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Abstract
The Eetscore FFQ was developed to score the Dutch Healthy Diet index 2015 (DHD2015-index) representing the Dutch food-based dietary
guidelines of 2015. This paper describes the development of the Eetscore FFQ, a short screener assessing diet quality, examines associations
between diet quality and participants’ characteristics, and evaluates the relative validity and reproducibility of the Eetscore FFQ in a crosssectional study with Dutch adults. The study sample consisted of 751 participants, aged 19–91 years, recruited from the EetMeetWeet research
panel. The mean DHD2015-index score based on the Eetscore FFQ of the total sample was 111 (SD 17·5) out of a maximum score of 160 points
and was significantly higher in women than in men, positively associated with age and education level, and inversely associated with BMI.
The Kendall’s tau-b coefficient of the DHD2015-index between the Eetscore FFQ and the full-length FFQ (on average 1·7-month interval,
n 565) was 0·51 (95 % CI 0·47, 0·55), indicating an acceptable ranking ability. The intraclass correlation coefficient between DHD2015-index
scores derived from two repeated Eetscore FFQ (on average 3·8-month interval, n 343) was 0·91 (95 % CI 0·89, 0·93) suggesting a very good
reproducibility. In conclusion, the Eetscore FFQ was considered acceptable in ranking participants according to their diet quality compared with
the full-length FFQ and showed good to excellent reproducibility.
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Adherence to dietary guidelines is often evaluated by quantifying overall diet quality, which on its turn can be used to study the
potential impact of overall diet on health and disease(1,2,3). Diet
quality is also frequently used to adjust for overall diet in epidemiological studies exploring associations between specific
dietary factors, such as alcohol consumption, and health outcomes(4,5,6). One of the approaches to assess overall diet quality
is by calculating an index score(2,7). One of the commonly used
Dutch indexes used to assess diet quality is the Dutch Healthy
Diet 2015-index (DHD2015-index)(8,9,10).
The DHD2015-index has been developed to assess adherence
to the Dutch food-based dietary guidelines of 2015(8,11,12). The
DHD2015-index can be calculated using data from multiple
24-h dietary recalls or a FFQ designed to estimate daily energy
intake, macronutrients(13) and relevant food groups. Calculating
the DHD2015-index is particularly relevant to quantify diet quality
for use in epidemiological analyses as either an exposure factor or
covariate. However, administering multiple recalls or a general
FFQ is rather time-consuming and burdensome for participants,
researchers and interviewers, and in case diet quality is the sole

parameter of interest, aforementioned dietary assessment methods may be unnecessarily time-consuming(14,15).
Therefore, we developed the Eetscore FFQ to assess intake for
estimating the DHD2015-index score for monitoring and ranking
individuals based on their diet quality. The Eetscore FFQ could
be used for research purposes but also for use in clinical settings
to assess adherence to the Dutch food-based dietary guidelines
and to monitor dietary changes(16,17,18). In the present paper, we
describe the development of the Eetscore FFQ and examine associations between the DHD2015-index scores, derived from the
Eetscore FFQ, and participants’ characteristics. Moreover, we evaluated the relative validity and reproducibility of the Eetscore FFQ.

Methods
Participants
Participants were recruited from the EetMeetWeet research
panel, a longitudinal observational study on diet and health in
Dutch adults. This research panel consisted of inhabitants living
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in or near five cities located in the central part of the Netherlands
(i.e. Wageningen, Renkum, Ede, Arnhem and Veenendaal)(19).
The present observational study was conducted between
February 2017 and July 2017. All participants of the
EetMeetWeet research panel (n 4936) were invited and 1055 participants were willing to participate in this study. Participants
with data of at least one Eetscore FFQ (n 760) were included
in the study (online Supplemental Fig. 1). We excluded seven
participants who were pregnant and two participants with a
BMI of above 45 kg/m2. The final study sample included 751 participants to examine associations between DHD2015-index
scores and participants’ characteristics, 565 participants to evaluate the relative validity of the Eetscore FFQ, and 343 participants
to evaluate the reproducibility of the Eetscore FFQ.
This study was conducted according to the guidelines laid
down in the Declaration of Helsinki. As human participants were
not subjected to procedures or were required to follow rules of
behaviour and the study did not concern medical scientific
research, the study was not subjected to the Medical Research
Involving Human Subjects Act (WMO) and did not need approval of the Medical Ethical Committee of Wageningen University.
All participants registered themselves and gave written informed
consent.

Study design
Participants were asked to complete various questionnaires on
their dietary intake as well as some general demographic and
lifestyle characteristics. Dietary intake data were collected from
the Eetscore FFQ and a full-length FFQ (online Supplemental
Fig. 1). FFQ were administered online in a random order separated by at least 1 month, where 47 % of the participants first
completed the Eetscore FFQ and subsequently the full-length
FFQ. In order to evaluate the reproducibility of the Eetscore
FFQ, all participants were asked to complete the Eetscore FFQ
for a second time.

Dutch Healthy Diet index 2015
The DHD2015-index consists of fifteen food components representing the Dutch dietary guidelines: vegetables, fruit, wholegrain products, legumes, nuts, dairy products, fish, tea, fats
and oils, coffee, red meat, processed meat, sweetened beverages
and fruit juices, alcohol, and salt. The scoring for the DHD2015index has been described in detail elsewhere(9) and is summarised in Table 1 including cut-off and threshold values. For each
component, a maximum of 10 points can be allotted which
means complete adherence to the Dutch dietary guidelines.
Assessment of all scores together result in a total score ranging
between 0 and 150 points. The DHD2015-index score gives an
indication of diet quality and is positively associated with
nutrient density(9) and negatively associated with all-cause
mortality(20).

Development Eetscore FFQ
The Eetscore FFQ was specifically developed to assess the
DHD2015-index(9) using data of the Dutch National Food
Consumption Survey (DNFCS) 2007–2010(21) as a reference.

Foods were selected that were part of a component in the
Dutch dietary guidelines(22,23,24,25). Thereafter, foods were aggregated into food items based on their food group, portion size and
eating time. For example, ‘fruit’ was considered as one food item
whereas ‘cheese’ was divided into ‘cheese on bread’ and ‘cheese
with dinner’. Furthermore, Na intake was separated into two
parts: Na intake from foods and discretionary salt. Two items
on discretionary salt were included to estimate the frequency
of salt or Na-rich products (i.e. soya sauce and soup flavouring)
added during cooking and at the table.
In addition to the fifteen components of the DHD2015-index,
the Eetscore FFQ was also developed to score one additional
component on unhealthy foods. This so-called unhealthy
choices component was based on a guideline of the
Netherlands Nutrition Centre (NNC)(8,12) aiming to get insight
in dietary intake beyond the Dutch dietary guidelines. Foods that
are high in energy, saturated fat and sugar have been categorised
as unhealthy by the NNC. Therefore, food items that contributed
most to total energy, saturated fat and mono- and disaccharide
intake of the adult population in the DNFCS 2007–2010(21) were
selected to be included in the unhealthy choices component,
unless they were already included in one of the other
DHD2015-index components. For example, although orange
juice was categorised as an unhealthy choice, it was not included
in the unhealthy choices component as it was already included in
the component sugar-containing beverages. Food items
included in the unhealthy foods component were sweet spreads,
cakes, cookies, chips or pretzels, chocolate, savoury snacks, sauces, and use of sugar in coffee or tea. Together these unhealthy
food items contributed for at least 80 % to total energy, saturated
fat and mono- and disaccharide intake(26).
The aggregation of foods resulted in a list of fifty-five food
items, which together accounted for 85 % of energy intake from
the adult population of the DNFCS 2007–2010 (online
Supplemental Table 1). These fifty-five food items were interrogated in forty questions covering the intakes of all components
over the previous month. The six answer categories for frequency questions ranged from ‘never’ to ‘every day’ for regularly
consumed foods and from ‘not this month’ to ‘4 times a month’
for episodically consumed foods. Portion sizes were assessed in
standard portions and commonly used household measures(27).
Average daily intakes of food items were calculated by multiplying frequency of consumption by portion size in grams. The Na
content of a food item was calculated by multiplying the
weighted frequency of use by the Na content of each food in that
food item(21,28). The Eetscore FFQ was administered via the
open-source survey tool LimeSurveyTM (LimeSurvey Project
Team/Carsten Schmitz, Germany, 2012).

Scoring Dutch Healthy Diet index 2015 from Eetscore
FFQ
The food components vegetables, fruit, whole-grain products,
legumes, nuts, dairy products, fish, tea, fats and oils, coffee, red
meat, processed meat and sweetened beverages and fruit juices
were scored according to the scoring of the original DHD2015index (Table 1). The scoring for the components alcohol and
Na deviates from the scoring of the original DHD2015-index.
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Table 1. Cut-off and threshold values for the calculation of the DHD2015-index component scores and the additional component ‘unhealthy choices’
Component
type

1
2
3

Vegetables
Fruit
Whole-grain
products

A
A
A
R

4
5
6

Legumes
Nuts
Dairy products*

A
A
O

7

Fish†

A

8
9

Tea
Fats and oils

A
R

Dutch dietary guidelines 2015
Eat at least 200 g of vegetables daily
Eat at least 200 g of fruit daily
Eat at least 90 g of whole-grain products daily
Replace refined cereal products by whole-grain
products
Eat legumes daily
Eat at least 15 g of unsalted nuts daily
Eat a few portions of dairy products daily,
including milk or yogurt
Eat one serving of fish weekly, preferably oily
fish
Drink three cups of black or green tea daily
Replace butter, hard margarines and cooking
fats by soft margarines, liquid cooking fats and
vegetable oils
Replace unfiltered coffee by filtered coffee

Minimum score ( = 0 points)

Maximum score ( = 10 points)

0 g/d
0 g/d
0 g/d
No consumption of whole-grain products or ratio of whole
grains to refined grains ≤0·7
0 g/d
0 g/d
0 g/d or ≥ 750 g/d

≥ 200 g/d
≥ 200 g/d
≥ 90 g/d
No consumption of refined products or ratio of whole
grains to refined grains ≥11
≥ 10 g/d
≥ 15 g/d
300–450 g/d

0 g/d

≥ 15 g/d

0 g/d
No consumption of soft margarines, liquid cooking fats
and vegetable oils or ratio of liquid cooking fats to solid
cooking fats ≤0·6
Any consumption of unfiltered coffee

10 Coffee

Q

11 Red meat
12 Processed meat
13 Sweetened beverages and
fruit juices
14 Alcohol

M
M
M

Limit consumption of red meat
Limit consumption of processed meat
Limit consumption of sweetened beverages and
fruit juices

≥ 100 g/d
≥ 50 g/d
≥ 250 g/d

≥ 450 ml/d
No consumption of butter, hard margarines and
cooking fats or ratio of liquid cooking fats to solid
cooking fats ≥13
Consumption of only filtered coffee OR No coffee
consumption
≤ 45 g/d
0 g/d
0 g/d

M

15 Salt
16 Unhealthy
choices

M
M

If alcohol is consumed at all, intake should be
limited to one Dutch unit (10 g ethanol) daily
Limit consumption of table salt to 6 g daily
Limit consumption of unhealthy day and week
choices

Women: ≥ 20 g ethanol/d
Men: ≥ 30 g ethanol/d
≥ 3·8 g Na/d
> 7 week choices/week

Women: ≤ 10 g ethanol/d
Men: ≤ 10 g ethanol/d
≤ 1·9 g Na/d
≤ 3 week choices/week

New Dutch diet quality screener

Component

A, adequacy component (consume an adequate amount); R, ratio component (replace less healthy products by more healthy alternatives); O, optimum component (optimal consumption range); Q, qualitative component (choose healthier
option); M, moderation component (limit consumption).
* Maximum of 40 g cheese could be included.
† Maximum of 4 g lean fish could be included.
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The Eetscore FFQ distinguishes between alcohol consumption
during week and weekend days to account for binge
drinking(29). For both subcomponents, a maximum score of
5 points can be allotted. The intake of discretionary salt contributed at maximum 2 points out of 10 based on the assumption that
about 20 % of total Na intake from the Dutch population is from
added salt(21,30,31,32). Na intake from foods contributed to the
remaining 8 points. The unhealthy choices component was
scored as a moderation component based on the guideline to
limit consumption of unhealthy foods. A score of 0 was assigned
when more than seven unhealthy foods per week were consumed. The maximum score of 10 points was assigned when
three or less unhealthy foods per week were consumed
(Table 1).

Full-length FFQ and its scoring with the Dutch Healthy
Diet index 2015
A 166-item semi-quantitative FFQ was used to assess habitual
dietary intake. Food items for this version were selected based
on the DNFCS 2007–2010. This FFQ was evaluated for energy
intake, macronutrients, dietary fibre and selected vitamins(13,33).
The reference period was the previous month. This full-length
FFQ has previously been evaluated against two 24-h dietary
recalls to assess the DHD2015-index (tau-b: 0·56; 95 % CI 0·52,
0·61)(9). Answer categories for frequency questions ranged from
‘not this month’ to ‘7 d/week’, and portion sizes were estimated
using standard portions and commonly used household measures(27). Average daily intake (in grams) of food items were calculated by multiplying frequency of consumption by portion
size. Average daily Na intake was calculated by multiplying
frequency of consumption by portion size and energy and
nutrient content per gram using the 2010 Dutch Food
Composition Table(34). The full-length FFQ was administrated
via the Dutch FFQTOOL(35).
Because of a technical problem with administering the fulllength FFQ (results of questions on fish intake and use of cooking fats were not saved correctly), we were not able to calculate
all component scores of the DHD2015-index. Moreover, the fulllength FFQ does not distinguish between types of coffee (filtered
v. unfiltered). Therefore, the component scores for fish, fats and
oils and coffee are not presented.

Covariates
Age, body weight, height, educational level (low: primary
school, vocational or lower general secondary education; moderate: higher secondary education or intermediate vocational
training; and high: higher vocational education or university),
smoking status (current, former and never) and drug use were
self-reported when completing the Eetscore FFQ. Body weight
and height were used to calculate the BMI.

Statistical analysis
Baseline characteristics are presented as mean and standard
deviation scores of the DHD2015-index and its components, calculated from the Eetscore FFQ and the full-length FFQ, separately for men and women. Differences in participant

characteristics between men and women were quantified by
means of Mann–Whitney U tests and χ2 tests. ANOVA and
ANCOVA, adjusting for age and BMI, were performed to compare the total DHD2015-index score derived from the Eetscore
FFQ between men and women, while Mann–Whitney U tests
and χ2 tests were performed to compare the subcomponents
of the DHD2015-index. Linear trends in participants’ characteristics across sex-specific quartiles of the DHD2015-index scores
were examined using general linear models.
A Bland–Altman plot was used to examine the agreement
between the Eetscore FFQ and the full-length FFQ(36). Kendall’s
tau-b correlation coefficients were calculated between scores
derived from the Eetscore FFQ and the full-length FFQ to examine
ranking of participants according to diet quality. For the component dairy products, a Kendall’s tau-b correlation coefficient was
calculated between grams of dairy product intake as well.
Spearman’s correlation coefficients were calculated, to allow comparison with previous studies. Correlation coefficients of ρ > 0·4
were considered to indicate an acceptable association and
ρ = 0·5–0·7 were considered to indicate a reasonably good association(37,38). CI were calculated using Fisher’s z-transformation.
The proportion of participants assigned to the same or adjacent
DHD2015-index score quartiles was calculated to evaluate the
agreement between the two methods. Kappa (κ) coefficients were
calculated between the quartile scores to further evaluate the level
of agreement between the two methods. κ coefficients between
0·21–0·40 indicate a fair level of agreement, κ = 0·41–0·60 a moderate and κ = 0·61–0·80 a substantial level of agreement(39).
Correlation coefficients were calculated with and without under
and over reporters in energy intake as identified by the
Goldberg cut-off method(40). However, we decided to include
all participants in our analysis, because excluding under and over
reporters (n 55) did not affect the ranking of participants in their
diet quality (online Supplemental Table 2).
Reproducibility of the Eetscore FFQ was examined by intraclass correlation coefficients (ICC), where an ICC > 0·4 was considered fair to good and an ICC ≥ 0·75 excellent(37,38). Moreover,
the minimal detectable change (MDC) at the 95 % confidence
levels for the total DHD2015-index score was calculated. The
MDC95 provides the minimal change in DHD2015-index score
that indicates a true change, with 95 % certainty, which is not
due to variation in performance or measurement error(41,42).
The MDC was calculated with the following formula:
p
MDC95 = 1·96 × pooled SD × 2(1-ICC).
All data were analysed using SAS statistical software version
9.4 (SAS Institute Inc.) and SPSS statistics 25 (IBM), and a P value
of <0·05 was considered to be statistically significant.

Results
Participant characteristics
Sixty-eight per cent of the study sample were women and mean
age of the study sample was 56·9 (SD 15·8) years (Table 2). Mean
BMI was 24·2 (SD 3·8 kg/m2) and 65 % of the study sample had a
high educational level. Thirty-five per cent of the study sample
was classified as being overweight or obese. Men were older
(mean 63·4 (SD 12·4) years) than women (mean 53·9 (SD 16·2)
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Table 2. General characteristics, mean scores and standard deviations of the total score of the Dutch Healthy Diet 2015 index (DHD2015-index) and its
components based on the Eetscore FFQ in 541 women and 237 men
(Mean values and standard deviations)
Women (n 514)

Age (years)
BMI (kg/m2)
Body weight (kg)
Educational level†
Low
Middle
High
Smoking status
Current
Former
Never
Medication use
Lipid-modifying
Anti-diabetic
Anti-hypertensive
DHD2015-index (score)‡
1. Vegetables (score)
2. Fruit (score)
3. Whole-grain products (score)
4. Legumes (score)
5. Nuts (score)
6. Dairy products (score)
7. Fish (score)
8. Tea (score)
9. Fat and oils (score)
10. Coffee (score)
11. Red meat (score)
12. Processed meat (score)
13. Sugar-containing beverages (score)
14. Alcohol (score)
15. Na (score)
16. Unhealthy choices (score)

Mean

SD

53·9
23·7
67·7

16·2
3·84
11·3

n

Men (n 237)
(%)

Mean

SD

63·4
25·4
83·2

12·4
3·60
13·5

n

P*

(%)

<0·001
<0·001
<0·001
0·08

70
113
331

14
22
64

33
47
154

14
20
65

26
177
311

5
34
61

20
134
83

8
57
35

32
15
74

6
3
14

58
22
62

25
9
26

<0·001

114·4
7·2
7·9
7·7
8·0
5·6
5·9
6·8
6·5
6·0
7·9
9·6
6·3
8·2
8·2
8·5
3·9

16·0
2·8
2·8
2·3
3·4
3·7
3·3
3·4
4·1
4·6
2·7
1·4
3·3
2·6
3·2
1·6
4·1

102·8
5·7
6·7
7·4
8·3
5·3
6·6
6·5
4·4
6·5
7·8
9·1
4·1
7·1
7·3
7·1
2·9

18·0
2·9
3·3
2·5
3·2
3·9
3·3
3·5
4·1
4·5
2·8
2·3
3·6
3·3
3·2
2·8
4·0

<0·001
<0·001
<0·001
<0·001
<0·001
<0·001
0·15
0·09
0·15
0·009
0·29
<0·001
0·33
0·86
<0·001
<0·001
<0·001
<0·001
<0·001
0·004

* Mann–Whitney U test and χ2 test were used to compare general characteristic values and the component scores between women and men and an ANOVA was used to compare the
total DHD2015-index score.
† Low education = primary school, vocational and lower general secondary education; moderate = higher secondary education and intermediate vocational training; high = higher
vocational education and university.
‡ The total score ranges between 0 and 160 points.

years) and had a significantly higher BMI (mean 25·4 (SD 3·6) kg/
m2) than women (mean 23·7 (SD 3·8) kg/m2). Men also used more
lipid-modifying, anti-diabetic and anti-hypertensive medication
than women (P < 0·001).
The mean DHD2015-index score for the total study sample,
based on the Eetscore FFQ, was 111 (SD 17·5) out of a possible
maximum total score of 160 points (Table 2). Mean DHD2015index scores were significantly lower for men than for women
(103 (SD 18·0) points v. 114 (SD 16·0) points), and this difference
increased after adjustment for age and BMI (104 (SE 1·08) points
v. 115 (SE 0·72) points). Women scored significantly higher on the
components vegetables, fruit, ratio whole to refined grains, tea,
red meat, processed meat, sugar-containing beverages, alcohol,
salt and unhealthy choices. Men scored significantly higher on
the component dairy products.
Age was positively associated with the DHD2015-index score
as derived from the Eetscore FFQ (P < 0·001, using sex-specific
quartiles). Mean BMI was lower in the higher DHD-15 index
quartiles (P < 0·001), while educational level was higher
(P = 0·008) (Table 3). Smoking and medication use were not significantly associated with the DHD2015-index.

Relative validity of Eetscore FFQ compared with fulllength FFQ
Mean time difference between filling in the Eetscore FFQ and the
full-length FFQ was 1·7 (SD 1·15) month. The mean DHD2015index score based on thirteen components and calculated from
the Eetscore FFQ was 90·5 (SD 15·5) out of a possible total score
of 130 points (Table 4), which was significantly higher than the
total score calculated from the full-length FFQ (82·2 (SD 15·1)).
Absolute agreement and limits of agreement were studied using
a Bland–Altman plot (Fig. 1). The DHD2015-index score calculated from the Eetscore FFQ was 8·3 (SD 11·6) points higher than
the score of the full length FFQ. The limits of agreement were
−15·0 and 31·5 points. The Kendall’s tau-b coefficient between
the two scores was 0·51 (95 % CI 0·47, 0·55) (Table 4), indicating
a reasonably good ranking ability.
When comparing the mean DHD2015-index component
scores between the Eetscore FFQ and the full-length FFQ, the
largest absolute difference was observed for the component
alcohol (mean difference 5·1 (SD 4·4) points) and the smallest
absolute difference was observed for the component dairy
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Table 3. Participant characteristics across sex-specific quartiles of the DHD2015-index based on the Eetscore FFQ1 in 751 participants
(Mean values and standard deviations; numbers and percentages)
Quartiles DHD2015-index derived from Eetscore FFQ
Q1 (n 190)

DHD2015-index score
Age (years)
Body weight (kg)
BMI (kg/m2)
Smoking
Never
Former
Current
Education
Low
Intermediate
High
Medication use
Lipid-modifying drugs
Diabetic drugs
Anti-hypertensive drugs

Mean

SD*

89
53·7
75·9
25·1

11·1
16·2
16·1
4·2

n

Q2 (n 197)
%

Mean

SD

107
56·2
72·7
24·4

6·9
15·5
13·9
3·8

Q3 (n 182)

n

%

Mean

SD

117
57·6
71·8
24·1

6
16·4
13·9
3·9

n

Q4 (n 182)
%

Mean

SD

131
60·4
69·8
23·3

7
14·2
11·5
3·2

n

%

Pfor trend
<0·001
<0·001
<0·001
0·23

93
78
19

48·9
41·1
10

104
81
12

52·8
41·1
6·1

101
73
8

55·5
40·1
4·4

96
79
7

52·7
43·4
3·8

35
41
114

18·4
21·6
60

33
38
124

16·8
19·3
62·9

24
47
111

13·2
25·8
61

11
34
136

6
18·7
74·7

26
13
35

13·7
6·8
18·4

25
6
32

12·7
3
16·2

21
7
28

11·5
3·8
15·4

18
11
41

9·9
6
22·5

0·008

0·70
0·27
0·29

* The total score ranges between 0 and 160 points.

Table 4. Total score and 13 component scores of the Eetscore FFQ and the full-length FFQ in 565 participants
(Mean values and standard deviations, Kendall’s tau-b coefficients, Spearman’s correlations and 95 % confidence intervals)
Eetscore FFQ

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Vegetables
Fruit
Whole-grain products
Legumes
Nuts
Dairy products
Fish
Tea
Fat and oils
Coffee
Red meat
Processed meat
Sugar-containing beverages
Alcohol
Salt
Unhealthy choices
DHD2015-index 13 components*
DHD2015-index all components†

Full-length FFQ
95 % CI

R

Mean

SD

Mean

SD

Tau-b

6·9
7·6
7·7
8·0
5·6
6·1
6·7
5·9
6·2
7·9
9·4
5·7
7·9
7·9
8·1
3·6
90·5
111·3

2·9
3·1
2·3
3·4
3·8
3·3
3·4
4·1
4·6
2·7
1·8
3·5
2·9
3·3
2·2
4·1
15·5
17·3

7·1
7·8
7·0
8·2
5·0
6·3
–
7·1
–
–
9·2
6·0
6·9
2·8
7·7
1·0
82·2
82·2

3·0
3·2
3·1
3·4
4·0
3·3
–
3·6
–
–
2·0
3·5
3·5
4·4
2·7
2·6
15·1
15·1

0·41
0·63
0·22
0·43
0·48
0·32

0·36,
0·58,
0·15,
0·35,
0·43,
0·26,

0·46
0·68
0·28
0·50
0·54
0·38

0·55
0·72
0·29
0·47
0·59
0·43

0·48,
0·67,
0·20,
0·38,
0·52,
0·35,

0·63

0·58, 0·68

0·72

0·66, 0·77

0·30
0·55
0·50
0·41
0·36
0·39
0·51
0·47

0·22,
0·51,
0·45,
0·37,
0·31,
0·33,
0·47,
0·43,

0·32
0·71
0·61
0·45
0·48
0·45
0·70
0·65

0·24,
0·66,
0·55,
0·40,
0·41,
0·38,
0·66,
0·60,

0·38
0·60
0·56
0·45
0·42
0·45
0·55
0·51

95 % CI
0·61
0·77
0·37
0·55
0·65
0·50

0·41
0·76
0·68
0·50
0·55
0·52
0·75
0·70

* The total score ranges between 0 and 130 points. The scores of components ‘7. Fish’, ‘9. Fats and oils’ and ’10. Coffee‘ were not available for full-length FFQ.
† The total score ranges between 0 and 160 points.

products (mean difference 0·1 (SD 3·5) points). The lowest tau-b
coefficient was seen for the component whole grain (0·22; (95 %
CI 0·15, 0·28)). Tau-b correlations ranged between 0·2 and 0·4 for
the components dairy products, red meat, salt and unhealthy
choices. For the components vegetables, legumes, nuts, processed meat, sugar-containing beverages and alcohol, tau-b correlations ranged between 0·4 and 0·6. Tau-b correlations of 0·6 or
higher were seen for the components fruit and tea. The Kendall’s
tau-b coefficient between the grams of dairy product intake was
0·57 (95 % CI 0·53, 0·61). Based on the DHD2015-index score
quartiles, 47 % of the participant were placed in the same quartiles, 43 % in the adjacent quartiles and 1 % in the extreme

quartiles. The κ coefficient was 0·29 (95 % CI 0·24, 0·35), indicating a fair level of agreement between the two methods.

Reproducibility of the Eetscore FFQ
On average, participants completed the second Eetscore FFQ 3·8
(SD 0·82) months after the first Eetscore FFQ. Mean total
DHD2015-index scores were 112·6 (SD 17·0) for the first
Eetscore FFQ and 111·9 (SD 17·2) for the second Eetscore FFQ
(Table 5), with a mean difference of 0·8 (SD 10·0) points
(P = 0·16). The ICC between both Eetscore FFQ was 0·91
(95 % CI 0·89, 0·93). The largest difference in component scores
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Table 5. Total score and 16 component scores of both Eetscore FFQ in 343 participants (intraclass correlation coefficient (ICC) and 95 % confidence intervals
between both Eetscore FFQ)
(Mean values and standard deviations).
Eetscore FFQ-1

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Vegetables
Fruit
Whole-grain products
Legumes
Nuts
Dairy products
Fish
Tea
Fat and oils
Coffee
Red meat
Processed meat
Sugar-containing beverages
Alcohol
Na
Unhealthy choices
DHD2015-index*

Eetscore FFQ-2

Mean

SD

Mean

SD

ICC

6·9
7·8
7·7
8·1
5·6
6·3
6·8
6·2
6·1
8·3
9·5
5·8
7·8
8·0
8·1
3·6
112·5

3·0
3·0
2·4
3·4
3·7
3·3
3·4
4·1
4·6
2·4
1·7
3·5
3·0
3·2
2·1
4·0
17·2

6·7
7·7
7·4
7·9
5·5
6·4
6·7
5·9
6·1
8·3
9·6
5·7
7·9
7·9
8·4
3·8
111·9

2·9
3·0
2·6
3·5
3·8
3·2
3·4
4·1
4·6
2·5
1·4
3·6
2·8
3·3
2·0
4·0
17·4

0·82
0·91
0·84
0·72
0·82
0·84
0·88
0·90
0·80
0·87
0·71
0·87
0·87
0·93
0·80
0·86
0·91

95 % CI
0·77,
0·89,
0·80,
0·65,
0·78,
0·80,
0·85,
0·88,
0·75,
0·84,
0·64,
0·84,
0·84,
0·91,
0·76,
0·83,
0·89,

0·85
0·93
0·87
0·77
0·85
0·87
0·90
0·92
0·84
0·90
0·77
0·89
0·90
0·94
0·84
0·89
0·93

* The total score ranges between 0 and 160 points.

calculating DHD2015-index scores. We showed that
DHD2015-index scores differed significantly between men
and women. The DHD2015-index score was inversely associated with BMI, while it was positively associated with age and
education. The Eetscore FFQ showed a moderate Kendall’s
tau-b correlation with the full-length FFQ indicating that the
Eetscore FFQ can be used for ranking of participants according
to their diet quality. Furthermore, the ICC between both Eetscore
FFQ was 0·91 showing good reproducibility.

Associations with individual characteristics

Fig. 1. Bland–Altman plot of total score based on thirteen components of the
Dutch Healthy Diet 2015 index (DHD2015-index) based on the Eetscore FFQ
and the full-length FFQ in 565 participants.

was observed for tea (mean difference 0·4 (SD 2·4) points); the
smallest difference was observed for coffee (mean difference
0·0 (SD 1·6) points). The lowest ICC were observed for the components red meat (0·71; (95 % CI 0·64, 0·77)) and legumes (0·72;
(95 % CI 0·65, 0·77)), indicating a good reproducibility. The components fruit, tea and alcohol had an ICC of 0·9 or higher, indicating excellent reproducibility. All other components had an
ICC between 0·8 and 0·9. The MDC for the total DHD2015-index
score was 14·5 points.

Discussion
The Eetscore FFQ is a screener designed to assess diet quality
based on adherence to the Dutch dietary guidelines by

DHD2015-index scores derived from the Eetscore FFQ differed
significantly between men and women. This difference became
even larger after adjusting for age and BMI. Women scored significantly higher on the total DHD2015-index score, which was
explained by higher intakes of fruit, vegetables and tea and
lower intakes of red and processed meat, sugar-containing beverages and alcohol. Worldwide, studies have shown that women
have a better diet quality than men(43). In general, women are
probably more health-oriented and have better knowledge of
nutrition than men(43,44,45).
On average, older people had higher diet quality scores than
younger people, which is also comparable with the results of
other studies(43,46). Furthermore, the DHD2015-index derived
from the Eetscore FFQ was inversely associated with BMI. The
DHD2015-index scores derived from a full-length FFQ or two
24-h dietary recalls previously showed similar associations with
sex, age, BMI and education level in other general Dutch populations (EPIC-NL, DNFCS 2007–2010, NQ-Plus)(9,10,15,20,47,48).
However, the DHD2015-index was previously also inversely
associated with smoking, which was not seen in the present
study(9,20,47). This could be explained by the high percentage
of highly educated participants and the low percentage of current smokers in the present study.
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Relative validity
Using Bland–Altman analysis, absolute agreement showed an
overestimation of the DHD2015-index score derived from the
Eetscore FFQ compared with the DHD2015-index score derived
from the full-length FFQ, based on thirteen components (mean
difference 8·3 (SD 11·6) points). Furthermore, the Bland–Altman
plot showed relatively wide 95 % limits of agreement.
The DHD2015-index score calculated from the Eetscore FFQ
showed a reasonably good Kendall’s tau-b correlation (0·51;
(95 % CI 0·47, 0·55)) with the DHD2015-index score calculated
from the full-length FFQ. This Kendall’s tau-b correlation was
slightly higher than the correlation between the full-length
FFQ and the DHD-FFQ (0·40; (95 % CI 0·37, 0·43))(15). The
DHD-FFQ was developed to assess the DHD-index, the precursor of the DHD2015-index(10,15). The observed correlation in the
present study was comparable with that of Whitton et al.(49) who
observed a Spearman’s correlation coefficient of 0·51 comparing
the ‘Diet Screener’ and a 163-item FFQ in Singapore residents. A
study of Rifas-Shiman et al.(50) found a Spearman’s correlation
coefficient of 0·61 comparing ‘PrimeScreen’ with a 131-item
FFQ in an American population. Two studies by Schröder
et al., both performed in a Spanish population, observed comparable Pearson’s correlation coefficients for the ‘short Diet
Quality Screener’ (r = 0·61), the ‘Mediterranean Diet
Adherence Screener’ (r = 0·52) and the ‘brief Mediterranean
Diet Screener’ (r = 0·40)(18,51). Furthermore, a correlation of
0·38 was observed for the ‘Diet Quality Score’, developed in
the UK, derived from the short-form FFQ compared with a
217-item FFQ(16). Correlation coefficients ranging between 0·5
and 0·7 are common in validation studies of dietary assessment
methods(37,38). The κ coefficient showed a fair level of agreement
(0·29; 95 % CI 0·24, 0·35) between the DHD2015-index calculated from the Eetscore FFQ and with the DHD2015-index score
calculated from the full-length FFQ. This κ coefficient was lower
than coefficients found for comparable screeners that were κ
ranges between 0·38 to 0·58(16,49,52). Taking all above-mentioned
correlation coefficients together, the correlation coefficient for
DHD2015-index scores between the two methods was considered acceptable, even though the full DHD2015-index score
could not be assessed for the full-length FFQ.
For the components whole grains, dairy products, red meat
and unhealthy choices, the correlations between the
DHD2015-index score based on the Eetscore FFQ and the
full-length FFQ were lower than the expected value of 0·4.
The low correlation for the component whole grains could be
explained by the difference in food items for this component
between the Eetscore FFQ and the full-length FFQ. For example,
the Eetscore FFQ distinguishes between whole grain and white
rice and pasta, whereas the full-length FFQ was not able to make
this distinction. Second, the dairy product component was
scored as an optimum component. For example, a score of 5
points is allotted when someone consumes one portion (150
g) of dairy products, but also when someone consumes four portions (600 g) of dairy products. The correlation between dairy
product intake in grams was therefore higher than the correlation
between component scores. Not surprisingly, also red meat
showed a very low correlation between the two instruments.

This could be explained by the grouping of the food items of
the full-length FFQ. Some food items of the full-length FFQ consisted of both red meat and processed meat, while the Eetscore
FFQ made a clear distinction between these two food items. The
assumptions we made regarding the percentages of foods in the
full-length FFQ that can be classified as red meat or processed
meat may therefore deviate from the amounts actually consumed and therefore result in a different score. The low correlation for the component unhealthy choices could be explained by
the smaller number of foods included in the Eetscore FFQ compared with the full-length FFQ (8 v. 15 items, respectively); for
example, the consumption of candies, pancakes and pizza
was not covered in the Eetscore FFQ, whereas these items were
available from the full-length FFQ.
Although the correlation was acceptable, the largest mean
difference in scores between the Eetscore FFQ and the fulllength FFQ was seen for the component alcohol, which could
be explained by the difference in questions. The Eetscore FFQ
takes into account binge drinking, whereas it was not possible
to assess binge drinking with the full-length FFQ. Additionally,
the full-length FFQ used in the present study was not able to distinguish between types of coffee (filtered or unfiltered); therefore, the component scores for coffee could not be evaluated
in the present study.
The Eetscore FFQ and the full-length FFQ showed a low correlation between Na intake (0·36; (95 % CI 0·31, 0·42)). This
could partly be explained by the availability of information on
salt added during cooking and at the dinner table in the
Eetscore FFQ, whereas this information was lacking in the
full-length FFQ. In general, FFQ are not suitable to assess Na
intake, which usually underestimates true Na intake. The results
on the salt component should therefore be interpreted with caution. Ideally, Na intake is estimated based on 24-h urinary Na,
which is considered the gold standard(53).
Taking all the above suggested explanations for differences
between the two FFQ together, the Eetscore FFQ may be better
to distinguish between food items regarding the components
whole grains, red meat, alcohol and coffee than the full-length
FFQ and therefore may be better able to assess diet quality.
This raises the question whether the full-length FFQ used in this
study was the most appropriate FFQ to evaluate the Eetscore
FFQ. In future studies, a method able to distinguish between
types of coffee, to assess binge drinking and to distinguish
between food items of whole grains and red meat, should be
used to evaluate these components.

Reproducibility
The reproducibility of the Eetscore FFQ was assessed over an
interval period of approximately 4 months. The observed ICC
of 0·91 for the total DHD2015-index score and ICC ranging from
0·71 to 0·93 for the component scores indicate good to excellent
reproducibility of habitual diet quality. The Eetscore FFQ also
showed good reproducibility in comparison with other studies.
For instance, an ICC of 0·69 was observed after a 4-month interval for the ‘Diet Screener’ assessing the Alternative Healthy
Eating Index-2010 (AHEI-2010) in an Asian population(49).
Furthermore, an ICC of 0·69 was observed for the reproducibility
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after a 1-month interval period of the ‘Mediterranean Diet
Adherence Screener’ assessing adherence to the Mediterranean
diet(54). Correlation coefficients between 0·5 and 0·7 are common
in reproducibility studies of FFQ(37,38). Thus, our findings indicate
that the Eetscore FFQ is a reliable instrument for assessing adherence to the Dutch dietary guidelines over time.

Strengths
Both the Eetscore FFQ and the full-length FFQ were administered online, which is assumed to be less burdensome for the
interviewee and expected to be less biased by social desirable
answering(14). The order in which participants received the questionnaires was at random. Therefore, it is unlikely that the order
could have influenced the results. Furthermore, additional
adjustments for the order of questionnaires did not alter our correlation coefficients notably (online Supplemental Table 3).

Limitations
The Eetscore FFQ was designed to capture the quality of the
dietary pattern of the general Dutch population. In the present
study, we evaluated the Eetscore FFQ in a population that might
not be representative for the general Dutch population because
of the large proportion of highly educated participants and the
interest in participating in a study on nutrition and health.
Furthermore, fewer people were overweight (BMI ≥ 25 kg/m2;
27 %) or obese (BMI ≥ 30 kg/m2; 8 %) in our study population
compared with the general Dutch population (35 % and 15 %,
respectively) indicating that our study population is a healthconscious population. We expect that the use of the Eetscore
FFQ in a more representative general population will result in
lower DHD2015-index scores, but in similar correlations
between diet quality and health outcomes(55,56). The Eetscore
FFQ was initially developed for the adult population (18–69
years), based on data of the DNFCS 2007–2010(21). However,
also participants over 70 years of age were recruited from the
EetMeetWeet study (n 147). Excluding them did not affect the
ranking of participants in their diet quality; therefore, we decided
to include data of all participants in our analysis (online
Supplemental Table 4).
A full-length FFQ is no ‘golden standard’ reference method;
therefore, we can only determine relative validity.
Furthermore, the Eetscore FFQ and the full-length FFQ were
designed similarly and may have correlated errors. This may
cause an overestimation of relative validity(37,57). Therefore, it
is suggested to also assess relative validity between the
Eetscore FFQ and multiple 24-h dietary recalls or multiple food
records in the future. It is also suggested to evaluate the Eetscore
FFQ against biological markers for dietary intake in future studies, since these are considered more objective than self-reported
dietary assessment methods(14,58).
Because of a technical problem with administering the fulllength FFQ, that is, questions on fish intake and use of cooking
fats were not saved, we were not able to calculate all components of the DHD2015-index. It was therefore also not possible
to calculate associations between the DHD2015-index scores
derived from the Eetscore FFQ and energy, and macro- and
micronutrient intakes derived from the full-length FFQ. Others
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found significant positive correlations between diet quality
scores and energy, and macro- and micronutrient
intakes(15,18,51,54,59). However, the DHD2015-index was previously evaluated against the same full-length FFQ, as used in this
study, and 24-h dietary recalls. This previous study showed significant associations for energy and several macro- and micronutrient intakes across quintiles of the DHD2015-index scores(9).
We therefore expect the associations between the Eetscore
FFQ and energy and macro- and micronutrient intakes to be
in the same direction.
The Eetscore FFQ was specifically designed to assess the
DHD2015-index and is therefore not designed to estimate daily
energy and macro- and micronutrients.

Conclusion
In conclusion, the Eetscore FFQ is a screener of diet quality
assessing adherence to the Dutch dietary guidelines by calculating DHD2015-index scores. The results showed that DHD2015index score differs between men and women. The score is also
positively associated with age and educational level and
inversely associated with BMI. The Eetscore FFQ was considered
an acceptable screener to rank participants according to their
diet quality, but relatively poor for assessing diet quality on
the individual level. Further validation for this purpose is necessary. Moreover, the Eetscore FFQ showed good to excellent
reproducibility and is therefore able to monitor diet quality of
individuals.

Acknowledgements
The authors would like to thank Saskia Meijboom, RD, and
Anouk Geelen, PhD, for support with the development of the
Eetscore FFQ, Marije Seves, MSc, RD, for assistance with the
Eetscore syntax and Anne van de Wiel, MSc, for the distribution
of the questionnaires. The authors would also like to thank all the
participants for filling out the questionnaires.
This research received no specific grant from any funding
agency, commercial or not-for-profit sectors.
M. R., E. F. and J. V. developed the Eetscore FFQ. M.R. collected the data and together with A.S conducted the statistical
analyses. E. B., C. P., E. F. and J. V. contributed to the analyses
and interpretation of the data. All named authors were involved
in the drafting of the paper and critically reviewed its content. All
have approved the final version submitted for publication.
There are no conflicts of interest.

Supplementary material
For supplementary material/s referred to in this article, please
visit https://doi.org/10.1017/S0007114521004499

References
1. Elmadfa I & Meyer AL (2012) Diet quality, a term subject to
change over time. Int J Vitam Nutr Res 82, 144–147.
2. Fransen HP & Ocke MC (2008) Indices of diet quality. Curr
Opin Clin Nutr Metab Care 11, 559–565.

Downloaded from https://www.cambridge.org/core. Wageningen University and Research - Library, on 20 Mar 2022 at 13:47:25, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0007114521004499

New Dutch diet quality screener

M. G. de Rijk et al.

3. Wirt A & Collins CE (2009) Diet quality–what is it and does it
matter? Public Health Nutr 12, 2473–2492.
4. Imamura F, Lichtenstein AH, Dallal GE, et al. (2009)
Confounding by dietary patterns of the inverse association
between alcohol consumption and type 2 diabetes risk. Am J
Epidemiol 170, 37–45.
5. Jacobs DR & Steffen LM (2003) Nutrients, foods, and dietary patterns as exposures in research: a framework for food synergy.
Am J Clin Nutr 78, 508s–513s.
6. Newby PK & Tucker KL (2004) Empirically derived eating patterns using factor or cluster analysis: a review. Nutr Rev 62,
177–203.
7. Arvaniti F & Panagiotakos DB (2008) Healthy indexes in public
health practice and research: a review. Crit Rev Food Sci Nutr
48, 317–327.
8. Health Council of the Netherlands (2015) Dutch Dietary
Guidelines 2015. The Hague: Health Council of the
Netherlands.
9. Looman M, Feskens EJ, de Rijk M, et al. (2017) Development
and evaluation of the Dutch healthy diet index 2015. Public
Health Nutr, 20, 2289–2299.
10. van Lee L, Geelen A, van Huysduynen EJ, et al. (2012) The
Dutch healthy diet index (DHD-index): an instrument to measure adherence to the Dutch guidelines for a healthy diet. Nutr J
11, 49.
11. Kromhout D, Spaaij CJK, de Goede J, et al. (2016) The 2015
Dutch food-based dietary guidelines. Eur J Clin Nutr 70,
869–878.
12. Brink E, van Rossum C, Postma-Smeets A, et al. (2019)
Development of healthy and sustainable food-based dietary
guidelines for the Netherlands. Public Health Nutr 22,
2419–2435.
13. Siebelink E, Geelen A & de Vries JH (2011) Self-reported energy
intake by FFQ compared with actual energy intake to maintain
body weight in 516 adults. Br J Nutr 106, 274–281.
14. Brouwer-Brolsma EM, Lucassen D, de Rijk MG, et al. (2020)
Dietary intake assessment: from traditional paper-pencil questionnaires to technology-based tools. IFIP Adv Inf Commun
Technol 554, 7–23.
15. van Lee L, Feskens EJ, Meijboom S, et al. (2016) Evaluation of a
screener to assess diet quality in the Netherlands. Br J Nutr 115,
517–526.
16. Cleghorn CL, Harrison RA, Ransley JK, et al. (2016) Can a
dietary quality score derived from a short-form FFQ assess
dietary quality in UK adult population surveys? Public Health
Nutr 19, 2915–2923.
17. Rodrigo CP, Fagundez LJM, Servan PR, et al. (2015) Screeners
and brief assessment methods. Nutr Hosp 31, 91–97.
18. Schroder H, Benitez Arciniega A, Soler C, et al. (2012) Validity
of two short screeners for diet quality in time-limited settings.
Public Health Nutr 15, 618–626.
19. Brouwer-Brolsma EM, van Lee L, Streppel MT, et al. (2018)
Nutrition Questionnaires plus (NQplus) study, a prospective
study on dietary determinants and cardiometabolic health in
Dutch adults. BMJ Open 8, e020228.
20. Biesbroek S, Verschuren WMM, Boer JMA, et al. (2017) Does a
better adherence to dietary guidelines reduce mortality risk and
environmental impact in the Dutch sub-cohort of the European
prospective investigation into cancer and nutrition? Br J Nutr
118, 69–80.
21. van Rossum CTM, Fransen HP, Verkaik-Kloosterman J, et al.
(2011) Dutch National Food Consumption Survey 2007–
2010. Diet of Children and Adults Aged 7 to 69 Years.
Bilthoven: National Institute for Public Health and the
Environment.

22. Block G, Dresser CM, Hartman AM, et al. (1985) Nutrient
sources in the American diet: quantitative data from the
NHANES II survey. I. Vitamins and minerals. Am J Epidemiol
122, 13–26.
23. Block G, Hartman AM, Dresser CM, et al. (1986) A data-based
approach to diet questionnaire design and testing. Am J
Epidemiol 124, 453–469.
24. Mark SD, Thomas DG & Decarli A (1996) Measurement of
exposure to nutrients: an approach to the selection of informative foods. Am J Epidemiol 143, 514–521.
25. Molag ML, de Vries JH, Ocke MC, et al. (2007) Design characteristics of food frequency questionnaires in relation to their validity. Am J Epidemiol 166, 1468–1478.
26. Molag ML, de Vries JH, Duif N, et al. (2010) Selecting informative food items for compiling food-frequency questionnaires:
comparison of procedures. Br J Nutr 104, 446–456.
27. Dutch Institute for Public Health and the Environment (2002)
Portie-Online Versie 2020/1.4. Bilthoven: RIVM.
28. National Institute for Public Health (RIVM) (2011) NEVOtabel. Dutch Food Composition Table 2011/version 3. The
Hague: National Institute for Public Health and the
Environment/Netherlands Nutrition Centre.
29. Gezondheidsraad (2015) Alcohol – Achtergronddocument Bij
Richtlijnen Goede Voeding 2015. Den Haag: Gezondheidsraad.
30. Bhat S, Marklund M, Henry ME, et al. (2020) A systematic
review of the sources of dietary salt around the world. Adv
Nutr 11, 677–686.
31. Farrimond S, Ainsworth P & Piper B (1995) The contribution of
discretionary salt to total salt intake. J Consum Stud Home Econ
19, 135–143.
32. van Rossum CTM, Buurma-Rethans EJM, Fransen HP, et al.
(2012) Zoutconsumptie van Kinderen en Volwassenen in
Nederland Resultaten Uit de Voedselconsumptiepeiling
2007–2010. Bilthoven: National Institute for Public Health
and the Environment.
33. Streppel MT, de Vries JH, Meijboom S, et al. (2013) Relative validity of the food frequency questionnaire used to assess dietary
intake in the Leiden longevity study. Nutr J 12, 75.
34. Dutch Institute for Public Health and the Environment (2010)
NEVO-Online Versie 2010/2.0. Bilthoven: RIVM.
35. Molag ML (2010) Towards transparent development of food
frequency questionnaires: scientific basis of the Dutch FFQTOOL tm: a computer system to generate, apply and process
FFQs. PhD Thesis: University of Wageningen.
36. Bland JM & Altman DG (1986) Statistical methods for assessing
agreement between two methods of clinical measurement.
Lancet 1, 307–310.
37. Cade J, Thompson R, Burley V, et al. (2002) Development, validation and utilisation of food-frequency questionnaires – a
review. Public Health Nutr 5, 567–587.
38. Willett W (2013) Nutritional Epidemiology, Monographs in
Epidemiology and Biostatistics, 3rd ed. New York: Oxford
University Press.
39. Landis JR & Koch GG (1977) The measurement of observer
agreement for categorical data. Biometrics 33, 159–174.
40. Black AE (2000) The sensitivity and specificity of the Goldberg
cut-off for EI: BMR for identifying diet reports of poor validity.
Eur J Clin Nutr 54, 395–404.
41. Dontje ML, Dall PM, Skelton DA, et al. (2018) Reliability, minimal detectable change and responsiveness to change: indicators to select the best method to measure sedentary behaviour
in older adults in different study designs. PLOS ONE 13,
e0195424.
42. Ries JD, Echternach JL, Nof L, et al. (2009) Test-retest reliability
and minimal detectable change scores for the timed “up & go”

Downloaded from https://www.cambridge.org/core. Wageningen University and Research - Library, on 20 Mar 2022 at 13:47:25, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0007114521004499

10

43.

44.

45.

46.

47.

48.

49.

50.

test, the 6-min walk test, and gait speed in people with
Alzheimer disease. Phys Ther 89, 569–579.
Imamura F, Micha R, Khatibzadeh S, et al. (2015) Dietary quality
among men and women in 187 countries in 1990 and 2010: a
systematic assessment. Lancet Glob Health 3, E132–E142.
de Assumpcao D, Domene SMA, Fisberg RM, et al. (2017)
Differences between men and women in the quality of their
diet: a study conducted on a population in Campinas, Sao
Paulo, Brazil. Cien Saude Colet 22, 347–358.
Hiza HA, Casavale KO, Guenther PM, et al. (2013) Diet quality
of Americans differs by age, sex, race/ethnicity, income, and
education level. J Acad Nutr Diet 113, 297–306.
Koksal E, Karacil Ermumcu MS & Mortas H (2017) Description
of the healthy eating indices-based diet quality in Turkish
adults: a cross-sectional study. Environ Health Prev Med 22,
12.
Harbers MC, de Kroon AM, Boer JMA, et al. (2020)
Adherence to the Dutch dietary guidelines and 15-year incidence of heart failure in the EPIC-NL cohort. Eur J Nutr 59,
3405–3413.
van Bussel LM, van Rossum CT, Temme EH, et al. (2020)
Educational differences in healthy, environmentally sustainable
and safe food consumption among adults in the Netherlands.
Public Health Nutr 23, 2057–2067.
Whitton C, Ho JCY, Rebello SA, et al. (2018) Relative validity
and reproducibility of dietary quality scores from a short diet
screener in a multi-ethnic Asian population. Public Health
Nutr 21, 2735–2743.
Rifas-Shiman SL, Willett WC, Lobb R, et al. (2001) PrimeScreen,
a brief dietary screening tool: reproducibility and comparability
with both a longer food frequency questionnaire and biomarkers. Public Health Nutr 4, 249–254.

11

51. Schroder H, Fito M, Estruch R, et al. (2011) A short screener is
valid for assessing Mediterranean diet adherence among older
Spanish men and women. J Nutr 141, 1140–1145.
52. Gadowski AM, McCaffrey TA, Heritier S, et al. (2020)
Development, relative validity and reproducibility of the AusSDS (Australian short dietary screener) in adults aged 70 years
and above. Nutrients 12, 1436.
53. Brown IJ, Tzoulaki I, Candeias V, et al. (2009) Salt intakes
around the world: implications for public health. Int J
Epidemiol 38, 791–813.
54. Papadaki A, Johnson L, Toumpakari Z, et al. (2018) Validation
of the English version of the 14-item Mediterranean diet adherence screener of the PREDIMED study, in people at high cardiovascular risk in the UK. Nutrients 10, 138.
55. Darmon N & Drewnowski A (2008) Does social class predict
diet quality? Am J Clin Nutr 87, 1107–1117.
56. Grech A, Hasick M, Gemming L, et al. (2021) Energy misreporting is more prevalent for those of lower socio-economic
status and is associated with lower reported intake of discretionary foods. Br J Nutr 125, 1291–1298.
57. Masson LF, McNeill G, Tomany JO, et al. (2003) Statistical
approaches for assessing the relative validity of a food-frequency questionnaire: use of correlation coefficients and the
κ statistic. Public Health Nutr 6, 313–321.
58. Brouwer-Brolsma EM, Brennan L, Drevon CA, et al. (2017)
Combining traditional dietary assessment methods with novel
metabolomics techniques: present efforts by the food biomarker alliance. Proc Nutr Soc 76, 619–627.
59. Apovian CM, Murphy MC, Cullum-Dugan D, et al. (2010)
Validation of a web-based dietary questionnaire designed for
the DASH (dietary approaches to stop hypertension) diet: the
DASH online questionnaire. Public Health Nutr 13, 615–622.

Downloaded from https://www.cambridge.org/core. Wageningen University and Research - Library, on 20 Mar 2022 at 13:47:25, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/S0007114521004499

New Dutch diet quality screener

