quality after controlling for the other predictors, while age accounted for 4.3%. Hierarchical regression results are presented in Table 6, and all SPSS outputs are presented in Appendix K.
Table 6
Hierarchical regression results for diet quality
	Variables
	B
	95% CI B
	SE B
	β
	P
	R²
	ΔR²

	
	
	LL
	UL
	
	
	
	
	

	Step 1
	
	
	
	
	
	
	.14
	.14

	(Constant)
	15.19
	1.87
	28.51
	6.72
	
	.26
	
	

	Menopausal symptoms
	−0.18
	−0.34
	−0.02
	0.08
	−.20
	.029
	
	

	Age
	0.37
	0.12
	0.61
	0.12
	.27
	.003
	
	

	Step 2
	
	
	
	
	
	
	.38
	.24

	(Constant)
	5.77
	−6.86
	18.40
	6.37
	
	.367
	
	

	Menopause symptoms
	0.02
	−0.14
	0.18
	.08
	.02
	.821
	
	

	Age
	0.29
	0.08
	0.50
	.11
	.22
	.008
	
	

	Opportunity
	0.23
	−0.20
	0.65
	.22
	.09
	.301
	
	

	Motivation 
	1.13
	0.68
	1.57
	.23
	.47
	< .001
	
	

	Capability
	0.17
	−0.48
	0.82
	.33
	.05
	.606
	
	


Note N = 111, CI = Confidence Interval; LL = Lower Limit, UL = Upper Limit.
In the hierarchical regression analysis, age and motivation were significantly associated with diet quality when the predictors were considered simultaneously. Motivation was the only significant COM-B predictor, capability, opportunity, and menopausal symptom severity were not significant predictors. 
[bookmark: _Toc241506359]Qualitative analysis
Eighty-eight eligible participants provided at least one qualitative response exploring perceived capability, opportunity, and motivation barriers and facilitators to healthy eating. Responses were deductively mapped onto the Capability, Opportunity and Motivation constructs according to the component meanings identified by Michie et al. (2011). Codes were developed and mapped within each construct, with frequencies representing the number of participants who mentioned each code. Participants could contribute to multiple codes; therefore, frequencies do not sum to the total number of participants. Codes, frequencies and illustrative quotes for barriers and facilitators are presented in Tables 7 and Table 8.
Table 7
Barriers to healthy eating behaviours, codes, frequencies, and illustrative quotes
	COM-B Domain
	Code/factor
	Frequency 
	Illustration Quote and participant number

	Capability
	Energy/
Fatigue
	28
	“Sometimes too tired, so grab a quick dinner which may not be such a good choice” (P009) “I sometimes am just too tired to cook fresh” (P036) 
“No energy to cook, convenience is easier” (P008).

	
	Planning/
Organisation 
	9
	“These days I really find planning and making meals a massive hassle a lot of the time” P088

	
	Knowledge 
	7
	“Cutting through all the diet hype and knowing what the right choice is. Do I fast, do I eat more regularly, do I eat too much, do I not eat enough. It’s very confusing” P024

	
	Skills 
	6
	“I’m a terrible cook” P026

	
	Health Issues 
	6
	“As someone who is suffering with chronic fatigue due to arthritis is the back and hip then sometimes it can be difficult to cook a healthy meal however I push on with the support of my husband” P098

	
	Brain fog/ Concentration
	4
	“Brain fog affects ability to concentrate on recipes and cooking” P053

	
	Overwhelm 
	2
	“I can’t even think about what to make. I’m sick of the thought of what to make for dinner. I have no self-control” P104
“I mentally can’t force the issue of eating healthy food every day, its overwhelming” P145

	Opportunity
	Time Constraints/
Convenience
	27
	“I work 14 hours a day so it's hard to eat healthy meals due to lack of time to prep, cook and eat” P031
“Don't always have time to cook or prep so get a meal deal for lunch and the choice is limited and often just a cheese sandwich. Similarly, need a quick dinner after work which isn't always the healthiest” P057
Sometimes time is a big problem. Running around being busy. So, get hungry... Try snack healthy. Sometimes I grab something easy and unhealthy” P068
“Working long hours, 2 jobs, there's not always time or opportunity to cook healthy meals” P081
“Working 10 hour days makes healthy eating a chore unless I take the time to meal prep” P120

	
	Financial Constraints 
	13
	“Cost of living increases impacting on costs of healthier foods” P067

	
	Family preferences 
	12
	“My adult children live with me plus my granddaughter age 1. Hard to eat healthy diet when they refuse to eat more healthily” P028
“I have to cook for a family of 4, and the kids aren’t very experimental in what they eat so it limits what I cook and what restaurants we go to” P050
“Family not wanting to eat the same as me and me not having the time or energy to cook 2 different meals!” P127

	
	Family/Social support 
	8
	“I struggle with other people I live with bringing unhealthy food in the house. If it was just me alone then it would be easier” P003
“Family support. I work full time and take care of the household too. Sometimes I don’t have the energy!” P137

	
	Access/Eating out 
	7
	“Options available at place of work are poor, due to lack of energy and brain fog sometimes forget to be organised enough for packed lunches” P077
“Eating out is challenging - limited healthy options. Recent reduction in vegetarian options from menus - I don’t eat processed vegan fake meat or cheese but increasingly there’s nothing else vegetarian” P062

	
	Peer pressure 
	5
	“Friends that encourage you to make poor food/drink choices” P024
“Having regular visitors (friends and family) affects my usually clean diet” P027

	Motivation
	Cravings 
	16
	“Craving for carbs, sugars in particular, seems to have increased considerably since starting menopause” P013
“I have cravings for sweet stuff” P105

	
	Emotional eating 
	14
	“I am an emotional eater, so stress or tiredness makes me crave higher calorie food” P019
“Stress makes me reach for chocolate” P109

	
	Routines/
Habits
	3
	“I have ADHD and a bad carb habit” P011

	
	Weight loss
	1
	“I am in the habit of eating crisps and cheese mindlessly. I am also taking mounjaro which impacts what foods I choose” P050

	
	Weather
	1
	“Winter is more difficult as it is nice to have hot food. I am more depressed in the winter which affects what I eat” P041



Table 8
Facilitators to healthy eating behaviours, codes, frequencies, and illustrative quotes 
	COM-B Domain
	Code/Factor
	Frequency 
	Illustrative Quote and participant number

	Capability
	Planning/
Organisation
	4
	“Planning meals and prepping is key for me to avoid eating quick and unhealthy meals” P028
“Using hello fresh for ease that also shows you the nutritional value, which you can add more vegetables to it if it’s a bit light on vegetables/ salad. Also helps meal planning when the motivation to meal plan isn’t there” p079

	
	Knowledge
	2
	“I’m good at researching and cooking and physically fit with good energy and confidence” P080

	
	Skills
	2
	“I love cooking and throwing stuff together. My fridge is always full of lovely bright colours. Tastes lovely. I like making new things. There is r so many things online nowadays to make life easier” P068

	Opportunity
	Family/Social support
	2
	“My husband is a great cook & together we plan a healthy menu for the week ahead” P112

	
	Financial Constraints
	1
	“I'm pretty lucky as I have enough money to be able to eat what I like, and a supportive partner” P002

	Motivation
	Health/
Fitness/
Wellbeing
	21
	“I believe a healthy diet is important to both mental and physical wellbeing” P063
“I believe I will feel better and live longer” P009

	
	Weight loss/
Maintenance
	18
	“Always eat healthy but I did put weight on which gave me more incentive” P110
“I’m desperate to lose weight so that is my motivation and the reason why I try to eat fairly healthy. It doesn’t mean I don’t give in to the chocolate cravings though” P013

	
	Routines/Habits
	13
	“I was brought up eating healthy so it's part of our life and culture” P036

	
	Preferences/
Desire of healthy foods
	6
	“I genuinely love vegetables, legumes, tofu etc” P042

	
	Nurturing Family
	2
	“I try to prepare balanced meals for my family; they are my motivation” P020

	
	Weather
	1
	“Weather ..more salads” P032



[bookmark: _Toc241506360]Capability
Capability-related findings centred on participants’ ability to manage the practical and cognitive demands of healthy eating. Energy and fatigue emerged as a prominent barrier, with participants commonly describing reduced energy and fatigue as limiting their ability to plan, prepare, and cook healthy meals. Participants also described cognitive difficulties, including brain fog and reduced concentration. 
Planning and organisation were identified as both barriers and facilitators. Difficulties with meal planning, shopping, and cooking were described when participants felt unable to organise healthy eating. Conversely, participants who described meal planning and preparation as facilitators viewed these strategies as supporting their ability to maintain healthy eating behaviours. Limited knowledge and cooking skills were similarly identified as both barriers and facilitators. Participants described being better able to make healthier choices and prepare healthy meals when they knew what to eat and how to prepare it. However, the cognitive effort required to organise and plan healthy eating appeared to present a greater challenge than knowledge or cooking skills alone.  
[bookmark: _Toc241506361]Opportunity
Opportunity-related findings highlighted the influence of environmental and social contexts on food choices. Time emerged as the most prominent barrier to healthy eating, with competing demands, including family and work commitments, being described as contributing to greater reliance on convenience foods. Financial constraints similarly influenced access to healthier foods. 
Social and family environments could either hinder or facilitate healthy eating. Participants described family food preferences and limited support as barriers to healthy eating, whereas supportive family relationships facilitated healthier eating behaviours. Participants also described the availability of healthy food outside the home and peer influences as factors that could shape food choices.     
[bookmark: _Toc241506362]Motivation
Motivation-related findings revealed a conflict between intentions to eat healthily and factors that could undermine these intentions. Health, fitness, and wellbeing emerged as prominent reasons for eating healthily, alongside weight loss or weight maintenance goals. However, participants frequently described cravings, particularly for sugary foods, and emotional eating, particularly in response to stress, as barriers to healthy eating. 
Established unhealthy habits and routines were also described as barriers, whereas healthy habits facilitated healthy eating behaviours. Participants who described established healthy eating habits expressed preferences for healthier foods, suggesting that habitual patterns may support the maintenance of healthy eating behaviours.   
[bookmark: _Toc241506363]Summary of quantitative and qualitative findings
Overall, the quantitative findings indicated that motivation was the only COM-B construct to show a significant unique association with diet quality when the COM-B constructs were considered simultaneously. The qualitative findings provided further context for this association, illustrating that participants commonly described health- or weight-related reasons for wanting to eat healthily. However, cravings, emotional eating, and established unhealthy habits could make these intentions more difficult to maintain, whereas established healthy habits and routines facilitated healthy eating.  Together, the quantitative and qualitative findings highlight the role of motivation within the COM-B framework, with the qualitative findings providing further insight into factors that participants perceived as supporting or hindering healthy eating.   
[bookmark: _Toc241506364]
Discussion
The aim of the present study was to examine behavioural factors associated with diet quality among peri- and postmenopausal women using the COM-B framework, while accounting for age and menopausal symptom severity. The study also explored perceived barriers and facilitators to healthy eating behaviours across the COM-B components. The findings suggest that COM-B-related factors were associated with diet quality, with the addition of these components explaining a further 23.8% of the variance in diet quality beyond age and menopausal symptom severity. This is broadly comparable with previous applications of the COM-B framework to eating behaviour (Isbanner et al., 2024; Willmott et al., 2021), suggesting that COM-B may provide a useful framework for exploring variation in diet quality among peri- and postmenopausal women. 
Of the three COM-B constructs, motivation was the only significant unique predictor of diet quality after accounting for age, menopausal symptom severity, capability, and opportunity, suggesting that motivational factors may be particularly relevant to differences in diet quality within this population. The qualitative findings provided further insight into the nature of this motivation. Health, fitness, and wellbeing were prominent reasons for engaging in healthy eating, alongside goals relating to weight-loss and weight maintenance. Participants also described wanting to maintain their current health and protect their future health as important motivations. These findings are consistent with Leitão et al. (2025), who identified health-related beliefs and weight management goals as important influences on health behaviour among postmenopausal women, and Kracht et al. (2023), who similarly found that motivation for health behaviours may be influenced by a desire to protect future health. Taken together, the findings from the present study suggest that health-related goals may provide an important basis for healthy eating motivation among peri- and postmenopausal women.
However, in the current sample health-related intentions did not necessarily translate into healthy eating behaviours. Participants described increased cravings, particularly for sugary foods, and emotional eating in response to stress, as factors that could undermine their intentions to eat healthily. This is consistent with O’Donovan et al. (2025), who reported increased appetite and cravings among women during menopause. These findings may also reflect the broader intention-behaviour gap, whereby individuals can have strong intentions to engage in a behaviour, but fail to act in accordance with those intentions (Sheeran, 2002). The qualitative findings suggested that cravings and emotional eating may compete with longer-term health goals. 
The PRIME theory of motivation proposes that behaviour is influenced by both reflective processes, such as plans and evaluations, and more immediate processes involving emotions, desires, impulses, and psychological states (West & Michie, 2020). Applied to the present findings, women may therefore be motivated to eat healthily by longer-term health goals while simultaneously experiencing cravings, emotional or habitual tendencies that make these intentions more difficult to enact. This distinction suggests that increasing motivation alone may not be sufficient to support sustained dietary change. Instead, motivational intentions may need to be supported by strategies that help women respond to situations in which immediate urges or emotional states compete with longer-term goals. 
The role of habits and routines further supports this interpretation. Participants described established eating routines as both facilitating and hindering healthy eating. Participants describing established healthy routines often portrayed healthier food choices as easier to maintain or more automatic, whereas less healthy routines were described as barriers to healthy eating. Khademi et al. (2024) also reported that postmenopausal women described difficulties maintaining a healthy lifestyle in the context of difficulty breaking established habits. Niven et al. (2025) similarly identified difficulties maintaining routines among menopausal women, partly in the context of fatigue and sleep disturbances. In the present study, low energy and fatigue were particularly prominent within capability-related accounts, suggesting that the physical experiences associated with the menopausal transition may make it more difficult to establish or maintain healthy routines. 
Habit formation may therefore be relevant to the relationship between motivation and behaviour. Unlike reflective processes involving conscious planning and decision making, habitual behaviours can become increasingly automatic through repeated performance (Gardner et al., 2023). Taken together, these findings suggest that although motivation is associated with better diet quality, its translation into behaviour may depend partly on whether healthy eating behaviours have become embedded within everyday routines and whether individuals are able to manage situations in which urges, emotions, or contextual demands compete with longer-term goals. 
Although capability and opportunity were not significant unique predictors of diet quality in the quantitative analysis, the qualitative findings indicate that both remained relevant to participants’ experiences of healthy eating. This highlights the importance of considering the COM-B constructs as interrelated rather than interpreting the non-significant quantitative findings as indicating that capability and opportunity were unimportant. Within the capability domain participants described fatigue and low energy, particularly in relation to planning, organising, and preparing meals. Some also reported difficulties with concentration and brain fog, which may make it more difficult to plan and maintain healthy eating routines. Within the opportunity domain, time was the most frequently reported barrier, with work and family commitments limiting time for meal preparation and increasing reliance on convenience foods. Financial constraints and differences in household food preferences were also described as barriers, whereas family and social support could facilitate meal planning and healthy routines. Participants described knowledge and skills both as barriers and facilitators, although these were less prominent within the accounts.   
These findings are consistent with evidence that time, affordability, and social support can influence the ability to maintain healthy eating behaviours (Chen et al., 2023; Chiu et al., 2020; Guzman & Aguiñaga, 2024; Timlin et al., 2021). They also provide context for understanding how motivation may translate into behaviour. For example, strong intentions may be more difficult to enact when individuals have limited time, low energy, or competing household demands. Thus, while motivation was the only COM-B domain to demonstrate a significant unique association with diet quality, motivational processes occur within a broader behavioural context.  
The exploratory comparison between menopause stages also provides some context for these findings. Perimenopausal women reported significantly greater menopausal symptom severity and lower capability than postmenopausal women; however, no significant difference in diet quality was observed between the groups. Participants’ accounts of fatigue, low energy and difficulties in concentration suggest these experiences may influence the practical demands of engaging in healthy eating. The psychological and physical experiences associated with menopausal symptoms, such as cravings, emotional eating and fatigue, may therefore be relevant to women’s perceived capability and motivation to engage in healthy dietary behaviours. Age was positively associated with diet quality in the overall sample, consistent with previous research suggesting that diet quality may improve with age (Robinson et al., 2018; Thiele et al., 2004). However, this association should be interpreted cautiously given the relatively narrow age range.
Taken together, the quantitative and qualitative findings suggest that, among peri- and postmenopausal women, motivation may be important for diet quality, but translating motivation into sustained healthy eating may depend on whether women can manage the cravings, emotional influences and established habits that compete with longer-term goals. 
[bookmark: _Toc241506365]Practical implications 
This is the first mixed-methods study to explore behavioural determinants of diet quality among peri- and postmenopausal women using the COM-B framework. The Behaviour Change Wheel identifies education, persuasion, modelling, and enablement as relevant intervention functions for addressing motivation (Michie et al., 2014). Given the qualitative evidence that participants were motivated by health, wellbeing, fitness and weight management goals, interventions could strengthen motivation by providing clear and relevant information about the potential benefits of healthy eating, including its contribution to longer-term cardiovascular, metabolic and bone health. However, such approaches should be designed alongside strategies that support the translation of intentions into behaviour. 
Behaviour change techniques such as goal setting, action planning and self-monitoring may help women translate broader health-related intentions into specific and achievable dietary behaviours. Implementation intentions involve specifying when, where and how a behaviour will be performed and may help to increase the likelihood that situational cues trigger the intended behaviour (Gollwitzer, 1993; Sheeran & Webb, 2016). These behaviour change techniques may therefore support the intention-behaviour process by helping individuals specify what they intend to do and how they will respond to situations that may disrupt these intentions, potentially increasing the likelihood that intentions are translated into actions. Given the reported influence of cravings and emotional eating, interventions could also incorporate strategies to help women manage situations in which immediate urges compete with longer-term dietary goals. Environmental restructuring, such as reducing the availability of less healthy snack foods and increasing access to healthier alternatives, may provide additional support by reducing environmental cues that encourage less healthy choices. 
Strategies targeting habit formation may provide a further mechanism through which motivation can be translated into sustained behaviour. Practical approaches such as simple meal planning, batch cooking, and preparing convenient healthy meals may reduce the effort required to make healthier choices and facilitate the development of consistent eating patterns. Repeated performance of a behaviour can contribute to the development of more automatic processes and reduce reliance on conscious decision making (Gardner et al., 2023). Conversely, interventions could support women in identifying and disrupting established less healthy routines, particularly where these interact with cravings, emotional states, or other competing demands. 
Importantly, the findings suggest that interventions should not assume that strengthening motivation alone will result in sustained dietary change. Practical and environmental support may be necessary to enable women to act on their intentions. For example, time-efficient meal planning resources, affordable healthy meal options, and strategies to manage differing food preferences within households could help address some of the capability and opportunity barriers experienced by the participants. Similarly, interventions could incorporate strategies that support healthy routines during periods of fatigue and low energy. Thus, while motivational processes may represent a useful intervention target based on the quantitative findings, they should be considered alongside physical, practical, and social circumstances that enable or constrain healthy eating during the menopausal transition. 
[bookmark: _Toc241506366]Limitations
The mixed methods cross-sectional approach adopted in the present study allowed associations between COM-B constructs, menopausal symptom severity, and diet quality to be examined, while the qualitative component provided insight into perceived barriers and facilitators. However, the cross-sectional design limits conclusions regarding causal relationships; although motivation was associated with better diet quality, it cannot be determined whether greater motivation contributes to better diet quality. Longitudinal research would therefore be valuable and could examine whether changes in motivation, menopausal symptoms, and other COM-B constructs are associated with subsequent changes in diet quality over time. 
Furthermore, interpretation of these relationships was limited by measuring menopausal symptoms as a total score and COM-B constructs as a three-factor model, potentially obscuring relationships between specific symptoms and individual behavioural determinants. Future research or secondary analysis should examine whether individual Menopause Rating Scale domains are associated with the six COM-B subcomponents. The exploratory differences between perimenopausal, and postmenopausal women also warrant further investigation, particularly whether differences in perceived capability and symptom severity across menopause stages relate to dietary behaviour.    
Self-reported survey data may also introduce recall bias, social desirability bias, and inaccuracies in reporting dietary intake or menopausal symptoms. Dietary assessment remains a major challenge, as self-reported data may distort observed associations (Prentice, 2024). Furthermore, the rPDQS diet quality measure provides a continuous measure of diet quality rather than a categorical classification of whether an individual’s diet is ‘healthy’ or ‘unhealthy.’ Consequently, the present study cannot determine whether participants would be classified as having a healthy or unhealthy diet. Although validated index-based dietary assessments are practical for larger samples, future research could use weighed food diaries to provide a more robust assessment of dietary intake (Bingham, 1991; Wingrove et al., 2022).  
Convenience and snowball sampling through online recruitment were considered appropriate for collecting a larger sample within the practical constraints of the study (Ahmed, 2024). However, this approach may also have limited generalisability and introduced selection bias, potentially attracting individuals with an interest in diet or health-related behaviours (Oudat & Bakas, 2023). Online recruitment may have excluded individuals with limited digital access and may have contributed to the demographic homogeneity of the sample (Leighton et al., 2021). This was reflected in the predominantly White sample. Furthermore, using education as a proxy for socio-economic status did not adequately capture socioeconomic diversity. Future research should therefore recruit more diverse samples across ethnic, socioeconomic, and educational backgrounds.
The qualitative component also had limitations. Responses were collected through the survey to reduce participant burden and were consequently often brief. Although these provided valuable contextual information, focus groups or individual interviews could facilitate more in-depth exploration of barriers and facilitators (Chand, 2025). 
Finally, 158 initial responses were received, with many excluded because participants were premenopausal, were unsure about their menopause stage, or did not report their age. This indicates that some participants may have been uncertain about eligibility criteria or unable to provide information required to determine eligibility. As a result, clearer screening questions and explanations of eligibility criteria could reduce incomplete responses in future research.  


[bookmark: _Toc241506367]Conclusion
The study provides insight into the behavioural determinants of diet quality among peri- and postmenopausal women and suggests that COM-B may provide a useful theory-driven framework for exploring dietary behaviour during the menopausal transition. Consistent with previous research, motivation demonstrated the strongest unique association with diet quality, highlighting its potential importance when designing dietary interventions (Isbanner et al., 2024; Willmott et al., 2021). Qualitative findings suggested a potential intention-behaviour gap, with women describing motivation and intentions to eat healthily for health and weight-related reasons, while cravings and emotional eating were described as barriers to translating these intentions into dietary behaviour. The findings also illustrated the importance of habit formation in enabling healthier dietary behaviours to become more automatic (Gardner et al., 2023). Interventions focusing on motivation should therefore also consider wider behavioural determinants that influence the ability and opportunity to maintain healthy eating. Given the potential benefits of healthy eating for supporting cardiovascular, metabolic and bone health during and beyond the menopausal transition (Best, 2025; Cabre et al., 2024; Erdélyi et al., 2023), further research should therefore focus on developing and evaluating interventions that strengthen motivation while supporting women to manage cravings, emotional eating and established eating habits. Such approaches may help translate healthy eating intentions into sustained dietary behaviours during and beyond the menopause transition. 
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Table A1
Exclusion process from 158 initial responses to final 111 participants for quantitative analysis
	Screening stage
	Criteria
	Exclusions
	Reason

	Initial sample
	Survey responses
	0
	N= 158 survey participants

	Age
	>60 years,
	2
	Did not meet eligibility

	Age
	Missing age
	12
	Eligibility could not be identified

	Menopause status
	Premenopausal
	18
	Did not meet eligibility

	Menopause status
	“Don’t know”
	7
	Eligibility could not be identified

	Menopause status
	“Prefer not to say”
	1
	Eligibility could not be identified

	Quantitative dataset
	Missing required quantitative data
	7
	Insufficient data for planned analysis
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Figure B1
Rapid Prime Diet Quality Score Screener (rPDQS) (Kronsteiner-Gicevic et al., 2021, 2023).
[image: ]
Note. The figure above presents the traffic-light system used as an example of an electronic rPDQS, providing simple color-coded feedback that would be visible to clinicians after a patient had completed all 13 questions. In the present study, participants completed the dietary items on the rPDQS but did not receive the traffic-light feedback. Diet quality was calculated using the numeric scoring approach described in the original measure, in which 0-4 points were allocated according to the frequency of consumption for each of the six food groups whose intake is encouraged, with a reverse scoring applied to the seven food groups, whose intake is to be limited. Frequency of consumption was assessed over the original response range 0–52 with higher scores indicating better diet quality. The original questionnaire also includes a question assessing alcohol consumption. This item was not included current study, consistent with the original measure because of its complex relationship with health outcomes. 
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Figure C1
The Menopause rating scale questionnaire (MRS; Heinemann et al., 2003, 2004)
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Figure C2
Menopause rating scale evaluation form 
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[bookmark: AppendixD][bookmark: _Toc241506373]Appendix D: The brief COM-B questionnaire adapted questions 
The following shows the adaptation of the generic brief COM-B questionnaire into dietary context for participants. This is in accordance with the instrument guidance permitting contextual adaptation of italicised wording. For example, “I am motivated to change my behaviour to improve my health” has been adapted to “I am motivated to eat a healthy diet.” The item was adapted to avoid assuming a need for dietary change among participants who may already follow a healthy diet. Adapted questions intended for participants are shown in bold, alongside explanations of meanings. To improve clarity, the explanations that accompany each construct was rewritten in plain accessible language, while retaining theoretical meaning. Questionnaire items retain original structure and response format.  
Participants rate items from 0-10 Strongly disagree to strongly agree
1. I have the PHYSICAL opportunity to eat a healthy diet.
PHYSICAL opportunity refers to practical factors in your environment that make healthy eating easier or harder, such as time, money, food availability, cooking facilities, transport, or reminders).
2. I have the SOCIAL opportunity to eat a healthy diet.
SOCIAL opportunity refers to support or influences from other people including family, friends, colleagues, cultural or social situations that may affect healthy eating. 
3. I am motivated to eat a healthy diet.
MOTIVATION refers to conscious intentions, goals, beliefs, and decisions about healthy eating including whether it is important and whether you want to eat healthily.
4. Eating healthily is something I do automatically.
AUTOMATIC motivation refers to habits, routines and emotional responses that influence eating without conscious thought. 
5. I am PHYSICALLY able to eat a healthy diet.
PHYSICAL capability refers to whether you have the physical ability, strength, energy, or skill needed to prepare and eat a healthy diet. 
6. I am PSYCHOLOGICALLY able to eat a healthy diet.
PSYCHOLOGICAL capability refers to having knowledge, memory, concentration, planning, and decision-making needed to maintain a healthy diet. 
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Capability
Please describe any physical or psychological factors that affect your ability to eat a healthy diet during menopause. 
This may include your knowledge, confidence, concentration, energy levels, physical symptoms, or cooking skills. 
Opportunity
Please describe any practical, environmental, financial, family, social or cultural factors that affect your ability to eat a healthy diet during menopause
Motivation
Please describe anything that influences your motivation to eat a healthy diet during menopause. 
This may include habits, beliefs, goals, emotions, and routines. 
Is there anything else that makes healthy eating easier or more difficult during menopause that has not already been covered?
What support, resources, or interventions would help you maintain or improve a healthy diet during menopause? This could include information, services, programmes, healthcare support, family or social support, or anything else you think would be helpful.
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Link to SPSS data: SPSS Data File
Table F1
Codebook and data transformation
	SPSS Variable 
	Description 
	Coding Instructions/ Procedure
	Measurement Scale

	Age_num
	Q8 Age
	Q8 string variable transformed to numeric scale
	Scale

	exclude_age
	Age exclusion 
	0 = retain; 1= exclude if age < 40, > 60, or missing
	Nominal 

	Q11
	Menopause Status
	Pre=1; Peri= 2; Post= 3; Don’t know= 4; Prefer not to say=5
	Nominal

	exclude_meno
	Menopause Status exclusion
	Participants not coded 2 or 3 excluded
	Nominal

	include_final
	Eligibility 
	Age 40-60 and peri- and postmenopausal 
	Nominal

	Q20
	HRT status
	Yes= 1; No= 2; Prefer not to say=3
	Nominal 

	Q22
	Education
	None= 1; Secondary=2; Further= 3; Undergrad= 4; Postgrad=5; Other=6; Prefer not to say=7
	Ordinal

	education_degree
	Education group
	Below degree = 0; Degree or higher =1
	Nominal

	Q21
	Ethnicity
	White= 1; Mixed= 2; Asian=3; Black= 4; Other=5; Prefer not to say=6
	Nominal

	exclude_missing
	Missing data exclusion 
	0= retained; 1 = excluded
	Nominal 

	Q1_1 – Q1_13
	Rapid Prime Diet Quality Screener 
	Original responses coded 1-5 
	Ordinal

	rPDQS_1 – rPDQS_13
	Transformed rPDQS items 
	Scores transformed from 1-5 to 0-4, with reverse scoring where required
	Ordinal

	rPDQS_total
	Total rPDQS score 
	Sum of rPDQS_1 – rPDQS_13; theoretical range 0-52
	Scale

	Q1_1.0 – Q1_11.0
	Menopause Rating Scale
	Original responses coded 1-5 
	Ordinal

	MRS_1 – MRS_11
	Transformed MRS items
	Scores transformed from 1-5 to 0-4

	Ordinal

	MRS_total
	Total MRS score
	Sum of MRS_1 – MRS_11
	Scale

	Q1_1.1 and Q1_2.1
	Physical/Social Opportunity 
	Original responses coded 1-11
	Ordinal

	Q24_1 and Q24_2
	Reflective/Automatic Motivation
	Original responses coded 1-11
	Ordinal

	Q26_1 and Q26_2
	Physical/Psychological Capability
	Original responses coded 1-11
	Ordinal

	Phy_op and soc_op
	Physical/Social Opportunity 
	Transformed from 1-11 to 0-10
	Ordinal

	ref_mot and aut_mot
	Reflective/Automatic Motivation 
	Transformed from 1-11 to 0-10
	Ordinal

	phy_cap and psy_cap
	Physical/Psychological Capability 
	Transformed from 1-11 to 0-10
	Ordinal

	Opportunity
	Opportunity score
	Mean composite scores Phy_op and soc_op
	Scale

	Motivation
	Motivation score
	Mean composite scores ref_mot and aut_mot
	Scale

	Capability
	Capability score
	Mean composite scores phy_cap and psy_cap
	Scale



Table F2
Final variables for analysis
	Variables
	Description
	Measurement 

	rPDQS_total
	Total rPDQS score 
	Scale

	MRS_total
	Total MRS score
	Scale

	Age_num
	Numeric scale
	Scale

	Opportunity
	Opportunity score
	Scale 

	Motivation
	Motivation score
	Scale 

	Capability
	Capability score
	Scale



Preliminary data screening and distribution assessment
Study variables were examined to assess normality and identify potential outliers. Histograms, normal Q-Q plots, skewness and kurtosis statistics, and box plots were inspected. The histograms and normal Q-Q plots indicated that Age_num and rPDQS_total scores were approximately normally distributed. Q-Q plots for the study variables showed distributions generally close to the diagonal reference line. Capability and Opportunity demonstrated substantial negative skewness, which was also evident in the Q-Q plots, where some deviation from the reference line was observed. The remaining variables showed limited skewness and kurtosis. Skewness and kurtosis values are presented in Table X: histograms and Q-Q plots are presented below.
Table F3
Variable means, standard deviations, skewness, and kurtosis
	Variable
	Mean
	SD
	Skewness
	Kurtosis

	Capability
	8.44
	1.86
	-1.40
	1.59

	Motivation
	6.47
	2.68
	-0.40
	-.90

	Opportunity
	7.78
	2.59
	-1.27
	.89

	MRS_total
	14.86
	7.13
	0.12
	-.35

	rPDQS_total
	31.41
	6.36
	-0.23
	-.59

	Age_num
	51.60
	4.75
	-0.17
	-.63



Figure F1
Histograms and normal Q-Q plots for study variables
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Outlier screening
Box plots were examined for potential outliers. Potential observations were identified for MRs_total (case 14), Capability (cases 64, 75, 82, 120), and Opportunity (cases 87, 106, and 151). These observations were reviewed individually and were retained because they represented plausible responses rather than data errors.


Figure F2
Box plots of study variables
[image: ]
Correlation and linearity assessment
Pearsons’s correlation was considered appropriate for examining associations between study variables. The correlation matrix showed a negative association between MRS_total scores and COM-B variables, while rPDQS was positively associated with COM-B variables. The COM-B variables were also positively correlated with one another; however, all correlations were below .60, indicating no evidence of multicollinearity at the bivariate level. 
Table F4 
SPSS output of Pearson correlation matrix
[image: ]
Linearity was assessed by examining scatter plots of the outcome variable against each predictor. The plots showed generally linear relationships, supporting the assumption of linearity. 
Figure F3
Scatter plots examining linearity
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Tables G1-3
Independent-samples t-test SPSS outputs for rPDQS_total by degree status 
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Link to data sheets: Excel Data File
Table H1
Qualitative data preparation and coding process
	Sheet number
	Sheet name
	Procedure/Processing Undertaken 

	1
	Raw data
	Original Qualtrics dataset. No Edits made.

	2
	All participants cleaned sheet
	Added participant ID column and removed unnecessary Qualtrics-generated columns (e.g. start/end dates).

	3
	All participants quant removed
	Removed quantitative variables; rPDQS, MRS, Quantitative Capability, Opportunity, and Motivation.

	4
	All participants agemenoqual
	Removed HRT status, ethnicity, education, and “education-other” variables.


	5
	Age reduced 
	Excluded 14 participants: (2 aged >60 years and 12 with missing age data).


	6
	Meno reduced
	Excluded 26 participants: 18 premenopausal, 7 who selected “don’t know”, and 1 who selected “prefer not to say”.

	7
	ID, Age, Meno status
	Excluded 30 participants with no responses. 

	8
	ID QUAL final
	Final qualitative participant (n= 88) dataset established. Coding columns added.

	9
	Codes
	Final review and coding of qualitative responses undertaken.

	10
	Finished codes
	Finalised coding categories: F= Facilitator, B= Barrier, NM= Not Mentioned

	11
	Frequencies of B and F
	Frequencies/counts of facilitator and barrier codes calculated

	12
	Final
	Final qualitative working dataset.

	13
	For graph
	Data organised to the six domains for graphical presentation.

	14
	Graph work 
	Data further organised into the three domains for showcase presentation




Table H2
Final codes
	COM-B
	FACTOR
	BARRIERS 
	FACILITATORS

	Physical Capability
	FATIGUE/ENERGY
	28
	0

	
	HEALTH ISSUES
	6
	0

	Psychological Capability
	BRAIN FOG/CONCENTRATION
	4
	0

	
	OVERWHELM
	2
	0

	
	KNOWLEDGE
	7
	2

	
	PLANNING/ORGANISATION
	9
	4

	
	SKILLS
	6
	2

	Physical Opportunity
	TIME/CONVENIENCE
	27
	0

	
	RESOURCES/FINANCE
	13
	1

	
	ACCESS/EATING OUT
	7
	0

	Social Opportunity
	FAMILY PREFERENCES
	12
	0

	
	PEER PRESSURE
	5
	0

	
	FAMILY/SOCIAL/CULTURAL SUPPORT
	8
	2

	Reflective Motivation
	WEIGHT LOSS/MAINTENANCE AS A MOTIVATOR
	1
	18

	
	HEALTH/FITNESS/WELLBEING
	0
	21

	
	NURTURING FAMILY
	0
	2

	
	WEATHER
	1
	1

	Automatic Motivation
	CRAVINGS/SELF CONTROL
	16
	0

	
	EMOTIONAL EATING/MOOD/BOREDOM
	13
	1

	
	ROUTINES/HABITS
	3
	13

	
	PREFERENCE/DESIRE OF HEALTHY FOODS
	0
	6
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Table I1- 3
Independent-samples t-test SPSS outputs for peri vs postmenopausal
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Independence of errors 
The Durbin Watson statistic was 1.679 (Table X). A value around 2 indicates that residuals are reasonably independent. The value obtained was considered acceptable, providing no indication of serious violation of the independence of errors assumption.
Multicollinearity
Multicollinearity was assessed using Tolerance and VIF statistics. VIF values of around 1 indicate little overlap between predictors, while values above 5 may indicate potential concern and values above 10 indicate serious multicollinearity. Tolerance values below .10 can also indicate a potential problem. Although Capability showed the greatest overlap, there was no concerning levels of multicollinearity. 
Table J1
Regression coefficients, tolerance, and VIF
[image: ]
Normality of residuals 
The P-P plot indicated that residuals were generally close to the diagonal line, suggesting that residuals were approximately normally distributed.


Figure J1 
Normal P-P plot of regression standardised residuals
[image: ]
Standardised residuals and influential cases
Standardised residuals ranged from -2.447 to 2.475. These values within the ± 3 range, indicating no serious outliers based on standardised residuals. Cooks distance was examined to identify cases that may have had disproportionate influence on the model. The maximum was 0.108, which is well below 1, indicating no cases had excessive influence on the model.
Mahala Nobis distance was examined to identify participants with unusual combinations of predictor scores. The maximum value was 18.726, which was below the critical value of 20.515 for 5 predictors p < 0.001 (Tabachnick and Fidell, 2014 p. 949). Therefore, there was no evidence of a serious multivariate outlier. 


Table J2
Residual statistics
[image: ]
Homoscedasticity
Homoscedasticity was examined by plotting the predicted values (ZPRED) against the standardised residuals (ZRESID). The residuals formed a relatively random cloud, supporting the assumption of homoscedasticity.
Figure J2
Scatterplot of standardised predicted values against standardised residuals
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Table K1
Model summary
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Table K2
ANOVA 
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Table K3
Regression coefficients
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image1.png
Rapid Prime Diet Quality Score Screener (rPDQS)

Questions Answer options
Thinking back over the past month, how often [select one]
have you eaten each of the following foods? | Lessthan | Once per | 24 Twice
onceper | week times per per day

Your answer can be anything between less
than once per week and several times per day.

week or more

QI | Processed meats (eg, sausages, salami,
bologna, hot dogs. bacon)

Q2 | Beef, pork, or lamb (eg, hamburger, steak,
stew, or mixed dish)

Q3 | Fish (eg, salmon, canned tuna)

Q4 | Full-fat dairy products (eg, cheese, whole
milk or yogurt)

Q5 | Fast food or takeout, pizza, frozen dinners,
restaurant meals

Q6 | Soda, soft drinks, sports or energy drinks
(not including diet drinks)

Q7 | White bread, white rice, white pasta

Q8 | Whole-grain bread, brown rice, whole grain
pasta, whole grain breakfast cereal, cold or
cooked

Q9 | Sweets and desserts (like donuts, cookics,
cake, candy, ice cream)

Q10 | Beans, lentils, chickpeas, tofu

QIT | Vegetables, fresh or cooked (eg, carrots,
string beans, spinach, kale, broccoli,
cauliflower, cabbage—NOT potatoes)

Q12 | Whole fruits, fresh or cooked (eg, apples,
oranges, bananas, berries, grapes, melons),
NOT juice

QI3 | Peanut butter and nuts (eg, peanuts,
almonds, walnuts, cashews, pistachios)

Q14 | Beer, wine, or liquor"

CLICK HERE TO VIEW THE RESULTS?
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10.

1.

Which of the following symptoms apply to you at this time? Please, mark the appropriate box for
each symptom. For symptoms that do not apply, please mark ‘none’.

Symptoms: very
none mild moderate severe severe

1 [ 1 1

Score = 0 1 2 3 4

Hot flushes, sweating
(episodes of sweating)..
Heart discomfort (unusual awareness of heart
beat, heart skipping, heart racing, tightness)..
Sleep problems (difficulty in falling asleep,
difficulty in sleeping through, waking up early)..
Depressive mood (feeling down, sad, on the
verge of tears, lack of drive, mood swings) ...
Iitabiity (feeling nervous, inner tension,
feeling aggressive) ...

oo oooo
0o oo oo
oo oooo
0o oo oo
oo oooo

Anxiety (inner restlessness, feeling panicky)..
Physical and mental exhaustion (general decrease
in performance, impaired memory, decrease in
concentration, forgetfulness) ..
Sexual problems (change in sexual desire, in
sexual activity and satisfaction)
Bladder problems (difficulty in urinating,
increased need to urinate, bladder incontinence).
Dryness of vagina (sensation of dryness or burning
in the vagina, difficulty with sexual intercourse)
Joint and muscular discomfort (pain in the joints,
theumatoid complaints) .

O o0 0o g

Doooo
Doooo
Doooo
Doooo
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Menopause Rating Scale (MRS): Evaluation Form

Once the MRS questionnaire is completed by the respondent, the following form can be used if an evaluation on
paper is intended. However, we recommend a computerized evaluation.

‘The scoring scheme of the MRS scale is simple: The questionnaire has for each of the 11 item an option to check one
of 5 degrees of severity of symptoms (severity 0 [none]...5 [very severe] points at the questionnaire). Put the scoring
points of each of the items into the form below.

‘The composite scores for each of the three dimensions (sub-scales) is based on adding up the scores of the items of the
respective dimensions. The composite score (total score) is the sum of the three dimension scores. The three
dimensions, i.e. psychological, somato-vegetative, and urogenital subscale, and their corresponding question numbers
are detailed in the form.

This form explains how the total sum-score and the sum-scores of the subscales are determined: Add up the severity
scoring points from each of items belonging to one of the subscales (indicated by an arrow into a blank field) to get the
sum-score for the respective subscale.

‘The “total score” is the sum of the sum-scores of the three subscales.

Question| Score | Psychological Somatic Urogenital
Number Subscale Subscale Subscale
1 >
2 >
3 B
4 — T e
5 | T
6 —> .
7 N
8 __—
9 >
10 >
11 —»
Sum of Sum-score Sum-score Sum-score
:‘u:;:l‘:‘ PSYCH ©eveees | SOMAT UROGEN
Total sum of scores of all subscales = Total score:
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Correlations

Capabiliy Motivation _Opportunity MRS_total  rPDOS_total_Age_num
Capabilty Pearson Correlation 1 526" 345" a3t TN 243
Sig. (2-4ailed) <001 <001 <001 <001 010
N 111 111 111 111 111 111
Motivation Pearson Correlation 526" 1 7" -are” 568" 187"
Sig. (2-4ailed) <001 <001 <001 <001 050
N 111 111 111 111 111 111
Opportunity ~ Pearson Correlation 35" £ [T N 078
Sig. (2-4ailed) <001 <001 <001 00t 407
N 111 111 111 111 111 111
MRS_tofal  Pearson Corelation  -431"  -378" T 1 E
Sig. (2-4ailed) <001 <001 <001 005 018
N 111 111 111 111 111 111
1PDOS_total Pearson Correlation TS 568" " 264" 1 319"
Sig. (2-4ailed) <001 <001 00t 005 <001
N 111 111 111 111 111 111
Ags_num  Pearson Conslation 23 187" ot 227 319" 1
Sig. (2-4ailed) 010 050 407 018 <001
N 111 111 111 111 111 111

*_Corrslation is significant atthe 0.01 level (2-tailed)
* Cortelation is significant atthe 0.05 level (2-tailec)
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Group Statistics
education_degree N Mean  std. Deviation _Std.Error Mean

1PDOS_total 00 58 305345 613364 80539
1.00 52 324615 6.56031 90075
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Independent Samples Test
Levene's Testfor Equality of

Variances testfor Equaliy of Means
95% Confidence Interval of the
Significance Mean std. Ermor Diference
F sig t o One-Sidedp Two-Sidsdp  Difference Difference Lower Upper
1PDOS_total _Equal variances assumed 411 523 1592 108 057 14 -1.92708 1.21088 432657 47246
Equal variances not 1586 104716 058 116 -1.92708 121503 -433631 48220

assumed
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Independent Samples Effect Sizes

95% Confidence Interval

Standardizer® _Point Estimate__ Lower Upper
1PDOS_total Cohen's @ 6.33871 304 -680 073
Hedges'correction 638315 -302 -675 073
Glass's delta 6.56031 204 671 086

a.The denominator used in estimating the effect sizes.
Cohen's d uses the pooled standard deviation
Hedges' correction uses the poolsd standard deviation, pius a correction factor.
Glass's detta uses the sample standard deviation of the control (i.., the second) group.
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Group Statistics

Menopause status

N

Mean

Std. Deviation

Std. Error Mean

1PDOS_total

Opportunity

Motivation

Capabiliy

MRS _total

Peri-menopausal (My.
periods have become
irregular or are changing)
Postmenopausal (I have
nothad a period for 1 year
ormore)
Peri-menopausal (My.
periods have become
irregular or are changing)
Postmenopausal (I have
nothad a period for 1 year
ormore)
Peri-menopausal (My.
periods have become
irregular or are changing)
Postmenopausal (I have
nothad a period for 1 year
ormore)
Peri-menopausal (My.
periods have become
irregular or are changing)
Postmenopausal (I have
nothad a period for 1 year
ormore)
Peri-menopausal (My.
periods have become
irregular or are changing)
Postmenopausal (I have
nothad a period for 1 year
ormore)

55

56

55

56

55

56

55

56

55

56

302364

325714

7.4364

81071

61636

67679

79818

8.8830

166182

131250

6.04204

6.50834

259639

258612

260707

274021

213863

1.43017

6.48785

7.37088

81483

86071

35010

34158

35154

36618

28837

19111

87482

98497
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Independent Samples Test
Levene's Testfor Equality of

Variances testfor Equaliy of Means
95% Confidence Interval of the
Significance Mean std. Ermor Diference
F sig t o One-Sidedp Two-Sidsdp  Difference Difference Lower Upper

1PDOS_total _Equal variances assumed 469 495 1958 108 026 053 -2.33508 110259 ~4.69873 02860
Equal variances not 1959 108660 026 053 -2.33508 119178 489723 02710

assumed
Opportunity Equal variances assumed 496 483 1372 108 087 173 -87078 48905 -1.64007 20851
Equal variances not 371 108876 087 173 -g7078 48912 164022 29866

assumed
Motivation Equal variances assumed 004 949 1190 108 118 237 -§0422 50784 181073 40229
Equal variances not 1190 108.891 118 237 60422 50761 181029 40185

assumed
Capabilly Equal variances assumed 7625 007 2617 108 005 010 -90211 34475 -1.58540 -21882
Equal variances not 2608 94.081 005 o1t -a0211 34595 158900 21522

assumed
MRS_total Equal variances assumed 1528 29 2648 108 005 003 349318 1.31890 87917 610720
Equal variances not 26852 107723 005 008 349318 131738 88183 610453

assumed
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Independent Samples Effect Sizes
95% Confidznce Interval

Standardizer® _Point Estimate__ Lower Upper

1PDOS_total Cohen's @ 6.28200 -an2 -746 004
Hedges'correction 632573 -389 Bz 004

Glass's delta 6.50834 -359 735 021
Opportunity _Cohen's d 257615 -280 633 114
Hedges'correction 250405 -259 -629 13

Glass's delta 258612 -262 837 114

Motivation _Cohen's d 267508 -226 -599 148
Hedges'correction 269368 224 -595 147

Glass's delta 274021 -2 -594 155

Capabily  Cohen'sd 1.81603 -497 874 118
Hedges'correction 182864 -493 -867 17

Glass's delta 1.43017 631 -1.018 238

MRS_total _Cohen's d 6.04745 503 124 880
Hedges'correction 6.99571 499 123 874

Glass's delta 7.37088 474 089 854

a.The denominator used in estimating the effect sizes.
Cohen's d uses the pooled standard deviation
Hedges' correction uses the poolsd standard deviation, pius a correction factor.
Glass’s delta uses the sample standard dsviation of the control (.., the second) aroup.
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Coefficients®
Standardized

Unstandardized Cosflicients  Coefficients 95.0% Confidence Interval for B Correlations Collinsarity Statistics
Mods! ] std. Error Bsta t Sig.  LowsrBound  UpperBound Zero-order Partial Pat_ Tolsrance  VIF
1 (Constant) 15.187 6720 2260 026 1.868 28506
MRS _total -8 082 203 2217 028 243 -019 -264 -200 198 950 1.083
Age_num 367 122 74 2993 003 124 609 319 217 267 950 1.083
2 (Constant) 5770 6371 906 367 -6.863 18.402
MRS _total 018 081 021 227 821 142 179 -264 022 018 720 1389
Age_num 289 107 26 2691 008 076 502 319 254 207 919 1.088
Opportunity 225 216 091 1.040 301 -204 653 301 101 080 768 1303
Motivation 1128 225 474 5008 <001 679 1.570 568 439 385 661 1512
Capabiliy 169 328 050 517 606 -481 820 374 050 040 642 1568

. Dependent Variable: rPDAS_total
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Normal P-P Plot of Regression Standardized Residual
Dependent Variable: rPDQS_total
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Residuals Statistics”

Minimum  Madmum  Mean  Std. Deviation
Predicted Valug 228379 382215 314144 391435 111
Std. Predicted Value 2191 1.739 000 1.000 111
Standard Error of Predictsd 606 2174 1045 337 111
Value

Adjusted Predicted Valus 228461 390345 313967 3.95083 111
Residual 1286171 1270610 00000 501589 111
Std. Residual 2447 2475 000 77 111
Stud. Residual 2537 259 002 1.008 111
Deleted Residual 1350004 1293259 01776 532280 111
Stud. Delsted Residual 2606 2666 00t 1.016 111
Mahal Distance 540 18726 4.955 3728 111
Caoks Distance 000 108 010 019 111
Centered Leverage Valus 005 170 045 034 111

. Dependent Variable: rPDAS_total
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Regression Standardized Residual

Scatterplot
Dependent Variable: rPDQS_total

E) o
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Model Summary®

Change Staistics

Adusted R Std. Errorofthe R Squars

Hodel R R Square Square Estimats Change  FChange  dff 42 Sig.F Change  Durbin-Watson

1 375° 141 125 595142 141 8.860 108 <001

2 615" 378 349 513392 238 13378 105 <001 1.679
a. Predictors: (Constant), Age_num, MRS_total

b. Predictors: (Constant), Ags_num, MRS_total, Motivation, Opportunity, Capabiliy
. Dependent Variable: PDQS_total




image34.png
ANOVA®

sum of
Model Squares o MeanSquare sig.
1 Regression 627,647 2 313824 BE60  <001°
Residual 3825.200 108 35.419
Total 4452037 110
2 Regression 1685.434 5 337.087 12789 <001°
Residual 2767.503 108 26.357
Total 4452037 110

. Dependent Variable: PDOS_total
b. Predictors: (Constant), Ags_num, MRS_total

. Predictors: (Constant), Age_num, MRS_total, Motivation, Opportunity, Capabiliy




image35.png
Coefficients®
Standardized

Unstandardized Cosflicients  Coefficients 95.0% Confidence Interval for B Correlations Collinsarity Statistics
Mods! ] std. Error Bsta t Sig.  LowsrBound  UpperBound Zero-order Partial Pat_ Tolsrance  VIF
1 (Constant) 15.187 6720 2260 026 1.868 28506
MRS _total -8 082 203 2217 028 243 -019 -264 -200 198 950 1.083
Age_num 367 122 74 2993 003 124 609 319 217 267 950 1.083
2 (Constant) 5770 6371 906 367 -6.863 18.402
MRS _total 018 081 021 227 821 142 179 -264 022 018 720 1389
Age_num 289 107 26 2691 008 076 502 319 254 207 919 1.088
Opportunity 225 216 091 1.040 301 -204 653 301 101 080 768 1303
Motivation 1128 225 474 5008 <001 679 1.570 568 439 385 661 1512
Capabiliy 169 328 050 517 606 -481 820 374 050 040 642 1568

. Dependent Variable: rPDAS_total




