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Executive summary 

PURPOSE OF THE RESEARCH 

This research project collected baseline data from consumers before Standard P293 for nutrition, 
health and related claims was finalised and will be useful both for the development of the standard and 
for future evaluation purposes.  
 
The purpose of developing quantitative research on consumers’ perceptions and use of nutrition, 
health and related claims was to: 

• gather baseline data on key issues identified in the qualitative research relating to consumers’ 
perceptions and understanding of nutrition, health and related claims and the impact of such 
claims on intended purchase;  

• explore, in a controlled setting, the communication effectiveness of disclosure statements;  

• collect data on the proportion of consumers that use the Nutrition Information Panel (NIP) to 
verify claim information on labels; and 

• gather baseline data on how consumers currently view nutrition and health claims for 
comparison to data collected in future surveys.  The various claim types explored in this 
research are summarised in the Table below.    

METHODOLOGY 

The research was conducted with main or joint household shoppers in Australia and New Zealand, 
with a total of n=1044 respondents completing an online survey (635 in Australia and 409 in New 
Zealand).   
 
As part of the refinement of the research objectives and the project design process, nine hypotheses 
were formulated by FSANZ for exploration as part of the project (see Appendix 1).  These represented 
five priority areas of investigation and the questionnaire was divided into modules that reflected these 
areas (see 2.3.1 Questionnaire Framework). The study included a range of label mock-ups and ‘test’ 
products. 
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Table 1a: Health and Nutrition Claims 

 
General level claims 
(do not reference a biomarker or serious disease) 
 
Content claims General level health claims 
 
Examples: 
 
Absolute content claim 
Describe or indicate the 
presence or absence of a 
component in the food 
(nutrient, energy or 
biologically active 
substance). 
For example, ‘this food is 
high in calcium’; ‘this food is 
low in fat’ 
 
Comparative content claim 
Describe or indicate the 
presence of a component in 
a food in comparison to 
other similar foods 
For example, ‘ reduced fat’ 

 
Examples: 
 
Function Claim 
‘This food is a source of 
calcium and when consumed 
as part of a healthy diet is 
good for strong bones and 
teeth’  
 
Enhanced Function claim 
‘ Exercise and a diet high in 
calcium and calcium 
containing foods like this 
product contributes to stronger 
bones’ 
 
Risk Reduction (ref to non-
serious disease) 
‘This yoghurt contains 
acidophilus.   Foods high in 
acidophilus as part of a 
healthy diet may reduce your 
risk of stomach upsets’ 
 
 
 
 

High level claims 
(reference a biomarker or 
serious disease) 
 
 
Examples: 
 
Biomarker maintenance claim 
‘This food is high in Omega-6 
fatty acids which may help to 
maintain normal blood 
cholesterol’ 
 
Biomarker enhancement claim 
‘This food is high in Omega-6 
fatty acids which may help to 
reduce blood cholesterol levels’ 
 
Risk reduction (ref a serious 
disease) claim 
The potential for a food or 
component to assist in 
controlling, reducing the risk of, 
or improving, a serious disease 
or condition. 
For example, ‘this food is high 
in Omega-6 fatty acids, which 
as part of a diet low in 
saturated fat and high in 
soluble fibre may reduce the 
risk of developing heart 
disease’ 
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A short list of study limitations has been outlined in Section 2, which discusses the potential impact on 
the results of the selection of label mock-ups used to depict the various claim types.  As a result of 
using particular products, it should be kept in mind that consumers infer a range of different beliefs and 
assumptions about the health and nutritional value of different foods, based on their individual 
knowledge and life experiences.  Such assumptions may have some bearing on the research results.   

RESULTS 

The description of the findings in this executive summary concentrates on the support or otherwise, of 
the hypothesis and the associated findings.  For detailed statistical results on the hypotheses, please 
see the relevant sections of the report.   
 
Awareness and use of specific nutrition and health claims and 
intent to purchase 
 
In order to establish a baseline measure of nutrition and health claim familiarity, respondents were 
asked to indicate their awareness and past use of six specific claims, representing different claim 
types (see Table 1a).  Specifically, module 2 of the questionnaire (ie Q’s 2.1 to 2.3) was designed to 
measure respondent’s current awareness of, and past experiences with, different types of health 
claims.  It is intended to use these same questions in future surveys to track consumers’ awareness 
and use of nutrition and health claims over a period of time. For this reason some of the questions 
referred to the type of claims that are not currently permitted but are expected to be permitted under 
the new standard.   

Awareness of health claims 

There was clear evidence to suggest that respondents were more likely to be aware of general level 
claims than high level claims.  The most frequently seen type of claim was the function claim (90%), 
followed by the content claim (84%), and the biomarker maintenance* claim (82%).  Significantly fewer 
respondents had seen the biomarker enhancement claim*, the (folate/NTD) risk reduction claim on the 
cereal or the risk reduction claim1 on the frozen fruit and vegetables, although the numbers claiming to 
have seen such claims were high.   
 
Respondents were significantly less likely to have seen the permitted serious risk reduction claim on 
cereal or the whole of diet risk reduction claim on frozen vegetables* compared to other claims, 
although reported awareness levels were still reasonably high (46% in both cases). 
   
Respondents may have reported seeing claims that were not expressly permitted in the Code (marked 
with an * ) due to confusion of the claims with other claims, confusion of the claims with other 

                                                      
1 Not expressly permitted by the Food Standards Code 
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nutritional information, responses reflecting intent to purchase rather than actual behaviour and the 
inappropriate use of some claims currently.   
 
Past use of health claims 

While the content claim on the baked beans - high in fibre, low in fat - was one of the claims most seen 
by respondents (see above), past use of this claim when buying products was significantly lower (59% 
used), when compared to the: 

• function claim on the milk (67% used this type of claim); 
• biomarker enhancement claim* on the simmer sauce (65% used this type of claim); and 
• biomarker maintenance claim* on the margarine (63% used this type of claim).   

 
Nutrition and health claims influence on intent to purchase 

The research showed that two high level claims – the whole of diet risk reduction claim and the 
biomarker maintenance claim, even though not currently permitted, had the most influence on intent to 
purchase, when compared to other claims.   
 
At least half of those who had used each type of claim when buying a product indicated that it had a 
‘very strong’ or ‘strong’ influence on their intention to purchase, clearly showing the influence that 
claims have on consumers’ intent to purchase.   
 
Regulation of nutrition and health claims 
 
High level claim influence 
One of the aims of the research was to evaluate the impact that various types of nutrition and health 
claims could have on consumers’ perceptions of a product’s health benefits and their likely intent to 
purchase it.  In particular, the survey investigated how influential high level health claims are 
compared to general level claims and no claim at all on a product in terms of their ability to 
communicate greater health information and their impact on intended purchase.   
 
Respondents were shown four variations of a packet of bread in random order, displaying one of three 
types of claim (general level claim (nutrition content), general level claim (function claim), high level 
claim) and one with no claim.   
 
The questions in module 3/4 of the questionnaire relate to hypotheses 1a and 1b below: 

• Hypothesis 1a:  That a product with a high level claim is not perceived by consumers to 
communicate greater health benefits about a product, than a product with a function and 
nutrition content claim, a product with a nutrition content claim or a product with no claim at all.   

• Hypothesis 1b:  That a product with a high level claim is not perceived by consumers to have 
a greater impact on intent to purchase, than a product with a function and nutrition content 
claim, a product with a nutrition content claim or a product with no claim at all.   
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Most of the findings from the research did not support hypothesis 1a, meaning that there was a 
difference in consumers’ perceptions of the different products studied.  Overall, the results suggested 
that there is a trend for high level claims to communicate greater health benefits compared to general 
level claims, particularly when compared to a content (general level) claim.   
 
The findings from the research partially support hypothesis 1b, which assumed that a product with 
a high level claim did not influence intent to purchase more than a product with a function claim, a 
content claim or a product with no claim.  
 
It was clear from the results that there was little difference on intent to purchase for the product with a 
high level claim compared to the product with a general level claim (either content or function).  This 
particular finding supported the hypothesis however, other findings did not.   
 
There was also evidence that there was a difference between intent to purchase between a product 
with a high level claim and one without a claim.  Respondents indicated that they would be more likely 
to purchase the product with a high level and function claim, when compared to the product without a 
claim.  This was also the case for both the function claim and the content claim compared to no claim 
at all. 
 
Endorsement claim influence 
Another of the key objectives of the research was to investigate the influence of endorsements on 
respondents’ perceptions in relation to the health benefits of the product (module 5 of the 
questionnaire).   
 
Respondents were shown four variations of a tinned salmon product in random order, each with a 
different type of claim (non-specific endorsement, non-specific general level claim, specific general 
level claim and high level claim) on the label.     
 
Questions in this module related to hypothesis 2a, hypothesis 2b and hypothesis 2c as follows:   

• Hypothesis 2a:  That an endorsement (non-specific) is not perceived by consumers as 
having greater credibility than a non-specific general level claim (eg whole of diet claim), an 
equivalent specific general level claim or an equivalent high level claim.   

• Hypothesis 2b:  That an endorsement (non-specific and classified as a general level claim) is 
not perceived by consumers to communicate greater health benefits than a non-specific 
general level claim (eg whole of diet claim), an equivalent specific general level claim or an 
equivalent high level claim.   

• Hypothesis 2c:  That an endorsement (non-specific and classified as a general level claim) is 
not perceived by consumers to have a greater impact on intent to purchase than a non-
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specific general level claim (eg whole of diet claim), an equivalent specific general level claim 
or an equivalent high level claim.   

 
The findings from the research indicated that hypothesis 2a was not supported, meaning that 
consumers did perceive a difference in credibility between the different products studied  The results 
indicated that respondents were significantly more likely to consider a product with a non-specific 
endorsement to be credible (i.e. trust what it says completely), when compared to a product with a 
non-specific general level claim, a product with a specific general level claim or a product with a high 
level claim.  However, it is important to note that this is likely to have been influenced by the particular 
endorsement used in this research, which was the National Heart Foundation (NHF) tick.  
 
There were findings both for and against hypothesis 2b, which assumed there would be no difference 
in consumers’ perceptions of the health benefits of consuming a product with an endorsement 
compared to products with different written claims.  When examining results from a question relating to 
perceived benefits, it was found that the NHF endorsement was perceived to be similar to a high level 
claim (in terms of ‘a reduced risk of heart disease’) and similar to a specific general level claim (in 
terms of ‘assistance with heart health’).  The endorsement lacked specificity, and as a result 
consumers appeared to have assigned many meanings to it. On the other hand, respondents were 
less likely to attribute specific health benefits to the non-specific claim than the endorsement; although 
the endorsement was non-specific it did have a level of ‘specific’ understanding associated with it (ie 
endorsement by the NHF). From a regulatory point of view, these findings suggest that non-specific 
endorsements could be difficult to classify within the claims classification framework.  
 
The findings from the research indicated that hypothesis 2c was not supported, meaning that the 
endorsement did have a greater impact on consumers’ intent to purchase than the written claims.  
More respondents perceived the non-specific endorsement claim as having a ‘very strong’ effect on 
health compared to the specific general and high level claims.  There was evidence to suggest that a 
non-specific endorsement claim had a positive impact on intent to purchase a product, when 
compared to products with general and high level claims.  However, it is possible that the 
endorsement claim chosen for this research had an effect that other endorsement claims would not, 
due to the inherent credibility and acceptance of the NHF tick.   
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Implied claim influence 
Another research objective was to review the influence of implied claims i.e. claims implied through the 
use of graphics or words such as a product name or branding, when compared to other claim types.   
 
Respondents were shown, in random order, four different claim types featured on a yoghurt product 
(brand-implied claim, graphic-implied claim, explicit general level claim and high level claim).   
 
Questions in this module (module 6) related directly to hypothesis 3a and 3b as follows:   

• Hypothesis 3a:  An implicit health claim, when expressed as either a graphic or as a brand 
name, is not perceived differently by consumers to an explicit general level or high level claim 
in relation to communication of health benefit.   

• Hypothesis 3b:  An implicit health claim, when expressed as either a graphic or as a brand 
name, is not perceived by consumers to have a greater impact on intent to purchase than an 
explicit general level or high level health claim.     

 
 Hypothesis 3a, which assumed consumers’ perception of implied and explicit claims would be the 
same was partially supported.  While the high level claim communicated the message of ‘a reduced 
risk of osteoporosis’ more effectively than both of the implied claims, the majority of respondents 
nonetheless believed the implied claim would provide both benefits.  Graphics and brand names are 
therefore potentially powerful mechanisms for inferring health benefits. 
 
The evidence suggests that, while there were clear similarities in who would benefit from the product, 
between the three different products shown, it was also apparent that there were significant 
differences in the communication of health information between the brand-implied  and the graphic-
implied claim studied.   
 
The findings from the research supported hypothesis 3b, meaning that consumers did not perceive 
a difference in their intent to purchase the products studied.  The results suggested that implied claims 
[brand or graphic] were as effective as high level and general level claims in terms of respondents’ 
intention to purchase a product.  Half the respondents or more stated that they would buy any of the 
claimed yoghurts. 
 



HEALTH CLAIMS REPORT 

 
 
 

September, 2005  Page 8 

 

Disclosure statement influence 
The research also sought to identify any differences in perceived health benefit between products with 
and without a disclosure statement (DS) and to compare products with a disclosure statement either 
supported or unsupported by further information, in this case, a guide to fat levels.  
 
Respondents were shown three muesli bars, each with a nutrition content claim (‘source of dietary 
fibre’) and the nutrition information panel and either no additional information, a disclosure statement 
or a disclosure statement and a reference guide to fat levels.   
 
Questions in this module (module 7 in the questionnaire) related directly to hypothesis 4 below: 

• Hypothesis 4:  That a nutrition content claim with a disclosure statement on the front of the 
food package is not perceived by consumers to communicate greater health information than:  

• a nutrition content claim with a disclosure statement (DS) and a reference guide; or  
• a nutrition content claim with no disclosure statement (DS).   

 
The findings from the research partially supported hypothesis 4.    The findings indicate that the 
disclosure statement (with and without the fat guide) did not improve respondents’ assessment of the 
fat content of the food, nor did it alter their overall judgment of the healthiness of the food. 
 
This finding, however, needs to be interpreted with caution, as there was some indication that the 
disclosure statement may be useful in directing consumers to the NIP but only half of the respondents 
made the correct judgment about the fat content of the food.  In addition, the similarly high levels of 
‘healthiness’ attributed to each example could also have been the result of an underlying belief that 
muesli bars in general are healthy.  Furthermore, as was indicated in the qualitative research, the DS 
could equally well have been a signal to uninformed consumers for product healthiness as 
unhealthiness.   
 
Cause related marketing influence 
As a final question, respondents were asked to rate the perceived health benefits from two label 
variations on a can of baked beans, one with a cause related claim (‘proceeds from this product will go 
to the Royal Society for Diabetes’) and the other with no claim.  This question is directly linked to 
hypothesis 5 below.   
 
Hypothesis 5:  That a product carrying a cause related marketing claim on its label is not perceived 
by consumers to be providing more of a health benefit than a product without a cause related 
marketing claim. 
 
The findings did not provide support for hypothesis 5, meaning that consumers did perceive a 
difference in the two products.     The results suggest that the product with a cause related claim was 
perceived to be significantly more beneficial to health than the product with no cause related claim.   
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1.   Background and Research Objectives 

1.1.   Background 

Food Standards Australia New Zealand (FSANZ) is an independent, bi-national, government- 
organisation that has the role, in collaboration with other organisations, to protect the health and safety 
of the people of Australia and New Zealand through the maintenance of a safe food supply.  
 
FSANZ has developed an Evaluation Strategy to assess how well the regulatory arrangements 
contained in the Australia New Zealand Food Standards Code (the Code) are working.  The evaluation 
process being used to consider the outcomes of regulatory measures will aim to provide information 
on the effectiveness and appropriateness of this food standard for stakeholders once implemented. 
 
The development of a standard for nutrition, health and related claims is a major area of new work for 
FSANZ and, has been identified as a key standard for inclusion in the evaluation programme. 
Nutrition, health and related claims are described in the Australia New Zealand Food Regulation 
Ministerial Council’s (ANZFRMC) Policy Guideline on Nutrition, Health and Related Claims as ‘all 
claims referring to nutrient content, nutrient function, enhanced function, reduction of disease risk or 
maintenance of normal health’.  Claims are further classified in a framework that distinguishes 
between two broad categories: general level claims and high level claims. The classification of a claim 
is based on the degree to which the potential health benefits arising from the use of nutrition, health 
and related claims are balanced against the potential risks of an adverse outcome arising from the 
misinterpretation of the claim or an inappropriate use of the claim. (See Table 1 and Appendix 2 for 
further detail) 
 
This research project collected baseline data from consumers before the standard was finalised and 
was intended to be useful both for the development of the standard itself and for future evaluation 
purposes.  
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Table 1: Health and Nutrition Claims 
 
General level claims 
(do not reference a biomarker or serious disease) 
 
Content claims General level health claims 
 
Examples: 
 
Absolute content claim 
Describe or indicate the 
presence or absence of a 
component in the food 
(nutrient, energy or 
biologically active 
substance). 
For example, ‘this food is 
high in calcium’; ‘this food is 
low in fat’ 
 
Comparative content claim 
Describe or indicate the 
presence of a component in 
a food in comparison to 
other similar foods 
For example, ‘ reduced fat’ 

 
Examples: 
 
Function Claim 
‘This food is a source of 
calcium and when consumed 
as part of a healthy diet is 
good for strong bones and 
teeth’  
 
Enhanced Function claim 
‘ Exercise and a diet high in 
calcium and calcium 
containing foods like this 
product contributes to stronger 
bones’ 
 
Risk Reduction (ref to non-
serious disease) 
‘This yoghurt contains 
acidophilus.   Foods high in 
acidophilus as part of a 
healthy diet may reduce your 
risk of stomach upsets’ 
 
 
 
 

High level claims 
(reference a biomarker or 
serious disease) 
 
 
Examples: 
 
Biomarker maintenance claim 
‘This food is high in Omega-6 
fatty acids which may help to 
maintain normal blood 
cholesterol’ 
 
Biomarker enhancement claim 
‘This food is high in Omega-6 
fatty acids which may help to 
reduce blood cholesterol levels’ 
 
Risk reduction (ref a serious 
disease) claim 
The potential for a food or 
component to assist in 
controlling, reducing the risk of, 
or improving, a serious disease 
or condition. 
For example, ‘this food is high 
in Omega-6 fatty acids, which 
as part of a diet low in 
saturated fat and high in 
soluble fibre may reduce the 
risk of developing heart 
disease’ 
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1.2   Research objectives 
Research was required to collect baseline data from consumers on how nutrition, health and related 
claims are perceived and the extent to which currently available claims are used by consumers in 
making food choices in the context of their whole diet.   
 
The research built on previous qualitative and quantitative research by TNS Social Research2 (as NFO 
Donovan) by collecting data on consumers’ perceptions and use of claims on food labels.    
 
The project was broken down into two separate stages, firstly involving qualitative research and 
secondly quantitative research.  The purpose of the qualitative research was to explore consumers’ 
perceptions and understanding of nutrition, health and related claims.  The findings from this 
component of the research have been presented in a separate document.  
 
One of the key aims of the qualitative research was to assist in the development of a quantitative 
survey.  The purpose of the quantitative research (this report) was to: 

• gather baseline data on key issues identified in the qualitative research relating to consumers’ 
perceptions and understanding of nutrition, health and related claims and the impact of claims 
on intended purchase;  

• explore, in a controlled setting,  the communication effectiveness of disclosure statements;  

• collect data on the proportion of consumers that used the NIP to verify claim information on 
labels; and 

• gather baseline data on how consumers currently view nutrition and health claims for 
comparing with  data collected in future surveys. 

 
As part of the refinement of the research objectives and the project design process, nine hypotheses 
were formulated by FSANZ for exploration as part of the project (see Appendix 1).  These represented 
five priority areas of investigation and the questionnaire was divided into modules that reflected these 
priority areas (see 2.3.1 Questionnaire Framework). In each case the null hypothesis was adopted. 
 

                                                      
2 Food Labelling Issues: Qualitative Research with Consumers.  FSANZ Evaluation Report Series No 3; and A 
Qualitative Consumer Study Related to Nutrient Content Claims on Food Labels, July 2003, FSANZ Evaluation 
Report Series No 5  
2 Food Labelling Issues: Quantitative Research with Consumers.  FSANZ Evaluation Report Series No 4 
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2.   Methodology 

2.1.   Data collection 

The quantitative phase of this study was conducted via an online survey of n=1044 consumers.  An 
online methodology was chosen for this survey as this approach offered a number of potential benefits 
that could not be gained from traditional telephone, mail based or face to face surveys.  The main 
benefits of the online methodology for the conduct of this survey were: 

• The ability to show respondents unusual stimuli – in this case visual representations of the 
claims and products.  This process could not be undertaken over the telephone using 
traditional CATI methodologies, and given the complex question and stimuli rotations in the 
questionnaire, would have been difficult to administer by self-completion / mail. 

• The need to replicate the findings, which could not have been achieved using face-to-face 
central location intercept interviews.  Face-to-face intercept interviewing did not allow for a 
random sampling approach, which meant that findings could not be reliably replicated; and 

• The ability to conduct the research within a realistic budget, as door to door interviewing was 
cost-prohibitive. 

 

2.1.1 The TNSSR online panel  

The sample frame for the study was the TNS online panel.  The TNS panel had well in excess of 
200,000 active members in Australia and 83,000 in New Zealand who had agreed to be contacted to 
take part in online research.    
 
The TNSSR panel was matched to be representative of the overall ABS and NZ Statistics population 
for a number of demographic attributes (see Appendix 3: TNS Panel).   

2.2.   The sample 

The target group for this survey was respondents aged over the age of 18 years who were the main or 
joint grocery buyer for their household.  
 
The question used to screen for these respondents was: 
Q1.1:  Are you mainly or jointly responsible for the grocery shopping in your household?  

• if yes - continue 
• if no – terminate interview 
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It is important to note that the sample for this research was ‘main grocery buyers’ and equivalent ABS 
or New Zealand population figures are not available.  To ensure that the sample was as 
demographically in line with population figures as possible (taking into account differences due to the 
sample being conducted amongst main grocery buyers), the sample used for this research was 
reviewed at key stages during data collection to ensure that demographics such as age and education 
level were relatively consistent with ABS data for Australia and New Zealand population data.  In 
addition the sample was compared to similar samples in related research conducted by TNSSR for 
FSANZ, to confirm that it was comparatively representative of the population.   
 
Furthermore, in order to ensure that the online panel did not bias the findings towards younger 
respondents (given that younger respondents are often more receptive to participating in Internet 
based surveys) quotas proportional to population statistics were set for age groups as follows: 
 
Age Australia (n=) New Zealand (n=) 
18-24 years 71 54 
25-34 years 113 77 
35-44 years 119 86 
45-54 years 107 69 
55-64 years 71 49 
65 and over 119 65 
TOTAL 600 400 
 
Given these protocols, the representativeness of the TNS online panel and the matching of the current 
sample to previous samples achieved by TNSSR, the data for the current research was not weighted 
by any demographic variable.  In addition, as noted earlier, the sample for this research was ‘main 
grocery buyer’ and as such, it was not possible or appropriate to weight or statistically compare the 
sample to ABS or New Zealand population statistics.  
 
It was also important to consider that the use of the Internet based survey will only allow respondents 
who have access to the Internet to participate in the survey, and that this may have an intrinsic bias.  
However given the relative consistency of the TNS panel to ABS and New Zealand population figures, 
and that every survey method incurs some form of sampling and response bias, we did not believe 
that this was a large cause for concern.  
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TNSSR also asked an initial question to determine a respondent’s level of health consciousness when 
buying food.  Results to this question were then collapsed to form a scale related to the health 
consciousness of the respondent.  The question and classifications follow: 
 
Q12:  Here are five statements about buying food.  Please choose one which best describes how you 
feel when buying food for your household: 
 
Low level health consciousness 

• I’m not at all concerned about the health or nutritional value of the foods that I choose 

Moderately health conscious 

• I usually don’t worry about the health or nutritional value of the foods I choose 

• I sometimes like to choose healthy or nutritious foods 

Highly health conscious 

• I regularly choose the healthy or nutritious alternative 

• I always choose the healthy or nutritious alternative 
 

These classifications of health consciousness were based on similar categorisations used in labelling 
research conducted for FSANZ in 2002. The 2005 sample was slightly more ‘health conscious’ than 
the 2002 sample (eg, for Australia 2005 1% “not at all” cf 3% in 2002; 2005 31% “moderately” cf 38% 
in 2002; and 2005 67% “highly” cf 58% in 2002). Whilst only marginal, the slight increase in ‘health 
consciousness’ in 2005 may have been due to the type of sample, ie, grocery buyers were 
represented in 2002 compared to ‘household shoppers’ in 2005. Also, increasing levels of health 
consciousness in the community may have occurred during the three years (although we have no 
comparative population-based data on these level classifications), and the bias towards internet users 
may have had some impact. Although these results suggest 99% of the sample were ‘health 
conscious’, it should be noted that the ‘moderately’ group also included those who “usually don’t 
worry…”. One percent of the sample were ‘not at all’ health conscious, which is probably realistic as 
presumably few people would have suggested they had no regard whatsoever for the nutritional 
content of foods.  
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2.2.1 The achieved sample 

Details of the sample are summarised below.  Full details as per the questionnaire have been provided 
in the detailed tables previously submitted to FSANZ. 
 

 Australia (%) 
n = 635 

New Zealand (%) 
n =409 

Age   
18-44 48% 54% 

45 and over 52% 46% 
Gender   

Male 43% 34% 
Female 57% 66% 

Highest Level of Education   
Up to year 12/13 43% 51% 

Trade/Diploma 34% 28% 
Tertiary or higher 23% 21% 

Income (p.a.)*   
under $40,000 51% 50% 

$40,000 and over 49% 50% 
Health conscious   

Not at All Concerned 1% 1% 
Moderately 31% 40% 

Highly 67% 59% 
 
 
The table overleaf shows the demographic profile of respondents who were classified at different 
levels of health consciousness (see methodology section of report for details on these classifications).  
Below is a demographic profile of these three groups.   
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Low level health consciousness 
Members of this group (the ‘not at all concerned’ group described in the above table) were 
disproportionately more likely to be older (25 years and over) when compared to moderately health 
conscious respondents.  This difference was not present between those classified as low level and 
high level.  It is important to note that this demographic group was very small, and as a result, the 
results need to be interpreted with caution.   
 
Fewer of these respondents were female, when compared to the other two groups and members of 
this group were less likely to be on higher levels of income, when compared to the other two groups.   

There was a clear difference in trend between Australia and New Zealand for this group.  Members of 
this group were more likely to be from New Zealand, when compared to Australians.      

 
Moderate level health consciousness 
Those who were classified as moderately health conscious were more likely to be younger, than those 
classified as either low or highly health conscious.  In addition, members of this group were more likely 
to be male and less likely to be female, when compared to those classified as being highly health 
conscious.  There was very little difference in income levels between this group and the other levels of 
health consciousness.   
 
Australian members of this group were disproportionately more likely to have a lower level of 
education than the other two groups (more likely to have only up to year 12) while those from New 
Zealand did not differ markedly in terms of education level from those classified as highly health 
conscious.   
 

High level health conscious 

Those classified as highly health consciousness were more likely than those classified as moderately 
health conscious to be in the older age groups.  This difference was not present between those who 
were highly health conscious and those who had low level health consciousness.  Members of this 
group were also disproportionately more likely to be female, when compared to the other two groups.   
 
Members of this group were also disproportionately more likely to be in Australia than New Zealand, 
when compared to the other groups.   
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Demographic profile of health conscious and non-health conscious respondents 

 
 
 

Low health 
consciousness 

 (%) 
n =9* 

Moderate health 
consciousness 

(%) 
N=360 

High health 
consciousness 

(%) 
N=675 

Age    
18-24 44 60 45 

25 and over 56 40 55 
Gender    

Male 67 51 33 
Female 33 49 67 

Highest Level of Education (Aust)    
Up to year 12 25 49 40 

Trade/Diploma 50 33 35 
Tertiary or higher 25 18 25 

Highest Level of Education (NZ)    
Up to form 7 80 53 49 

Trade/Diploma 20 29 27 
Tertiary or higher 0 17 24 

Income (p.a.)    
Under $40,000 56 52 50 

$40,000 and over 44 48 50 
Location    

Australia  44 55 64 
New Zealand 56 45 36 

* NOTE: low sample numbers should be interpreted with caution 
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2.3.   Questionnaire development 

The development and testing of the questionnaire and stimulus materials included three key stages: 
 Consultation and extensive feedback from key FSANZ staff in Australia and New Zealand on a 

list of hypotheses which served as a questionnaire framework, developed by FSANZ; 
 Question pre-testing using cognitive interviewing; and 
 Formal pilot ‘dress rehearsal’ via 50 interviews. 

 
Key FSANZ staff in both countries and external stakeholders in the FSANZ project team provided 
ongoing and valuable feedback and comment on the questionnaire throughout its development. 
 
A copy of the questionnaire is provided in Appendix 4. 

2.3.1 Questionnaire framework 

In an initial project set-up meeting, FSANZ presented a list of hypotheses to be tested by the survey.  
These were used to divide the questionnaire into modules, and provided the basis of the question 
design.  A copy of the final hypotheses can be found in Appendix 1.  The questionnaire was divided 
into the following modules: 

 Module 1: introduction and instructions; 
 Module 2: awareness and use of specific nutrition and health claims and their influence on 

intent to purchase; 
 Module 3/4: influence of nutrition and health claims on perceived health benefit and intent to 

purchase; 
 Module 5: influence of endorsements on perceived health benefit and intent to purchase; 
 Module 6: influence of implied claims on perceived health benefit and intent to purchase; 
 Module 7: influence of disclosure statements on perceived health benefit; 
 Module 8: influence of cause related marketing claims on perceived health benefit; and  
 Basic demographics. 

 
From this framework, a draft questionnaire was developed in conjunction with the FSANZ project 
team.  After each draft was seen, changes were made according to comments until the final 
questionnaire was agreed upon. As part of the questionnaire design, a cognitive interviewing stage 
was conducted (described in the section 2.3.2) to explore some definition and wording issues raised 
during the questionnaire design.   
 
There was concern from TNSSR about the potential completion time for the interview, due to the large 
amount of information needing to be covered.  To address this, the sample was split into two sample 
groups for four of the modules, with these modules only completed by half the sample (approximately 
500 people).  The sample was split according to the following table. 
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2.3.2 Questionnaire pre-testing 

The questionnaire development process raised some areas of concern with regard to wording of 
questions.  TNSSR suggested an additional preliminary stage of cognitive testing to ensure that the 
wording of the questions was being interpreted by respondents correctly. 
 
A total of 10 cognitive interviews were conducted.  A convenience sampling method was utilised to 
ensure this stage could be completed quickly and inexpensively.  Participants were recruited on the 
basis they were the primary or joint household shopper, and included a mix of participant age and 
gender.   
 
The cognitive interviews focussed on two key issues: 

 the understanding of “health” benefits and “nutrition” benefits – to determine whether or not 
respondents saw a difference between each term, and if they did, what that difference was;  

 the answer options given in the message device section regarding why respondents thought a 
disclosure statement might be placed on a product. 

 
As a result of the pre-testing, the following small changes were made to the questionnaire: 

 where health and nutrition benefits were included as an option for a question, these were 
separated, as consumers clearly saw a difference between the health benefits and the 
nutrition benefits of a product; 

 the option “the manufacturer is legally required to put it there” was added to the answer 
options in the module on  disclosure statements .   

Module Sample group 
A 

Sample group B 

Introduction Complete Complete 
Specific Claims Complete Complete 
Influence of claims Complete Complete 
Endorsements Do not complete Complete 
Implied claims Complete Do not complete 
Disclosure statements Do not complete Complete 
Cause related marketing Complete Do not complete 
Demographics Complete Complete 
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2.3.3 Survey pilot 

Following the questionnaire pre-test, the questionnaire was revised and finalised for a formal pilot in 
Australia and New Zealand.  The pilot was conducted from Thursday 17th February – Sunday 20th 
February 2005.  A total of n=51 surveys were completed.   
 
Changes to the questionnaire following the pilot were documented in the pilot report submitted to 
FSANZ prior to the commencement of the quantitative field work.  The main findings from this pilot 
related to operational issues associated with the online methodology, essentially there was a need to 
monitor response rates and ensure that the sample was going to be achieved in the allotted time.  
Very few alterations to the questionnaire were made.   
 

2.4.   Data treatment 

SurveyCraft was used to produce data tables with full significance testing3. Data tables were checked 
by the researcher and any errors or data anomalies detected were corrected. 
 
Market Research industry standard practice was employed for analysis of these research data. The 
analysis technique used was uni-variate, i.e. cross-tabulations. Multi-variate analysis was not 
considered appropriate as the questionnaire was not designed to allow this kind of analysis (limited, 
for example, by scale construction and variables available for regression etc).  Specifically, there were 
a few key limitations to the questionnaire design that prevented this form of analysis being conducted, 
as highlighted below:   

• Scale structure:  Multi-variate analysis requires a scale that has enough variation and power 
to provide results that are meaningful.  Essentially, questions need to be structured using a 7-
10 point interval scale to provide enough variation to accommodate this form of analysis.  As 
the questionnaire was not designed to allow for this more complex analysis, the majority of the 
questions used were nominal (yes/no), thereby preventing multi-variate analysis from being 
conducted.   

• Available variables:  For multi-variate analysis to be conducted, particularly for multiple 
regression to be utilised, there needed to be an overall dependant variable present, to regress 
the other independent variables against.  Again, as the questionnaire was not designed with 
multi-variate analysis in mind, no clear question for regression was present.   

 

                                                      
3  The test method used was  a t-test on mean scores at a 0.95 confidence level.  The overlap formula was 

used.  Data tables were provided to FSANZ by TNSSR under separate cover 
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2.5.   Reporting 

The data was presented by level and/or type of claims for all questions asked, to ensure that the 
influence of claim type could be examined.  In addition, commentary has been provided where a trend 
in the significant differences is present between demographic variables.  These include: 

• the age of the respondent; 

• the gender of the respondent; 

• location of the respondent – Australia or New Zealand; 

• special health condition indicator; 

• education level of the respondent;  

• income level of the respondent; and 

• health consciousness level – low, moderate or high (see explanation in section 2.2.1).   
 
Sub-group comparisons of significant difference were indicated on the tables using superscripted 
alphabetic column designations (a,b,c etc).  Significance testing was conducted at the 95% confidence 
level using a standard t test approach.   
 
The results of this survey were presented under the following headings: 

• awareness and use of specific nutrition and health claims and their influence on intent to 
purchase  (Section 3); 

•  nutrition and health claims influence on intent to purchase (Section 4); 
•  endorsement claim influence(Section 5); 
•  implied claim influence (Section 6); 
•  disclosure statement influence (Section 7); and 
•  cause related marketing influence  (Section 8). 

 
Following the results section, appendices have been provided that contain: 

• the hypotheses; 
• proposed claims classification framework ;  
• TNS on-line panel information; 
• the final version of the questionnaire; and 
• visual representations of the claims. 
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2.6.   Limitations of the study 

The broad study objectives and the range of claim types that these objectives involved resulted in a 
complex questionnaire design, involving the development of a range of label mock-ups and ‘test’ 
products.   
 
As a result, the survey was carried out using a number of claim examples that did not currently exist in 
the marketplace, and should they exist in the future, may not be represented in the same format as the 
test examples.   
 
The content and design of the label mock-ups were carefully considered by FSANZ, with the objective 
of designing labels that were as neutral as possible in terms of the subjective value and importance 
that consumers applied to various claims and products, and were applied to commonly used products.  
These considerations pertained particularly to the: 

• selection of product examples (bread, baked beans, milk, tinned salmon, simmer sauce, 
margarine, cereal, frozen vegetables, yogurt, muesli bars); and 

• selection of focal nutrients within the claims (fibre, fat, calcium, salt, folate, omega fatty acids).   
 
Nonetheless, it should be kept in mind that consumers infer a range of different beliefs and 
assumptions about the health and nutritional value of different foods, based on their individual 
knowledge and life experiences.  Such assumptions may have had some bearing on the research 
results.  Due to limits on the length of the questionnaire it was not possible in this study to assess 
whether there was a product effect on consumers’ perception and if this was likely to vary across 
socio-demographic groups, for example, grouped by income or age. Further research would be 
required to determine if consumers are likely to react differently to different products with the same 
nutrition and health claims because of their inherent beliefs about food and/or level of health 
consciousness or not.   
 
One possible example of this was in the Disclosure Statements module (Section 7) where respondents 
attributed similarly high levels of ‘healthiness’ the various claim examples. This could equally well have 
been a reflection of an underlying belief that the test product (muesli bars) are healthy,  or a reflection 
that the values in the NIP did not change, or that the disclosure statements were not effective or not 
needed. Each of the claims communicated health content equally as effectively. 
 
In the Endorsements module (Section 5), the endorsement used was the National Heart Foundation 
(NHF) Tick4.  The results indicated that the endorsement had an impact on elevating a product’s 
credibility and a respondent’s intention to purchase it (when compared to general and high level 

                                                      
4 This was included with kind permission and cooperation of the National Heart Foundation 
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claims).  However, it was possible that the endorsement claim chosen for this research had an effect 
that another less well known endorsement may not have achieved, due to the inherent credibility and 
acceptance of the NHF in Australia and New Zealand.   
 
Furthermore, respondents could not see the NIP on any of the product examples, except for Module 6 
on disclosure statements. This may have had an impact as, in the real situation; some consumers may 
have used to NIP to verify the claim and thereafter provided different responses. 
 
For all of the reasons highlighted above, care should be taken when generalising the results to the 
wider population, or more broadly to other potential forms of claims of the same type / level.   
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3.   Awareness and use of specific nutrition and 

health claims and intent to purchase 

Module 2 of the questionnaire (i.e. Q’s 2.1 to 2.3) was designed to measure respondent’s current 
awareness of and past experiences with different types of nutrition and health claims.  While questions 
in this module did not relate to a specific hypothesis (see Appendix 1), these questions provided an 
overall baseline measure of consumers’ past use of nutrition and health claims.    

3.1.   Awareness of specific nutrition and health claims 

In order to establish a baseline measure of consumers’ familiarity with nutrition and health claims, 
respondents were asked to indicate their awareness and past use of six specific claims, representing 
different claim types.  The visual representations of these claims can be found in Appendix 5.  The 
claims seen on particular products (noted in brackets) by respondents were: 
General level claims 

• Content claim:  “High in fibre, low in fat” – (Baked beans). 
• Function claim:  “Calcium for strong bones and teeth” – (Milk). 

High level claims 
• Biomarker maintenance:  “This food is low in saturated fat.  A diet low in saturated fat helps 

to maintain healthy blood cholesterol levels” – (Margarine). 
• Biomarker enhancement:  “This food is low in salt.  A diet low in salt helps to reduce high 

blood pressure” – (Simmer sauce). 
• Serious disease risk reduction:  “This food contains folate.  An increased maternal folate 

consumption in at least the month before and three months following conception helps reduce 
the risk of neural tube defects” – (Cereal). 

• Whole of diet risk reduction:  “A diet rich in fruits and vegetables helps lower your risk of 
heat disease” – (Packet of frozen mixed vegetables).   

 
It is intended to use these same questions in future surveys to track consumers’ awareness and use of 
nutrition and health claims over a period of time. For this reason some of the questions referred to the 
type of claims that are not currently permitted but are expected to be permitted under the new 
standard.  At the time of the survey the biomarker maintenance and enhancement claims and the last 
risk reduction claim were not expressly permitted in the Food Standards Code (and therefore should 
ostensibly such claims should not have been presented in the market place); the folate claim was the 
only permitted high level claim. Under the proposed classification system content claims and function 
claims are considered to be ‘general level’ claims, whilst the biomarker and risk reduction claims are 
considered to be ‘high level’ claims. 
 
Visual representations of the products follow.  
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 Table 2.1 shows respondents’ overall level of awareness of these claims.   

 

 General level claims High level claims 
Table 2.1 Baked 

beans 
content 
claim 

(a) 

Milk 
function 

claim 
(b) 

Margarine 
bio-marker 

maintenance 
claim 

(c) 

Simmer 
sauce bio-

marker 
enhancement 

claim 
(d) 

Cereal 
serious 
disease 

risk 
reduction 

claim 
(e) 

Frozen 
vegetables 

whole of diet 
risk 

reduction 
claim 

(f) 
BASE: ALL 
RESPONDENTS 

n=1044 n=1044 n=1044 n=1044 n=1044 n=1044 

Awareness  % % % % % % 
Seen claim bdef84 acdef 90 bdef 82 abcef 58 abd 46 abcd46 
Not seen 
claim 

bdef

17 
acdef

10 
bdef 

18 
abcef

42 
abd 

54 
abcd

55 

TOTAL  101** 100 100 100 100 101** 

    Haven’t seen any 
claims 

1% 

 
Q2.1:  Which, if any of the following types of claims on food products have you seen…? 
Base:  All respondents (n=1044) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
** Does not add to 100% due to rounding 
 
Overall respondents were far more familiar with the general level claims compared to the high level 
claims. The type of claim that most respondents reported having seen was the function claim, which in 
this case was represented by the wording “calcium for strong bones and teeth” on a carton of milk. 
Such a claim is presently permitted in Australia and New Zealand.  Nine in ten (90%) respondents 
indicated that they had seen this type of claim on a product before, which was significantly more than 
respondents’ awareness of all other claim types.      
 
A relatively high proportion of respondents also reported having seen the baked bean product with the 
content claim.  Eighty four percent of respondents claimed to have seen this type of claim, which was 
significantly more than had seen the prohibited biomarker enhancement claim on the simmer sauce 
and risk reduction claims on the cereal or frozen vegetables.  Also, nearly as many people claimed to 
have seen the illustrated biomarker maintenance claim on margarine (82%), which is not currently 
permitted.  It was possible that respondents confused this claim with a phytosterol/blood cholesterol 
claim that was marketed on a table spread at the time of the survey, or that they had seen related 
information in television advertisements or print media. 
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Respondents were significantly less likely to have seen the permitted folate/neural tube defects (NTD) 
serious disease risk reduction claim on cereal or the [prohibited] whole of diet risk reduction claim on 
frozen vegetables compared to other claims, although reported awareness levels were still reasonably 
high (46%).    It was possible that respondents were confusing the prohibited whole of diet risk 
reduction claim with similar information seen in other communications (ie not on food packages).   
 
Analysis by demographic sub groups 

It was apparent that respondents who were classified as moderately ‘health conscious’ were 
significantly more likely to be aware of the high level claims, when compared to those who were not 
classified as health conscious.   
 
Moderately ‘health conscious’ respondents were more likely to report that they had seen: 
 

• the enhancement claim (62% had seen the simmer sauce: “This food is low in salt.  A diet low in 
salt helps to reduce high blood pressure”); 

• the serious disease risk reduction claim (52% had seen the cereal: “This food contains folate.  An 
increased maternal folate consumption in at least the month before and 3 months following 
conception helps reduce the risk of neural tube defects”); and  

• the whole of diet risk reduction claim (51% had seen the frozen mixed vegetables: “A diet rich in 
fruits and vegetables helps lower your risk of heart disease”),  

when compared to respondents who were classified as ‘less health conscious’ (22%, 0% and 22% 
respectively).  However it should be noted that base sizes for respondents with low level health 
consciousness were small (n=9) and that in practice claims about reducing risk of high blood pressure 
and/or heart disease should not currently be on the market. There were no significant differences 
between moderate and high consumers, or low and high consumers. 

 
It was plausible to assume that the increased awareness of high level claims was a result of ‘health 
conscious’ respondents’ overall emphasis on gathering information on health.  However it should be 
noted that currently manufacturers are not permitted to use a biomarker enhancement claim or risk 
reduction claims other than that regarding folate/neural tube defects on a product, suggesting that 
these respondents may have been confusing this kind of claim with other forms or locations of text 
where such claims may be made, such as, advertisements or TV.    
 
In addition to differences between health consciousness levels, respondents in Australia were 
reportedly more likely than respondents in New Zealand to have seen all but two of the claims other 
than the whole of diet risk reduction (fruit & vegetable/heart disease) claim and the function 
(milk/calcium for strong bones & teeth) claim 
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3.2.   Use of nutrition and health claims 

To assess respondents’ use of nutrition and health claims, all respondents who had seen at least one 
claim were asked if they had used these claims when buying products.     
 
In line with findings on awareness, respondents were significantly more likely to have used the claims 
that were general level claims, when compared to high level claims.  However this result was not 
unexpected because, as noted earlier, three of the high level claims used as examples were currently 
not permitted on products.    
 

3.2.1  Claims used 

Table 2.2 presents the findings for reported use of claims.  While the content claim on the baked 
beans- high in fibre, low in fat - was one of the claims most seen by respondents (84%, see previous 
Table 2.1), reported past use of this claim was significantly lower (59% used), when compared to the: 

• function claim on the milk (67% used this type of claim); 
• biomarker enhancement claim on the simmer sauce (65% “used” this type of claim even 

though it is not currently permitted); and 
• biomarker maintenance claim on the margarine (63% “used” this type of claim even though it 

is not currently permitted).   
 
In addition, while reported use of the biomarker claims and function claim was high, reported use of 
the risk reduction claims were relatively low.  In particular, over three-quarters (79%) of respondents 
indicated that they had not used the permitted serious disease risk reduction claim when purchasing a 
product.    This may be due to the fact that the claim only relates to a particular target group (women of 
child bearing age) or because it is rarely displayed on the front (display) panel of cereal boxes. 
 
A similar proportion (70%) of respondents had not used the whole of diet risk reduction claim when 
making a purchase decision.  This result was also in line with expected results, given that this claim is 
also currently not permitted on products.  It is noted however, that 30% of respondents reported 
having used this type of claim in the past.  It is possible that respondents were confusing this form of 
claim with similar information seen elsewhere.  For example, they may have seen it in print 
advertisement or on TV or in public health nutrition eduction materials. 
 
Less than one in ten (9%) had not used any of the claims. 
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 General level claims High level claims 
Table 2.2 Bakes 

beans 
content 
claim 

(a) 

Milk 
function 

claim 
(b) 

Margarine 
bio-marker 

maintenance 
(c) 

Simmer 
sauce bio-

marker 
enhancement 

(d) 

Cereal 
serious 
disease 

risk 
reduction 

(e) 

Frozen 
vegetables 
whole of 
diet risk 

reduction 
claim 

(f) 
BASE: THOSE 
WHO’VE SEEN 
ANY CLAIMS  

n=1033 n=1033 n=1033 n=1033 n=1033 n=1033 

Claims Used % % % % % % 
Claim used bdef 59 aef 67 ef 63 aef 65 abcdf 21 abcde 30 
Claim not 
used 

bdef 41 aef 33 ef 38 aef 35 abcdf 79 abcde 70 

TOTAL  100 100 101** 100 100 100 

        Haven’t used any 
claims 

9% 

Q2.2: Which of the following claims have you used when buying products? 
Base:  All respondents who had seen at least one claim at Q2.1 (n=1033) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
** Does not add to 100% due to rounding 
 
Analysis by demographic sub groups 

Respondents who were classified as having a ‘high level of health consciousness’ were significantly 
more likely to claim that they had used all five forms of health claims tested when compared to those 
who were classified at lower levels of health consciousness.  In essence, these respondents were 
more likely to report that they had seen and used health claims when making a decision to purchase.   
 
Related to the above point, respondents who were more likely to report having used health claims 
frequently were more likely to have used all types of claims to make a purchase decision, when 
compared to those who did not use health claims information frequently.  
 
In addition, in line with the findings on awareness, respondents in Australia were more likely to report 
having used all types of claims when deciding to buy a product, when compared to respondents in 
New Zealand.   
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The youngest respondents (those aged 18 - 24 years) were also more likely to report having used all 
types of health claims when deciding to buy a product, compared to the older (those aged 25 years 
and over) respondents.   

3.3.   Nutrition, health & related claims influence on intent to purchase 

To evaluate what influence nutrition and health claims had on intent to purchase, respondents who 
indicated that they had used a claim when buying a product (question 2.2) were asked what influence 
this claim had on their intent to purchase a product.   

3.3.1 Intent to purchase 

Although respondents were more likely to report that they had seen and used the content, function and 
biomarker claims, it was apparent that the whole of diet risk reduction claim had the most influence on 
intent to purchase for those who reported having used this type of claim when buying a product (Table 
2.3).  As this type of claim is currently not permitted, it is possible responses reflected the view that ‘it 
would influence intent to purchase’, rather than having done so in the past. 
 
Almost three-quarters (71%) of those who reported having used the whole of diet risk reduction claim  
on frozen mixed vegetables indicated that it had a ‘very strong’ or ‘strong’ influence (38% and 33% 
respectively).  This compares to: 

• 68% for the biomarker maintenance claim (margarine) (not currently permitted); 
• 63% for the content claim (baked beans); 
• 60% for the function claim (milk); 
• 55% for the biomarker enhancement claim (simmer sauce) (not currently permitted); and 
• 51% for the serious disease risk reduction claim (cereal).   

 
While it is clear that the whole of diet risk reduction claim on frozen mixed vegetables had the most 
influence on reported intent to purchase, at least half of those who had used any type of claim when 
buying a product, indicated that it had a ‘very strong’ or ‘strong’ influence on their intention to 
purchase.  Again, it was important to note that currently this type of claim is not permitted and that 
respondents who indicated that they had seen this type of claim may have been confusing it with other 
forms of claims, or may have seen it being used (inappropriately) on a product.  
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 General level claims High level claims 
Table 2.3 Baked 

beans 
content 
claim 

(a) 

Milk 
function 

claim 
(b) 

Margarine 
bio-marker 

maintenance 
(c) 

Simmer 
sauce bio-

marker 
enhancement 

(d) 

Cereal 
Serious 
disease 

risk 
reduction 

(e) 

Frozen 
vegetables 

whole of diet 
risk 

reduction 
claim 

(f) 
BASE: CLAIMS 
USED  

n=606 n=690 n=646 n=360 n=216 n=310 

Influence % % % % % % 
Very 
strong 
influence 

bcf 25 acd 32 ade 39 bcf 23 cf 29 ade 38 

Strong 
influence bce 38 a 28 

ae 29 e 32 acdf 22 e 33 

Medium 
influence f 23 cf 24 

b 19 f 24  24 abd 17 

Little 
influence d  8 d  8 

de 7 abcf  13 cf 12 de  6 

No 
influence e  6 e  8 

e  6  8 abcf 13 e  5 

TOTAL  100 100 100 100 100 99** 
 
Q2.3: How much does the claim you used influence your decision to purchase a product? 
Base:  All respondents who had used a claim at Q2.2  
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
** Does not add to 100% due to rounding 
The scale has been collapsed from a 10 point to a 5 point scale as follows (1-2=1, 3,4=2, 5,6=3, 7,8=4 and 9,10=5) 
 
Analysis by demographic sub groups 

In line with previous findings, ‘highly health conscious’ respondents were significantly more likely than 
those who were classified as ‘moderately health conscious’ to feel that these claims had a ‘very strong’ 
influence on their intent to purchase.   
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Summary 

Awareness of health claims 
There was clear evidence to suggest that respondents were more likely to be aware of general level
claims than high level claims.  The most frequently seen type of claim was the function claim (90%),
followed by the content claim (84%), and the biomarker maintenance* claim (82%).  Significantly
fewer respondents had seen the biomarker enhancement claim*, the (folate/NTD) risk reduction claim
on the cereal or the risk reduction claim* on the frozen fruit and vegetables, although the numbers
claiming to have seen such claims were high.   

Respondents were significantly less likely to have seen the permitted serious risk reduction claim on
cereal or the whole of diet risk reduction claim on frozen vegetables* compared to other claims,
although reported awareness levels were still reasonably high (46% in both cases). 
 
Past use of health claims 
While the content claim on the baked beans - high in fibre, low in fat - was one of the claims most
seen by respondents (see above), past use of this claim was significantly lower (59% used), when
compared to the: 

• function claim on the milk (67% used this type of claim); 
• biomarker enhancement claim* on the simmer sauce (65% used this type of claim); and 
• biomarker maintenance claim* on the margarine (63% used this type of claim).   

 
Nutrition and health claims influence on intent to purchase 
The research showed that two high level claims – the whole of diet risk reduction claim and the
biomarker maintenance claim, even though not currently permitted, had the most influence on intent
to purchase, when compared to other claims.   
 
At least half of those who had used each type of claim when buying a product indicated that it had a
‘very strong’ or ‘strong’ influence on their intention to purchase, clearly showing the influence that
claims had on consumers intent to purchase.   
 
There are several reasons why consumers may have reported seeing and using claims that are
currently not expressly permitted by the Food Standards Code: 

1. They have confused the stated claims with other claims and did not clearly differentiate
between different types of claims, as demonstrated in Module 4. 

2. They have confused the stated claims with other sources of nutrition and health information;
that is, information gained from other communications may have been ‘transferred’ to claims
on food packages. 

3. Responses reflected potential intent to purchase rather than actual past behaviour. 
4. Some claims were being used despite absence of permissions. 
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4.   Regulation of nutrition and health claims   

One of the aims of the research was to evaluate the impact that various types of nutrition and health 
claims could have on consumers’ perceptions of a product’s health benefits and their likely intent to 
purchase it.  In particular, the survey investigated how influential high level health claims were 
compared to general level claims and no claim at all in terms of their ability to communicate greater 
health information and their impact on intended purchase.  It is noted that as well as assessing the 
impact of claims, this process may also be effectively assessing consumer perceptions of products 
that are fortified (with ‘omega’) compared to an (‘omega’) unfortified product (ie no claim). Once a 
claim is present, it could be interpreted that the perceived differences (if any) between the different 
products may indicate the surety and assumed efficacy of the fortificant.  
 
Claims were classified according to the proposed classification framework.  Respondents were shown 
a packet of bread displaying one of four types of claim (including no claim), as follows: 
 
1. No claim 

2. General level claim - nutrition content claim:  Bread with ‘high in omega’ 

3. General level claim - function claim:  Bread with ‘high in omega.  A diet high in omega helps 
maintain healthy veins and arteries’; and 

4. High level claim: Bread with ‘high in omega.  A diet high in omega helps reduce the risk of heart 
disease’.   
 
All respondents saw the four examples (presented in rotated order) and were required to answer a 
series of questions relating to their perceptions of each.   
 
Respondents were questioned about their familiarity with omega as a term (Q 3.0), who would most 
likely benefit from each claim (Q 3.1a), what benefits could be attributed to the claims (Q 3.1b), the 
level of effectiveness of the benefit (Q 3.1c and 3.2) and their intention to purchase each of the 
products (Q 3.4) Respondents were also asked about what label information, if any, they used to verify 
the claims (Q 3.3). 
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The questions in module 3/4 relate to hypothesis 1a and 1b below: 

• Hypothesis 1a:  That a product with a high level claim is not perceived by consumers to 
communicate greater health benefits about a product than a product with a function and 
nutrition content claim, a product with a nutrition content claim or a product with no claim at all.   

• Hypothesis 1b:  That a product with a high level claim is not perceived by consumers to have 
a greater impact on intent to purchase than a product with a function and nutrition content 
claim, a product with a nutrition content claim or a product with no claim at all.   

 

4.1.   Familiarity with ‘omega’ 

To evaluate whether greater familiarity with the focal nutrient of the nutrition and health claims (in this 
case ‘omega fatty acids’) had an effect on perceived health benefit or intent to purchase above and 
beyond any observed influences of the claims, a baseline measure of familiarity was established.  This 
question (Q 3.0) was not linked to a hypothesis.   
 
Table 3.0 shows overall awareness of the concept of ‘omega’ prior to respondents being shown any 
claims or products.   
 
Over two-thirds (68%) of respondents indicated that they were familiar with ‘omega’ (15% ‘very 
familiar’, 53% ‘familiar’) and 16% indicated that they were neither ‘familiar nor unfamiliar’.  Just over 
one in ten (16%) of respondents were unfamiliar with ‘omega’ (10% ‘unfamiliar’, 6% ‘very unfamiliar’).   
 

Table 3.0 Familiarity with ‘omega’ 
BASE: ALL RESPONDENTS  n=1044 
Familiarity with omega % 

Very familiar 15 
Familiar 53 
Neither familiar nor 
unfamiliar 16 
Unfamiliar 10 
Very unfamiliar  6 

TOTAL  100 
 
Q3.0: How familiar are you with omega? This includes omega-3 and omega 6. Would you say you are.. 
Base:  All respondents  (n=1044)  

 
T 
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he responses to this question were used to evaluate if familiarity with the concept (‘omega’) had any 
influence on health benefit perceptions or intent to purchase.  Where familiarity had a significant 
difference, this has been highlighted in the demographic analysis that follows.     
 
Analysis by demographic sub groups 

Respondents who were classified as being ‘highly health conscious’ were significantly more likely to 
be familiar with ‘omega’, when compared to those who were only considered to be ‘moderately health 
conscious’ (75% compared to 56% respectively).   
 
Intuitively, this result reflected the underlying knowledge and understanding of health information of 
those classified as ‘highly health conscious’ compared to those who were classified as ‘less health 
conscious’.  Social desirability bias may also have occurred in that people who have identified 
themselves as being highly health conscious are more likely to provide answers that support that 
viewpoint. 
 
Respondents from Australia were significantly more likely to be familiar with the term ‘omega’ when 
compared to respondents from New Zealand (58% compared to 45%).   
 
In addition, respondents who had a food allergy to nuts or an allergy to seafood were significantly 
more likely to be aware of the term ‘omega’, when compared to respondents with other special health 
needs. Respondents who had a special diet for weight loss were also more likely to be aware of the 
term, when compared to other respondents.  This may have been a result of these respondents 
focusing on product information related to fat.   
 
There was also a clear relationship between education level and awareness of the term ‘omega’.  
Respondents with higher level qualifications (higher than bachelor level; 26%) were significantly more 
likely to be aware of the term ‘omega’, when compared to respondents who only had up to 3 years 
secondary school education (14% of sample).    
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4.2.   Influence on perceived health benefit  

4.2.1 Who would benefit? 

Respondents were asked to indicate who would be most likely to receive a benefit from eating each 
one of the four versions of bread.  Table 3.1a shows respondents’ answers to this question.  This 
question related directly to hypothesis 1a.   
 
It was clear that the presence of a nutrition or health claim did make a difference in terms of the 
perceived beneficiaries of health benefit(s) of the product.  More respondents associated each of the 
three types of claims as being of benefit to all people compared to a product with no claim (37% of 
respondents indicating that this was true for a product with no claim compared to 47% or more for a 
product with any level of claim).  
 
Respondents were also significantly more likely to perceive that a product with a claim (nutrition 
content, function or high level) would benefit the following groups more than a product with no claim:  

• women (9% for no claim compared to all other claims 14-17%); 
• men (9% for no claim compared to 13% for function and high level claim); 
• older people (5% for no claim compared with 14% for content claim, 20% for function and high 

level claim); 
• people with particular health problems (4% for no claim compared to 13% for content claim, 

22% for function and 24%  for high level claim); 
• pregnant women (1% for no claim compared to 5-7% for other claims); and 
• people trying to lose weight (1% for no claim compared to 3-5% for other claims). 

 
Of note, just under half the sample (43%) indicated that they did not know who would benefit from a 
product without a claim, compared to 11-19% who did not know who would benefit from the product 
variations with claims.   
 
In some instances, the function and high level claims communicated health information more strongly 
to particular groups of people when compared to the content claim.  Respondents were significantly 
more likely to say that the function (general level claim) and high level claims would offer a benefit for: 

• older people – 20% for high level and function claims, compared to 14% for a content claim; 
and 

• people with particular health problems – 24% for a high level claim and 22% for a function 
claim, compared to 13% for a content claim.   
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These results were most likely due to the fact that the claims mentioned ‘veins and arteries’ and ‘heart 
disease’, neither of which are typically associated with younger people or people with no health 
problems. 
Importantly, and relevant to hypothesis 1a, there were no significant differences between the high level 
claim and the function claim in terms of ‘who’ respondents believed would benefit from the claims. 
 

Table 3.1a 
(Omega claims on bread) 

No claim 
 (a) 

Content claim 
(b) 

Function claim 
 (c) 

High level 
claim 
 (d) 

BASE: ALL RESPONDENTS  n=1044 n=1044 n=1044 n=1044 

Benefits %      %   % % 
All types of people bcd 37 a 48 a 47 a 47 
People with particular health 
problems 

bcd 4 acd 13 ab 22 ab 24 

Older people bcd 5 acd 14 ab 20 ab 20 
Women bcd 9 a 14 a 17 a 15 
Men cd 9 11 a 13 a 13 
Children d 12 11 10 a 9 
Pregnant women bcd 1 a 6 a 7 a 5 
People trying to lose weight bcd 1 ac 3 ab 5 a 4 
Babies 1 1 1  1 
Don’t know bcd 43 acd 19 ab 10 ab 11 
 
Q3.1a: Who would be most likely to benefit from eating this product?(3 responses could be chosen) 
Base:  All respondents (n=1044) 
abcdef  Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
 
Analysis by demographic sub groups 

Respondents with heart disease were significantly more likely to indicate that the product with no claim 
would be less likely to be of benefit to ‘people with particular health problems’, when compared to 
people with ‘other special health needs’.   
 
Respondents aged 25-34 years of age were significantly more likely to indicate that the product with 
no claim or a function claim would be of benefit to ‘all types of people’, when compared to older 
respondents (65 years and over).  In contrast, older respondents (45 years and over) were more likely 
to indicate that the product with a high level claim would be beneficial to ‘all types of people’, when 
compared to younger people.   
 
There were no other meaningful differences by demographic variables or by familiarity with omega.   
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4.2.2 Type of health benefits 

In addition to being asked who would benefit most from the product, all respondents were asked to 
select, from a list, which health benefits they thought they would receive from eating the product.  
While some statements in this question were legitimate benefits, other ‘irrelevant’ benefits were 
included to review the validity of respondent answers.   Commentary has been included in this section 
where findings for this question needed to be considered in this manner..   
 
Numbers presented in Table 3.1b represent the proportion of those who indicated there would be a 
benefit.   
 
In line with the findings earlier, it was clear that a product with any type of claim (content, function or 
high level) communicates greater health information when compared to the same product without a 
claim. In almost all aspects of health benefit, respondents were significantly more likely to indicate that 
a product with a claim would provide a health benefit, compared to the same product without a health 
claim.  The majority of respondents saw no particular health benefit for the product without a claim. 
 
The one exception to this was for the health benefit of ‘a diet lower in fat’, where there was no 
difference between the product with no claim, and the product with a content claim or a high level 
claim.   This finding implied that this specific health benefit was not influenced by the type of claim that 
was present on the product.  It was also possible that because bread was a frequently purchased item 
and  not commonly associated with a high fat content, respondents were able to use this knowledge 
irrespective of the claims on the packaging.    
 
Respondents were significantly more likely to indicate that a product with a high level claim ‘reduced 
the risk of heart disease’ (56%) compared to the function claim (37%), the nutrition content claim 
(32%) and no claim (8%).  Likewise, more respondents felt that the high level claim would have 
provided ‘assistance with heart health’ (43%), when compared to a product with a function claim 
(37%), nutrition content claim (31%) and no claim (5%).  This implied that the high level claim, 
communicates greater health benefits compared to general level claims.  The product with the function 
(general level) claim ‘high in omega - a diet high in omega helps maintain healthy veins and arteries’ 
was considered more likely than the same product with other types of claims to provide the benefit of 
‘maintenance of healthy veins and arteries’.  The function claim also communicated greater health 
benefits compared to the content claim in terms of ‘assistance with heart health’ (37% versus 31%), 
‘maintenance of health veins and arteries’ (56% versus 23%), and a ‘reduced risk of heart disease’ 
(37% versus 32%). The content claim did however communicate ‘a diet high in omega’ when 
compared to the function and high level claims (64% versus 56% for both the function and high level 
claims), probably because it was the only claim on the product. 
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Respondents mostly attributed the same nutrition and health benefits to the product as was mentioned 
in the claim.  Thus for the content claim, most responses were that the product would contribute to ‘a 
diet higher in omega’; for the function claim, the common responses were ‘a diet higher in omega’ and 
‘maintenance of healthy veins and arteries’ and for the high level claim, the product was seen as 
mostly helping to reduce the risk of heart disease and contributing to a ‘diet higher in omega’. 
 
Relatively few (approximately 10% or fewer for all claim types) respondents indicated that the health 
benefits of a ‘diet lower in fat’, a ‘reduced risk of osteoporosis’ and a ‘reduced risk of cancer’ would be 
obtained from the bread, regardless of claim type or level.  This was to be expected given these claims 
made no mention of these benefits and were not benefits commonly associated with this product.   
 
Some respondents did, however, potentially overestimate the health benefits of the content and 
function claims in that approximately a third of them thought that a product with either claim assisted in 
reducing the risk of heart disease (32% and 37% respectively) and in heart health (31% and 37%).  
Respondents did not make such assumption when no claim was presented (only 8% attributed the 
bread with no claim to a reduced risk of heart disease and heart health).   
 

Table 3.1b 
(Omega claims on bread) 

No claim 
 (a) 

Content claim 
(b) 

Function claim 
 (c) 

High level 
claim 
 (d) 

BASE: ALL RESPONDENTS  n=1044 n=1044 n=1044 n=1044 

Benefits % Yes % Yes % Yes % Yes 
A reduced risk of heart 
disease bcd 8 acd 32 

abd

37 
abc 

56 
A diet higher in omega bcd 9 acd 64 ab 56 ab 56 
Assistance in heart health bcd 8 acd 31 abd 37 abc 43 
Maintenance of healthy veins 
and arteries 

bcd 5 acd 23 abd 55 abc 29 

A diet lower in fat c 9 11 a 12  11 
A reduced risk of 
osteoporosis 

bcd

3 
a

7 
a

8 
a 

8 
A reduced risk of cancer bcd 3 a 8 a 9 a 8 

There are no health benefits bcd 65 acd 10 ab 5 ab 6 
There are no nutrition benefits bcd 26 acd 5 ab 2 ab 2 
Other health benefits  bcd 5 ad 3 a 2 ab 1 

 
Q3.1b: Which of the following benefits would you get from eating this product? 
Base:  All respondents (n=1044) 
abcdef  Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
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Analysis by demographic sub group 

There were few consistent differences in findings for sub groups.   
 
Older respondents (those aged over 45 years) were more likely than younger respondents to have 
considered that a product with the content, function or high level claim provided ‘no health benefits’.  
Respondents in this age group were also more likely than younger respondents to have considered 
that a product with function or high level claim provided ‘no nutritional benefits’ when compared to 
younger respondents.  

4.2.3 Perceived effectiveness of product in delivering the health benefit 

Respondents who agreed that a product with a claim had a health benefit (n = 290 for no claim, n=918 
for content claim, n=982 for function claim, n=969 for high level claim) were then asked to rate the 
effectiveness of a product in delivering that health benefit when consumed on a regular basis.  This 
question (Q3.1c) also related directly to hypothesis 1a.   
 
The findings in Table 3.1c indicated that there were no difference in magnitude of the health benefit 
between the product with the general level function claim and the same product with a high level claim.  
One-third of respondents felt that bread with a high level claim or the general level function claim 
would have a ‘very strong’ or ‘strong’ effect on health.   
 
While there was little difference between the high level and function (general level) claims, these two 
claim types were considered by respondents to be significantly more likely to have a ‘strong effect’ on 
health impact (26%), when compared to a content (general level) claim (20%) or a product with no 
claim (17%).   
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Table 3.1c 
(Omega claims on bread) 

No claim 
 (a) 

Content claim 
(b) 

Function claim 
 (c) 

High level 
claim 
 (d) 

BASE: DIFFERENT CLAIMS  n=290 n=918 n=982 n=969 

Expected effect+ % % % % 
Very strong effect 6 5 7  7 
Strong effect cd 17 cd 20 ab 26 ab 26 
Medium effect 33 32 31  31 
Little effect 22 19 18  18 
Not effective 9 8 8  7 
Don’t know  12 cd 16 b 11 b 11 

TOTAL  99** 100 101** 100 
Q3.1c: If you ate this product regularly, how much effect on health would you expect it to have? 
Base:  All respondents who indicated a product had a benefit in Q3.1b 
abcdef  Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
**  Percentages do not add to 100% due to rounding 
+ A ten point scale was collapsed for analysis (1,2=Not effective, 3,4==Little effect, 5,6=Medium effect, 
7,8=Strong effect, 9,10=very strong effect) 
 
Analysis by demographic sub group 

Respondents who were familiar with omega were more likely to indicate that they felt the product 
would have a stronger health benefit, when compared to respondents who were not aware of the term 
omega.  This pattern was repeated for all claim types.   
 
Respondents who indicated that they were likely to purchase the product were significantly more likely 
to indicate the product would have a strong or very strong benefit for all claims types, when compared 
to those who indicated they were not likely to purchase the product.  Further discussion on those likely 
to purchase the product has been provided in Section 4.4. 
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4.2.4 Impact of product on related behaviours 

Respondents were also asked the extent to which they agreed or disagreed with a series of 
statements about each of the four examples, with each statement being related to the potential impact 
of health benefit of the product in itself, and in respect of related behaviours (eg taking medications, 
exercising, total diet).  This question (Q3.2) also related directly to hypothesis 1a [insofar as 
‘effectiveness’ could be considered to be a function of who will benefit, with what benefit(s), and how 
much impact the benefit had.]   
 
Overall, there was little distinction between the products with a general level claim (function or content) 
or a high level claim, with respect to the health benefit statements (Table 3.2).  The one exception was 
in regard to the benefit; ‘If someone were to eat this product regularly, they would be less likely to 
require heart medication’. In this case respondents were significantly more likely to agree that the 
product bearing the high level claim (“A diet high in omega helps reduce the risk of heart disease”) 
would deliver this benefit more so than the product bearing the function claim (“A diet high in omega 
helps maintain healthy veins and arteries” ).   
 
In line with earlier findings there was a trend (although not significant in all cases) for the product with 
no claim to be considered to offer less health benefit than the same product with a claim (content, 
function or high level).  In particular, for the product with no claim, respondents were significantly less 
likely to agree that ‘eating this one product regularly could improve your health’: 

• 27% ‘tend to agree’ for a product with no claim, compared to 37% for a content claim, 42% for 
a function claim and 41% for a high level claim.   

• 16% ‘tend to agree’ that ‘if someone were to eat this product regularly, they would be less 
likely to require heart medication’ compared to 21% for a function claim and 25% for a high 
level claim. 

 
A relatively large proportion of respondents (approximately 70 – 80 %) disagreed with the statements 
‘If someone were to eat this product regularly, it would be less important for them to watch what else 
they eat’ and ‘If someone were to eat this product regularly, it would be less important for them to 
exercise for health’ for all levels of claim.  From this result it could be inferred that there is a “reality-
check” by consumers in respect to how much benefit a single food can achieve. 
 
There were no differences between claims and no claim in terms of whether respondents expected the 
product to have ‘enough of the nutrients in it to have a health benefit as claimed’. As the degree of 
health benefit increased between the claims there was an increase in the percentage of respondents 
who tended to ‘agree’ or ‘strongly agree’ with the statement (45% for no claim; 58% for the content 
claim; 64% for the function claim and 64% for the high level claim). 
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Table 3.2 
(Omega claims on bread) 

No claim 
 (a) 

Content claim 
(b) 

Function claim 
 (c) 

High level 
claim  (d) 

BASE: DIFFERENT CLAIMS  n=290 n=918 n=982 n=969 

 % % % % 
a) Eating this one product regularly can improve your health 
Strongly agree 6 5 6  5 
Tend to agree bcd 27 ac 37 ab 42 a 41 
Neither agree nor disagree cd 40 34 a 33 a 32 
Tend to disagree 16 13 12  12 
Strongly disagree 5 5 4  4 
Don’t know  7 cb 7 bd 4 c 6 
b) If someone were to eat this product regularly, they would be less likely to require 
heart medication 
Strongly agree 3 2 3  3 
Tend to agree cd 16 d 18 a 21 ab 25 
Neither agree nor disagree 35 34 34  30 
Tend to disagree 22 23 23  23 
Strongly disagree 15 d 14 12 b 11 
Don’t know  9 c 10 b 7  8 
c) I would expect this product to have enough of the nutrients in it to have a health 
benefit as claimed 
Strongly agree 10 12 18  15 
Tend to agree 35 46 46  49 
Neither agree nor disagree 31 23 19  20 
Tend to disagree 13 10 11  9 
Strongly disagree 5 5 4  3 
Don’t know  7 4 3  4 
d) If someone were to eat this product regularly, it would be less important for them 
to watch what else they eat 
Strongly agree 3 2 2  1 
Tend to agree 5 3 5  4 
Neither agree nor disagree bcd 21 a 13 a 11 a 12 
Tend to disagree 31 28 28  30 
Strongly disagree bcd 35 a 49 a 50 a 48 
Don’t know  6 6 4  5 
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e) If someone were to eat this product regularly, it would be less important for them 
to exercise for health   

 
Strongly agree 3 2 1  1 
Tend to agree b 5 a 2 3  3 
Neither agree nor disagree bcd 16 a 10 a 9 a 9 
Tend to disagree 25 20 21  22 
Strongly disagree bcd 44 a 60 a 60 a 59 
Don’t know  7 7 5  6 

TOTAL  100 100 100 100 
Q3.2:  For each of the following statements, please indicate how much you agree or disagree, using the scale 
provided… 
Base:  All respondents who indicated a product had a benefit in Q3.1b 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
 
 
Analysis by demographic sub groups 

While there were numerous differences in demographics between these questions, two key trends 
stood out for all aspects:   
 

• Generally, respondents who indicated that they were likely to purchase a product with each 
claim type were significantly more likely to agree with these health statements than 
respondents who indicated that they were not likely to purchase products with the claims.  
This was true for all claim types.   

 
• Respondents who were more familiar with the term ‘omega’ were significantly less likely to 

agree with all statements, when compared to respondents who were less familiar with the 
term. Again, this was true for all claim types.   
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Hypothesis summary 
 
Hypothesis 1a:  That a product with a high level claim is not perceived by consumers to
communicate greater health benefits about a product than a product with a function and nutrition
content claim, a product with a nutrition content claim or a product with no claim at all.   
 
Most of the findings from the research did not support hypothesis 1a, meaning that there was a
difference in consumers’ perceptions of the different products studied.  Overall, the results suggested
that the general trend was for high level claims to communicate greater health benefits compared to
general level claims, particularly when compared to a content (general level) claim.  The findings also
showed that high level claims generally communicated greater health benefits than products with no
claim.   
 
In particular: 

• the results from Q3.1b, which asked respondents to name the nutrition and health benefits
gained eating each of the products, demonstrated that more people believed the product with
a high level claim communicated information relating to heart disease and heart health, when
compared to general level claims, both function and content and no claim.   

• Additionally, the results showed that respondents were significantly more likely to indicate that
a product with a high level claim would have a greater effect on health (Q3.1c) when
compared to a product with a content (general level) claim and no claim.  However this
difference was not present between the high level and function (general level) claim.   

• This pattern was repeated when reviewing respondent’s perceptions of who would benefit
(Q3.1a), where there was no difference between the risk reduction claim and function claim
but there was a difference between these two claims and the nutrient content claim and no
claim.  These findings suggested that health information may have been communicated more
effectively through the high level claim than the general level claim when it was simply a
content claim, but not for a general level claim expressed as a function claim.   

• The only exception to this pattern is Q3.2, where there was little difference between high level
claims and general level claims (both function and content) in terms of wider health
assumptions made about the product.  There were however, a number of differences between
claims and no claims, with respondents overall, seeing fewer health benefits when no claim
was present.  
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4.3.   Determining the validity of the claim 

To investigate how consumers assess nutrition and health claims, all respondents were asked what 
information on the product they would use to decide if a claim was true.  This question (Q3.3) was not 
directly related to a hypothesis.  The results are presented in Table 3.3. 
 
Two-thirds of the respondents identified the Nutrition Information Panel (NIP) as the source of 
information that they would use to decide if the claim was true (64% for content claim, 67% for function 
claim and 65% for high level claim).   
 
Endorsements, such as the Heart Foundation’s Tick programme, were also identified as a key source 
of information to verify the authenticity of a claim.  Again, approximately two-thirds of all respondents 
indicated that this would be a source of information to assist in deciding if a claim was true, regardless 
of the type of claim seen (61% for content claim, 64% for function claim and 66% for high level claim).   
 
Approximately half of all respondents (53% for all claims) identified the ingredients list as a source of 
information that they would use. 
 
Relatively few respondents reported using ‘allergen declarations, such as ‘contains nuts’ or ‘pictures 
on the label’ to decide if a claim was true, which was appropriate in this survey given these sources of 
information were not relevant in terms of verifying the claims used.   
 
It was clear from the findings that for the claims surveyed, the 3 principal sources of information used 
for validation were the nutrition information panel, endorsements and list of ingredients. The only 
difference between general level and high level claims was the use of endorsements.  
Respondents were significantly more likely to use endorsements5 when verifying the information in a 
high level claim (66%), when compared to a content (general level) claim (61%).  This could be due to 
the fact that the high level claim related to heart disease, which is also commonly associated with the 
National Heart Foundation endorsement.  There were no other significant differences between high 
level claims and general level claims (either content or function).     
 
 

                                                      
5 Noting that only the well-known National Heart Foundation tick was directly referred to. 
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Table 3.3 
(omega claims on bread) 

Content claim 
(b) 

Function claim 
 (c) 

High level claim 
 (d) 

BASE: ALL RESPONDENTS  n=1044 n=1044 n=1044 

Information on the product % % % 
Endorsements, such as the 
Heart Foundation’s Tick 
Program 
  

d 61 64 b 66 

The nutrition information panel, 
which says how much of each 
of the major nutrients is in the 
product 
 

64 67  65 

The list of ingredients 
 

53 53  53 

Allergen declarations, such as 
“contain nuts” 
 

17 18  17 

Pictures on the label  
 

c 10 b 13  11 

I don’t pay any attention to 
nutrition and health claims on 
food labels  
 

4 5  5 

Other 
 

1 1  2 

Don’t need any other 
information 
 

3 2  3 

Q3.3:  Which of the following information on the product would you use to decide if this claim is true? 
Base:  All respondents (n=1044) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
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Analysis by demographic sub groups  

Respondents who indicated they would be very likely to purchase the product were significantly more 
likely to indicate they would use ‘endorsements such as the Heart Foundation Tick Program’ to verify 
the claim, when compared to respondents who were not likely to purchase this product.  This pattern 
was true for content (general level) claims, function (general level) claims and high level claims.   
 
Respondents who were likely to purchase the product were also significantly more likely to read the 
allergen declarations, such as “contains nuts”, when compared to those who were not likely to buy the 
product.  This was true for all examples.  However, it was possible that these results were influenced 
by respondents who were using this source of information to ensure that they would be able to eat the 
product.   
 
Respondents who were classified as ‘highly health conscious’ were significantly more likely to use the 
NIP when compared to those who were not classified as ‘moderately health conscious’.  This was true 
for all examples.   These respondents were also significantly more likely to read the ingredient list, 
when compared to ‘non-health conscious’ respondents.  Again, this was true for all examples.   
 
Respondents who were very familiar with the term ‘omega’ were significantly more likely to use the 
NIP or read the ingredient list, when compared to respondents who were less familiar with the term.  
Again, this was true for all examples.     

4.4.   Influence on intent to purchase 

All respondents were asked how likely it was that they would purchase the product that they were 
shown.  Again, this question was asked for all examples.  This question was directly related to 
hypothesis 1b.  The results are presented in Table 3.4. 
 
While it appeard that there were small differences in purchase intention between products with claims 
(high level, function or content claim), it is apparent that respondents were less likely to purchase a 
product with no claim, when compared to the same product with a claim.  In this case, respondents 
were significantly more likely to indicate that they were ‘very likely’ or ‘somewhat likely’ to purchase a 
product with a content claim (41%), a function claim (48%) or a high level claim (47%) when compared 
to the same product with no claim (26%).  It is noted that the difference between ‘no claim’ and the 
other claims was most likely due to a difference in appreciation of an apparently non-fortified product 
compared with other apparently fortified products. 
 
The reverse is also true, respondents were significantly more likely to indicate that they were ‘very 
unlikely’ to purchase a product with no claim, when compared to the same product with a claim.  
Respondents were also more likely to indicate that they were ‘very unlikely’ to purchase a product with 
a content claim compared to a function claim or high level claim. 
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The only other significant differences between these claims were that people were more likely to state 
that they were ‘somewhat likely’ to purchase a product with the function claim (36%) compared to the 
content claim (31%) and ‘very unlikely’ to purchase a product with a content claim (16%) compared to 
a function and high level claim (14% in both cases). 
 

Table 3.4 
(omega claims on bread) 

No claim 
 (a) 

Content claim 
(b) 

Function claim 
 (c) 

High level 
claim 
 (d) 

BASE: DIFFERENT CLAIMS  n=1044 n=1044 n=1044 n=1044 

Intent to purchase % % % % 
Very likely cd 7 10 a 12 a 13 
Somewhat likely bcd 19 ac 31 ab 36 a 34 
Neither likely nor unlikely 28 28 25  27 
Somewhat unlikely cd 19 15 a 13 a 12 
Very unlikely bcd 27 cd 16 b 14 b 14 

TOTAL  100 100 100 100 
 
Q3.4: How likely are you to purchase this product? 
Base:  All respondents (n=1044) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 

 
Analysis by demographic sub groups 

Respondents who were classified as ‘highly health conscious’ were significantly less likely to purchase 
the product when compared to those who were ‘moderately health conscious’. This was consistent for 
all claim types. 
 
It was apparent that there was a relationship between intent to purchase and age.  Younger 
respondents [44 years and younger] were significantly less likely to purchase the product, when 
compared to older respondents (45 years to 65 years and over) for all claim types.  This indicated that 
purchase intention for younger respondents may not have been influenced by the presence of a claim.   
 
The same relationship was present for some special diet needs.  Respondents with allergies to 
seafood were significantly more likely to indicate that they would not purchase the product, when 
compared to respondents who had other allergies or special dietary needs.  In contrast, respondents 
with allergies to nuts were significantly more likely to indicate that they were ‘very likely’ to purchase 
the product, when compared to those with other forms of special dietary need.  This was consistent for 
all claim types.  For specific percentages for these groups please see the detailed tables.   
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Respondents who were very familiar with the term ‘omega’ were also significantly less likely to indicate 
that they would purchase this product, when compared to respondents who were familiar to a lesser 
degree with the term.  This was consistent for all claim types.   
 

Hypothesis summary  
 
Hypothesis 1b:  That a product with a high level claim is not perceived by consumers to have a greater
impact on intent to purchase than a product with a general level claim and nutrition content claim, a product
with a nutrition content claim or a product with no claim at all.   
 
The findings from the research partially support hypothesis 1b, insofar as, a product with a high level claim
did not influence intent to purchase more than a product with a function claim or a product with a content
claim.  
 
It was clear from the results that there was little difference on intent to purchase for the product with a high
level claim compared to the products with a general level claim (either content or function).  This particular
finding supports the null hypothesis however, other findings did not.   
 
There was evidence that there was a difference between intent to purchase between a product with a high
level claim and one without a claim.  Respondents indicated they would be more likely to purchase the product
with a high level and function claim, when compared to the product without a claim.  This was also the case
for both the function claim and the content claim compared to no claim at all. 



HEALTH CLAIMS REPORT 

 
 
 

September, 2005  Page 52 

 

 
5.   Endorsement claim influence 

Another of the key objectives of the research was to investigate the influence of endorsements on 
respondents’ perceptions in relation to the health benefits of the product (module 5).  Respondents 
were shown four variations of a tinned salmon product in random order, each with a different type of 
claim:   

• product with a non-specific endorsement – NHF Tick only; 
• product with a non-specific general level claim – Tick removed and claim added:  “this food is 

part of a healthy diet”; 
• product with a specific general level  claim – Tick removed and claim added “a diet low in 

saturated fat is beneficial for a healthy heart.  This product is low in saturated fat”; and 
• product with a high level claim – Tick removed and claim added “A diet low in saturated fat 

helps reduce the risk of heart disease.  This product is low in saturated fat”. 
 
As highlighted in the methodology section of this report, due to time constraints on the questionnaire 
just half the sample was randomly selected to complete this module of the questionnaire. A total of 
n=518 respondents completed this section.   
 
Respondents were questioned about the credibility of claims and what information on the food label 
they used to verify the claims. Questions were also asked about the perceived health benefits of each 
product in relation to the population group who might benefit, the nature of the benefit and the 
effectiveness of the benefit.  Finally respondents were asked about their intention to purchase each of 
the products. 
 
Questions in this module related to hypothesis 2a, hypothesis 2b and hypothesis 2c as follows:   

• Hypothesis 2a:  That an endorsement (non-specific) is not perceived by consumers as 
having greater credibility than a non-specific general level claim (eg whole of diet claim), an 
equivalent specific general level claim or an equivalent high level claim.   

• Hypothesis 2b:  That an endorsement (non-specific) is not perceived by consumers to 
communicate greater health benefits than a non-specific general level claim (eg whole of diet 
claim), an equivalent specific general level claim or an equivalent high level claim.   

• Hypothesis 2c:  That an endorsement (non-specific is not perceived by consumers to have a 
greater impact on intent to purchase than a non-specific general level claim (eg whole of diet 
claim), an equivalent specific general level claim or an equivalent high level claim.   
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5.1.   Perceived credibility of endorsements  

To explore the perceived credibility of an endorsement, when compared to other claim types, 
respondents were asked to rate how much they trusted the claim that was on each of the product 
examples.  This question related directly to hypothesis 2a.  Results have been presented in Table 5.0. 
 
Three-quarters (77%) of respondents indicated that they trusted the information given on the non-
specific NHF endorsement product (55% ‘mostly’ trust the information and 22% trust it ‘completely).  
This was significantly higher compared to each of the other health claims. 

• 62% (54% ‘mostly’ trust, 8% trust ‘completely’) for the high level claim product; 
• 62% (52% ‘mostly’ trust, 10% trust ‘completely’) for the specific general level claim product; 

and 
• 54% (45% ‘mostly’ trust, 7% trust ‘completely’) for the non-specific general level claim.   

 
Respondents were significantly more likely to feel that they ‘mostly don’t trust what it says’ for the 
product with a non-specific general level claim (9%), when compared to the non-specific endorsement 
claim (2%), the specific general level claim (5%) and the high level claim (4%).  It is important to note 
though that the majority of respondents ‘mostly’ or ‘completely’ trusted the non specific general level 
claim (52%) 
 
While the level of trust was considerably higher for the product with the endorsement, it was important 
to consider that it may have been the type of endorsement (or the reputation of the endorsing 
organisation) that was contributing to the result, rather than the presence of an endorsement per se.  
Given the degree of awareness and credibility that the NHF Tick has in the community, it is possible 
that this level of reported trust may not be transferred to an endorsement that is less well known and 
understood. This particular aspect was not studied in this research.  
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Table 5.0 
(Salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific 
general level 

claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP A n=518 N=518 n=518 n=518 

Trust level % % % % 

I trust what it says completely bcd 22 a 7 a 10 a 8 
I mostly trust what it says b 55 acd 45 b 52 b 54 
I'm not sure whether to trust it or 
not bcd 18 a 33 

a 

30 
a 

30 
I mostly don’t trust what it says bc 2 acd 9 ab 5 b 4 
I don’t trust what it says at all 3 5  4  4 

TOTAL  100 99** 101** 100 
Q5.0: How much do you feel you can trust the information given to you by this product? 
Base:  All respondents (n=518) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 

 
Analysis by demographic sub group  

It was apparent that some demographic groups were more likely to trust the information presented 
with a non-specific endorsement, when compared to other claims as indicated below.   
 
Women were significantly more likely to ‘trust completely what it says’ for a product with a non-specific 
endorsement, when compared to men (26% compared to 15%).  This difference was not present for 
any other claim types.   
 
Respondents in New Zealand were also significantly more likely to indicate that they ‘trust what it says 
completely’, when compared to respondents from Australia (26% compared to 19%).  This was only 
the case for the non-specific endorsement.   
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Hypothesis summary 
 
Hypothesis 2a:  That an endorsement (non-specific and classified as a general level claim) is not
perceived by consumers as having greater credibility than a non-specific general level claim (eg
whole of diet claim), an equivalent specific general level claim or an equivalent high level claim 
 
The findings from the research indicated that hypothesis 2a was not supported, meaning that
consumers did perceive a difference in credibility between the different products studied.   
 
The results indicated that respondents were significantly more likely to consider a product with a
non-specific endorsement to be credible (i.e. trust what it says completely), when compared to a
product with a non-specific general level claim, a product with a specific general level claim or a
product with a high level claim.   
 
However, it was important to note that this may have been an influence of the particular
endorsement used in this research.  The NHF Tick has considerable acceptance and inherent
credibility in Australia and New Zealand and it is possible that these findings may not be replicated
with a  less well known endorsement..   
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5.2.   Influence on perceived health benefit 

5.2.1 Who would benefit 

Over two-thirds (65%) of respondents indicated that the product with a non-specific endorsement was 
likely to be of benefit to ‘all types of people’.  This was significantly more than for a product with a 
specific general level claim (58%) or a product with a high level claim (57%).  Findings from this 
question related directly to hypothesis 2b.  It was, however, no different to the non-specific general 
level claim (63%). 
 
 
Products with a specific general level or high level claim were significantly more likely to be rated as 
being of benefit to ‘people with particular health problems’ (21% and 20% respectively), when 
compared to a product with a non-specific endorsement (14%).  This was most likely due to the 
specificity of these claims and the non-specificity of the endorsement. 
 
This pattern was also repeated for the perceived benefit for ‘people trying to lose weight’.  
Respondents may have associated the words ‘low in saturated fat’ as contributing to weight loss. 
 

Table 5.1a 
(Salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific general 
level claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP A n=518 n=518 n=518 n=518 

Benefits % % % % 
All types of people cd 65 d 63 a 58 ab 57 
People with particular health 
problems 

bcd 14 acd 9 ab 21 ab 20 

Women 11 11 13  13 
People trying to lose weight cd 6 d 9 a 12 ab 13 
Older people 9 d 7 10 b 12 
Men 11 9 11  10 
Children 6 6 6  6 
Pregnant women 2 2 3  4 
Babies 0 0 0  0 
Don’t know b 8 acd 15 b 7 b 7 
Q5.1a: Who would be most likely to benefit from eating this product? (3 responses could be chosen) 
Base:  All respondents (n=518) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
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Analysis by demographic sub groups  

There was some polarisation in opinion between demographic groups for the product with a non-
specific endorsement, which was not the case for the products with other claim types.  This indicated 
that this claim type may have had a specific effect on some groups of individuals that other claim types 
did not have.  These differences are summarised below.   
 
Women were significantly more likely to feel that a product with a non-specific endorsement, a non-
specific general level claim or a specific general level claim was likely to be of benefit to ‘all types of 
people’, when compared to men (66% compared to 58% and 61% compared to 54% respectively).   
 
This pattern was not repeated for the example with a high level claim.   
 
Respondents with higher qualifications (bachelor degree) were significantly less likely to feel that a 
product with a non-specific endorsement or specific general level claim was of benefit to ‘all types of 
people’, when compared to respondents with lower levels of education - Graduate Certificate and 
Diploma (57% compared to 70% and 46% compared to 70% respectively).  This pattern was not 
present for any other claim types.   

5.2.2 Perceived health benefits 

There was an alignment between the health information suggested in the claim and the perceived 
health benefit for both specific claims (general and high level). (Table 5.1b).  While some statements in 
this question were legitimate benefits, other ‘irrelevant’ benefits were included to review the validity of 
respondent answers.   Where findings for this question need to be considered in this manner, 
commentary has been included in this section.  Numbers presented in Table 5.1b represent the 
proportion of those who indicated that there would be a benefit.   
 
There was no significant difference between the non specific endorsement and the high level claim in 
terms of respondents’ belief that the product will provide a ‘reduced risk of heart disease’ (51% 
compared to 50% respectively).  This therefore indicates a similarity in perceived health benefit 
between the NHF endorsement and the high level claim.   Respondents also indicated a similarity 
between the endorsement and the specific general level claim as there was no significant difference 
between the two claims in terms of how people responded to ‘assistance in heart health’. 
 
It is possible that the non-specific claims (a general level claim and an endorsement) were less likely 
to be considered to provide a ‘diet lower in saturated fat’ (29% and 31% respectively) compared to the 
specific claims because there was no mention of ‘saturated fat’.   
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However, claim specificity appears to have some influence on perceived health benefit as there were 
significant differences between the non specific general level claim and the specific general level and 
high level claims. Respondents were less likely to attribute specific health benefits to the non specific 
claim; for example they were less likely to state that the product with the non specific claim would 
provide a diet lower in saturated fat or cholesterol or that it would help reduce the risk of heart disease 
or assist in heart health compared to the specific claims. Only about a quarter of respondents 
attributed such specific benefits to the non specific general level claim. Respondents were however 
more likely to feel that the product with the non specific claim provided ‘a better overall diet’ (58%) 
compared to the non-specific endorsement (44%) and the specific claims (37% for GLC and 36% for 
HLC).  Presumably the lack of specificity of this claim prompted respondents to choose this response. 
Although the endorsement was also non-specific, it did have a level of ‘specific’ understanding (ie 
endorsement by the NHF) associated with it. 
 
The benefits of ‘a diet lower in sodium’, ‘reduced risk of cancer’ and ‘a diet higher in fibre’ were not 
claimed in any of the examples provided to respondents.  Accordingly, few respondents (less than one 
in ten) indicated that these would be of benefit, regardless of the claim thereby, providing validity to the 
results.  Many respondents (more than a quarter for all claim types) did however, indicate that the 
product contributed to ‘a diet lower in cholesterol’.  This was not surprising, given that three of the 
claims were associated with the heart and past FSANZ studies6 have shown that consumers link 
dietary cholesterol with heart health. 

                                                      
6 A Qualitative Consumer StudyRrelated to Nutrient Content Claims on Food Labels, July 2003, FSANZ 
Evaluation Report Series No 5  
 



HEALTH CLAIMS REPORT 

 
 
 

September, 2005  Page 60 

 

 

Table 5.1b 
(salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific general 
level claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP A n=518 n=518 n=518 n=518 

Benefits % % % % 
A diet lower in saturated fat cd 31 cd 29 ab 68 ab 69 
A reduced risk of heart 
disease bc 51 acd 24 

ab

44 
b 

50 
Assistance in heart health bd 53 acd 26 b 47 ab 44 
A better overall diet bcd 44 acd 58 ab 37 ab 36 
A diet lower in cholesterol c 28 cd 25 b 34 ab 33 
A diet lower in sodium 9 c 8 b 12  11 
A reduced risk of cancer 7 7 8  7 
A diet higher in fibre 5 5 7  5 

There are no health benefits bcd 7 acd 12 ab 3 ab 4 
There are no nutrition benefits b 4 acd 8 b 2 b 2 
Other benefits  2 4 2  2 
Q5.1b: Which of the following benefits would you get from eating this product? 
Base:  All respondents (n=518) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
 
Analysis by demographic sub groups  

Younger respondents (18-24 years) were significantly more likely (22%) to indicate that a product with 
a non specific endorsement would provide ‘no health benefits’ when compared to older respondents 
(all other age groups less than 10%).  This pattern was only present for the non-specific endorsement 
product.   
 
Younger respondents were also significantly more likely to indicate that a product with a non-specific 
endorsement or a non-specific general level claim had no nutritional benefits, when compared to older 
respondents.    
 
Women were more likely to feel that all claim types would provide the benefit of ‘a better overall diet’, 
when compared to men.   
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5.2.3 Implications of perceived product benefits  

Findings from this question (Q 5.2) relate directly to hypothesis 2b.   
 
Overall there were few differences between the claims in terms of the implications arising from the 
health benefits. The non specific endorsement (the NHF Tick) did, however, have an effect on the 
benefit ‘if someone were to eat this product regularly, they would be less likely to require heart 
medication’ when compared to the product with a non-specific general level claim.  Twenty six percent 
of respondents tended to agree that the product with the non specific endorsement would provide this 
benefit, compared to 19% for the product with a non specific general level claim.   
 
Respondents were also more likely to strongly agree that the product with a non-specific endorsement 
would have enough of the appropriate amount of nutrients in it to have the health benefit claimed 
(10%), compared to a product with a non-specific or specific general level claim (6%).  This supported 
the earlier finding that the NHF Tick was a trusted symbol. 
 

Table 5.2 
(salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific general 
level claim (c) 

High level 
claim 
 (d) 

BASE: DIFFERENT CLAIMS  n=479 n=439 n=497 n=496 

 % % % % 
a) Eating this one product regularly can improve your health 
Strongly agree 11 8 9  10 
Tend to agree 47 44 47  46 
Neither agree nor disagree 30 33 30  31 
Tend to disagree 6 8 8  8 
Strongly disagree 2 3 2  3 
Don’t know  4 4 4  3 
b) If someone were to eat this product regularly, they would be less likely to require 
heart medication 
Strongly agree 4 4 4  4 
Tend to agree b 26 a 19 23  24 
Neither agree nor disagree 34 34 33  33 
Tend to disagree 20 22 21  22 
Strongly disagree 10 14 12  11 
Don’t know  7 6 7  6 
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c) I would expect this product to have enough of the nutrients in it to have a health 
benefit as claimed 
Strongly agree bc 10 a 6 a 6  8 
Tend to agree b 48 a 41 46  45 
Neither agree nor disagree b 28 a 37 31  32 
Tend to disagree 5 7 8  7 
Strongly disagree 2 3 1  2 
Don’t know  7 6 7  6 
d) If someone were to eat this product regularly, it would be less important for them 
to watch what else they eat 
Strongly agree 2 2 2  2 
Tend to agree 4 4 5  5 
Neither agree nor disagree 13 14 12  12 
Tend to disagree 31 31 31  31 
Strongly disagree 45 46 46  47 
Don’t know 4 4 4  4 
d) If someone were to eat this product regularly, it would be less important for them 
to exercise for health   
Strongly agree 2 2 2  3 
Tend to agree 4 3 4  3 
Neither agree nor disagree 11 11 10  10 
Tend to disagree 23 23 23  23 
Strongly disagree 56 56 57  57 
Don’t know  5 5 5  5 

TOTAL  100 100 100 100 
 

Q5.2: If someone were to eat this product regularly, it would be less important for them to exercise for health   
Base:  All respondents indicating that the product had a health benefit (q5.1b) 

 abcdef  Indicates categories where there is a significant difference between the results in the respective columns for that row 
(significance at  the 95% confidence level) 
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5.2.4 Perceived effectiveness of the endorsement  

While there were some difference in the perceived health benefits communicated by an endorsement 
compared to other claim types, there was little difference in the perceived effect on health by 
consuming the product on a regular basis.  Findings from this question related directly to hypothesis 
2b and have been presented in Table 5.1c.   
 
Generally, there were no differences in responses between the endorsement and the other three claim 
types.  However, respondents were more likely to feel that a product with a non-specific endorsement 
would have a very strong effect on health (13%), when compared to a product with a non-specific 
general level claim (9%).   
 

Table 5.1c 
(salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific general 
level claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP A n=518 n=518 n=518 n=518 

Expected effect+ % % % % 
Not effective 3 5 3  3 
Little effect 14 15 15  15 
Medium effect 30 34 31  32 
Strong effect 33 29 33  34 
Very strong effect b 13 a 9 11  10 
Don’t know  7 9 8  7 

TOTAL  100 101** 101** 101** 

 
Q5.1c: How much effect on health would you expect it to have? 
Base:  All respondents (n=518) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
+ A ten point scale was collapsed for analysis (1,2=Not effective, 3,4==Little effect, 5,6=Medium effect, 
7,8=Strong effect, 9,10=very strong effect) 
 



HEALTH CLAIMS REPORT 

 
 
 

September, 2005  Page 64 

 

Analysis by demographic sub groups  

Respondents who were classified as ‘health conscious’ were significantly more likely to feel that all 
four claim types were more effective at communicating health benefits (Q5.1c), when compared to 
those who were classified as ‘less health conscious’.   
 
This pattern has been repeated for income levels, with respondents who earned less than $40,000 per 
year being significantly more likely to have indicated that all four claim types were effective (Q5.1c), 
when compared to respondents who earned more per year.   
 
Respondents who had diabetes were significantly more likely to indicate that non-specific general level 
claims, specific general level claims or non-specific endorsements would be effective (Q5.1c), when 
compared to respondents with other special health needs.   
 
 
 Hypothesis summary 

 
Hypothesis 2b:  That an endorsement (non-specific and classified as a general level claim) is not
perceived by consumers to communicate greater health benefits than a non-specific general level
claim (eg whole of diet claim), an equivalent specific general level claim or an equivalent high level
claim 
 
Hypothesis 2b is partially supported 
 
There was both support for both, for and against the hypothesis.  When examining results from the
question relating to perceived benefits, it was found that the NHF endorsement was perceived to be
similar to a high level claim in terms of ‘a reduced risk of heart disease’ and similar to a specific
general level claim in terms of ‘assistance with heart health’.  The null hypothesis was also
supported through the findings from Q5.1c, where there was no difference in overall perception of
effectiveness between any claim types. On the other hand, it also appeared that the lack of claim
specificity combined with the credibility of the endorsing organization contributed to the finding that
the NHF endorsement was perceived to provide a ‘better diet overall’ and was of more benefit to ‘all
people’ when compared to both the specific general level claim and the high level claim. 
 
Because the endorsement lacked specificity, consumers appeared to have assigned many
meanings to it.  From a regulatory point of view, these findings suggest that non-specific
endorsements could be difficult to classify within the claims classification framework.  
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5.3.   Determining the validity of the claims 

In addition to reviewing the perceived credibility of different claims, respondents were asked to indicate 
what sources of information they would use to decide if a claim on the product was true.  Again, all 
respondents saw all four claims and were asked to rate each one in turn.  This question was not linked 
directly to a hypothesis.   
 
It was clear that there were significant differences in the type of information used to validate the non-
specific endorsement claim, when compared to general level (both non-specific and specific) and high 
level claims.   
 
Respondents were significantly more likely to indicate that they would use ‘endorsements to decide if 
the claim was true, such as the Heart Foundation’s Tick Program’ (71% would use this for the non-
specific endorsement) compared to non-specific general level claims (63%), specific general level 
claims (61%) and high level claims (64%).  This question was essentially one of assessing the 
inherent validity of the claim or endorsement presented. Again, these results supported the earlier 
finding that respondents had an inherent trust in this particular endorsement (NHF tick) on a product 
and could therefore rely on this as a source of information about the ‘healthiness’ of the product.   
 
Respondents were significantly less likely to use the NIP to verify a non-specific endorsement product 
(61%), when compared to all other claim types: 

• 69% used the NIP for non-specific general level claim products, 8% more than for the non-
specific endorsement claim.   

• 70% used the NIP for specific general level and high level claim products, 9% more than the 
non-specific endorsement claim.   

 
In addition, while not significant, there was a general trend for fewer respondents to use the available 
information sources to verify a product with an endorsement claim, when compared to other types of 
claims.   
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Table 5.3 
(Salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific general 
level claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP A n=518 n=518 n=518 n=518 

Information on the product % % % % 
The nutrition information 
panel, which says how much 
of each of the major nutrients 
is in the product 
 

bcd 61 a 69 a 70 a 70 

Endorsements, such as the 
Heart Foundation’s Tick 
Program 
  

bcd 71 a 63 a 61 a 64 

The list of ingredients 
 

49 52 53  52 

Allergen declarations, such as 
“contain nuts” 
 

14 15 15  13 

Pictures on the label  
 

12 12 14  13 

I don’t pay any attention to 
nutrition and health claims on 
food labels  
 

3 4 3  5 

Other 
 

1 1 1  1 

Don’t need any other 
information 
 

5 d 6 4 b 3 

 
Q5.3: Which of the following information on the product would you use to decide if this claim is true? 
Base:  All respondents (n=518) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
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Analysis by demographic sub group 

Respondents who were classified as ‘highly health conscious’ were significantly more likely to have 
indicated that they would use the ingredient list to verify claims when compared to respondents who 
were not classified as ‘highly health conscious’.  This was true for all claim types.   
 
Respondents who had high levels of qualifications (bachelor degree or higher) were significantly more 
likely to use the NIP, to verify all claims, when compared to respondents with lower levels of 
qualifications.   
 

5.4.   Influence on intent to purchase 

In addition to examining the effect of different claim types on perceived health benefit, the effect on 
purchase intention was also investigated.  This question related directly to hypothesis 2c.  Results 
have been presented in Table 5.4. 
 
Respondents were significantly more likely to indicate that they were ‘very likely’ to purchase the 
product with a non-specific endorsement (30%), when compared to a non-specific general level claim 
(19%), a specific general level claim (23%) or a high level claim (23%).   
 
The specificity of a claim did not appear to effect respondents’ intention to purchase a product as there 
was no difference between the specific general level claim and the non specific general level claim.  
There were no meaningful demographic differences by claim types.   
 

Table 5.4 
(salmon) 

Non-specific 
endorsement 

(a) 

Non-specific 
general level 

claim (b) 

Specific general 
level claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP A (N=518) n=518 n=518 n=518 n=518 

Intent to purchase % % % % 
Very likely bcd 30 a 19 a 23 a 23 
Somewhat likely 38 34 38  39 
Neither likely nor unlikely bcd 17 a 25 a 23 a 24 
Somewhat unlikely b 7 ad 11 9 b 6 
Very unlikely 9 11 9  9 

TOTAL  101 100 102 101 
Q5.4: How likely are you to purchase this product? 
Base:  All respondents (n=518) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
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Hypothesis summary 
 
Hypothesis 2c:  That an endorsement (non-specific and classified as a general level claim) is not
perceived by consumers to have a greater impact on intent to purchase than a non-specific general
level claim (eg whole of diet claim), an equivalent specific general level claim or an equivalent high
level claim.   
 
The findings from the research indicated that hypothesis 2c was not supported, meaning that the
endorsement did have a greater impact on consumers’ intent to purchase than the written claims.   
 
There was evidence to suggest that a non-specific endorsement claim had a positive impact on
intent to purchase a product, when compared to products with general and high level claims.   
 
It is possible though, that the endorsement claim chosen for this research had an effect that other
endorsement claims would not, due to the inherent credibility and acceptance of the NHF tick.   
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6.   Implied claim influence 

Another research objective was to review the influence of implied claims i.e. claims implied through the 
use of graphics or words such as a product name or branding, when compared to other claim types.  
Respondents were shown, in random order, four different claim types featured on a yoghurt product: 

• Implied [brand] claim: “Pro Bone”, “Vanilla yoghurt”, “high calcium”; 
• Implied [graphic] health claim: A graphic of a woman’s thigh with the thigh bone delineated 

”Vanilla yoghurt”, “high in calcium” – no brand name; 
• Explicit general level claim: “Vanilla yoghurt”, ”A diet high in calcium helps maintain strong 

bones.  This food is high in calcium” – no graphic or brand name; and 
• High level claim: “Vanilla yoghurt”, ”A diet high in calcium helps reduce the risk of 

osteoporosis.  This food is high in calcium” – no graphic or brand name.   
 
As noted in the methodology,  just half the respondents (n=526) were randomly selected to complete 
this module due to interview time constraints. 
  
Respondents were questioned about the perceived health benefits of each product in relation to the 
population group who might benefit and the nature of the benefit. They were then asked about their 
intention to purchase each of the products. A question was also asked  as to which food label 
information they used to verify the claims.  
 
Questions in this module (Q’s. 6.1 to 6.3) relate directly to hypothesis 3a and 3b as follows:   

• Hypothesis 3a:  An implicit health claim, when expressed as either a graphic or as a brand 
name, is not perceived differently by consumers to an explicit general level or high level claim 
in relation to communication of health benefit.   

• Hypothesis 3b:  An implicit health claim, when expressed as either a graphic or as a brand 
name, is not perceived by consumers to have a greater impact on intent to purchase than an 
explicit general level or high level health claim.     
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6.1.   Influence on perceived health benefit  

6.1.1 Who would benefit? 

Respondents were asked to indicate who would be most likely to benefit from eating each of the 
products.  Again, all respondents were randomly shown all examples and asked to rate each one 
separately. This question related directly to hypothesis 3a.  Results have been presented in Table 
6.1a. 
 
Respondents were more likely to rate the brand-implied health claim as being of benefit to ‘all types of 
people’ (51%), when compared to the graphic-implied health claim (44%).  This was likely due to the 
fact that the brand name ‘ProBone’ lacked specificity in terms of a target audience whereas the 
graphic clearly targeted women. 
 
Respondents were also more likely to rate the graphic-implied claim and the high level claim as being 
of benefit to women (38% and 35% respectively) compared to the brand-implied  claim (27%) and the 
explicit general level claim (29%).  This was not surprising given that the graphic showed a woman’s 
thigh bone and ‘osteoporosis’ is typically portrayed in the media as an issue relating to women’s bone 
health. 
 
In addition, respondents were significantly more likely to indicate that products with an implied claim, 
by either brand or graphic (both 25%), or an explicit general level claim (29%) were more likely to be of 
benefit to children, compared to a high level claim (19%).  The word ‘osteoporosis’ in the high level 
claim was clearly not associated with children whereas the words ‘strong bones’ in the explicit general 
level claim was.  It was also likely that the lack of specificity in the brand name ‘ProBone’ or the 
presence of calcium accounted for many people associating the product with a health benefit for 
children.   
 
By contrast, respondents were significantly less likely to indicate that products with an implied claim, 
either brand or graphic, were more likely to be of benefit than a high level claim to 

• older people; and 
• people with particular health problems.   

 
Overall, these findings have suggest that the high level claim communicates more effectively that older 
people, people with particular health problems and women would benefit from the yoghurt product 
when compared to the implied [brand] claim. It also more effectively communicates to some, but not 
all, of these groups when compared to the implied [graphic] and explicit general level claims.   It was 
not clear whether this may have been because consumers generally have a good awareness of the 
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risk of osteoporosis for these particular population groups and therefore, more effectively infer this 
benefit when prompted by the high level claim that mentions the word ‘osteoporosis’. 
 
Overall the findings suggest that the implied (brand) health claim was viewed as being of benefit to the 
same groups of people as the explicit general level claim and as being of benefit to different groups of 
people to the high level claim.  The implied (graphic) health claim, however, had some parallels with 
both the explicit general level claim and high level claim in terms of who was most likely to benefit from 
the claim. 
 

Table 6.1a 
(yoghurt) 

Implied 
[brand] health 

claim  
(a) 

Implied 
[graphic] 

health claim  
(b) 

Explicit general 
level health 

claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP B n=526 n=526 n=526 n=526 

Who benefits? % % % % 
All types of people b 51 a 44 48  45 
Women bd 27 ac 38 bd 29 ac 35 
Children d 25 d 25 d 29 abc 19 
Older people d 24 cd 22 28 ab 33 
Pregnant women 20 21 21  19 
Men 6 6 7  8 
People with particular health 
problems 

d 7 d 7 d 7 abc 11 

Babies 6 4 5  4 
People trying to lose weight b 1 acd 3 b 1 b 1 
Don’t know cd 6 4 a 3 a 3 

Q6.1a Who would be most likely to benefit from eating this product? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
 
Analysis by demographic sub group 
Respondents aged 45-54 years of age were significantly more likely to feel that claims with an implied 
[brand] health claim and an explicit general level claim were likely to be of benefit to ‘all types of 
people’, when compared to younger respondents.  This pattern was not repeated for other claim types.   
 
Older respondents (55 years and over) were significantly more likely to feel that all claim types were 
beneficial to ‘men’, when compared to younger respondents.   
 
Younger respondents (18-24 years) were significantly more likely to feel that all claim types were 
beneficial to ‘babies’ when compared to older respondents.   
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6.1.2 Perceived health benefit 

Respondents were also asked to indicate which specific health benefits someone could expect to 
receive from eating the product.  This question related directly to hypothesis 3a.  Results have been 
presented in Table 6.1b. 
 
Respondents were significantly more likely to indicate that the product with an explicit general level 
claim would provide ‘maintenance of strong bones’ (83%) compared to all other claim types, which did 
not expressly state these words: 

• implied [brand] health claim (70%); 
• implied [graphic] health claim (68%); and 
• high level claim (66%).   

 
In addition, respondents were significantly more likely to indicate that a product with a high level claim 
(87%) provided the benefit of ‘a reduced risk of osteoporosis’ as stated in the claim, when compared to 
an implied claim (brand 58% or graphic 55%) or an explicit general level claim (63%).   
 
The above findings were not surprising in the context of the wording of the explicit general level claim 
(“helps maintain strong bones”) and the high level claim (“helps reduce the risk of osteoporosis”).  
Interestingly, the brand-implied  claim was also significantly more likely to communicate these health 
benefits than the graphic-implied  claim, suggesting that possibly the benefit has been communicated 
more effectively via the branding (Pro Bone) than the graphic (of a woman’s thigh bone). 
 
There were no other significant differences between the implied and explicit health claims tested. The 
health benefit message about calcium content appears to have been communicated equally as 
effectively by all four claim types (given that all four carry the words “high in calcium”).  The health 
benefit message therefore did not appear to be differentiated by the addition of brand words, a graphic 
or additional general or high level claims about strong bones or osteoporosis.  This may have been 
influenced by a pre-existing high level of awareness of this health benefit, which was evident in the 
qualitative research findings. 
 
Although the results indicated some significant differences between the implied and explicit claims, the 
findings were mixed. Over half of the respondents nonetheless inferred the benefits of a high level 
claim via the implied claims and over two thirds inferred the benefits of the explicit general level claim 
via the implied claims. 
 
Overall, very few people (less than 10%) indicated that ‘a diet lower in fat’, ‘a diet lower in sugars’, ‘a 
reduced risk of diabetes’ and ‘a diet higher in unsaturated fats’ would be applicable to these products.  
This therefore provides some validity to the responses provided in this question. 
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Table 6.1b 
(yoghurt) 

Implied 
[brand] health 

claim  
(a) 

Implied 
[graphic] 

health claim  
(b) 

Explicit general 
level health 

claim (c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP B n=526 n=526 n=526 n=526 

Benefits % % % % 
Maintenance of strong bones  c 70 c 68 abd 83 c 66 
A diet high in calcium 76 77 77  75 
A reduced risk of 
osteoporosis d 58 

cd

55 
abc

63 
abd 

87 
A diet lower in fat 7 9 8  6 
A diet lower in sugars 5 6 5  5 
A reduced risk of diabetes 4 3 4  4 
A diet higher in unsaturated 
fats 3 2 3 

 

2 

There are no nutrition benefits 4 3 2  2 
There are no health benefits 2 1 1  1 
Other health benefits 1 1 0  1 

 
Q6.1b Which of the following benefits would you get from eating this product? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
 
Analysis by demographic sub group 

Younger respondents (25-34 years) were significantly more likely to have indicated that products with 
an brand-implied  claim, explicit general level or high level claim would give the benefit of ‘a diet high 
in calcium’, when compared to older respondents.  This pattern was not repeated for the graphic- 
implied  claim.   
 
Older respondents (65 years and older) were significantly more likely to indicate that all claim types 
would give the benefit of ‘a diet lower in fat’ when compared to younger respondents.   
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Hypothesis summary 
 
Hypothesis 3a:  An implicit health claim, when expressed as either a graphic or as a brand name, is
not perceived differently by consumers to an explicit general level or high level claim in relation to
communication of health benefit.   
 
The findings indicated partial support for hypothesis 3a.     
 
The hypothesis was not supported in that the high level claim communicated the message of ‘a
reduced risk of osteoporosis’ more effectively than both of the implied claims, and the explicit general
level claim communicated ‘maintenance of strong bones’ more effectively than both implied claims.
The majority of respondents nonetheless believed the implied claim would provide both benefits.
Graphics and brand names are therefore potentially powerful mechanisms for inferring health
benefits. 
 
The research findings also indicated that the implied (brand) claim was viewed as being of benefit to
the same groups of people as the explicit general level claim.  It was however seen as being of benefit
to different groups of people when compared to the high level claim.  The implied (graphic) claim had
some parallels with both the explicit general level claim and high level claim in terms of who is most
likely to benefit from the claim. 
 
In addition, it could be argued that bone related benefits (maintenance of strong bones, and
decreased risk of osteoporosis) were communicated more effectively though the brand-implied
product, when compared to the graphic-implied  product.  While the data indicated a trend in this
direction the differences between the two claims were not statistically significant at the 95%
confidence level (for these base sizes).  In addition, health benefits were assigned to older people and
people with particular health problems more readily for the high level claim, when compared to the
implied claims [brand or graphic].  Health benefits were also assigned to women more readily for the
high level claim, when compared to the implied [brand] claim.    
 
Complicating these findings, it is apparent that there were other significant differences in the
communication of health information between a brand-implied  and an graphic-implied  claim, with
respondents more likely to have attributed the brand-implied  product as being of benefit to ‘all
people’, when compared to the product with the graphic-implied claim.   
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6.2.   Determining the validity of the claim 

To review respondents’ use of available sources of information, all respondents were asked to indicate 
what information on the product they would use to decide if the claim was true.  This question did not 
relate directly to a hypothesis.   
 
The nutrition information panel was the most popular label element for verifying a claim (70-75% for all 
claims). (Table 6.3) 
 
There was no evidence to suggest that the information used to decide if a claim is true for an implied 
claim (either brand or graphic) was different to the information used for a general level (explicit) or high 
level claim.   
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Table 6.3 
(yoghurt) 

Implied 
[brand] health 

claim  
(a) 

Implied 
[graphic] health 

claim  
(b) 

Explicit 
general level 
health claim 

(c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP B n=526 n=526 n=526 n=526 

Information on the product % % % % 
The nutrition information 
panel, which says how much 
of each of the major nutrients 
is in the product 
 

 72  70  75  74 

The list of ingredients 
 

 54  53  56  54 

Endorsements, such as the 
Heart Foundation’s Tick 
Program  
 

 52  52  55  54 

Allergen declarations, such as 
“contain nuts” 
 

 16  16  17  17 

Pictures on the label  
 

 14  18  16  15 

I don’t pay any attention to 
nutrition and health claims on 
food labels  

 4  4  4  4 

Other 
 

 1  1  1  1 

Don’t need any other 
information 

 4  3  3  3 

Q6.3 Which of the following information on the product would you use to decide if this claim is true? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 
for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
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Analysis by demographic sub group 

Respondents who were classified as ‘highly health conscious’ were significantly more likely to indicate 
that they would use the NIP for all product examples, when compared to respondents who were 
classified as ‘moderately health conscious’.   
 
It was clear from the findings that respondents with a severe allergy to some foods were more likely to 
ignore any information indicated in the claim and concentrate on alternate sources of information on 
the product.  In general, respondents who had a peanut allergy or an allergy to seafood were more 
likely to indicate that they would use all forms of information on the product, regardless of claim type, 
when compared to respondents with other food allergies.   
 

6.3.   Influence on intent to purchase 

In addition to reviewing the effect of claim types of perceived health benefit, respondents were asked 
to rate their intent to purchase each product.  This question related directly to hypothesis 3b.   
 
Again, there were no significant differences between claim types.   Thus, despite respondents’ 
interpretation of the claims as provided in section 6.2, implied claims were equally as effective at 
influencing respondents’ intention to buy a product as explicit general and high level claims. 
 

Table 6.4 
(yoghurt) 

Implied 
[brand] health 

claim  
(a) 

Implied 
[graphic] health 

claim  
(b) 

Explicit 
general level 
health claim 

(c) 

High level 
claim 
 (d) 

BASE: SAMPLE GROUP B n=526 n=526 n=526 n=526 

Intent to purchase % % % % 
Very likely 13  14  19  18 
Somewhat likely 37  36  41  41 
Neither likely nor unlikely 27  28  23  22 
Somewhat unlikely 11  11  8  9 
Very unlikely 12  12  9  10 

TOTAL  100 101** 100 100 

 
Q6.4 How likely are you to purchase this product? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
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Analysis by demographic sub group 
Women were significantly more likely to consider it ‘very likely’ that they would purchase all products, 
regardless of claim types, when compared to men.   
 
Men were more likely to have indicated that they would be ‘very unlikely’ to purchase the product, 
regardless of health claim, when compared to women.   
 
Older respondents (55 years and over) were significantly more likely to have indicated that they were 
‘very unlikely’ to purchase the product, when compared to younger respondents.  This was true for all 
claim types.   
 

Hypothesis summary 
 
Hypothesis 3b:  An implicit health claim, when expressed as either a graphic or as a brand name, is
not perceived by consumers to have a greater impact on intent to purchase than an explicit general
level or high level health claim 
 
The findings from the research supported hypothesis 3b, meaning that consumers did not perceive
a difference in their intent to purchase the products studied.   
 
The results suggested that implied claims [brand or graphic] were as effective as high level and
general level claims in terms of respondents intention to purchase a product.  Half the respondents or
more said that they would buy any of the yoghurts. 
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7.   Disclosure statement influence 

The research also sought to identify any differences in perceived health benefit between products with 
and without a disclosure statement (DS) and to compare products with a disclosure statement either 
supported or unsupported by further information, in this case, a guide to fat levels.  
 
Respondents were shown pictures of three muesli bars, each with a nutrition content claim (‘source of 
dietary fibre’) and the NIP, and either: 

• no additional information to that which is prescribed in the Food Standards Code (control); 
• a disclosure statement – “see nutrition information for fat content’ on the front of the pack 

(DS); and 
• a disclosure statement - “see nutrition information for fat content” on the front of the pack and 

a reference guide to fat content below the NIP on the back of the pack (DS + guide) .   
 
The product with no disclosure statement (control) was always shown first, while the two products with 
disclosure statements (DS and DS + guide) were rotated. This was done in order to smooth out the 
impact of respondents potentially having a learned effect from the disclosure statements when viewing 
the control.  
 
Again, only half the sample (n=526) was randomly selected to complete this module.   
 
Respondents were questioned about their use and interpretation of disclosure statements, their 
perception of the fat content of each product and use of other food label information to verify the fat 
content. 
 
Questions in this module (Q’s 7.1 to 7.6) related directly to hypothesis 4 below: 
 
Hypothesis 4:  That a nutrition content claim with a disclosure statement on the front of the food 
package is not perceived by consumers to communicate greater health information than:  

• a nutrition content claim with a disclosure statement (DS) and a reference guide; or  
• a nutrition content claim with no disclosure statement (DS).   
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7.1.   Use and interpretation of the disclosure statement 

7.1.1 Use of the disclosure statement 

 
To investigate the use of the disclosure statement (DS), respondents were asked what they would do 
if they saw the statement “see nutrition information for fat” on a product.  This question was only asked 
for the two products that carried the disclosure statement.  The key difference between these two 
products was the presence of further details at the end of the NIP on fat levels for the DS + guide 
product, which acted as a guide for the respondent.  
 
There were no differences between products with the clear majority (85%) of respondents indicating 
that they would ‘look for more information on the package on fat’ for both examples.   

Table 7.3 
(muesli  bar) 

DS  
 (b) 

DS + guide 
 (c) 

BASE: SAMPLE GROUP B n=526 n=526 

Intent to … % % 
Look for more information on the package on fat 85 85 
Ignore the statement because the message is 
irrelevant 

8 9 

Ignore the statement because the message is 
confusing 

4 4 

Do something else  3 3 

TOTAL  100 101** 

 
Q7.3 What would you do if you saw the statement “see nutrition information for fat” on the front of the package? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
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Analysis by demographic sub groups  

In general, there was consistency between the different versions with regard to demographic 
differences.   
 
Respondents who were classified as being ‘highly health conscious’ were significantly more likely than 
‘moderately health conscious’ respondents to have indicated that they would ‘look for more information 
on the package on fat’ for both claim types.  As with other similar examples, this may have been 
indicative of these respondents’ desires for healthy food and indicative of their usual label reading 
behaviour.   
 
Younger respondents (those aged 25-34 years of age) were significantly less likely than other age 
groups to indicate that they would ‘look for more information on the package on fat’.  This pattern was 
true for both products.     
 
Conversely, older respondents (45-54 years and 65+ years) were significantly less likely than younger 
respondents to ‘ignore the statement because the messages is irrelevant’ for the DS + guide 
compared to the DS.   
 
Additionally respondents who were aged 65 years and over were significantly less likely than younger 
respondents to ‘ignore the statement because the messages is irrelevant’ for DS. 

7.1.2 Implication of disclosure statements 

Respondents were also asked to indicate what the statement ‘see nutrition information for fat content’ 
on the front of the package meant.  Respondents were able to choose multiple responses. 
 
Again, respondents were only asked this question for the two product examples that had the 
disclosure statement.  Results have been presented in Table 7.4. 
 
Respondents did not seem to be clear about the purpose of the disclosure statement .  For both the 
DS and DS + guide, about a third of them (34%) indicated that they thought that ‘the manufacturer is 
trying to highlight fat favourably’; a third of respondents indicated that they ‘think that I am supposed to 
look for information on fat elsewhere on the package’; a similar proportion thought ‘that the 
manufacturer is legally required to put it there’ (33%), one in five (20%) felt that the ‘food must be high 
in fat’ and 17% felt that the food ‘must be low in fat’.  This suggests that education would be required 
as to the intent of the disclosure statement if they were to be required on labels.   
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Table 7.4 
(muesli bar) 

DS 
 (b) 

DS + guide 
 (c) 

BASE: SAMPLE GROUP B n=526 n=526 

Intent to … % % 
Think that the manufacturer is trying to highlight 
fat favourably 

34 34 

Think that I am supposed to look for information 
on fat elsewhere on the package 

34 33 

Think that the manufacturer is legally required to 
put it there 

33 30 

Think that the food must be high in fat 20 20 

Think that the food must be low in fat 17 17 

Don’t know what it means 3 3 

Think something else 4 3 

 
Q7.4 What do you think the statement “See nutrition information for fat” on the front of the package means? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
 
Analysis by demographic sub groups  
Respondents from New Zealand were significantly more likely than Australian respondents to ‘think 
that I am supposed to look for information on fat elsewhere on the package’ for the DS + guide (29% 
compared to 38%).  This trend was not as pronounced for the DS alone (33% and 36% respectively).   
 
Middle aged respondents (35-44 years old) were significantly more likely than younger respondents 
(25-39 years) to ‘think that the product is low in fat’ for the DS and the DS + guide (38% compared to 
29% and 36% compared to 33% respectively).   
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7.1.3 Perception of fat content 

Respondents were asked a series of questions to assess their perceptions of the fat content of each 
product. The correct answer for fat content was that the product had a medium amount of fat.   
 
Respondents were significantly more likely to correctly indicate that the DS + guide had a ‘medium’ 
amount of fat (53%) and similarly (though not significantly) likely to indicate this for the DS (52%)  
compared to the control (46%). 
 
This indicates that the DS may have been used in the process of determining the relative level of fat in 
the product, although nearly half of all respondents did not make the correct decision using the DS.  
The guide did not appear to offer any additional benefit to the DS as there was no significant 
difference between the DS and the DS + guide. 
 
Respondents were not significantly more likely to indicate that the product without a DS (the control) 
was high or low in fat, compared to the products with a DS (although the data does present a clear 
trend in this direction).  It cannot therefore be suggested that the disclosure statements prevented an 
incorrect fat assessment, just that they were more likely to promote a correct assessment. 
 
There were no other significant differences between the versions.   

Table 7.5 
(muesli bar) 

Control 
(a) 

DS 
 (b) 

DS + guide 
 (c) 

BASE: SAMPLE GROUP B n=526 n=526 n=526 

Understanding % % % 
High 34  30  30 
Medium c 46  52 a 53 
Low 15  12  12 
Not sure 5  5  6 

TOTAL  100 99** 101** 
Q7.5 Would you say this product has a low, medium or high amount of fat? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
 
Analysis by demographic sub groups  

Younger respondents (18-24 year olds) were significantly more likely than other age groups to say that 

this product had a ‘medium’ amount of fat.  This was consistent across all treatment variables. 
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7.1.4 Confidence of perception of fat content 

In addition to asking how much fat was perceived to be present in the product, respondents were 
asked to rate how confident they were in their answer.   
 
Respondents were significantly more likely to be ‘extremely confident’ in their answer for DS + guide 
when compared to the control (13% compared to 9% respectively).  However less than one half of 
respondents were ‘very confident’ or ‘extremely confident’ in their responses for all three examples 
given. 
 
The reverse was also true, with respondents significantly more likely to indicate that they were not 
confident in their answer for the control (12%), when compared to the DS and the DS + guide – with 
8% feeling not confident for each of these products.   
 
Given these findings, it is plausible to conclude that explicit DSs appear to give more confidence to 
consumers when making a fat content assessment, although less than half of them felt ‘very confident’ 
or ‘extremely confident’. 
 

Table 7.6 
(muesli bar) 

Control 
(a) 

DS 
 (b) 

DS + guide 
 (c) 

BASE: SAMPLE GROUP B ? n=498 n=498 n=496 

Understanding % % % 
Extremely confident c 9 10 a 13 
Very confident 27 30  31 
Somewhat confident 51 50  49 
Not very confident bc 12 a 8 a 8 
Not at all confident 1 1  0 

TOTAL  100 99 101** 

 
Q7.6 How confident are you in your answer to Q7.5? 
Base:  All respondents who did not indicate ‘not sure’ at Q7.5 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
 
Analysis by demographic sub groups  

Australian respondents were significantly more likely than respondents from New Zealand to be 
‘extremely confident’ (82% compared with 73%) with their answer to the question about the amount of 
fat in the food.  This was consistent across all three examples.   
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7.1.5 Use of available sources of information 

Respondents were asked to indicate what information on the product they used to determine how high 
or low the product was in fat.  This was a multiple response question, meaning that response options 
are not mutually exclusive.  In particular, in order to make use of the fat guide, a respondent would 
need to have firstly used the NIP to determine fat content (grams). 
 
Most respondents indicated that they used the NIP for determining the fat content.  However, 
significantly fewer respondents used the NIP for the control (79%) when compared to the DS (85%) 
indicating that disclosure statements may be useful in directing consumers to the NIP.   For the DS, 
respondents were more likely to use ‘the nutritional claims’ (13%) to assess the fat content when 
compared to the control or DS + guide (8% each).   
 
Less than one-third (29%) of the sample indicated that they used the ‘guide to fat levels’ for DS + 
guide.  This question was not asked of the other two examples as they did not carry the guide to fat 
levels.     
 

Table 7.7 
(muesli bar) 

Control 
(a) 

DS 
 (b) 

DS + guide 
 (c) 

BASE: SAMPLE GROUP B ? n=498 n=498 n=496 

Understanding % % % 
The nutrition information panel b 79 a 85  83 
The guide to fat levels - -  29 
The ingredient list  31 30  28 

Your general knowledge 21 22  20 
The nutrition claims b 8 ac 13 b 8 
The illustrations on the label 4 6  4 
Other  1 1  2 

 
Q7.7 What information did you use to answer Q7.5? 
Base:  All respondents who did not indicate ‘not sure’ at Q7.5 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
Multiple responses could be chosen  
 
Analysis by demographic sub groups  

In line with previous findings (see above), Australian respondents were significantly more likely than 
New Zealand respondents to use ‘the nutrition information panel’ to answer the question about the fat 
content in the food.  This trend was only for the product control, not for the examples with the DS.      
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7.1.6 Perceived healthiness 

Respondents were also asked to rate the overall healthiness of the product examples.  The results 
showed that there were no significant differences by claim type.  There were at least two reasons as to 
why this might have occurred.  It may have been that consumers made an assessment of the 
nutritional value of the food, including the fat content, in the control product and did not alter their 
opinion when subsequently looking at the DS and DS + guide because the values did not change.  
Although nearly a third of respondents (29%) claimed to have looked at the guide to fat levels in the 
previous question for the DS + guide example, it did not significantly change their view of the overall 
healthiness of the product.  It was possible that these respondents had already assessed the product 
as having a ‘medium’ fat content and so did not therefore need to alter their opinion from the control 
example or alternatively they did not understand how to use the guide, or they did not consider it to be 
important information. 
 
A second explanation as to why there was no significant differences in the overall healthiness of the 
product examples was that the ‘source of dietary fibre’ content claim on the front panel, and/or 
respondents’ nutrition knowledge about muesli bars may have been the only factors considered in 
assessing the product examples.   
 
However almost half the respondents felt that the products were ‘healthy’ (42% for the control and DS 
+ guide, 41% for DS. The fact that about half of the respondents had earlier assessed the products as 
having a ‘medium’ amount of fat could have contributed to this rating.  One in five respondents felt that 
the examples were ‘very healthy’ regardless of whether there was a DS or not (18% for control, 20% 
for either the DS or the DS + guide).  Again this points to the need for consumer education in relation 
to using and interpreting the information in the NIP, particularly around being able to assess the levels 
of risk increasing nutrients.   
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Table 7.8 
(muesli bar) 

Control 
(a) 

DS 
 (b) 

DS + guide 
 (c) 

BASE: SAMPLE GROUP B n=526 n=526 n=526 

Understanding % % % 
Extremely healthy 3 2 2 
Very healthy 18 20 20 
Healthy 42 41 42 
A little healthy 28 28 27 
Not at all healthy 10 9 9 

TOTAL  101** 100 100 
Q7.8 Overall, how healthy would you rate this product? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
** Percentages do not add to 100% due to rounding 
+ A ten point scale was collapsed for analysis (1,2=Not at all healthy, 3,4==A little healthy, 5,6=Healthy, 7,8=Very 
healthy, 9,10=Extremely healthy) 
 
 
Analysis by demographic sub groups  

Respondents aged 25-34 years were significantly more likely than other groups to report the control, 
and the DS to be healthy.  This pattern was not present for the DS + guide.   
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Hypothesis summary 
 
Hypothesis 4:  That a nutrition content claim with a message device on the front of the food package
is not perceived by consumers to communicate greater health information than:  

• a nutrition content claim with a message device (DS) and a reference guide; or  
• a nutrition content claim with no message device (DS).   

 
The findings from the research partially supported hypothesis 4.     
 
There was no evidence to suggest that the disclosure statement communicated significantly different
health information to the control product and the DS + guide.  That is, the disclosure statement did not
improve respondents’ assessment of the fat content of the food, nor did it alter their overall judgment
of the healthiness of the food. 
 
There was some indication that the disclosure statement may have been useful in directing
consumers to the NIP but only half of the respondents made the correct judgment about the fat
content of the food.  Consumer education will therefore be required on how to interpret the information
in the NIP, which is supported by previous research undertaken by FSANZ. 
 
The similarly high levels of ‘healthiness’ attributed to each example could be the result of an
underlying belief that muesli bars are healthy.  Furthermore, as was indicated in the qualitative
research, the DS could equally well have been a signal to uninformed consumers for product
healthiness or unhealthiness.  The fact that about half of respondents had earlier rated the products
as having a ‘medium’ amount of fat could also have a bearing on how they assessed the healthiness
of the various products.  



HEALTH CLAIMS REPORT 

 
 
 

September, 2005  Page 92 

 

 
8.   Cause related marketing influence 

As a final question, respondents were asked to rate the perceived health benefits of two product label 
variations on a can of baked beans, one with a cause related claim (‘proceeds from this product will go 
to the Royal Society for Diabetes’) and the other with no claim.  This question was directly linked to 
hypothesis 5 below. Only have the sample (n=518) was randomly selected to complete this module.   
 
Hypothesis 5:  That a product carrying a cause related marketing claim on its label is not perceived 
by consumers to be providing more of a health benefit than a product without a cause related 
marketing claim. 
 
 
 
 
 
 
 



HEALTH CLAIMS REPORT 

 
 
 

September, 2005  Page 93 

 

The results (Table 8.1) indicate that respondents were significantly more likely to feel that a product 
with a cause related claim provides greater health benefits (across a range of benefits) that a product 
with no claim.  Compared to the product with no claim, respondents were significantly more likely to 
feel that the product with the cause related claim provides: 

• a reduced risk of diabetes (33% compared to 9%);  
• a diet lower in sugars (21% compared to 13%); and 
• a low GI (21% compared to 16%). 

 
The cause related claim therefore, appeared to influence respondents’ perceptions of the health 
benefits in the product.  To add weight to this conclusion, the results also showed that respondents 
were significantly less likely to feel that a clause related claim: 

• provides no health benefits (17% compared to 23%); and 
• has no nutritional benefits (20% compared to 28%).   

 

Table 8.1 
(baked beans, Royal Society for Diabetes) 

No Claim 
(a) 

Cause related 
claim 
 (b) 

BASE: SAMPLE GROUP A  n=518 n=518 

Health Benefits % % 
A diet higher in fibre 54 50 
A reduced risk of diabetes b 9 a 33 
A diet lower in fat 27 23 
A diet lower in sugars b 13 a 21 
A low glycaemic index (GI) b 16 a 21 

There are no nutrition benefits b 28 a 20 
There are no health benefits b 23 a 17 
A reduced risk of heart disease 15 13 
A reduced risk of cancer 7 6 
Other health benefits  1 2 

   

 
Q8.1: Which of the following benefits would you get from eating this product? 
Base:  All respondents (n=526) 
abcdef Indicates categories where there is a significant difference between the results in the respective columns 

for that row (significance at  the 95% confidence level) 
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Analysis by demographic sub groups  

Generally, there were few demographic differences presented between the two examples.  However, 
there was evidence that respondents from New Zealand were more likely to associate some forms of 
benefit (see below) with a cause related marketing product, when compared to Australian 
respondents.   
 
Respondents from New Zealand were significantly more likely than Australian respondents to report 
the benefit of the product was a ‘diet low in sugars’ (25% compared to 18%), a ‘diet lower in fat’ (25% 
compared to 19%) and a ‘reduced risk of diabetes’ (39% compared to 29%).  This pattern was only 
present for the product with the cause related claim.     
 
Australian respondents were significantly more likely to feel that the product with a cause related claim 
provides the benefit of a ‘reduced risk of heart disease’ (17%) when compared to respondents from 
New Zealand (7%).   
 
In addition, older respondents (55 years and over) were significantly more likely than younger 
respondents to report the benefit of the product is ‘a diet lower in fat’.  This was consistent for both 
claims.  In addition, older respondents were significantly less likely than younger respondents to report 
that ‘there are no health benefits’.   Again, this age difference was consistent for both claims. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Hypothesis summary 
 
Hypothesis 5:  That a product carrying a cause related marketing claim on its label is not perceived
by consumers to be providing more of a health benefit than a product without a cause related
marketing claim. 
 
The findings did not provide support for hypothesis 5, meaning that consumers did perceive a
difference in the two products.       
The results suggested that the product with a cause related claim was perceived to be significantly
more beneficial to health than the product with no cause related claim.  The greater health benefits
ascribed to the product with the cause related claim were likely due to the disease being stated in the
cause related claim.  
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Appendix 1 
Hypotheses 



HEALTH CLAIMS REPORT 

 
 
 

96 

 

Hypothesis 1a:   
That a product with a high level claim is not perceived by consumers to communicate greater 
health benefits about a product than a product with a general level and nutrition content claim, a 
product with a nutrition content claim or a product with no claim at all. 
 
Hypothesis 1b:  
That a product with a high level health claim is not perceived by consumers to have a greater 
impact on intended purchase than a product with function and nutrition content  claim,  a product 
with a nutrition content claim or a product with no claim at all. 
 
Hypothesis 2a:  
That an endorsement (non-specific and classified as a general level claim) is not perceived by 
consumers as having greater credibility than a non-specific general level claim (eg whole of diet 
claim), an equivalent specific general level claim or an equivalent high level claim. 
 
Hypothesis 2b: 
That an endorsement (non-specific and classified as a general level claim) is not perceived by 
consumers to communicate health information more effectively than a non-specific general level 
claim (eg whole of diet claim), an equivalent specific general level claim or an equivalent high 
level claim. 
 
Hypothesis 2c: 
That an endorsement (non-specific and classified as a general level claim) is not perceived by 
consumers to have a greater impact on intended purchase than a non-specific general level claim 
(eg whole of diet claim), an equivalent specific general level claim or an equivalent high level 
claim. 
 
Hypothesis 3a:  
An implicit health claim, when expressed as either a graphic or as a brand name, is not perceived 
differently by consumers to an explicit general level or high level health claim in relation to the 
communicated health benefit of the food.  
 
Hypothesis 3b: 
An implicit health claim, when expressed as either a graphic or as a brand name, is not perceived 
by consumers to have a greater impact on intended purchase than an explicit general level or 
high level health claim 
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Hypothesis 4:  
That a nutrition content claim with a message device on the front of a food package is not 
perceived by consumers to communicate health information more effectively than 1) a nutrition 
content claim with a message device and a reference guide or 2) a nutrition content claim with no 
message device. 
 
Hypothesis 5: 
That a product carrying a cause-related marketing claim on its label is not perceived by 
consumers to be providing more of a health benefit than a product without a cause-related 
marketing claim. 
 
 
 

 



HEALTH CLAIMS REPORT 

 
 
 

98 

 
 
 
 
 
 
 
 
 

Appendix 2  
Proposed claims classification 

framework 
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Claims Classification Framework 

 
The Policy Guideline outlines a claims classification framework, which distinguishes between two 
broad categories of claims: general level claims and high level claims. As referred to earlier, the 
classification of a claim is based on the degree to which the potential health benefits arising from 
the use of nutrition, health and related claims are balanced against the potential risks of an 
adverse outcome arising from the misinterpretation of the claim or an inappropriate use of the 
claim. The Policy Guideline states that the level of the claim, as determined by the Claims 
Classification Framework, will determine the degree to which the claim is regulated. 
 
Table 1 outlines FSANZ’s interpretation of the Claims Classification Framework, based on the two 
broad categories of claims: general level claims and high level claims. In addition, using 
examples provided in the Policy Guideline, FSANZ has identified several sub-categories of claims 
which fall into one or the other of the two broad categories of claim on the basis of whether or not 
they refer to a biomarker or a serious disease or condition. 
 
Note. The examples of claims provided in this Report are for illustrative purposes only. They are 
not intended to represent how claims should be expressed according to any future regulatory 
framework for nutrition, health and related claims. 
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Table 1: Policy Guideline Claims Classification Framework 
 
 
 
 

General level claims 
that is, does not reference a biomarker or serious disease/condition  

Content claims 
Statement about the presence or absence of a nutrient, energy 

or a biologically active substance 

 
Other general level claims 

 
High level claims 

that is, references a biomarker or a serious disease/condition  

 
 

 

Not subject to pre-market assessment and approval.  Manufacturer required to hold evidence in support of the claim. 

Increasing degree of regulation 
 Subject to pre-market assessment and approval 
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Examples 
 

Absolute content claim 

Describe or indicate the presence or absence of a component in 

the food (nutrient, energy or biologically active substance). 

For example, ‘this food is high in calcium’  
(Page 4 of Policy Guideline) 

 

Comparative content claim 

Describe or indicate the presence of a component in a food in 

comparison to other similar foods 

For example, ‘ reduced fat’ 

 
Examples 
 

Function claim 

See the maintenance of good health or normal functions of the 

body. For example ‘calcium is good for strong bones and teeth’  
(Page 4 of Policy Guideline)  

See specific benefits for performance and wellbeing in relation to 

foods. 

For example ‘gives you energy’ (Page 5 of Policy Guideline) 

NB.  Depending on the wording of a performance and wellbeing 

claim it could be placed in either the function or enhanced 

function sub-category 

 

Enhanced function claim 

Describes how a diet, food or component can modify a function 

or body structure beyond its role in the normal development and 

maintenance functions of the human body 

For example ‘exercise and a diet high in calcium and calcium 

containing foods like this product may help give you stronger 

bones’ 

 

Risk reduction (ref to non-serious disease) claim 

See the potential for a food or component to assist in reducing 

the risk of or helping to control a non-serious disease or 

condition. 

For example, ‘yoghurt high in acidophilus as part of a healthy 

diet may reduce your risk of stomach upsets’  
(Page 5 of Policy Guideline) 

 

Whole of diet claims (based on the Australian Dietary 

Guidelines and the New Zealand Food and Nutrition 

Guidelines). 

For example, ‘a healthy, balanced diet that includes dietary fibre 

 

Examples 
 

Biomarker maintenance claim 

For example, ‘this food is high in Omega-6 fatty acids which may 

help to maintain normal blood cholesterol’ 

 

Biomarker enhancement claim 

For example, ‘This food is high in Omega-6 fatty acids which 

may help to reduce blood cholesterol levels’ 

 

Risk reduction (ref aserious disease) claim 

See the potential for a food or component to assist in: 

 

• controlling, reducing the risk of, or 

improving, a serious disease or 

condition; or 
• are whole of diet claims (based on the 

Australian Dietary Guideline or the New 

Zealand Food and Nutrition Guidelines) 

which refer to a biomarker or a serious 

disease or condition  

 

For example, ‘this food is high in Omega-6 fatty acids, which as 

part of a diet low in saturated fat and high in soluble fibre may 

reduce the risk of developing heart disease’  

 

For example, ‘ a healthy diet that may lower your risk of certain 

kinds of cancer is one that is low in fats and includes fibre from a 

number of sources including a variety of fruits and vegetables, 

and wholegrain and bran cereals’ 

(Page 6 of Policy Guideline) 



  

 

 

 
 
 
 
 
 
 

Appendix 3 
TNS Online Panel 



  

 

 
The representativeness of the TNS Panel 
 
The proportion of adults (and children) accessing the internet in Australia grows apace. In terms 
of the total adult population, over 70% (according to the latest TNS Omnibus study) now access 
the internet regularly. As such, the population accessing the internet was increasingly 
representative of the overall population. Currently, the TNS panel has over 200,000 active 
members.   
 
However, of this 70%+, there were marked differences by demographic. Amongst the younger 
age groups, regular usage of the internet can reach 85%. Only amongst older demographics, 
aged 64 plus, does internet usage fall away markedly. This group was however the fastest 
growing in terms of internet participation.  
 
The size of the TNS panel allowed selection of extremely large samples that are representative 
of the Australian population in terms of age, gender and location.  For the current study, as 
discussed in the methodology section of this report, quotas were set on age to ensure that a 
representative sample was achieved.    
 
The final evidence of the representativeness of the TNS research and panel were based upon 
validations – the direct comparison of results collected from other methodologies and sampling 
techniques versus the TNS panel. For the current research, the sample achieved was 
demographically consistent with ABS population figures and samples achieved by TNSSR in 
past research for FSANZ, both for Australia and New Zealand.  However, it was important to 
consider that because this sample was ‘main grocery buyer’ it was not possible to validate it 
against ABS population figures or population figures for New Zealand, as these figures were 
based on the total population.   
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Quantitative consumer research on nutrition, health and 
related claims 
 
Final Questionnaire 
 
(Note: all proposed modules have been included in this draft questionnaire, for reviewing 
purposes.  Once modules have been finalised, separate questionnaires for each sample group 
will be produced) 
 
MODULE 1: INTRODUCTION AND INSTRUCTIONS 
 

Hello from TNS Australia.  Thank you for agreeing to participate in this survey.  

Please remember:  
 Your views are important to us and your answers will be kept in the strictest confidence.  
 None of the responses you give are directly linked to you as an individual. They are 

used purely for statistical purposes only. To see our privacy statement click here. 
Privacy Policy  

 The survey incentives and expected length are outlined in the invitation e-mail.  
 Even if you are unable to complete the survey you will still receive incentive points  

 
We are undertaking some important research into food labelling and how consumers make 
decisions about the food they buy.  The research is being undertaken on behalf of Food 
Standards Australia New Zealand. 
 
The information and opinions you provide will only be used for research purposes.  The survey 
will take around 25 minutes, depending on your answers. 
 
Throughout the survey, we will be showing you pictures of foods and labels you might see at the 
supermarket.  The items shown are simply for research purposes and, where possible, were 
selected from products generally available in the Australian and/or New Zealand food supply. 
Some will be real products, others will be graphics or products modified in some way. 
Sometimes the pictures will look very similar, and sometimes there will be differences.  The 
materials used were chosen only on the basis of their suitability for this research, you should not 
draw any inferences from the inclusion of particular brands or food types.  
 
You will be asked to look at each product and answer some questions about each one.  None of 
the options given may apply exactly, or perhaps more than one could apply, but for each answer 
please choose which one is the closest match. 
  

 
To answer a question: Most questions have a round button to click or a tick box to check. Click 
on the box or button that best describes your answer to each question. Sometimes you may 
need to type in your answer in the spaces provided.  
 



  

 

If you forget to answer a question, or miss part of a question, then a message reminding you 
that the question needs to be answered will appear. If this happens, you need to complete your 
answer to carry on with the survey. Sometimes you'll need to scroll across or down the page to 
see all of the possible answers.  
 
To change an answer: For questions with a single choice, click on a different button. For 
questions with multiple choices (tick boxes), to clear the box and make a new choice, click again 
on your original answer.  
 
To go to the next question: When you've finished answering a question, click the Next button 
at the bottom of the screen. On each page the next button will appear after 5 seconds.  
 
To pause the survey and return to it later: Simply close the window and click on the link in 
the invitation e-mail to resume.  
 
Dial-up users: If you are on a dial up modem or other slow connection, some of the questions 
may take a few moments to load. Please be patient.  
 
To begin the survey, click on the button below. As you move through the survey please do 
not use your browser buttons to change pages - use the buttons at the bottom of each screen.  
 
 
Let’s start with some questions about you. 
 
Q1.1 Are you mainly or jointly responsible for the grocery shopping in your household? 

Yes ..........................................1 
No............................................2 (TERMINATE) 

 
Q1.2 Here are five statements about buying food.  Please choose the one which best describes 
how you feel when buying food for your household.   
   
I’m not at all concerned about the health or nutritional value of the foods that I choose……..   1 
I usually don’t worry about the health or nutritional value of the foods that I choose……………2 
I sometimes like to choose healthy or nutritious foods …........................................................... 3 
I regularly choose the healthy or nutritious alternative ............................................................... 4 
I always choose the healthy or nutritious alternative .................................................................. 5 



  

 

MODULE 1: DEMOGRAPHICS 
 
Q1_3  Which age group are you in?   

 
18-24 .......................................1 
25-34 .......................................2 
35-44 .......................................3 
45-54 .......................................4 
55-64 .......................................5 
65 or over ................................6 

 
Q1_4  Sex? 
 

Male ........................................1 
Female ....................................2 
 

 
Q1_5 And where are you located?  
 

Australia ..................................1 
New Zealand...........................2  
 

 
Q1_6 Do any of the following apply to you or any members of your family?  Please indicate as 
many as apply. 
  

Food allergy to nuts ................ ...................................................... 1 
Food allergy to seafood, or fish, or milk, or gluten, or eggs, or soybeans
.........2 
Asthma .................................... .............................................................................3 
Diabetes .................................. .............................................................................4 
Heart disease.......................... .............................................................................5 
Health concerns such as high blood pressure or cholesterol ...............................6 
Digestive concerns such as coeliac disease, irritable bowel syndrome ...............7 
Special diet for weight loss ..... .............................................................................8 
Migraine .................................. .............................................................................9 
Pregnancy or breast feeding... .............................................................................10 
Vegetarian / vegan.................. .............................................................................11 
Religious / ethical beliefs ........ .............................................................................12 
Training for sports ................... .............................................................................13 
No, none.................................. .............................................................................16 
 



  

 

Q1_7a (if answered “Australia” in Q1_5) What is the highest education level that you have 
achieved?   

 
Never attended school ............ ...................................................... 1 
Primary school only................. ...................................................... 2 
Secondary school up to Year 10.................................................... 3 
Secondary school up to Year 11 or 12 .......................................... 4  
Trade qualifications................. ...................................................... 5 
Certificate (non-trade) / diploma .................................................... 6 
Bachelor degree...................... ...................................................... 7 
Higher qualifications................ ...................................................... 8 
 

 
Q1_7b (if answered “New Zealand” in Q1_5) What is the highest education level that you have 
achieved? 
 

Never attended school ............ ...................................................... 1 
Primary school only................. ...................................................... 2 
Secondary school up to Form 5..................................................... 3 
Secondary school up to Form 6 or 7.............................................. 4 
Trade qualifications................. ...................................................... 5 
Certificate (non-trade) / diploma .................................................... 6 
Bachelor degree...................... ...................................................... 7 
Higher qualifications................ ...................................................... 8 
Refused................................... ...................................................... 9 

 
 
Q1_8  Which of these statements best describes your annual total household income (before 
tax)? 
 

Less than $25,000 ..................1 
$25,000 to $39,999 .................2 
$40,000 to $74,999 .................3 
$75,000 to $100,000 ...............4 
More than $100,000................5 



  

 

MODULE 2: AWARENESS AND USE OF HEALTH CLAIMS 
 
Q2.1 Sometimes manufacturers make claims on their food products about the nutritional or 
health benefit a product might have.  Which, if any of the following types of claims on food 
products have you seen (it does not have to be the same food product which is shown here)?  
 

Notes: Products as below, claims in commas to be added to graphics 
 
1. Baked beans – “High in fibre, low in fat”  
 
2. Milk – “Calcium for strong bones and teeth”  
 
3. Simmer sauce – “This food is low in salt. A diet low in salt helps to reduce high blood 
pressure” 
 
4. Margarine and “This food is low in saturated fat. A diet low in saturated fat helps to 
maintain healthy blood cholesterol levels” 
 
5. Cereal and “This food contains folate. An increased maternal folate consumption in at 
least the month before and 3 months following conception helps reduce the risk of neural tube 
defects”. 
 
6. Packet of frozen mixed vegetables - “A diet rich in fruits and vegetables helps lower your risk 
of heart disease” 

 
 
Q2.2 Which of the following claims have you used when buying products? 
 (APPLIES TO ALL THOSE SELECTED IN Q2.1) [Option to say ‘none’ ] 
 
 
Q2.3 How much does the claim INSERT EACH CLAIM CHOSEN IN Q2.2 influence your 
decision to purchase a product? REPEAT FOR EACH CHOSEN IN Q2.2. Please rate on a 
scale of one to ten, where one is “no influence at all” and ten is “extremely influential”, 
 
 

No influence 
at all     

  Extremely 
influential; 

Don’t know/ Not 
Applicable 

1 2 3 4 5 6 7 8 9 10  

1 2 3 4 5 6 7 8 9 10  
 
 
 



  

 

MODULE 3: HEALTH CLAIMS INFLUENCE AND MODULE 4: REGULATION OF HIGH 
LEVEL CLAIMS (COMBINED) 

 

 
 
Q3.0 How familiar are you with ‘omega’?  This includes omega-3 and omega-6.  Would you say 
you are… 

Very familiar ............................1 
Somewhat familiar ..................2 
Neither familiar nor unfamiliar .3 
Somewhat unfamiliar ..............4 
Very unfamiliar ........................5 

 
 
Q3.1a Who would be most likely to benefit from eating this product?  Choose no more than 
three groups. 

Women.................................... ...................................................... 1 
Men ......................................... ...................................................... 2 
Children................................... ...................................................... 3 
Babies ..................................... ...................................................... 4 
Pregnant women..................... ...................................................... 5 
Older people............................ ...................................................... 6 
People trying to lose weight .... ...................................................... 7 
People with particular health problems.......................................... 8 
All types of people................... ...................................................... 9 
Don’t know…………………………………………………………….10 
 

 
 
Q3.1b. Which of the following benefits would you get from eating this product? (Rotate order) 

There are no health benefits ...………………………………………yes/ no /not sure 
There are no nutrition benefits ……………………………………....yes/ no /not sure 
A reduced risk of osteoporosis....................................................... yes/ no /not sure  
A reduced risk of heart disease ..................................................... yes/ no /not sure 
A reduced risk of cancer ......... ...................................................... yes/ no /not sure 
Assistance in heart health……………………………………………. yes/ no /not sure 
A diet lower in fat..................... ...................................................... yes/ no /not sure 
A diet higher in omega……………................................................. yes/ no /not sure  
Maintenance of healthy veins and arteries .................................... yes/ no /not sure  
If there are any other health benefits please specify………………………. 
 
 

NOTES: One product, 4 variations 
 
Product Group  – Bread and omega claim 
 

1. Product with no claim - bread with no claim 
2. Product with nutrition content claim, - bread with “high in omega”  claim 
3. Product with function claim – bread with omega content claim from 2. and add “A diet
high in omega helps maintain healthy veins and arteries.” 
4. Product with high level claim. –  bread with omega content claim from 2. and add “A 
diet high in omega helps reduce the risk of heart disease”  



  

 

Q3.1c If they were to eat this product regularly, how much effect on health would you expect it 
to have? Please rate on a scale of one to ten, where one is “no effect at all” and ten is 
“extremely effective”, or choose ‘Don’t know’.  

 
No effect at 
all     

  Extremely effective 
Don’t know/ Not 

Applicable 

1 2 3 4 5 6 7 8 9 10  

1 2 3 4 5 6 7 8 9 10  
 
Q3.2 For each of the following statements, please indicate how much you agree or disagree, 
using the scale provided. 

 Strongly 
agree 

Tend to 
agree 

Neither Tend to 
disagree 

Strongly 
disagree 

Don’t know/ Not 
Applicable 

Eating this one product 
regularly can improve your 
health 
 

1 2 3 4 5  

If someone were to eat this 
product regularly, they would 
be less likely to require heart 
medication 

1 2 3 4 5  

I would expect this product to 
have enough of the nutrients in 
it to have a health benefit as 
claimed 
 

1 2 3 4 5  

If someone were to eat this 
product regularly, it would be 
less important for them to 
watch what else they eat 

1 2 3 4 5  

If someone were to eat this 
product regularly, it would be 
less important for them to 
exercise for health   
 

1 2 3 4 5  

 
Q3.3 Which of the following information on the product would you use to decide if this claim is 
true? 

 
I don’t pay any attention to nutrition and health claims on food labels… ........................1 
The list of ingredients.............. ........................................................................................2 
The nutrition information panel, which says how much of each of the major nutrients is in the 
product .................................... ........................................................................................3 
Allergen declarations, such as “contain nuts” ..................................................................4 
Endorsements, such as the Heart Foundation’s Tick Program……………………………5 
Pictures on the label…………………………….................................................................7 
Other, please 
specify……………………………………………………………………………………8 
Don’t need any other information.....................................................................................9 

 



  

 

 
Q3.4 How likely are you to purchase this product? 
 

Very likely................................1 
Somewhat likely ......................2 
Neither likely nor unlikely ........3 
Somewhat unlikely ..................4 
Very unlikely............................5 
 

 
MODULE 5: REGULATION OF ENDORSEMENTS 
 

 
 
 
Q5.0 How much do you feel you can trust the information given to you by this product?   
 

I trust what it says completely . ...................................................... 1 
I mostly trust what it says........ ...................................................... 2 
I'm not sure whether to trust it or not ............................................. 3 
I mostly don’t trust what it says ...................................................... 4 
I don’t trust what it says at all.. ...................................................... 5 

 
Q5.1a Who would be most likely to benefit from eating this product?  Choose no more than 
three groups.  

 
Women.................................... ...................................................... 1 
Men ......................................... ...................................................... 2 
Children................................... ...................................................... 3 
Babies ..................................... ...................................................... 4 
Pregnant women..................... ...................................................... 5 
Older people............................ ...................................................... 6 
People trying to lose weight .... ...................................................... 7 
People with particular health problems.......................................... 8 
All types of people................... ...................................................... 9 
Don’t know…………………………………………………………….10 
 

NOTES: One product, 4 variations.  
 
 
Product Group: Tinned salmon  
 

1. Product with non-specific endorsement, - NHF tick only 
2. Product non-specific general level claim –  delete tick, add claim “this food is part of 

a healthy diet” 
3. Product with specific general level claim – delete tick, add claim “a diet low in 

saturated fat is beneficial for a healthy heart. This product is low in saturated fat”.  
4. Product with high level claim – delete tick, add claim “ A diet low in saturated fat 

helps reduce the risk of heart disease. This product is low in saturated fat” 
 



  

 

Q5.1b. Which of the following benefits would someone get from eating this product? (Rotate 
order) 
 

There are no health benefits ...……………………………………yes/ no /not sure 
There are no nutrition benefits …………………………………….yes/ no /not sure 
A reduced risk of heart disease ..................................................... yes/ no /not sure 
A reduced risk of cancer………………………………………………yes/ no /not sure 
Assistance in heart health…………………………………………… yes/ no /not sure 
A diet lower in sodium…………………………………………………yes/no/not sure 
A diet lower in saturated fat .... ...................................................... yes/ no /not sure 
A better overall diet……………………………………………………yes/no/not sure 
A diet lower in cholesterol ....... ...................................................... yes/ no /not sure  
A diet higher in fibre ................ ...................................................... yes/ no /not sure  
If there are any other health benefits please specify………………………. 
 
 

Q5.1c If someone were to eat this product regularly, how much effect on health would you 
expect it to have? Please rate on a scale of one to ten, where one is “no effect at all” and ten is 
“extremely effective”, or choose ‘Don’t know’.  
 
 

No effect at 
all     

  Extremely effective 
Don’t know/ Not 

Applicable 

1 2 3 4 5 6 7 8 9 10  

1 2 3 4 5 6 7 8 9 10  
 

 
Q5.2 For each of the following statements, please indicate how much you agree or disagree, 
using the scale provided. 
 

 Strongly 
agree 

Tend to 
agree 

Neither Tend to 
disagree 

Strongly 
disagree 

Don’t know/ Not 
Applicable 

Eating this one product 
regularly can improve your 
health 
 

1 2 3 4 5  

If someone were to eat this 
product regularly, they would 
be less likely to require heart 
medication 

1 2 3 4 5  

I would expect this product to 
have enough of the nutrients in 
it to have a health benefit as 
claimed 
 

1 2 3 4 5  

If someone were to eat this 
product regularly, it would be 
less important for them to 
watch what else they eat 

1 2 3 4 5  

If someone were to eat this 
product regularly, it would be 
less important for them to 
exercise for health   
 

1 2 3 4 5  



  

 

 
 
 
Q5.3 Which of the following information on the product would you use to decide if this claim is 
true? 

 
I don’t pay any attention to nutrition and health claims on food labels…………............................. 1 
The list of ingredients.............. ....................................................................................................... 2 
The nutrition information panel, which says how much of each of the major nutrients is in the 
product .................................... ....................................................................................................... 3 
Allergen declarations, such as “contain nuts” ................................................................................. 4 
Endorsements, such as the Heart Foundation’s Tick Program……............................................. 5 
Pictures on the label………………………………….. ...................................................................... 7 
Other, please 
specify……………………………………………………………………………………8 
Don’t need any other information.................................................................................................... 9 
 

 
Q5.4 How likely are you to purchase this product? 
 

Very likely................................1 
Somewhat likely ......................2 
Neither likely nor unlikely ........3 
Somewhat unlikely ..................4 
Very unlikely............................5 

 
MODULE 6: REGULATION OF IMPLIED CLAIMS 
 
 
 

NOTES: One product, 4 variations 
 
Product Group: Yoghurt  
 

1. Product with implied [brand] health claim (“Pro-Bone Yoghurt”/ “Vanilla Yoghurt”, 
“High in calcium”)  --NOTE no graphic 

 
2. Product with implied [graphic] health claim (Dairy lady graphic/ “Vanilla Yoghurt”, 

“High in calcium”), --NOTE no brand name 
 
3. Product with explicit general level health claim. (“Vanilla Yoghurt”/ “A diet high in 

calcium helps maintain strong bones. This food is high in calcium”) –NOTE no 
graphic or brand name 

 
4. Product with high level claim (“Vanilla yoghurt” / “A diet high in calcium helps reduce 

the risk of osteoporosis. This food is high in calcium”) - NOTE no graphic or brand 
name 



  

 

Q6.1a Who would be most likely to benefit from eating this product?  Choose no more than 
three groups.  

 
Women.................................... ...................................................... 1 
Men ......................................... ...................................................... 2 
Children................................... ...................................................... 3 
Babies ..................................... ...................................................... 4 
Pregnant women..................... ...................................................... 5 
Older people............................ ...................................................... 6 
People trying to lose weight .... ...................................................... 7 
People with particular health problems.......................................... 8 
All types of people................... ...................................................... 9 
Don’t know…………………………………………………………….10 
 

 
Q6.1b. Which of the following benefits would you get from eating this product? (Rotate order) 

 
There are no nutrition benefits. ...................................................... yes/ no /not sure 
There are no health benefits……… ............................................... yes/ no /not sure 
A reduced risk of osteoporosis....................................................... yes/ no /not sure  
A reduced risk of diabetes. ..... .. ................................................... yes/ no /not sure 
Maintenance of strong bones……………………………………… yes/ no /not sure 
A diet lower in fat..................... ...................................................... yes/ no /not sure 
A diet lower in sugars.............. ...................................................... yes/ no /not sure 
A diet higher in unsaturated fats .................................................... yes/ no /not sure 
A diet high in calcium .............. ...................................................... yes/ no /not sure  
If there are any other health benefits please specify………………………. 
 
 

Q6.2 Which of the following information on the product would you use to decide if this claim is 
true? 

 
I don’t pay any attention to nutrition and health claims on food labels……… ......................... 1 
The list of ingredients.............. ...................................................... ......................................... 2 
The nutrition information panel, which says how much of each of the major nutrients is in the 
product .................................... ...................................................... ......................................... 3 
Allergen declarations, such as “contain nuts” ................................ ......................................... 4 
Endorsements, such as the Heart Foundation’s Tick Program………………     ………………5 
Pictures on the label………………………………….. ..................... ......................................... 7 
Other, please 
specify……………………………………………………………………………………8 
Don’t need any other information................................................... ......................................... 9 

 
 

Q6.3 How likely are you to purchase this product? 
 

Very likely................................1 
Somewhat likely ......................2 
Neither likely nor unlikely ........3 
Somewhat unlikely ..................4 
Very unlikely............................5 

 
 



  

 

MODULE 7: MESSAGE DEVICES  
 

 
Q7.1 What would you do if you saw the statement “see nutrition information for fat” on the front 
of the package? 
 
Ignore the statement because the message is confusing 
Ignore the statement because the message is irrelevant 
Look for more information on the package on fat 
Do something else (please specify)  
 
 
Q7.2 What do you think the statement “See nutrition information for fat” on the front of the 
package means? (tick as many answers as necessary) 
 
Don’t know what it means 
Think that the manufacturer is legally required to put it there 
Think that the manufacturer is trying to highlight fat favourably 
Think that I am supposed to look for information on fat elsewhere on the package 
Think that the food must be high in fat 
Think that the food must be low in fat 
Think something else (please specify) 
 
 

NOTES: One product, 3 variations 
 
Product : Muesli bars  
 
 

1. Product with claim: Front of pack with content claim/ side of pack with NIP and 
ingredient list   

2. Product with claim and MD: Front of pack with content claim and MD –“See nutrition 
information for fat content”  / side of pack with NIP and ingredient list  (basic NIP) 

3. Product with claim and MD: Front of pack with content claim and MD – “See 
nutrition information for fat content” / side of pack with NIP, guide to fat content and 
ingredient list 

 
Product 1 is always shown first.  Products 2 and 3 are rotated 
Q7.1, Q7.2 are not asked about product 1.  All questions to be asked about products 2 and
3.  Questions to be asked in the order they are presented – not in numerical order. Product
and NIP picture must remain visible while respondent is answering questions 
 



  

 

Q7.3 Would you say this product has a low, medium or high amount of fat?   
 
Q7.4 How confident are you in your answer to Q7.3? 
  

Extremely 
confident 

Very 
confident 

Somewhat 
confident 

Not very 
confident 

Not at all 
confident 

Don’t know/ Not 
Applicable 

1 2 3 4 5  

 
 
Q7.5_2 (ask for product 1 and 2) What information did you use to answer Q7.3? 
Your general knowledge 
The ingredient list  
The nutrition information panel 
The nutrition claims 
The illustrations on the label 
Other (Please specify) 
  
 
Q7.5_3 (ask for product 3) What information did you use to answer Q7.3? 
Your general knowledge 
The ingredient list  
The nutrition information panel 
The guide to fat levels 
The nutrition claims 
The illustrations on the label 
Other (Please specify) 
 
 
Q7.6 Overall, how healthy would you rate this product? Please rate on a scale of one to ten 
where one is “not at all healthy” and ten is “extremely healthy”. 
 

Not at all 
healthy     

  Extremely healthy 
Don’t know/ Not 

Applicable 

1 2 3 4 5 6 7 8 9 10  

1 2 3 4 5 6 7 8 9 10  
 

 



  

 

MODULE 8: CAUSE RELATED MARKETING 
 

 
Q8.1 Which of the following benefits would you get from eating this product?  Choose all that 
apply. 
 

There are no nutrition benefits ………………………………………yes/ no /not sure 
There are no health benefits………………………………………….yes/no/not sure 
A reduced risk of heart disease ..................................................... yes/ no /not sure 
A reduced risk of diabetes ...... ... .................................................. yes/ no /not sure 
A reduced risk of cancer ......... ... .................................................. yes/ no /not sure 
A diet lower in fat..................... ...................................................... yes/ no /not sure 
A diet lower in sugars.............. ...................................................... yes/ no /not sure 
A low glycaemic index (GI) ..... ...................................................... yes/ no /not sure  
A diet higher in fibre ................ ...................................................... yes/ no /not sure  
If there are any other health benefits please specify………………………. 
 

 
 
 

 
Product Group: Can of beans graphic, add text “ Proceeds from this product will go to the
Royal Society for Diabetes” 
 

1. Product with cause related claim 
2. Product with no claim 



  

 

 
 


