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Abstract: An energy-dense, high-fat, low-fibre dietary pattern has been prospectively associated
with the development of obesity in childhood but is population-specific, which limits translating the
pattern into interventions. We explored the generalisability and correlates of this obesogenic dietary
pattern in the UK National Diet and Nutrition Survey (NDNS) for the first time. Data came from
participants (n = 4636 children and n = 4738 adults) with 4-day food diaries in NDNS 2008–2014.
Reduced rank regression was applied to 51 food groups to explain variation in energy density, fibre
and fat intake. Consistency of the pattern in population subgroups (according to sex, age, occupation
and income) was compared with the whole sample pattern using coefficients of congruence (COC).
Pattern correlates (sociodemographic, survey year, physical activity and eating related behaviours)
were explored using multiple linear regression. Food group loadings were similar to the previously
identified obesogenic dietary pattern and were generalisable across all sub-groups (COC: 0.93–0.99).
An obesogenic diet was associated with eating takeaways, being omnivorous, a manual household
occupation and lower household income in both adults and children (p < 0.0001). Dieting for
weight loss, being older, more physically active and less sedentary was associated with a less
obesogenic diet among adults (p < 0.0001). Future experimental studies should investigate if changes
in this obesogenic pattern could be used to monitor the effectiveness of obesity prevention policies or
develop personalised interventions.

Keywords: dietary patterns; obesogenic; reduced rank regression; National Diet and Nutrition Survey

1. Introduction

The prevalence of adult and childhood obesity has risen dramatically representing an important
global public health problem associated with chronic disease, mortality and disability [1]. In the
United Kingdom (UK), more than a quarter of adults and a fifth of school children are obese, [2].
In England alone, obesity results in more than 30,000 deaths and costs the National Health Service
approximately £6.1 billion every year [3]. Diet is a key modifiable risk factor for obesity [2]. A wide
range of dietary factors have been implicated, including dietary fat, fibre and energy density [4].
People, however, do not consume nutrients or foods in isolation. Nutrients are combined within foods
and foods are eaten in combinations within a whole dietary pattern. The importance of studying
dietary patterns has been well established as providing more useful insights into associations of diet
with health outcomes, including obesity, compared to individual dietary components [5]. Dietary
patterns can be defined as a priori (e.g., indices measuring adherence to established diet-disease
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hypotheses) or a posteriori methods (e.g., data-driven analyses, which identify common combinations
of foods or groups of individuals with similar diets that may or may not relate to health) [5]. Reduced
rank regression (RRR) is a hybrid approach for identifying novel disease-specific dietary patterns that
combines data-driven analysis with prior knowledge of disease mechanisms. RRR refines common
dietary patterns (maximised to explain all food intake variation) to further explain variation in specified
intermediate variables e.g., nutrients, hypothesised to be on the causal pathway from diet to disease.
Thus, a pattern that is both consumed within a population and relevant to the disease of interest is
identified [6].

RRR has previously been applied to identify obesogenic dietary patterns, in both adults and
children. For example, a dietary pattern characterised by low-fat, high-carbohydrate, and high-fibre
foods was associated with lower body weight gain in adults in the German EPIC-Potsdam cohort
study [7]. Also, a higher energy-dense, high-fat and low-fibre dietary pattern score was associated
with an increase in waist circumference in Australian girls (from 14 to 17 years) [8]. In the UK, a dietary
pattern explaining higher carbohydrate/fibre and lower fat foods was associated with lower body
mass index (BMI) in 1238 participants of the 1946 Birth Cohort followed from age 36 to 43 to 53 years [9].
Previously, we have shown that an energy-dense, high-fat, low-fibre dietary pattern, characterised
by high intakes of low-fibre bread, crisps, sweets, chocolate, biscuits and processed meats in tandem
with low intakes of fruits, vegetables, high-fibre bread and breakfast cereals, was associated with the
development of excess adiposity in children from age 5 and 7, to 9 years in the Avon Longitudinal
Study of Parents and Children (ALSPAC) [10]. The same pattern tracks with age and is also associated
with further fat mass gains from age 11–15 years, indicating that this specific combination of foods
intakes in childhood is associated with adiposity in adolescence [11]. Findings from these longitudinal
studies support the potential for RRR-derived dietary patterns, and particularly an energy-dense,
low-fibre, high-fat pattern, as a basis for personalised interventions or monitoring the effect of policies
to prevent obesity.

A common problem of data-driven methods is that the diet patterns are sample-specific (i.e.,
the relative importance of foods rich in energy density and fat and low in dietary fibre may be unique
in each sample). Thus, the importance of specific foods characterising an obesogenic dietary pattern
may vary over time or between locations, age or socioeconomic groups. Obesity prevention efforts
could utilise the pattern loadings for food groups previously identified for an obesogenic dietary
pattern e.g., in ALSPAC, but this combination of foods may only be relevant to children in South
West England at the turn of the century and not the rest of the UK. Identifying food loadings for an
obesogenic dietary pattern in a nationally representative sample of the UK population is an essential
step to confirm if the pattern is stable. Therefore, we aimed to apply RRR in the UK National Diet and
Nutrition Survey (NDNS) for the first time. We repeated the RRR in different subgroups to explore the
generalisability of the pattern. Finally, we investigated the correlates of the pattern in order to inform
the need for targeted (i.e., to specific population groups) and tailored (i.e., by tackling the consumption
of specific foods) interventions to change the obesogenicity of diets in the UK.

2. Materials and Methods

Data were from 4636 children (≤18 years) and 4738 adults (19–64 years) from waves 1–6 (February
2008–August 2014) of the UK NDNS. More details on the design of NDNS can be found elsewhere [12].
In brief, it is an annual programme of cross-sectional surveys assessing the dietary intake and
nutritional status of the general UK population aged 1.5 years and over. The sample is drawn
from a selection of postcodes across the UK, which are divided into Primary Sampling Units (PSUs).
Households are randomly sampled within PSUs and 1 adult (19 years+) and 1 child (1.5 to 18 years)
are invited to participate. In some households, only children were asked to take part to ensure an
adequate sample of children are available for comparisons. Participants completed a consecutive 4-day
food diary. Participants with at least 3 days were subsequently visited by a nurse who conducted
anthropometric measurements and collected a blood sample. NDNS was conducted according to the
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Declaration of Helsinki guidelines and all procedures involving human subjects were approved by
the Oxfordshire A Research Ethics Committee. All participants provided written informed consent.
Data for the current analysis were downloaded from the UK data archive [13].

Food diaries were self-reported by participants aged 12 years and over and parent-reported for
children under 12 years old. Portion sizes were estimated with household measures, portion size
photographs and food weights from labels. For homemade dishes, participants recorded recipes on a
separate page. Diaries were coded using DINO (Diet In Nutrients Out) [14]. For the current analysis,
NDNS food items were harmonised into 51 pre-defined food groups previously used for dietary pattern
analysis in ALSPAC [10]. New food groups that were not consumed in ALSPAC but were in NDNS
were created including alcoholic beverages and infant/toddler foods and drinks (Supplementary
Information 1). Each participants’ average intakes (g/day) for each food group were calculated from
the food level file. Data on average total daily fat, fibre and energy intakes were used from the nutrients
file and converted to % total energy from fat ((kcal from fat/total kcal) * 100) and fibre density (total
fibre (g)/total energy intake (1000 kcal)). Dietary energy density was computed directly from the
food level file as total kcal/total grams for foods only excluding drinks because they spuriously dilute
estimates [15]. The extent of dietary misreporting was assessed using an individualised method [16]
based on the ratio of energy intake (EI) to total energy expenditure (TEE). TEE was calculated
from equations derived from doubly labelled water (DLW) studies in children and adults [17,18].
To account for random error in estimating EI and TEE, a 95% confidence interval of the ratio EI/TEE
was calculated. Participants falling within the 95% CI (EI/TEE = 0.63 to 1.34 for participants with
3 days completed or 0.65 to 1.35 for participants with 4 days completed) were classified as plausible
reporters, while those below or above the 95% CI were classified as under-reporters and over-reporters
respectively. A categorical variable indicating under-, plausible-, and over-reporting was created and
used in analyses.

Measured weight (kg) and height (cm) were used to calculate BMI (kg/m2). For children
1.5–2 years, length was measured instead of height. BMI groups (normal weight, overweight and
obese) were created using standard World Health Organisation cut-offs for adults (normal weight
BMI 18–24.99 kg/m2, overweight BMI 25–29.99kg/m2 and obese BMI 30kg/m2 or more). For children,
international (IOTF) criteria [19] (<18 years) were used to define weight status and BMI was also
standardised for age and sex based on the 1990 British Growth Reference (UK90) [20].

Physical activity in adults (>16 years) was estimated with the validated Recent Physical Activity
Questionnaire (RPAQ) [21], which assessed type, amount of PA and screen time from Year 2 of the
rolling programme. Time spent in moderate or vigorous PA (MVPA) was summed to provide daily
MVPA (min/day). Physical activity data in children was measured using waist-worn Actigraph
accelerometers worn for 7 days concurrent to diary completion. Data were available in just 12% of the
sample in years 1 and 2, therefore, these data were not used initially but have been incorporated for
supplementary analyses in response to review. The time spent watching media on TV or tablets and
time spent using a computer on weekdays and weekend was reported by adults in the RPAQ. Daily
time spent on each of these sedentary activities (h/day) were calculated and were used in analyses.

Eating-related behaviours including the frequency of eating meals out and having takeaways at
home was obtained in interviews by asking ‘On average, how often do you/does child eat meals out
in a restaurant or café?’ and ‘On average, how often do you/does child eat take-away meals at home?’,
respectively. Response options ranged from ‘rarely/never’ to ‘≥5 times per week’ and were further
collapsed for analysis (≥1 per week vs. <1 per week). Information was also obtained on whether
participants followed a vegetarian diet (yes/no) and whether they were on a weight loss diet (yes/no).
Socioeconomic position was represented by household occupational social class and income, which
were self-reported during the interview. Each participant was assigned a socio-economic classification
based on the occupation of the householder with the highest income.
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3. Statistical Analyses

Dietary patterns were derived with Reduced Rank Regression (RRR). To replicate the obesogenic
dietary pattern previously identified in ALSPAC, we used dietary energy density (DED), fibre
density (FD) and total fat as a percentage of energy intake (% fat) as response variables [10,11,22].
A total of 51 food groups were used as predictors, to generate 3 dietary patterns (based on the number
of response variables). RRR calculates individual dietary pattern scores, based on a linear combination
of all food group intakes weighted by pattern loadings. RRR generates pattern loadings for each
food group, which reflects the contribution of each food group to the overall dietary pattern. Positive
pattern loadings increase the dietary pattern score and negative pattern loadings reduce the score.
The first pattern explained 44% of response variation, while the remaining two explained less than
20% variation combined. Therefore, the first dietary pattern was retained for subsequent analyses.
The generalisability of the dietary pattern derived in different populations, i.e., gender, age, occupation,
household income, was assessed with the Tucker’s coefficient of congruence (COC) to understand
whether a single overall dietary pattern score could adequately represent the entire UK population.
For details on calculation of a COC see Supplementary Information 2. A COC from 0.85–0.94 suggests
fair similarity, and over 0.94 suggests the patterns are essentially equal. A COC below 0.85 indicates
that the overall dietary pattern is not adequately representative for that sub-group therefore specific
patterns should be considered [23]. To provide a baseline for comparison RRR was run twice following
a random split sample approach to derive a COC (ϕ = 1.00, Supplementary Table S1).

Survey weights provided by NDNS were used in all descriptive and trend analyses to account for
participant non-selection and non-response. The use of survey weights means that only percentages
(95% confidence intervals (CIs)) are presented rather than raw frequencies. Variables were described
with the use of mean and 95% CIs if normally distributed or with the use of median and interquartile
range (IQR) otherwise. Correlation between two continuous variables was assessed with Pearson’s
r correlation coefficient. Stratified analysis by age (children ≤18 years and adults >18 years) was
used to examine trends in dietary pattern score after interaction tests confirmed different associations
were likely (p < 0.05). Separate quintiles of dietary pattern score were generated for children and
adults. The distribution of dietary variables across quintiles of dietary pattern score was assessed with
linear regression models adjusted for age, gender and energy intake. Weighed percentages of people
consuming each food group within each quintile of the dietary pattern score were generated to test
trends in consumption of foods with the highest positive and negative pattern loadings because most
food groups were not normally distributed (therefore a mean (95% CI) was not appropriate).

Due to 13% of participants not providing information on household income, as part of sensitivity
analysis, RRR was run for participants with missing vs. non-missing income information. Dietary
patterns generated between the two groups were equal based on the COC (ϕ = 0.99), and there was
little evidence of difference in the dietary pattern score between the two groups (p = 0.09). All analyses
were performed in Stata Statistical Software: Release 13 (StataCorp LP., College Station, TX, USA);
code used to perform the RRR in Stata is provided in Supplementary Information 3.

4. Results

The sample comprised 4636 children aged 1–18 years, who were 51% male, 43% from families
with a professional occupation, and 57% had a household income of less than £23,000 per year (Table 1).
Most children were of healthy weight (76%), with a mean BMI standard deviation score (SDS) 0.5 (95%
CI 0.4, 0.5) and were primarily classified as having plausible reports of energy intake (79%). There
were 4738 adults aged 19–96 years, 44% had a professional occupation, and 46% earned a household
income of less than £23,000 per year. Most adults were overweight or obese, with a mean BMI of 27.4
(95% CI 27.2, 27.6) kg/m2. Most adults were classified as plausible reporters (71%). Adults spent
a median 3 h/day watching media on TV or tablets, 1h/day using computers and 36 min/day in
moderate-to-vigorous physical activity.
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The obesogenic dietary pattern derived in the whole sample explained a total of 44% of response
variation, including individually 59% DED, 45% FD and 28% %fat variation. A high pattern score
represents an energy-dense, low-fibre, high-fat diet with high correlations with DED (r = 0.77) and FD
(r = −0.67) and a moderate correlation with %fat (r = 0.53). The pattern loadings for food groups are
displayed in Figure 1. ‘Fresh fruit’ and ‘Vegetables (raw or boiled)’, had the largest negative pattern
loadings followed by ‘High fibre breakfast cereals’, ‘Yoghurts’ and ‘Legumes’, indicating that low
consumption of these food groups contributed most to a high obesogenic pattern score. In contrast,
‘Chocolate and confectionery’, ‘Low fibre bread’, ‘Biscuits and cakes’, ‘Processed meat’ and ‘Butter &
animal fat’ had the highest positive loadings meaning increased intake of these foods contributed to a
more obesogenic dietary pattern score.

Table 1. Description of the National Diet and Nutrition Survey children and adult sample in 2008–2014.

Children (N = 4636) Adults (N = 4738)

% N a 95% CI % N a 95% CI

Gender
Male 51 (49, 53) 49 (47, 50)

Female 49 (47, 51) 51 (50, 53)

Age group

1–5 years 27 (25, 28)
6–10 years 27 (25, 28)

11–18 years 47 (45, 49)
19–64 years 79 (77, 80)
>65 years 21 (20, 23)

Occupation b
Managerial & professional occupations 43 (40, 45) 44 (42, 46)

Intermediate occupations 20 (19, 22) 21 (19, 22)
Routine & manual occupations 37 (35, 39) 34 (32, 36)

Household
income c (£)

<23,000 57 (54, 59) 46 (44, 48)
≥23,000 43 (41, 46) 54 (52, 56)

Survey year
2008–2010 38 (34, 42) 37 (33, 41)
2011–2012 35 (32, 39) 36 (32, 40)
2013–2014 27 (24, 31) 27 (24, 31)

BMI d
Normal weight 76 (74, 77) 37 (35, 39)

Overweight 17 (16, 19) 37 (35, 39)
Obese 7 (6, 8) 27 (25, 29)

Media time e ≤3 h/day 47 (44, 49)
>3 h/day 53 (51, 56)

Computer time e ≤1 h/day 40 (38, 43)
>1 h/day 60 (58, 62)

MVPA f ≤36 min/day 46 (43, 48)
>36 min/day 54 (52, 57)

Misreporting of
energy intake

Under-reporters 9 (8, 10) 19 (17, 20)
Plausible reporters 79 (77, 80) 71 (70, 73)

Over reporters 12 (11, 13) 10 (9, 11)

Abbreviations: BMI–Body Mass Index, CI–Confidence Interval, MVPA–Moderate to Vigorous Physical Activity.
a Percentages are weighed based on non-selection and non-response survey weights provided by NDNS;
b Occupation is based on the National Statistics Socio-economic Class (NS-SEC). There was 2% missing data
in children and 2% missing data in adults; c There was 11% and 14% missing data for household income in
children and adults respectively; d BMI categories are based on international (IOTF) BMI cut-offs [19]. For children,
BMI z-score were created by standardising BMI for sex and age based on the 1990 British Growth Reference
(UK90) [20]). For adults, BMI is measured in kg/m2 and standard WHO cut-offs used to define weight status. There
was 9% and 7% missing data in children and adults respectively; e There was 27% missing data in adults; f There
was 20% missing data adults.

The generalisability of the dietary pattern was confirmed by the replication of food group loadings
in a range of sub-groups. Coefficients of congruence (range 0.93 to 1.00), comparing pattern loadings
in each sub-group with the overall sample, are displayed in Supplementary Table S1. The lowest
congruence was observed for adolescents (0.93); where the amount of variation in fibre was lower
for adolescents vs. the whole sample (19 vs. 45%). While still indicating overall good similarity,
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some age-related differences in pattern loadings for a small number of food groups were observed
(Supplementary Figure S1). Sugar sweetened drinks and cheese had larger negative and slightly higher
positive loadings for adolescents respectively. Low fibre bread contributed more to the pattern among
adults vs. children; Butter had a higher loading among those aged 65+ years; High-fat milk and cream
were more important among the 1–5 age group and low energy beverages contributed more to an
obesogenic pattern score among children vs. adults (Supplementary Figure S1).
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Figure 1. Dietary pattern loadings for each food group in children and adults.

Supplementary Table S2 and Table S3 display variation in key nutrients and food groups by
quintile of dietary pattern score for children and adults, respectively. For both children and adults,
dietary energy density differed by approximately 3 kJ/g, fibre density differed by approximately
1g/MJ and % fat intake differed by 8–9% from quintile 1–5 of the obesogenic dietary pattern score.
Self-reported total energy intake was around 220–300 kcal higher in quintile 5 vs. 1 among children
and adults respectively. The percentage of consumers of foods with negative loadings decreased from
quintile 1–5, for example 88% of children in quintile 1 consumed fruit compared with just 62% in
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quintile 5. More than 90% of adults consumed vegetables regardless of dietary pattern score quintile,
suggesting the main differences in this food group were driven by the amount, rather than if vegetables
were consumed. Mean (95% CI) vegetable intake was 75 (95% CI 70, 80) grams/day in quintile 5 vs. 201
(193, 209) grams/day in quintile 1 of the dietary pattern score, equating to a difference of approximately
1.5 servings a day.

Trends in the obesogenic dietary pattern by various factors are displayed in Figures 2 and 3
for children and adults, respectively. Among children, a more obesogenic dietary pattern score was
associated with being female, living in a household with manual occupations and a lower income.
The difference in dietary pattern score was largest for extremes of household income where families
with >£50,000 per annum had a pattern score 0.29 (0.18, 0.39) units lower than households with <£14999
per annum in income. There was weak evidence that dietary pattern scores were more obesogenic
in 2013–2014 compared with 2008–2010 (by 0.12 (95% CI 0.06, 0.18) units, p = 0.04), but there was
limited statistical evidence for a trend across all time-points (p = 0.08, Figure 2, panel g). There was
no evidence of association of dietary pattern score with misreporting category, age or weight status.
Among adults, a more obesogenic dietary pattern score was associated with being male, younger,
living in a household with manual occupations and a lower income (Figure 3). The difference in dietary
pattern score was largest for extremes of age (<30 years vs. >54 years 0.37 95% CI 0.23, 0.50) and
household occupation where families with managerial occupations had a pattern score 0.31 (0.22, 0.41)
units lower than households with manual occupations. There was no evidence of association of dietary
pattern score with misreporting category, BMI or survey year.

Strong trends were observed among adults in their obesogenic dietary pattern score by media
time and time spent in MVPA (Figure 4). Adults spending less than 12 min/day in MVPA vs. more
than 2 h/day had a more obesogenic dietary patterns score by 0.45 units (95% CI 0.30, 0.60). In addition,
adults spending more than 4 h/day vs. less than 2 h/day watching media had a 0.41 unit (95% CI
0.27, 0.55) more obesogenic diet score. A similar inverse trend of a less obesogenic dietary pattern
with increasing amounts of physical activity was observed in the small subsample of children with
objectively measured physical activity from accelerometers (Figure 4, panel d).

Among both adults and children, there was evidence that Northern Ireland has a more obesogenic
diet than England (0.17 95% CI 0.10, 0.25 and 0.28 95% CI 0.16, 0.40 higher in Northern Irish children
and adults compared with English respectively, Supplementary Figure S2). Associations between
eating-related behaviours and obesogenic dietary pattern score are illustrated in Supplementary
Tables S4 and S5 for children and adults, respectively. While eating out was not associated with
pattern score, eating takeaways more than once a week compared with less than once a week was
associated with a 0.19 (95% CI 0.12, 0.26) and 0.25 (95% CI 0.15, 0.36) more obesogenic diet in children
and adults respectively. Being vegetarian (2% of the sample) was associated with a less obesogenic
score by 0.63 (95% CI 0.45, 0.82) in children and 0.53 (95% CI 0.26, 0.81) units in adults. Data on dieting
for weight loss was only available for 66% of the sample but indicated that adults on a diet to lose
weight ate less obesogenic diets (−0.25 (95% CI 0.12, 0.38)).

Our analysis derived an obesogenic dietary pattern in a nationally representative sample of UK
adults and children for the first time and established its generalisability across a range of population
subgroups. An energy-dense, low-fibre, high-fat pattern in the UK is characterised by low intakes of
fruits, vegetables, high-fibre breakfast cereals, yoghurt and legumes and high intakes of chocolate,
confectionery, low-fibre bread, biscuits, cakes and processed meat. We observed clear social gradients in
the dietary pattern score, such that lower SES groups consumed the most obesogenic diets, highlighting
a possible source of health inequalities. Among adults, an obesogenic diet was associated with more
sedentary time and less time in MVPA, which could have important implications for energy balance.

Using a COC, we found that dietary patterns derived in different subgroups of the UK population
were very similar to each other. Previous RRR derived dietary patterns identified in different
populations sometimes showed fair agreement with the current results e.g., UK children and
adolescents at age 7, 10 and 13 years in ALSPAC (COC–0.88, 0.88 and 0.90 respectively) [11], and with
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Australian adolescents participating in the National Children’s Nutrition and Physical Activity Survey
(COC–0.92) [24]. However, more diverse pattern loadings were seen between our findings and
European adolescents (COC–0.82) [24], Australian children (COC–0.83) [25] and German adults
(COC–0.55) [7]. Comparability across studies is limited when different numbers and composition of
food groups are used. Schulz et al. reported a simplified version of their dietary pattern, with only
loadings for 10 food groups and Appannah et al. (2014), only had 23 food group loadings available
for comparison [25]. Pattern comparability is also limited by the use of different intermediates, i.e.,
carbohydrate density rather than energy density [7]. Methodological differences are an important
source of variation in the consistency of patterns, however real population variation in food intakes
may also explain why diverse foods contribute to an obesogenic pattern in different countries. At least
for the UK, it is clear that the pattern derived in the current analysis is appropriate for measuring the
obesogenicity of diets among children, adults, and low and high socioeconomic groups alike.

Using the same dietary pattern score, we were able to observe important correlates of an
obesogenic diet in the UK population, which was in line with groups with a higher prevalence
of obesity. There were clear social gradients, which has also been observed in other studies deriving
dietary patterns in the same way [10,22], and is in line with the more general observation that diet
quality is socially patterned [26]. Interestingly there was no evidence of association between our
dietary pattern score and weight status in either adults or children. The lack of evidence could be
because of the cross-sectional design, which is limited for dissecting the temporal order of associations.
It is likely that having obesity elicits changes to diet to make it less obesogenic in an attempt to control
or lose weight, which is supported by our findings that adults on a weight loss diet had a lower
pattern score. However, previous longitudinal studies of the association of this pattern with fat mass
in children and adolescents supports that it is obesogenic [10,11]. Further prospective studies among
adults and experiments are required to confirm if the pattern is also obesogenic in later life and that
changing the current pattern score can prevent obesity.
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Figures present marginal means and tests for trend with survey-weighted linear regression adjusted
for age, gender and daily energy intake.
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Figure 3. Trends in the obesogenic dietary pattern score among adults (>18 years) by (a) sex; (b) age;
(c) weight status; (d) energy reporting status; (e) occupation; (f) household income; and (g) survey year.
Figures present marginal means and tests for trend with survey-weighted linear regression adjusted
for age, gender and daily energy intake.

A major strength of this study is that analyses were carried out in a large, nationally representative
sample of ~10,000 adults and children in the UK. To our knowledge, this is the first study in the UK to
have used a national survey to identify if food contributing to an obesogenic dietary pattern is the
same in both children and adults. Using RRR to conduct the analysis allowed us to derive pattern
loadings characteristic of intermediate dietary factors that have been associated with the development
of obesity, namely DED, %fat and FD, thereby basing our findings on well-established diet-disease
hypotheses [27]. One advantage of the current dietary pattern score, over individual foods/nutrients,
is that it captures variation in multiple aspects of an obesogenic diet in a single score and offers a scale
indicating the balance of foods likely to increase or decrease obesity. Incorporating our obesogenic diet
score into computerised systems for monitoring food intake could offer a novel approach to measuring
the success of individual or policy level obesity prevention.

The use of food records ensured a high level of detail on dietary intake was available to derive
the dietary pattern. There is an ongoing debate regarding the validity and use of self-reported
dietary data in research [28–31]. Although food records are not free of error in assessing habitual
food consumption, they are completed prospectively in real-time and so avoid the reliance on recall
commonly encountered with other memory-based methods in such as food frequency questionnaires
and 24-h recalls [32]. Food records are still prone to a certain degree of under-reporting and reactivity
or under-eating compared with habitual intakes, particularly among overweight individuals [33,34].
However, when compared with doubly labelled water and direct observation, food records consistently
outperform other self-reported methods and capture on average 80% of true energy intake [35–38].
Differential under-reporting by BMI may explain the lack of evidence of a cross-sectional association
between the dietary pattern and weight status. Therefore, we quantified misreporting of energy
intake by comparing to estimated energy requirements and observed no evidence of association
with the dietary pattern score, suggesting that error in the food records was non-differential in
relation to the pattern score. Despite these strengths, including the consideration that many potential



Nutrients 2018, 10, 388 10 of 13

confounders were accounted for in analyses, as with any observational study the possibility of residual
confounding cannot be ruled out. Self-reported physical activity was used to investigate trends with
an obesogenic diet among adults as this was the most complete data available in NDNS. Validation
studies have shown that questionnaire-based PA measurement, while being reliable, have only modest
validity [39]. The RPAQ tends to overestimate MVPA and underestimate sedentary time but the
ranking of participants is similar [21], which means that estimates of effect size may not be accurate,
but the direction of associations should be indicative of the true association. We further investigated
the association of pattern score and PA in a sub-sample of children in NDNS who had objective
accelerometer-measured PA available and similar inverse trends were observed. While the size
of the association may have been over estimated by the error in the questionnaire measurement,
the consistency in the direction of the association between objective and subjective measures supports
the conclusion that less PA is associated with a more obesogenic diet.
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Figure 4. Trends in the obesogenic dietary pattern score among adults (>18 years n = 3549 panel a and b,
n = 3790 panel (c) and children (aged 11–16 years, n = 861 panel d) by (a) media time; (b) computer time;
(c) time spent in moderate to vigorous physical activity (MVPA); (d) objectively measured physical
activity in counts per minute. Figures present marginal means and tests for trend with survey-weighted
linear regression adjusted for age, gender and daily energy intake. Media time, computer time and
MVPA have been assessed with the RPAQ questionnaire adults aged >18 years. Quartiles of these
variables are presented in the current figure.

Our analysis used data spanning 6 years and 4 countries, allowing the exploration of differences
in the ‘obesogenicity’ of diets across the UK and over time based on contemporary data on the dietary
intake of the UK population [13]. Monitoring the pattern score over time could be a tool to measure
the effectiveness of policy, environmental or individual changes to prevent obesity. The specific foods
highlighted as most important to the pattern score could also inform strategies to reduce obesity
prevalence in the UK by tackling the provision of foods that make diets more or less obesogenic.
Specific sub-groups of people consuming a more obesogenic diet include low income and occupational
classes, less active and more sedentary, young, male adults, and children in general (who had
systematically higher dietary pattern score than adults). These sub-groups may benefit from targeted
obesity prevention policies. The present findings have important implications for the development of
personalised interventions to prevent obesity, by promoting dietary patterns characterised by foods
low in energy density and fat, and high in dietary fibre. Having many different foods contributing to
the obesogenic dietary pattern score provides a wide range of options for change that individuals can
choose to make their diet less obesogenic. The current dietary pattern score might offer an important
opportunity for the development of personalised approaches for the prevention of excess weight gain
by enabling individuals to find an acceptable and bespoke menu of small changes to their food intake
that may be more sustainable in the long-term.
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5. Conclusions

In the UK, an energy-dense, low-fibre, high-fat dietary pattern is similar to the pattern previously
identified in prospective studies as obesogenic. An obesogenic dietary pattern is generalizable across
UK population sub-groups and is consistently characterised by low intakes of fruits, vegetables,
high-fibre breakfast cereals, yoghurt and legumes and high intakes of chocolate, confectionery,
low-fibre bread, biscuits, cakes and processed meat. Younger, more sedentary and less active adults
and children from low SES groups are consuming more obesogenic diets, putting them at high risk
of excessive weight gain. Interventions based on modifying and monitoring this obesogenic pattern
of food intake should be developed and tested as they could offer an innovative approach for the
precision prevention of obesity.

Supplementary Materials: The following are available online at http://www.mdpi.com/2072-6643/10/4/388/s1,
Figure S1: Dietary pattern loadings for each food group in different age groups; Figure S2: Mean dietary pattern
score by each country in the UK in (a) adults (>18 years) and (b) children (<18 years); Table S1: Comparison of
dietary patterns across sub-groups of the population; Table S2: Descriptive dietary characteristics by quintile (Q) of
dietary pattern score in children (≤18 years); Table S3: Descriptive dietary characteristics by quintile (Q) of dietary
pattern score in adults (>18 years); Table S4: Trends in dietary pattern by eating-related behaviours in children
(≤18 years); Table S5: Trends in dietary pattern by eating-related behaviours in adults (>18 years); Information S1:
Food groups and their contents; Information 2: Calculating a coefficient of congruence; Information 3: Code used
to run RRR in stata.

Acknowledgments: L.J., Z.T. and A.P. are funded by MRC grant ref MR/P013821/1.

Author Contributions: L.J. conceived the study; L.J. and Z.T. designed the analysis; Z.T. performed the analysis;
Z.T., A.P. and L.J. wrote the paper.

Conflicts of Interest: The authors declare no conflict of interest. The founding sponsors had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, and in the
decision to publish the results.

References

1. Obesity and Overweight. Available online: http://www.who.int/mediacentre/factsheets/fs311/en/f
(accessed on 19 January 2018).

2. Statistics on Obesity, Physical Activity and Diet—England, 2017: Report. Available online:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/613532/obes-
phys-acti-diet-eng-2017-rep.pdf (accessed on 19 January 2018).

3. Health Matters: Obesity and the Food Environment. Available online: https://www.gov.uk/government/
publications/health-matters-obesity-and-the-food-environment/health-matters-obesity-and-the-food-
environment--2 (accessed on 19 January 2018).

4. Johnson, L.; Jebb, S.A. The role of diet in the eitiology of obesity. In Pediatric Obesity: Etiology, Pathogenesis,
and Treatment; Freemark, M., Ed.; Springer: Berlin, Germany, 2010.

5. Hu, F.B. Dietary pattern analysis: A new direction in nutritional epidemiology. Curr. Opin. Lipidol. 2002, 13,
3–9. [CrossRef] [PubMed]

6. Hoffmann, K.; Schulze, M.B.; Schienkiewitz, A.; Nöthlings, U.; Boeing, H. Application of a new statistical
method to derive dietary patterns in nutritional epidemiology. Am. J. Epidemiol. 2004, 159, 935–944.
[CrossRef] [PubMed]

7. Schulz, M.; Nothlings, U.; Hoffmann, K.; Bergmann, M.M.; Boeing, H. Identification of a Food Pattern
Characterized by High-Fiber and Low-Fat Food Choices Associated with Low Prospective Weight Change
in the EPIC-Potsdam Cohort. J. Nutr. 2005, 135, 1183–1189. [CrossRef] [PubMed]

8. Appannah, G.; Pot, G.K.; Huang, R.C.; Oddy, W.H.; Beilin, L.J.; Mori, T.A.; Jebb, S.A.; Ambrosini, G.L.
Identification of a dietary pattern associated with greater cardiometabolic risk in adolescence. Nutr. Metab.
Cardiovasc. Dis. 2015, 25, 643–650. [CrossRef] [PubMed]

9. Lahmann, P.H.; Mander, A.P.; Stephen, A.M.; Hardy, R.J.; Wadsworth, M.E.J. Dietary patterns and body
weight status in middle-aged British adults: The 1946 national birth cohort. Obes. Rev. 2006, 7, 93–94.

http://www.mdpi.com/2072-6643/10/4/388/s1
http://www.who.int/mediacentre/factsheets/fs311/en/f
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/613532/obes-phys-acti-diet-eng-2017-rep.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/613532/obes-phys-acti-diet-eng-2017-rep.pdf
https://www.gov.uk/government/publications/health-matters-obesity-and-the-food-environment/health-matters-obesity-and-the-food-environment--2
https://www.gov.uk/government/publications/health-matters-obesity-and-the-food-environment/health-matters-obesity-and-the-food-environment--2
https://www.gov.uk/government/publications/health-matters-obesity-and-the-food-environment/health-matters-obesity-and-the-food-environment--2
http://dx.doi.org/10.1097/00041433-200202000-00002
http://www.ncbi.nlm.nih.gov/pubmed/11790957
http://dx.doi.org/10.1093/aje/kwh134
http://www.ncbi.nlm.nih.gov/pubmed/15128605
http://dx.doi.org/10.1093/jn/135.5.1183
http://www.ncbi.nlm.nih.gov/pubmed/15867301
http://dx.doi.org/10.1016/j.numecd.2015.04.007
http://www.ncbi.nlm.nih.gov/pubmed/26026208


Nutrients 2018, 10, 388 12 of 13

10. Johnson, L.; Mander, A.P.; Jones, L.R.; Emmett, P.M.; Jebb, S.A. Energy-dense, low-fiber, high-fat dietary
pattern is associated with increased fatness in childhood. Am. J. Clin. Nutr. 2008, 87, 846–854. [CrossRef]
[PubMed]

11. Ambrosini, G.L.; Emmett, P.M.; Northstone, K.; Howe, L.D.; Tilling, K.; Jebb, S.A. Identification of a dietary
pattern prospectively associated with increased adiposity during childhood and adolescence. Int. J. Obes.
2012, 36, 1299–1305. [CrossRef] [PubMed]

12. National Diet and Nutrition Survey Results from Years 1, 2, 3 and 4 (Combined) of the Rolling Programme
(2008/2009–2011/2012). Available online: https://www.gov.uk/government/uploads/system/uploads/
attachment_data/file/594361/NDNS_Y1_to_4_UK_report_full_text_revised_February_2017.pdf (accessed
on 21 March 2018).

13. National Diet and Nutrition Survey Years 1–6, 2008/09–2013/14. Available online: https://discover.
ukdataservice.ac.uk/catalogue/?sn=6533&type=Data%20catalogue (accessed on 1 May 2017).

14. Fitt, E.; Cole, D.; Ziauddeen, N.; Pell, D.; Stickley, E.; Harvey, A.; Stephen, A.M. DINO (Diet In Nutrients
Out)—An integrated dietary assessment system. Public Health Nutr. 2014, 18, 234–241. [CrossRef] [PubMed]

15. Johnson, L.; Wilks, D.C.; Lindroos, A.K.; Jebb, S.A. Reflections from a systematic review of dietary energy
density and weight gain: Is the inclusion of drinks valid? Obes. Rev. 2009, 10, 681–692. [CrossRef] [PubMed]

16. Mendez, M.A.; Popkin, B.M.; Buckland, G.; Schroder, H.; Amiano, P.; Barricarte, A.; Huerta, J.-M.; Quirós, J.R.;
Sánchez, M.-J.; González, C.A. Alternative Methods of Accounting for Underreporting and Overreporting
When Measuring Dietary Intake-Obesity Relations. Am. J. Epidemiol. 2011, 173, 448–458. [CrossRef]
[PubMed]

17. Torun, B. Energy requirements of children and adolescents. Public Health Nutr. 2005, 8, 968–993. [CrossRef]
[PubMed]

18. Institute of Medicine of the National Academies. Dietary Reference Intakes for Energy, Carbohydrate, Fiber, Fat,
Fatty Acids, Cholesterol, Protein, and Amino Acids; National Academies Press: Washington, DC, USA, 2002.

19. Cole, T.J.; Bellizzi, M.C.; Flegal, K.M.; Dietz, W.H. Establishing a standard definition for child overweight
and obesity worldwide: International survey. BMJ 2000, 320, 1240–1243. [CrossRef] [PubMed]

20. Cole, T.J.; Freeman, J.V.; Preece, M.A. Body mass index reference curves for the UK, 1990. Arch. Dis. Child.
1995, 73, 25–29. [CrossRef] [PubMed]

21. Golubic, R.; May, A.M.; Benjaminsen Borch, K.; Overvad, K.; Charles, M.A.; Diaz, M.J.; Amiano, P.; Palli, D.;
Valanou, E.; Vigl, M.; et al. Validity of electronically administered Recent Physical Activity Questionnaire
(RPAQ) in ten European countries. PLoS ONE 2014, 9, e92829. [CrossRef] [PubMed]

22. Livingstone, K.M.; McNaughton, S.A. Dietary patterns by reduced rank regression are associated with
obesity and hypertension in Australian adults. Br. J. Nutr. 2017, 117, 248–259. [CrossRef] [PubMed]

23. Lorenzo-Seva, U.; ten Berge, J.M.F. Tucker’s congruence coefficient as a meaningful index of factor similarity.
Methodol. Eur. J. Res. Methods Behav. Soc. Sci. 2006, 2, 57–64. [CrossRef]

24. Huybrechts, I.; Lioret, S.; Mouratidou, T.; Gunter, M.J.; Manios, Y.; Kersting, M.; Gottrand, F.; Kafatos, A.;
De Henauw, S.; Cuenca-García, M.; et al. Using reduced rank regression methods to identify dietary patterns
associated with obesity: A cross-country study among European and Australian adolescents. Br. J. Nutr.
2017, 117, 295–305. [CrossRef] [PubMed]

25. Appannah, G.; Pot, G.K.; O’Sullivan, T.A.; Oddy, W.H.; Jebb, S.A.; Ambrosini, G.L. The reliability of an
adolescent dietary pattern identified using reduced-rank regression: Comparison of a FFQ and 3 d food
record. Br. J. Nutr. 2014, 112, 609–615. [CrossRef] [PubMed]

26. Darmon, N.; Drewnowski, A. Does social class predict diet quality? Am. J. Clin. Nutr. 2008, 87, 1107–1117.
[CrossRef] [PubMed]

27. Jebb, S.A. Dietary determinants of obesity. Obes. Rev. 2007, 8, 93–97. [CrossRef] [PubMed]
28. Dhurandhar, N.V.; Schoeller, D.; Brown, A.W.; Heymsfield, S.B.; Thomas, D.; Sorensen, T.I.; Speakman, J.R.;

Jeansonne, M.; Allison, D.B. Energy Balance Measurement Working, G. Energy balance measurement:
When something is not better than nothing. Int. J. Obes. 2015, 39, 1109–1113. [PubMed]

29. Subar, A.F.; Freedman, L.S.; Tooze, J.A.; Kirkpatrick, S.I.; Boushey, C.; Neuhouser, M.L.; Thompson, F.E.;
Potischman, N.; Guenther, P.M.; Tarasuk, V.; et al. Addressing Current Criticism Regarding the Value of
Self-Report Dietary Data. J. Nutr. 2015, 145, 2639–2645. [CrossRef] [PubMed]

30. Archer, E. The use of implausible data without caveats is misleading. Am. J. Clin. Nutr. 2017, 106, 949–950.
[PubMed]

http://dx.doi.org/10.1093/ajcn/87.4.846
http://www.ncbi.nlm.nih.gov/pubmed/18400706
http://dx.doi.org/10.1038/ijo.2012.127
http://www.ncbi.nlm.nih.gov/pubmed/22868831
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/594361/NDNS_Y1_to_4_UK_report_full_text_revised_February_2017.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/594361/NDNS_Y1_to_4_UK_report_full_text_revised_February_2017.pdf
https://discover.ukdataservice.ac.uk/catalogue/?sn=6533&type=Data%20catalogue
https://discover.ukdataservice.ac.uk/catalogue/?sn=6533&type=Data%20catalogue
http://dx.doi.org/10.1017/S1368980014000342
http://www.ncbi.nlm.nih.gov/pubmed/24674815
http://dx.doi.org/10.1111/j.1467-789X.2009.00580.x
http://www.ncbi.nlm.nih.gov/pubmed/19413706
http://dx.doi.org/10.1093/aje/kwq380
http://www.ncbi.nlm.nih.gov/pubmed/21242302
http://dx.doi.org/10.1079/PHN2005791
http://www.ncbi.nlm.nih.gov/pubmed/16277815
http://dx.doi.org/10.1136/bmj.320.7244.1240
http://www.ncbi.nlm.nih.gov/pubmed/10797032
http://dx.doi.org/10.1136/adc.73.1.25
http://www.ncbi.nlm.nih.gov/pubmed/7639544
http://dx.doi.org/10.1371/journal.pone.0092829
http://www.ncbi.nlm.nih.gov/pubmed/24667343
http://dx.doi.org/10.1017/S0007114516004505
http://www.ncbi.nlm.nih.gov/pubmed/28120736
http://dx.doi.org/10.1027/1614-2241.2.2.57
http://dx.doi.org/10.1017/S0007114516004669
http://www.ncbi.nlm.nih.gov/pubmed/28166853
http://dx.doi.org/10.1017/S0007114514001111
http://www.ncbi.nlm.nih.gov/pubmed/25091285
http://dx.doi.org/10.1093/ajcn/87.5.1107
http://www.ncbi.nlm.nih.gov/pubmed/18469226
http://dx.doi.org/10.1111/j.1467-789X.2007.00326.x
http://www.ncbi.nlm.nih.gov/pubmed/17316310
http://www.ncbi.nlm.nih.gov/pubmed/25394308
http://dx.doi.org/10.3945/jn.115.219634
http://www.ncbi.nlm.nih.gov/pubmed/26468491
http://www.ncbi.nlm.nih.gov/pubmed/28864579


Nutrients 2018, 10, 388 13 of 13

31. Willett, W.C.; Rimm, E.B.; Hu, F.B. Reply to E Archer. Am. J. Clin. Nutr. 2017, 106, 950–951. [PubMed]
32. Cade, J.E.; Warthon-Medina, M.; Albar, S.; Alwan, N.A.; Ness, A.; Roe, M.; Wark, P.A.; Greathead, K.;

Burley, V.J.; Finglas, P.; et al. DIET@NET: Best Practice Guidelines for dietary assessment in health research.
BMC Med. 2017, 15, 202. [CrossRef] [PubMed]

33. Rennie, K.; Coward, W.A.; Jebb, S.A. Estimating under-reporting of energy intake in dietary surveys using
an individualised method. Br. J. Nutr. 2007, 97, 1169–1176. [CrossRef] [PubMed]

34. Livingstone, M.B.E.; Robson, P.J.; Wallace, J.M.W. Issues in dietary intake assessment of children and
adolescents. Br. J. Nutr. 2004, 92, 213S–222S. [CrossRef]

35. Stubbs, R.J.; O’Reilly, L.M.; Whybrow, S.; Fuller, Z.; Johnstone, A.M.; Livingstone, M.B.E.; Ritz, P.;
Horgan, G.W. Measuring the difference between actual and reported food intakes in the context of energy
balance under laboratory conditions. Br. J. Nutr. 2014, 111, 2032–2043. [CrossRef] [PubMed]

36. Poppitt, S.D.; Swann, D.; Black, A.E.; Prentice, A.M. Assessment of selective under-reporting of food intake
by both obese and non-obese women in a metabolic facility. Int. J. Obes. 1998, 22, 303–311. [CrossRef]

37. Park, Y.; Dodd, K.W.; Kipnis, V.; Thompson, F.E.; Potischman, N.; Schoeller, D.A.; Baer, D.J.; Midthune, D.;
Troiano, R.P.; Bowles, H.; et al. Comparison of self-reported dietary intakes from the Automated
Self-Administered 24-h recall, 4-d food records, and food-frequency questionnaires against recovery
biomarkers. Am. J. Clin. Nutr. 2018, 107, 80–93. [CrossRef] [PubMed]

38. Prentice, R.L.; Mossavar-Rahmani, Y.; Huang, Y.; Van Horn, L.; Beresford, S.A.A.; Caan, B.; Tinker, L.;
Schoeller, D.; Bingham, S.; Eaton, C.B.; et al. Evaluation and Comparison of Food Records, Recalls, and
Frequencies for Energy and Protein Assessment by Using Recovery Biomarkers. Am. J. Epidemiol. 2011, 174,
591–603. [CrossRef] [PubMed]

39. Helmerhorst, H.H.J.; Brage, S.; Warren, J.; Besson, H.; Ekelund, U. A systematic review of reliability and
objective criterion-related validity of physical activity questionnaires. Int. J. Behav. Nutr. Phys. Activity 2012,
9, 103. [CrossRef] [PubMed]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://www.ncbi.nlm.nih.gov/pubmed/28864580
http://dx.doi.org/10.1186/s12916-017-0962-x
http://www.ncbi.nlm.nih.gov/pubmed/29137630
http://dx.doi.org/10.1017/S0007114507433086
http://www.ncbi.nlm.nih.gov/pubmed/17433123
http://dx.doi.org/10.1079/BJN20041169
http://dx.doi.org/10.1017/S0007114514000154
http://www.ncbi.nlm.nih.gov/pubmed/24635904
http://dx.doi.org/10.1038/sj.ijo.0800584
http://dx.doi.org/10.1093/ajcn/nqx002
http://www.ncbi.nlm.nih.gov/pubmed/29381789
http://dx.doi.org/10.1093/aje/kwr140
http://www.ncbi.nlm.nih.gov/pubmed/21765003
http://dx.doi.org/10.1186/1479-5868-9-103
http://www.ncbi.nlm.nih.gov/pubmed/22938557
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Statistical Analyses 
	Results 
	Conclusions 
	References

