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GUIDELINE Open Access

DIET@NET: Best Practice Guidelines for
dietary assessment in health research
Janet E. Cade1* , Marisol Warthon-Medina1 , Salwa Albar2, Nisreen A. Alwan3, Andrew Ness4, Mark Roe5,
Petra A. Wark6,7, Katharine Greathead1, Victoria J. Burley1, Paul Finglas5, Laura Johnson8, Polly Page9,
Katharine Roberts10,11, Toni Steer9, Jozef Hooson1, Darren C. Greenwood12, Sian Robinson13,14

and on behalf of the DIET@NET consortium

Abstract

Background: Dietary assessment is complex, and strategies to select the most appropriate dietary assessment tool
(DAT) in epidemiological research are needed. The DIETary Assessment Tool NETwork (DIET@NET) aimed to establish
expert consensus on Best Practice Guidelines (BPGs) for dietary assessment using self-report.

Methods: The BPGs were developed using the Delphi technique. Two Delphi rounds were conducted. A total of 131
experts were invited, and of these 65 accepted, with 48 completing Delphi round I and 51 completing Delphi round II.
In all, a total of 57 experts from North America, Europe, Asia and Australia commented on the 47 suggested guidelines.

Results: Forty-three guidelines were generated, grouped into the following four stages: Stage I. Define what is to be
measured in terms of dietary intake (what? who? and when?); Stage II. Investigate different types of DATs; Stage III.
Evaluate existing tools to select the most appropriate DAT by evaluating published validation studies; Stage IV. Think
through the implementation of the chosen DAT and consider sources of potential biases.

Conclusions: The Delphi technique consolidated expert views on best practice in assessing dietary intake. The BPGs
provide a valuable guide for health researchers to choose the most appropriate dietary assessment method for their
studies. These guidelines will be accessible through the Nutritools website, www.nutritools.org.

Keywords: Dietary assessment methods, Guidelines, Nutritional epidemiology, Nutrition, Public health

Background

Accurate assessment of dietary exposure is challenging

[1] due to differences between populations and the

amount and kind of food consumed, which varies day to

day between and within study participants and over the

life course. With more than 45,000 products on our

supermarket shelves, people may not know exactly what

they have eaten and how much they have consumed.

The availability and accessibility of different foods may

also influence dietary patterns [2].

Key challenges for self-reported dietary assessment

tools (DATs) relate to measurement error and validation

of methods, and it has been acknowledged that none of

the dietary assessment methods available for measuring

dietary intake are totally free of error [3, 4]. Some dietary

assessment instruments will be more prone to error than

others, and tools will have varying degrees of random

and systematic errors. Researchers may choose a particular

instrument for practical reasons, such as cost. However, if

the error is not acknowledged, results may be misleading

[5]. Thus, accurate approaches to assessment of dietary

intake are needed [6]. Dietary intake can be assessed by

subjective self-report such as food diaries, recalls or

food frequency questionnaires (FFQs), with each differ-

ent assessment approach having its own limitations, or

by use of an alternative objective method (e.g. nutrient

biomarkers [7]), which may have less error than self-re-

ported estimated intakes [6, 8]. However, results based on

biochemical values are limited to a few nutrients, and they

cannot capture which foods and beverages were

consumed.
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Measurement error in dietary assessment can create

spurious associations in epidemiology [9, 10]. Under-

reporting has long been demonstrated in National Diet

and Nutrition Surveys, with higher levels among less well

educated and overweight or obese populations [11].

Systematic reviews of diet and health are affected by

substantial heterogeneity, resulting in part from use of less

than optimal measurement tools. For example, a review of

studies reporting sodium intake linked to cardiovascular

disease outcomes concluded that methodological issues

accounted for the inconsistent findings [12]. The quality

of various approaches to measure food and nutrient in-

takes varies along with their suitability in particular situa-

tions. Currently there is reliance on self-reporting, and the

selection of a tool strongly depends upon the study design;

thus, guidance for researchers is urgently needed. There-

fore, development of strategies that support researchers to

choose the most appropriate dietary assessment method

will help to strengthen research in this field and the qual-

ity of findings underpinning diet and disease relationships.

The DIETary Assessment Tool NETwork (DIET@NET)

partnership project aimed to establish Best Practice

Guidelines (BPGs) to help non-expert researchers in

dietary assessment select the most appropriate DAT. This

paper summarises the process of developing the BPGs, as

well as the guidelines themselves, with brief explana-

tions of the statements and guidance for their use. The

BPGs will be available interactively, with further detail,

through the Nutritools website (www.nutritools.org).

These guidelines should be used by researchers when

planning studies involving self-reported dietary

measurement.

Methods
The BPGs for dietary assessment were developed using a

modified Delphi technique. This approach uses a multi-

stage, self-completed questionnaire with individual feed-

back from ‘experts’ to reach consensus [13]. Figure 1

summarises the BPG development process. We started

development of the BPGs by compiling a preliminary list

of guidelines developed from a search of academic litera-

ture including Web of Science and Ovid MEDLINE.

This search was conducted, using a non-systematic ap-

proach, in 2015 by the DIET@NET consortium research

team. The literature review included key considerations

when evaluating the choice of the best approach to collect

dietary data. An initial set of minimum requirements for

quality standards was prepared based on the literature in-

cluding population studied, dietary intake measurement,

tool choice, nutrient information and aspects relating to

analysis and validation of tools [14]. The focus of the

guidelines was on practical use, and the development phase

also included scenario testing with an example study de-

sign. This helped to revise the headings, wording and order

of the guidelines. An expert group from the DIET@NET

project partners revised and updated the preliminary

guidelines in two stages: firstly via email exchanges,

followed by a face-to-face meeting. The proposed BPGs

were circulated to a wider group of experts by a self-

completion structured questionnaire, in Delphi rounds.

Fig. 1 Steps for the development of the Best Practice Guidelines for dietary assessment
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The focus was collection of dietary data using self-report

and did not specify particular methodologies. However, we

did ask for comments on strengths and weaknesses of the

following methods: food diaries, 24-hour recalls (24HRs),

FFQs, food checklists and diet histories. The preliminary

BPGs and a proposed list of different dietary assessment

tools’ strengths and weaknesses (DATs-S&W) were gener-

ated from the literature. Following review by the expert

group, they were presented as eight main questions com-

prising 47 guidelines.

Participants

A list of experts was drawn up by the DIET@NET

experts and research team to include nutritional epi-

demiologists, statisticians and public health specialists.

The list of experts included authors of key publica-

tions on assessing dietary intake and those generated

through a separate exercise undertaken to identify

DAT for the Nutritools website, the DIET@NET

review of systematic reviews of dietary assessment

[15]. In addition, authors of nutritional epidemiology

textbooks, lead speakers at relevant conferences and a

panel of international experts on the DIET@NET

Advisory Group were included. The participants did

not know the identities of the other individuals in the

group, nor were they informed of the specific answers

of any individual.

Data collection

In the first round, experts were invited by email to be in-

volved in the development of the BPGs. If the experts

accepted, they were emailed a consent form to complete.

Ethical approval was not required in this study, because

we were seeking opinions from experts.

The guidelines were sent by email as either two

Word documents (BPGs and DATs-S&W) or as an

embedded link to a Bristol Online Survey (University

of Bristol, UK), depending on participant preference.

Participants were asked whether each of the guide-

lines should be included or excluded, to provide

suggestions on how to improve the guidelines and to

give justification for any exclusion(s). Similar criteria

were used in the second round, when participants

were also asked to rate included guidelines as either

Essential or Desirable.

Data collection occurred between 16 July until 25 Au-

gust 2015 for the first round, and for the second round

from 22 October to the end of November 2015. To in-

crease the response rate, a reminder email was sent to

emphasise the importance of completing the whole Del-

phi process. See Additional file 1: Section S1 for the data

collection tool emailed for Delphi I.

The generation of consensus was performed by means

of email exchange among the DIET@NET project expert

group during Delphi rounds I and II. The experts were

informed of the Delphi group’s collective response an-

onymously in each round.

Generating a consensus

A consensus was pre-defined, following the recom-

mendations of Sinha et al. [16, 17]. This was set at

achievement of a 70% inclusion rating, i.e. less than

30% of participants rated the guideline as ‘exclude’ for

each guideline in the first Delphi round. Due to the

agreement usually improving in the second Delphi

round [17], each guideline then had to achieve a 90%

rating as either Essential or Desirable in the second round

to be included. Of these, the guidelines achieving > 70%

essential were defined as ‘essential guidelines’ whilst

those achieving lower scores were defined as ‘desirable

guidelines’.

Issues raised by the Delphi participants, such as sug-

gestions for new wording of the guidelines, were

reviewed by the DIET@NET expert group. After each

round, they received an anonymous summary of all par-

ticipants’ comments and feedback together with the level

of agreement. They reviewed the tentative guidelines

and made changes by rewording, combining, splitting or

moving some guidelines. The strengths and weaknesses

of the dietary assessment methods were reviewed by the

DIET@NET experts.

Results

Participants’ characteristics from Delphi rounds

Overall 57 experts were involved in the Delphi rounds

(listed in the Acknowledgements): 42 (74%) completed

both rounds, 6 (11%) completed only the first round and

9 (16%) completed only the second round (Fig. 2). A

total of 28 (58%) experts in the first round and 33 (48%)

experts in the second round provided feedback on the

DATs-S&W. Overall, 47 of the 57 (83%) participants

were female. The Delphi participants came from a range

of countries, mainly the UK, the USA and Australia

(Table 1).

Consensus on the Best Practice Guidelines

There were 47 tentative guidelines in the first Delphi

round. Most of the changes between rounds 1 and 2 re-

lated to wording alterations or splitting, combining or

moving guidelines, with one new guideline added to the

second round based on feedback. The overall agreement

in the second round was improved for 26 of the 48

guidelines to achieve an overall agreement ranging

between 84% and 100%. Guidelines with less than 90%

overall agreement were removed, resulting in 43 BPGs

post Delphi II. Merging similar concepts whilst developing

the final guidelines by the DIET@NET experts resulted in

a set of guidelines grouped into four stages with 8 main
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guidelines split into 24 specific guidelines (19 Essential

and 5 Desirable). A further 11 statements were included

for 4 of the final guidelines; these clarified or extended

the guideline and were included in the original Delphi

rounds. These were included as explanations below

the specific guidelines on how to evaluate published

validation studies (guideline 5.1); the quality of the

validation study (guideline 5.2); understanding the

strength of agreement between methods (guideline 5.3);

and how to decide if an existing tool could be improved

(guideline 6.1). These were not rated as Essential or

Desirable in the final guidelines because they were

intended to provide additional explanation rather than

being stand alone items.

Best Practice Guidelines

The resulting BPGs include initial guidance to consider

the study objective and purpose, followed by the main

guidelines (Table 2 and Additional file 1: Figure S1) to

consider when choosing which tool to use for assessing

dietary intake. The strengths and weaknesses of each of

the dietary assessment methods were also compiled

(Additional file 1: Table S1).

Fig. 2 Experts of the Delphi consultation rounds

Table 1 Geographical spread of experts who participated in
Delphi rounds

Country Delphi I (n = 48), n (%) Delphi II (n = 51), n (%)

UK 19 (39%) 20 (39%)

USA 7 (14%) 6 (11%)

Australia 6 (12%) 5 (9%)

Canada 2 (4%) 4 (7%)

France 2 (4%) 3 (5%)

Brazil 2 (4%) 2 (4%)

Netherlands 2 (4%) 2 (4%)

Italy 2 (4%) 2 (4%)

Belgium 1 (2%) 1 (2%)

Japan 1 (2%) 1 (2%)

Norway 1 (2%) 1 (2%)

Spain 1 (2%) 1 (2%)

Greece 1 (2%) 1 (2%)

New Zealand 1 (2%) 1 (2%)

Serbia 0 (0%) 1 (2%)
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Table 2 Best Practice Guidelines for dietary assessment in health research

E/Da Stage I. Define what you want to measure in terms of dietary intake: the key a priori considerations to guide your choice of the appropriate
type of dietary assessment tool (DAT)

1 What? — Characteristics of the main dietary component of interest

E 1.1 Clearly define what needs to be measured (e.g. intake of energy, food groups, specific or a range of macro- or micro-nutrients)

E 1.2 Determine how the dietary data will be analysed and presented (e.g. total daily or meal level intakes, food groups or nutrients)

2 Who? — Considerations around the characteristics of study participants

E 2.1 Define the target sample in terms of characteristics (e.g. life stage, ethnicity, health status, body mass index (BMI), socio-economic level,
country/region and setting — home, school, hospital)

E 2.2 Identify other issues that could affect the choice of DAT (e.g. literacy, numeracy, language, cultural, disability, time or familiarity with
technology)

E 2.3 Consider the study sample size required in relation to the level of variation of your dietary component of interest and study power

3 When? — Time frame considerations

E 3.1 Are you interested in ‘actual’/short-term (hours or several days, up to one week) or ‘usual’/long-term intake (e.g. months or years)?
Consider what reference period (e.g. daily, weekly, monthly, yearly) would be best suited to your dietary component of interest

E 3.2 Will data collection in your study be retrospective or prospective?

Stage II. Investigate the different types of DATs and their suitability for your research question

4 Consider and appraise the different DAT types

E 4.1 In relation to your research question, consider the suitability, strengths and weaknesses of different DAT typesb

E 4.2 Think about participant burden (e.g. study participants’ potential willingness, time, ability, ethical considerations, interest in using different
tools and access issues associated with different DATs)

E 4.3 Identify the availability of resources (e.g. staff skill, time, finances)

Stage III. Evaluate existing tools to select the most appropriate DAT

5 Research and evaluate available tools of interest

E 5.1 Read any available published validation studies:

• Has the DAT been evaluated to measure the dietary component you are interested in?

• Has the DAT been evaluated in a population similar to your population of interest?

• Is the nutrient database used appropriate?

• Are the portion sizes used relevant?

D 5.2 Assess the quality of validation in terms of:

• Has the DAT been compared to an objective method (e.g. biomarkers)?

• Has the DAT been compared to a subjective method (e.g. a different self-reported diet assessment)?

• What were the limitations of the validation study?

D 5.3 The strength of agreement between the two methods:

• Is there any evidence of bias; do the methods agree on average?

• Is there any evidence of imprecision; how closely do the methods agree for an individual?

6 If, based on the validation studies, none of the existing DATs is entirely or wholly suitable, consider the need to modify or update an existing
DAT, or create a new DAT and evaluate it

E 6.1 Decide whether an existing tool can be improved. Investigate whether:

• Foods and portion sizes included are characteristic of your target population, and frequency categories are appropriate

• The time period that the questionnaire refers to could be modified to better suit your needs

D 6.2 Consider the face validity of existing tools. Is there evidence the tool has been used to measure dietary intake in your population of
interest?

D 6.3 Updated or modified tools may require re-evaluation. Consider if validation can be integrated into your study

Select your DAT

Stage IV. Think through the implementation of your chosen DATs

7 Consider issues relating to the chosen DAT and the measurement of your dietary component of interest

E 7.1 Obtain information regarding DAT logistics (e.g. tool manual, relevant documents and other requirements from the DAT developer)
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Pre-study: what is your research objective?

The purpose of the study has to be clearly defined, as

this will determine the level of precision required for the

DAT, the sample size and other aspects of the study de-

sign. With this in mind, the following sections describe

each of the guidelines for each stage, and mark them as

Essential or Desirable.

Stage I. Define what you want to measure in terms of

dietary intake: the key a priori considerations to guide

your choice of the appropriate type of dietary assessment

tool (DAT)

1 What? — characteristics of the main dietary component

of interest

1.1 Clearly define what needs to be measured (e.g. in-

take of energy, food groups, specific or a range of

macro- or micro-nutrients) (Essential) Diet is usually

described in terms of nutrient content, the food type or

food group or dietary pattern [18]; consider which of

these you need in your study. Some foods and nutrients

are assessed more accurately than others. Foods con-

sumed regularly are easier to report than infrequently

consumed items [19]; FFQs or recalls/food diaries may

be equally suitable. However, FFQs may not be extensive

enough to capture infrequently consumed foods, unless

they are specifically developed for the purpose. Estimates

of food and nutrient intake involve random error (e.g.

due to inaccurate food tables, limited days of recall af-

fected by day-to-day variation) and systematic bias [20]

(such as limited food tables and reporting bias; e.g. low

energy reporters tend to under-estimate foods high in

fats and sugars [21]).

A clear definition is needed of what is to be measured

and the level of detail required; e.g. for energy intake the

whole diet needs to be assessed, but for nutrients con-

centrated in some foods, an assessment of specific food

may be sufficient.

1.2 Determine how the dietary data will be analysed

and presented (e.g. total daily or meal level intakes,

food groups or nutrients) (Essential) If the aim is to

assess nutrient intake over the whole day or complete

eating patterns, a more detailed and extensive DAT will

be required than if people’s specific eating behaviours,

such as breakfast consumption, snacks or skipping

meals, need to be recorded. For the latter, some brief

questions may suffice. Collecting information regarding

portion size and number of daily servings allows for de-

tailed food and nutrient analysis.

2 Who? — considerations around the characteristics of

study participants

2.1 Define the target sample in terms of characteris-

tics (e.g. life stage, ethnicity, health status, body mass

index (BMI), socio-economic level, country/region

and setting — home, school, hospital) (Essential) The

target sample needs to be defined in terms of their age,

ethnicity, BMI and other characteristics. It is important

to assess whether the participant can self-report dietary

intake or whether a parent/proxy will be required.

Assessing diet among young children or adolescents re-

quires different methods due to their cognitive ability to

report diet, as well as their motivation [22–24]. Dietary

recall relies on memory, which is subject to a variety of

errors [3]. Assessing diet in different ethnic groups may

require different DATs that measure specific foods.

However, using different tools for different ethnic groups

presents a barrier to harmonisation across studies [25].

The use of dietary records or recalls allows for a range

of different eating patterns to be recorded, unlike the

fixed food lists of an FFQ. Consideration also needs to

be made around customary portion sizes by age and sex

when developing ethnic-specific DATs [26].

Participants with a low level of education, lower socio-

economic status, those with a high BMI and smokers are

more likely to under-report intakes than others [27].

Table 2 Best Practice Guidelines for dietary assessment in health research (Continued)

E 7.2 Check that the chosen DAT has the most appropriate food/nutrient database and software

E 7.3 Check the requirements for dietary data collection (e.g. entry, coding and software)

D 7.4 Consider collecting additional related data (e.g. was intake typical, supplement use)

8 Prepare an implementation plan to reduce potential biases when using your chosen DAT

E 8.1 Consider potential sampling/selection bias and track non-participation/dropout/withdrawal at different stages

E 8.2 Minimise interviewer bias (e.g. ensure staff qualifications and training are appropriate, develop standardised training protocols and
monitoring procedures)

E 8.3 Minimise respondent biases (e.g. use prompts, clear instructions)

E 8.4 Quantify misreporting
aGuidelines which achieved > 70% as essential were defined as Essential guidelines (E), whilst those achieving lower scores were defined as Desirable

guidelines (D)
bSee Additional file 1: Table S1 for DATs’ strengths and weaknesses
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Additional support may be required for these groups

with regard to self-reporting of diet.

2.2 Identify other issues that could affect the choice

of DAT (e.g. literacy, numeracy, language, cultural,

disability, time or familiarity with technology)

(Essential) A DAT needs to be usable by the study

population. One of the issues that may arise when

selecting a DAT is the time taken to complete the

DAT, which can affect response rates and the com-

pleteness of collected information. For the 24HR, an

interviewer with appropriate skills is usually required,

unless new online systems (e.g. myfood24, https://

www.myfood24.org; Intake24, https://intake24.co.uk;

ASA24, https://epi.grants.cancer.gov/asa24/; food4me,

http://www.food4me.org; EPIC-FFQ, http://www.srl.cam.

ac.uk/epic/epicffq/) are being used. Food diaries require

considerable literacy and organisation to complete, whilst

for FFQs some mathematical ability to estimate frequency

is needed, particularly for less common food items. Use of

new technology to assess dietary intake is promising for

children, adolescents and adults, as it can be faster and eas-

ier than the traditional methods [28]. However, some level

of technological literacy and numeracy is required, which

might hinder use among older adults and participants with

a low literacy level. The impact of these issues in terms of

measurement error should be considered.

2.3 Consider the study sample size required in

relation to the level of variation of your dietary

component of interest and study power (Essential)

The sample size will depend on the characteristics of the

dietary component to be measured. It needs to be large

enough to provide precise estimates and have sufficient

statistical power to detect any effects or associations of

interest. Intra-individual variation (day-to-day variation

in amount and in type of food consumed) and inter-

individual variation (variations between persons in their

usual nutrient intake) differ for particular foods and nu-

trients. Nutrients with lower day-to-day variation (e.g.

protein) are likely to require fewer days of diet recording

compared to nutrients concentrated in certain foods

(e.g. vitamin A) [29]. For most nutrients, random day-to-

day variation in intake within individuals is larger than the

variation between individuals; these random errors affect

study precision. Increasing the number of measurement

days with 24HRs or food diaries will reduce to some ex-

tent the effect of within-individual variance on mean daily

intake and increase the precision of the mean estimate

[30]. Short-term measurements should be adjusted for

random error if distributions of intake are needed [31].

Foods that are consumed episodically will require more

days of intake assessment (see Section 3 below) or a larger

sample size to obtain an appropriate estimate. If you are

unsure how to calculate sample size, consult a statistician.

3 When? — time frame considerations

3.1 Are you interested in ‘actual’/short-term (hours

or several days, up to one week) or ‘usual’/long-term

intake (e.g. Months or years)? consider what reference

period (e.g. Daily, weekly, monthly, yearly) would be

best suited to your dietary component of interest

(essential) Long-term average intake or the usual/habitual

pattern differs from intake reported for a single day or a

few days. Short-term intake (e.g. over a single day), such

as a 24HR, only represents a snapshot in time but may

provide less biased dietary data [30]. More than one day of

dietary information is preferred to estimate usual intake

[32], since it can assess both within- and between-person

variation. Nevertheless, to assess a mean population-level

food or nutrient intake, one day of intake on a large sam-

ple will be adequate. Non-consecutive days may capture

more individual variability [33]. A single 24HR may not be

sufficient to describe participants’ long-term usual intake,

in part because of social desirability bias and also day-to-

day variation with reports of energy intake being higher

on a weekend than on a weekday. Two recalls were found

to be better than one, and three minimised the mean dif-

ference between reported and objectively measured in-

takes [34]. However, self-report has been challenged in

terms of suitability for measurement of energy intake [10],

although it may be useful for adjustment of other nutri-

ents to improve risk estimates.

Prospective cohort studies tend to use FFQs, which can

minimise day-to-day variation by assessing long-term diet-

ary intake [35]. This approach was the only realistic option

for large-scale epidemiological studies for a long time.

However, FFQs are prone to considerable misreporting.

Misreporting can occur for a range of reasons, including

misunderstanding of frequency categories and the math-

ematics required to complete the questionnaire; grouping

of food types; and over-reporting of foods considered

healthful and under-reporting of options considered less

healthful. New technologies now make it feasible to use

more detailed methods such as 24HRs or food diaries [28]

in cohort studies.

Statistical modelling may mitigate some limitations of

having only a few days of intake (short-term methods)

when assessing usual intake [22, 36]. Specifying the

period during which dietary assessment takes place is

important. Many FFQs use 6 months or the preceding

year as a reference period to address seasonal variation

in diet. Recruiting over 12 months will enable variation

in intake during the year to be taken into account.

Assessing diet at a specific time of year when a certain

fruit is widely available could misrepresent usual micro-

nutrient intake [30].
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3.2 Will data collection in your study be retrospective

or prospective? (essential) Cross-sectional surveys are

used to obtain a ‘snapshot’ of the diet of a population. A

range of DATs may be suitable; for example, a 4-day

prospective diary is used in the National Diet and Nutri-

tion Survey in the UK [37]. However, local surveillance

of diet for public health may use retrospective FFQs [38]

due to lower cost and ease of implementation.

In case-control studies, DATs that focus on current in-

take, such as 24HRs or food records, are not suitable,

because information is needed about diet before the on-

set of disease. An FFQ or diet history probing details

prior to disease onset will be the only possible tools for

this purpose. In prospective (cohort) studies, dietary sta-

tus at baseline is measured and related to later incidence

of disease. In such studies, retrospective and prospective

DATs, including multiple 24HRs, records, diet history

and FFQs, have all been used successfully [1]. Cost and

other logistical issues often favour using an FFQ in large

longitudinal studies. However, using new technology

may make it feasible to overcome these issues [4].

Stage II. Investigate the different types of DATs and their

suitability for your research question

4 Consider and appraise the different DAT types

4.1 in relation to your research question, consider

the suitability, strengths and weaknesses of different

DAT types (essential) If you are new to dietary assess-

ment methods, explore each DAT’s profile (Additional file 1:

Table S1) to learn about the different DATs: food diaries, re-

calls, questionnaires, screeners and diet history. Each has

distinct features and strengths and weaknesses. Then evalu-

ate the suitability of using each method based on your re-

search questions and study target group.

4.2 Think about participant burden (e.g. study

participants’ potential willingness, time, ability,

ethical considerations, interest in using different

tools and access issues associated with different

DATs) (Essential) Reducing participant burden may be

important, such as when high levels of literacy or motiv-

ation are not possible or to ensure high participation

rates and reduce attrition. One method of reducing bur-

den relates to portion size estimation. Foods need not be

weighed, but portions could be estimated either in food

diaries or 24HRs, using age-specific food photographs or

described in household measures [39]. With interviewers,

respondents may be concerned that researchers will judge

their reported dietary intakes, respondents may over-

report ‘healthful’ foods and under-report ‘unhealthful’

foods [5], affecting the quality of dietary data [40]. Lack of

motivation and cooperation among adolescents may hin-

der dietary assessment among this group [41] compared

with children and adults [42].

4.3 identify the availability of resources (e.g. Staff

skill, time, finances) (essential) It is important to con-

sider the level of training and/or expertise required by

staff to implement and analyse the selected DAT. Ad-

equate training of the field researcher will help to produce

reliable dietary intake measurements. Manual coding of

recalls/diaries is expensive and time-consuming.

Stage III. Evaluate existing tools to select the most

appropriate DAT

5 Research and evaluate available tools of interest

5.1 Read any available published validation studies

(essential)

� Has the DAT been evaluated to measure the dietary

component you are interested in?

When possible, validated DATs should be used;

however, validation should be relevant to the foods/

nutrients of interest. It is important to check how

well the DAT performed in the validation study for

the food or nutrient of interest.

The validity of a DAT will depend on accurate

estimation of frequency and portion sizes, on the

quality of the nutrient database and in the collection

of data [43]. Measurement of absolute validity is

difficult to establish, requiring the comparison

method to be an objective measure such as recovery

biomarkers, e.g. doubly labelled water. Relative

validity (the comparison of two instruments of the

same kind [30]), through use of multiple DATs, is

more commonly used to detect bias [44].

� Has the DAT been evaluated in a population similar

to your population of interest?

Determine whether validation studies support the

use of the candidate DAT for your study population.

Population characteristics/covariates to be

considered are life stage, ethnicity, cultural differences

in diets, geographical area, education/literacy, age

range, sex, types of diets and relevance of foods

consumed at the time the DAT was validated [45, 46].

� Is the nutrient database used appropriate?

The nutrient database used should be appropriate,

comprehensive and up to date for the study

population. Limited coverage of foods in the

database, missing nutrient data, differences in

software packages, incompatibility of databases [45],

recipe, portion size allocations and bias in variability

in recipes should be considered. This may be more

difficult for processed foods due to the complexity

of the food market and its rapid changes; most

nutrient databases do not capture data on food

reformulation. Composite dishes, either purchased

or homemade, can vary due to differences in recipes.

Weighing recipe ingredients is more practical than

chemical analysis [47]. Standardised calculation
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procedures should take into account weight loss

during cooking and nutrient losses into cooking

water [48]. Nutrient retention factors may be

applied to calculate the nutrient composition of a

cooked food from the uncooked food [49].

Limitations and gaps in food composition tables

need to be considered for coverage of nutrients. For

example, total fibre is available in most food

composition tables, but results differ according to

the chemical analyses method used [50]. Sub-

components of fibre, such as soluble and insoluble

fibre, may not be available.

� Are the portion sizes used relevant?

Accurate estimation of food portion sizes is

important; errors are often introduced due to

incorrect portion size quantification or use of an

‘average’ portion size [51]. Food photographs or food

models can be provided; however, they only provide

a limited number of foods and food portion sizes

[52]. Portion size measurements should be relevant

to the study population, characteristics and life stage.

The type of food will influence reliability of portion

size estimation; pre-packaged foods will have a weight

declared which could be recorded. Participants’

perception of portion sizes from photographs or

ability to conceptualise amounts along with memory

limitations will affect the precision of portion size

recording [51].

5.2 Assess the quality of validation in terms of:

(desirable)

� Has the DAT been compared to an objective method

(e.g. biomarkers)?

Objective methods to assess nutrients include

clinical indicators or biomarkers [53], which vary in

response to intake [30]. Biomarkers can reflect

intake over the short term (past hours/days),

medium term (weeks/months) and long term

(months/years), depending on the sample type, e.g.

blood, hair [8]. Ideally all DATs should be validated

against an objective measure of intake. Recovery

biomarkers such as 24-hour urine nitrogen and

potassium excretion and doubly labelled water

reflect absolute nutrient intake over a short time

[54]. These are the best approaches to use for

absolute validity of the tool. Predictive biomarkers

(e.g. urinary fructose, sucrose and dietary sugars)

have a lower overall recovery, and concentration

biomarkers (e.g. serum carotenoids) correlate with

dietary intake [55, 56]. Predictive biomarkers may

be useful for validation studies; however, since

concentration biomarkers cannot be translated

into absolute levels of intake, they are less reliable

for validation studies. Concentration biomarkers

may be used for estimation of diet-disease risk

associations as a substitute for or as complementary

to dietary assessments [57]. Recovery biomarkers

provide an estimate of absolute intakes as they are

based on the concept of the metabolic balance

between intake and excretion over a period of time,

but only a few are known [58].

� Has the DAT been compared to a subjective method

(e.g. a different self-reported diet assessment)?

Although comparison with an objective method is

preferable in terms of assessment of validity, this

may not be available since these studies are costly

and difficult to undertake. Comparison with an

alternative form of dietary assessment is referred to

as ‘relative validity’. However, comparison of one

DAT against another risks correlated error between

dietary assessment methods [30]. Any new dietary

assessment should be compared against a more

established method with greater face validity [59].

It should be noted that the 7-day weighed food

record was regarded as the ‘gold standard’ until

studies that validated weighed food records with

doubly labelled water found high levels of under-

reporting [30]. Despite this, food records have been

used as a standard to gain an insight into regular

food intake [60], and they are often regarded as the

most precise method for estimating food or nutrient

intake [61].

In addition to validity, test-retest reliability or

reproducibility may also be relevant where diet is

being measured at multiple time points.

� What were the limitations of the validation study?

The comparison DAT used in the validation study

also needs to be assessed in terms of scope, the time

frame/number of days, the main type of

measurement error, memory requirements and also

an assessment of cognitive difficulty. For an FFQ

that is being validated, the agreement with an

alternative method will be higher if multiple days of

reference data have been collected. Furthermore, to

measure within-individual variability, 2 or more days

of dietary intake are required, from at least a sub-set

of the population [30].

When considering a validation study, it may be

helpful to use a scoring system [14]. The authors in

the study by Serra-Majem et al. [14] have developed

a scoring system (0 = poorest quality to 7 = highest

quality) for validation studies. This was based on the

sample size, the statistics used, the data collected,

seasonality and the inclusion of supplement measures.

The authors identified issues relating to the poor

quality of validation research: inadequate description

of study details such as the respondent characteristics;

design of the questionnaire; and adequacy of the
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reference data. Studies which reported relative validity,

i.e. comparing two self-reported measures of diet,

scored less than those which compared a self-report

with a biomarker.

5.3 The strength of agreement between the two

methods (desirable)

� Is there any evidence of bias; do the methods agree

on average?

Consider the extent to which a DAT under- or

over-estimates dietary intake compared to another,

possibly better DAT. This can be described using the

Bland-Altman technique [62] for method comparison.

The mean difference of the two methods of

measurement is plotted against the average. Errors

associated with dietary intake may be correlated,

and this can lead to overinflated agreement between

methods. In general, the use of correlation as a

method of comparison is not recommended, since it

does not measure agreement between methods. Other

statistical tests are also used in dietary assessment

method validation [63], for example, the method of

triads [64], which evaluates the association between

three measurements: the test method, the reference

method and a biomarker. This method calculates the

validity coefficient between the observed and ‘true’

dietary intake and assumes a linear correlation

between the three variables, for example, validating an

FFQ (measuring carotenoid and vitamin E intake)

using weighed food records and plasma biomarkers

[65]. This method has limitations, whereby it is

possible to generate validity coefficients greater than

one [66].

� Is there any evidence of imprecision; how closely do

the methods agree for an individual?

Precision provides a measure of the closeness of two

methods for estimating diet for the individual [30],

assessed over the whole sample. A DAT is

considered precise if the estimated intake from the

tool is close to the estimate from the reference tool,

taking account of bias. The Bland-Altman technique

also assesses precision with limits of agreement be-

tween the two DATs.

6 If, based on the validation studies, none of the existing

DATs is entirely or wholly suitable, consider the need to

modify or update an existing DAT, or create a new DAT and

evaluate it

6.1 Decide whether an existing tool can be improved.

Investigate whether: (Essential)

� Foods and portion sizes included are characteristic of

your target population, and frequency categories are

appropriate

Food consumption patterns change over time,

influenced by income and socio-cultural preferences

[67]. The DAT selected should be applicable to the

population of the study. Investigate whether the food

list and portion sizes used in the DAT are current.

� The time period that the questionnaire refers to

could be modified to better suit your needs

Alteration of the time period the FFQ measures

must be done with caution, as this could affect the

validity of the tool and may require the FFQ to be

revalidated. As one example, if an FFQ assesses the

diet for 3 months, it could be converted to

12 months if the study was focusing on a nutrient

that has seasonal variability.

6.2 Consider the face validity of existing tools. Is

there evidence the tool has been used to measure

dietary intake in your population of interest?

(desirable) Face validity indicates whether food or nu-

trient intake results are sensible for your population

[68]. It is important to check face validity to ensure us-

ability and adequate response rate. For instance, the face

validity of a food intake questionnaire was obtained by

comparison with the opinions of practising UK Regis-

tered Dietitians. In this questionnaire, foods included

were considered representative of general dietary advice

[69]. Make sure that the language, format and proce-

dures are understandable to your population of interest.

6.3 Updated or modified tools may require re-

evaluation. Consider if validation can be integrated

into your study (desirable) If you plan to update or

modify the DAT, such as the food list or food portion

sizes, then the tool should ideally be re-evaluated.

New tools will also require validation. To facilitate the

construction of new tools, the Nutritools website will

enable the creation of new online questionnaires with

database mapping through the food questionnaire

creator.

When designing a new FFQ, obtain lists and portion

sizes of the most important foods and the percentage of

foods contributing to nutrients of interest in your popu-

lation, for example, from national surveys [70]. It is also

important to consider factors that may affect the validity

of a DAT. For an FFQ, these can be respondent charac-

teristics (e.g. literacy); grouping of foods on the FFQ; fre-

quency categories and time frame; and quality control of

data management (e.g. reduce coding errors by setting

limits on data entry and validation rules) [59].

Next step: select your DAT

The selection of the DAT will depend upon the answers

to the previous questions; whether it is to capture regu-

lar eating patterns (e.g. FFQ or repeated 24HR) or recent
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food consumed (e.g. diet record or 24HR) and the study

design.

Stage IV. Think through the implementation of your

chosen DATs

7 Consider issues relating to the chosen DAT and the

measurement of your dietary component of interest

7.1 Obtain information regarding DAT logistics (e.g. Tool

manual, relevant documents and other requirements

from the DAT developer) (essential) The researcher may

have to contact the DAT owner to obtain relevant docu-

ments for using the DAT. Other requirements from the

DAT developer may be a contract agreement between

the tool owner and the researcher, payment, or an

acknowledgement.

7.2 Check that the chosen DAT has the most

appropriate food/nutrient database and software

(essential) An important pre-condition in selection of a

DAT is an up-to-date, relevant nutrient database [71].

Nutrient databases may be incomplete for some nutri-

ents. Evaluate which year the nutrient database refers to

and whether there have been any updates. Nutrient data-

bases tend to be ‘out of date’ [72], and among their limi-

tations are the partial or limited coverage of nutrients

and analytical limitations [45], which are influenced by

seasonal variations and regional disparities [73].

Although dietary assessment software and innovative

technologies in DATs can reduce researcher and re-

spondent burden, it is still difficult to avoid measure-

ment error completely, in part due to embedded

nutrient tables [74].

7.3 Check the requirements for dietary data collection

(e.g. Entry, coding and software) (essential) It is crucial

to check the requirements for dietary data entry. One

issue is how recipes are handled in the computer program,

making allowances for losses of water and vitamins during

cooking [75]. Entering recipes and consideration of raw to

cooked values in databases, particularly in low- and middle-

income countries, is another important issue that can be

overlooked and can lead to substantial error [76, 77].

Appropriate software is necessary to link each food

item recorded to the nutrient database when coding

large amounts of data [5]. Use of new technology in

measuring dietary intake has the potential to reduce re-

spondent and researcher burden, automating data pro-

cessing and enhancing participants’ willingness to report

their dietary intake [78]. The incorporation of quality-

control procedures at each stage of the dietary assess-

ment method; training sessions for interviewers and

coders; standardisation of interviewing techniques and

questionnaires; and pre-testing and piloting the ques-

tionnaire will minimise systematic errors [30, 79].

7.4 Consider collecting additional related data (e.g.

was intake typical, supplement use) (desirable) For

acute measures of diet (e.g. 24HRs) participants should

ideally be asked if the day of recording was typical and,

if not, why not. DATs may gather additional information

on dietary supplement intake [5]. This is important in

low- or middle-income countries, where micronutrient

deficiencies prevail and where provision of supplements

(vitamin A, iron, folic acid) is common [80]. Depending

on the study question, information on how foods are

prepared or stored, and additional details on the type of

food that was consumed (e.g. whole-grain, sugar-free or

a fat-free food item) could be useful.

8 Prepare an implementation plan to reduce potential

biases when using your chosen DAT

8.1 Consider potential sampling/selection bias and

track non-participation/dropout/withdrawal at different

stages (essential) Researchers should minimise selection

bias and non-response bias using an appropriate sample

size from the target population ensuring that partici-

pants are representative of the wider population. En-

gaging the interest of participants prior to the study may

prevent dropouts [81] that can affect the generalisability

of findings.

8.2 Minimise interviewer bias (e.g. ensure staff

qualifications and training are appropriate, develop

standardised training protocols and monitoring

procedures) (essential) If you decide to interview par-

ticipants, appropriate training of staff will reduce inter-

viewer bias. Interviewers need knowledge to correctly

identify, describe and check foods and to be consistent

with all participants. Question wording, probing ques-

tions and an ability to establish a good relationship with

the respondent can all influence the quality of the data

collected. Records should be reviewed with the respond-

ent in order to clarify food entries and to probe if foods

have been forgotten [82]. Field interviewers should have

knowledge of the foods, customs and language of the

study population [83].

8.3 Minimise respondent biases (e.g. use prompts,

clear instructions) (essential) Social desirability bias is

common [84]. Under-reporters tend to be selective, by

reporting fewer servings from food groups with higher

energy densities [85]. Prompt questions and reminders

can be included to minimise likely omissions.

8.4 Quantify misreporting (essential) It is essential to

identify and minimise potential misreporting. Misreport-

ing is a complex problem in dietary assessment that

comprises both under- and over-reporting and intro-

duces error into the estimation of energy intake and
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nutrients [27]. A reasonable approach to identify under-

reporters is the application of the Goldberg equation

during analysis. However, note that the use of this

method may also lead to bias or misclassification be-

cause of the assumptions used to estimate total energy

expenditure [86]. Furthermore, recent guidance suggests

that rather than excluding implausible energy reporters

from the analysis, it should be stratified by reporting sta-

tus [87]. We recommend trying to understand the rea-

sons why participants under-report in each study, as it is

known that all dietary assessment methods are prone to

misreporting.

Discussion

Dietary assessment is complex, and guidance on the se-

lection of the most appropriate DATs is needed. The

DIET@NET partnership has generated expert consensus

on BPG for dietary assessment in health research, using

the Delphi technique. The Delphi technique is an itera-

tive process which allowed integration of expert opinions

into BPGs with 8 main guidelines, 24 elaboration guide-

lines and 11 sub-elaboration guidelines.

Numerous subject experts were recruited. They had a

good diversity of knowledge, from a range of different

backgrounds and countries. This approach was a prac-

tical way of generating international consensus. Not all

members from the Delphi group completed the first or

second Delphi round, and similarly not all members

from the Delphi group completed the embedded survey

on the DATs-S&W, but in both cases there was a rea-

sonable 50% response rate for the Delphi rounds and a

26% dropout rate. The final sample of experts is higher

than most guidelines developed using face-to-face meet-

ings or workshops [55].

Feedback and consensus can be problematic in the

Delphi process. For this study, the collective opinions

from the Delphi group were fed back to the DIET@NET

experts. Delphi produces more robust findings and al-

lows a higher degree of flexibility than other consensus

methods (e.g. the nominal group technique or models

developed by the National Institutes of Health [88]).

A strength of the Delphi technique is that it explores is-

sues objectively, encouraging views free from peer group

pressure, and allowing participation of larger groups [89].

The experts’ responses were reviewed by the DIET@NET

experts. Subject anonymity is important, as this can re-

duce the effect of dominant participants, which is a

concern when using group-based processes to collect

information [90]. Another notable strength of the BPGs

was the prioritisation of the guidelines as either Essen-

tial or Desirable.

These new guidelines on conducting research in nutri-

tional epidemiology complement another recent guide-

line on reporting findings from nutritional epidemiology.

The STrengthening the Reporting of OBservational

studies in Epidemiology (STROBE-nut) guidelines [55]

were developed similarly to the BPGs using a Delphi

technique. Both sets of guidelines support improved

conduct of research and reporting of results in nutritional

epidemiology. In addition, this work will complement the

new guidelines for assessing biodiverse foods in dietary in-

take surveys published by the Food and Agriculture

Organization (FAO) [91].

The BPGs should be used when researchers are design-

ing their study protocol. This paper provides only high-

lights regarding considerations for dietary assessment in

epidemiology; further details and explanations can be

found in additional resources such as the Nutritools web-

site and the National Cancer Institute Dietary Assessment

Primer [5]. The use of these guidelines cannot replace the

need for appropriate validation studies or other study de-

velopment work. However, where development of a new

method is not practical, these expert-generated BPGs can

provide consistency for selection of the most appropriate

tool.

Selecting a suitable tool should lead to more accurate

dietary assessments, better quality research and, conse-

quently, more valid results. Practicalities including associ-

ated costs need to be considered when making the selection.

We anticipate that the BPGs will continue to evolve, with

testing of the guidelines in field work scenarios allowing

determination of their efficacy. The successful application

of these BPGs will depend on the availability of validated

DATs. The BPGs will be available online in interactive form

on the Nutritools website (http://www.nutritools.org). Case

studies will also be provided on the website as examples on

how to use the BPGs in practice. The BPGs will also be

promoted through the Enhancing the QUAlity and Trans-

parency Of health Research (EQUATOR) Network [92].

We will be able to monitor use of the website and track

reference to the guidelines in publications. Future work

will allow comparison of studies using or not using the

guidelines to evaluate effectiveness. In addition, the Nutri-

tools site will provide access to a number of validated

DATs. A linked food questionnaire creator will allow re-

searchers to follow the BPGs to either adapt existing tools

or create a new questionnaire if a suitable DAT is not

available.

Conclusions

In conclusion, BPGs have been developed, using expert

feedback, to support researchers in their selection of the

most appropriate DAT. We anticipate that researchers

will use the BPGs primarily through the innovative

Nutritools website. The use of these guidelines, together

with the relevant validation studies for the DATs, should

lead to better quality research.

Cade et al. BMC Medicine  (2017) 15:202 Page 12 of 15

http://www.nutritools.org/


Additional file

Additional file 1: Section S1. The data collection tool for Delphi I data
collection. Figure S1. Best Practice Guidelines diagram. Table S1. Description
of dietary assessment tools (DATs) and their strengths and weaknesses.
(DOCX 267 kb)

Abbreviations

24HR: 24 hour recall; BPGs: Best Practice Guidelines; DAT: Dietary assessment
tool; DATs-S&W: Dietary assessment tools’ strengths and weaknesses;
DIET@NET: DIETary Assessment Tool NETwork; FFQ: Food frequency questionnaire

Acknowledgements

The DIET@NET partnership would like to thank the following people for
supporting the Delphi consultation and providing their time and expert
feedback:
Prof Margaret Allman-Farinelli; Dr Gina Ambrosini; Prof Lene Frost Andersen;
Prof Annie Anderson; Prof Elisa Bandera; Prof Thomas Baranowski; Dr Maria
Bryant; Dr Tracy Burrows; Ms Susan Church; Prof Clare Collins; Dr Leone Craig;
Prof Anne de Looy; Prof Adam Drewnowski; Dr Kim Edwards; Dr Pauline
Emmett; Dr Emma Foster; Prof Rosalind Gibson; Dr Darren Greenwood; Prof
Mirjana Gurinovic; Prof Michelle Holdsworth; Dr Bridget Holmes; Dr Emmanuelle
Kesse-Guyot; Dr Sharron Kirkpatrick; Dr Fariba Kolahdooz; Dr Carl Lachat; Dr Julie
Lanigan; Prof Mark Lawrence; Prof Alison Lennox; Dr Renata Levy; Dr Maria
Laura Louzada; Dr Michelle Mendez; Dr Renata Micha; Dr Androniki Naska; Dr
Michael Nelson; Dr Penny Nestel; Dr Mary Nicolaou; Dr Marga Ocke; Dr Hitomi
Okubo; Dr Gerda Pot; Dr Claire Robertson; Dr Paula Robson; Prof Chris Seal; Prof
Sangita Sharma; Ms Emma Strachan; Dr Amy Subar; Prof Carolyn Summerbell;
Dr Gillian Swan; Dr Garden Tabacchi; Dr Frances Thompson; Prof Janice L
Thompson; Dr Lukar Thornton; Dr Mathilde Touvier; Dr Aida Turrini; Dr Janet
Warren; Dr Ailsa Welch; Dr Simon Wheeler; Prof Walter Willett.
The members of the BPG working group (DIET@NET experts) are: Dr Nisreen
Alwan; Dr Victoria Burley; Paul Finglas; Dr Linda Harvey; Dr Laura Johnson;
Prof Andrew Ness; Polly Page; Katharine Roberts; Prof Sian Robinson; Mark
Roe; Dr Toni Steer; Prof Petra Wark.
The members of the DIET@NET consortium are: Dr Nisreen Alwan; Prof Janet
Cade; Paul Finglas; Prof Tim Key; Prof Barrie Margetts; Prof Andrew Ness; Prof
Sian Robinson; Dr Toni Steer; Polly Page; Prof Petra Wark.
The members of the DIET@NET project team are: Prof Janet Cade; Dr Marisol
Warthon-Medina; Neil Hancock; Jozef Hooson.

Funding

This work was supported by the UK Medical Research Council (Grant number
MR/L02019X/1).

Authors’ contributions

JEC, MWM and SA wrote the first draft of the manuscript with input from
the DIET@NET experts. SR led the Best Practice Guidelines (BPGs) working
group. All authors reviewed the manuscript: JEC, MWM, SA, NAA, AN, MR,
PAW, KG, VJB, PF, LJ, PP, KR, TS, JH, DCG and SR. JH and KG collected the
BPG feedback using a Bristol online survey. JEC was the principal investigator
and supervised the DIET@NET project. MWM was the DIET@NET project
manager, succeeding KG. All authors read and approved the final manuscript.

Competing interests

The authors declare no competing financial interests. The University of Leeds
is establishing a spin-out company, myfood24, for our new online dietary
assessment tool. Professor Janet Cade is a director and shareholder of
myfood24.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Nutritional Epidemiology Group, School of Food Science and Nutrition,
University of Leeds, Leeds LS2 9JT, UK. 2Department of Food Science and
Nutrition, King Abdulaziz University, PO Box 42807, 21551 Jeddah, Saudi
Arabia. 3Academic Unit of Primary Care and Population Sciences, Faculty of

Medicine, University of Southampton, Southampton General Hospital,
Southampton SO16 6YD, UK. 4NIHR Biomedical Research Unit in Nutrition,
Diet and Lifestyle, University Hospitals Bristol NHS Foundation Trust and the
University of Bristol, Bristol BS8 1TH, UK. 5Quadram Institute Bioscience,
Norwich NR4 7UA, UK. 6Centre for Innovative Research Across the Life
Course (CIRAL), Faculty of Health and Life Sciences, Coventry University,
Coventry CV1 5FB, UK. 7Global eHealth Unit, Department of Primary Care and
Public Health, Imperial College London, London SW7 2AZ, UK. 8Centre for
Exercise, Nutrition and Health Sciences, School for Policy Studies, University
of Bristol, Bristol BS8 1TH, UK. 9MRC Elsie Widdowson Laboratory, Cambridge
CB1 9NL, UK. 10Public Health Section, School of Health and Related Research
(ScHARR), University of Sheffield, Sheffield S10 2TN, UK. 11Public Health
England, London SE1 8UG, UK. 12Faculty of Medicine and Health, Division of
Biostatistics, University of Leeds, Leeds LS2 9JT, UK. 13MRC Lifecourse
Epidemiology Unit, University of Southampton, Southampton SO16 6YD, UK.
14NIHR Southampton Biomedical Research Centre, University of
Southampton & University Hospital Southampton NHS Foundation Trust,
Southampton SO16 6YD, UK.

Received: 19 April 2017 Accepted: 19 October 2017

References

1. Shim J-S, Oh K, Kim HC. Dietary assessment methods in epidemiologic
studies. Epidemiol Health. 2014;36:e2014009.

2. Farley TA, Rice J, Bodor JN, Cohen DA, Bluthenthal RN, Rose D. Measuring
the foodenvironment: shelf space of fruits, vegetables, and snack foods in
stores. J Urban Health. 2009;86(5):672–82.

3. Beaton GH, Burema J, Ritenbaugh C. Errors in the interpretation of dietary
assessments. Am J Clin Nutr. 1997;65(4):1100S–7S.

4. Illner A-K, Freisling H, Boeing H, Huybrechts I, Crispim S, Slimani N. Review
and evaluation of innovative technologies for measuring diet in nutritional
epidemiology. Int J Epidemiol. 2012;41(4):1187–203.

5. Dietary Assessment Primer.: National Institutes of Health, National Cancer
Institute, Bethesda, MD, USA. https://dietassessmentprimer.cancer.gov/.
Accessed 22 Aug 2017.

6. Wild CP, Andersson C, O’Brien NM, Wilson L, Woods JA. A critical evaluation
of the application of biomarkers in epidemiological studies on diet and
health. Br J Nutr. 2001;86 Suppl 1:S37–53.

7. Kuhnle GG. Nutritional biomarkers for objective dietary assessment. J Sci
Food Agric. 2012;92(6):1145–9.

8. Potischman N. Biologic and methodologic issues for nutritional biomarkers.
J Nutr. 2003;133 Suppl 3:875S–80S.

9. Subar AF, Freedman LS, Kirkpatrick SI, Boushey C, Potischman N, Guenther PM,
Krebs-Smith SM. Reply to NV Dhurandhar et al. J Nutr. 2016;146(5):1142–3.

10. Subar AF, Freedman LS, Tooze JA, Kirkpatrick SI, Boushey C, Neuhouser ML,
Thompson FE, Potischman N, Guenther PM, Tarasuk V, et al. Addressing
current criticism regarding the value of self-report dietary data. J Nutr.
2015;145(12):2639–45.

11. Murakami K, Livingstone MB. Prevalence and characteristics of misreporting
of energy intake in US adults: NHANES 2003-2012. Br J Nutr. 2015;114(8):1294–303.

12. Cobb LK, Anderson CA, Elliott P, Hu FB, Liu K, Neaton JD, Whelton PK,
Woodward M, Appel LJ. American heart association council on lifestyle and
metabolic health. Methodological issues in cohort studies that relate
sodium intake to cardiovascular disease outcomes: a science advisory from
the American heart association. Circulation. 2014;129(10):1173–86.

13. McMillan SS, King M, Tully MP. How to use the nominal group and Delphi
techniques. Int J Clin Pharm. 2016;38(3):655–62.

14. Serra-Majem L, Frost Andersen L, Henríque-Sánchez P, Doreste-Alonso J,
Sánchez-Villegas A, Ortiz-Andrelluchi A, Negri E, La Vecchia C. Evaluating
the quality of dietary intake validation studies. Br J Nutr. 2009;
102(Supplement S1):S3–9.

15. Hooson J, Hancock N, Greenwood DC, Robinson S, Burley VJ, Roe M, Steer T,
Wark PA, Cade JE. A systematic review of systematic reviews of validated
dietary assessment tools. Proc Nutr Soc. 2016;75(OCE3):E239.

16. Sinha IP, Smyth RL, Williamson PR. Using the Delphi technique to determine
which outcomes to measure in clinical trials: recommendations for the future
based on a systematic review of existing studies. PLoS Med. 2011;8(1):e1000393.

17. Boulkedid R, Abdoul H, Loustau M, Sibony O, Alberti C. Using and reporting
the Delphi method for selecting healthcare quality indicators: a systematic
review. PLoS One. 2011;6(6):e20476.

Cade et al. BMC Medicine  (2017) 15:202 Page 13 of 15

dx.doi.org/10.1186/s12916-017-0962-x
https://dietassessmentprimer.cancer.gov/


18. Hu FB. Dietary pattern analysis: a new direction in nutritional epidemiology.
Curr Opin Lipidol. 2002;13(1):3–9.

19. Chung M, Balk EM, Ip S, Lee J, Terasawa T, Raman G, Trikalinos T, Lichtenstein
AH, Lau J. Systematic review to support the development of nutrient reference
intake values: challenges and solutions. Am J Clin Nutr. 2010;92(2):273–6.

20. Rossato SL, Fuchs SC. Handling random errors and biases in methods used
for short-term dietary assessment. Rev Saude Publica. 2014;48(5):845–50.

21. Pryer JA, Vrijheid M, Nichols R, Kiggins M, Elliott P. Who are the ‘low energy
reporters’ in the dietary and nutritional survey of British adults? Int J
Epidemiol. 1997;26(1):146–54.

22. Thompson FE, Subar AF. Chapter 1 — dietary assessment methodology. In:
Coulston AM, Boushey CJ, editors. Nutrition in the prevention and treatment of
disease. 2nd ed. New York: Academic Press; 2008. p. 3–39.

23. Livingstone MB, Robson PJ. Measurement of dietary intake in children. Proc
Nutr Soc. 2000;59(2):279–93.

24. Magarey A, Watson J, Golley RK, Burrows T, Sutherland R, McNaughton SA,
Denney-Wilson E, Campbell K, Collins C. Assessing dietary intake in children
and adolescents: considerations and recommendations for obesity research.
Int J Pediatr Obes. 2011;6(1):2–11.

25. Slimani N, Bingham S, Runswick S, Ferrari P, Day NE, Welch AA, Key TJ, Miller AB,
Boeing H, Sieri S, et al. Group level validation of protein intakes estimated by
24-hour diet recall and dietary questionnaires against 24-hour urinary
nitrogen in the European prospective investigation into cancer and nutrition
(EPIC) calibration study. Cancer Epidemiol Biomarkers Prev. 2003;12(8):784–95.

26. Almiron-Roig E, Aitken A, Galloway C, Ellahi B. Dietary assessment in
minority ethnic groups: a systematic review of instruments for portion-size
estimation in the United Kingdom. Nutr Rev. 2017;75(3):188–213.

27. Poslusna K, Ruprich J, de Vries JHM, Jakubikova M, van’t Veer P. Misreporting
of energy and micronutrient intake estimated by food records and 24
hour recalls, control and adjustment methods in practice. Br J Nutr.
2009;101(SupplementS2):S73–85.

28. Carter M, Albar S, Morris M, Mulla U, Hancock N, Evans C. Development of a
UK online 24-hour dietary assessment tool: myfood24. Nutrients. 2015;7:4016–32.

29. Nelson M, Black AE, Morris JA, Cole TJ. Between- and within-subject
variation in nutrient intake from infancy to old age: estimating the number
of days required to rank dietary intakes with desired precision. Am J Clin
Nutr. 1989;50(1):155–67.

30. Diet, Anthropometry and Physical Activity (DAPA) Measurement Toolkit.
University of Cambridge. National Health Service. National Institute for
Health Research, Medical Research Council (MRC). http://dapa-toolkit.mrc.ac.
uk/. Accessed 22 Aug 2017.

31. Rutishauser IH. Dietary intake measurements. Public Health Nutr.
2005;8(7a):1100–7.

32. Palaniappan U, Cue R, Payette H, Gray-Donald K. Implications of day-to-day
variability on measurements of usual food and nutrient intakes. J Nutr.
2003;133(1):232–5.

33. Thompson FE, Byers T. Dietary assessment resource manual. J Nutr.
1994;124:2245S–317S.

34. Ma Y, Olendzki BC, Pagoto SL, Hurley TG, Magner RP, Ockene IS, Schneider
KL, Merriam PA, Hébert JR. Number of 24-hour diet recalls needed to
estimate energy intake. Ann Epidemiol. 2009;19(8):553–9.

35. Bazzano LA, Serdula MK, Liu S. Dietary intake of fruits and vegetables and
risk of cardiovascular disease. Curr Atheroscler Rep. 2003;5(6):492–9.

36. Dodd KW, Guenther PM, Freedman LS, Subar AF, Kipnis V, Midthune D,
Tooze JA, Krebs-Smith SM. Statistical methods for estimating usual intake
of nutrients and foods: a review of the theory. J Am Diet Assoc.
2006;106(10):1640–50.

37. Whitton C, Nicholson SK, Roberts C, Prynne CJ, Pot G, Olson A, Fitt E, Cole D,
Teucher B, Bates B, et al. National diet and nutrition survey: UK food
consumption and nutrient intakes from the first year of the rolling programme
and comparisons with previous surveys. Br J Nutr. 2011;106(12):1899–914.

38. Measuring diet and physical in weight management interventions: a
briefing paper. Oxford: National Obesity Observatory (NOO). National Health
Service. Public Health England. http://webarchive.nationalarchives.gov.uk/
20170110165944/https://www.noo.org.uk/NOO_pub/briefing_papers.
Accessed 22 Aug 2017.

39. Foster E, Matthews JN, Nelson M, Harris JM, Mathers JC, Adamson AJ. Accuracy
of estimates of food portion size using food photographs—the importance of
using age-appropriate tools. Public Health Nutr. 2006;9(4):509–14.

40. Hébert JR, Peterson KE, Hurley TG, Stoddard AM, Cohen N, Field AE,
Sorensen G. The effect of social desirability trait on self-reported dietary

measures among multi-ethnic female health center employees. Ann
Epidemiol. 2001;11(6):417–27.

41. Goodwin RA, Brulé D, Junkins EA, Dubois S, Beer-Borst S. Development
of a food and activity record and a portion-size model booklet for use
by 6- to 17-year olds: a review of focus-group testing. J Am Diet Assoc.
2001;101(8):926–8.

42. Black AE, Prentice AM, Goldberg GR, Jebb SA, Bingham SA, Livingstone MBE,
Coward A. Measurements of total energy expenditure provide insights into
the validity of dietary measurements of energy intake. J Am Diet Assoc.
1993;93(5):572–9.

43. Elmståhl S, Gullberg B. Bias in diet assessment methods—consequences of
collinearity and measurement errors on power and observed relative risks.
Int J Epidemiol. 1997;26(5):1071–9.

44. Lennernas M. Dietary assessment and validity: to measure what is meant to
measure. Food Nutr Res. 1998;42:63–5.

45. Greenfield H, Southgate DA. Guidelines for the use of food composition data.
In: Food composition data production, management and use. 2nd ed. Rome:
Food and Agriculture Organization of the United Nations; 2003. p. 187–97.

46. Usual Dietary Intakes: The NCI method. National Institutes of Health.
National Cancer Institute. Division of Cancer Control and Population
Sciences. Epidemiology and Genomics Research Program. http://epi.grants.
cancer.gov/diet/usualintakes/method.html?&url=/diet/usualintakes/method.
html. Accessed 22 Aug 2017.

47. Bognár A, Piekarski J. Guidelines for recipe information and calculation of
nutrient composition of prepared foods (dishes). J Food Comp Anal.
2000;13(4):391–410.

48. Cameron ME, Van Staveren WA. Manual on methodology for food
consumption studies. New York: Oxford Medical Publications; 1988.

49. U.S. Department of Agriculture (USDA). Table of Nutrient Retention Factors,
Release 6. https://www.ars.usda.gov/ARSUserFiles/80400525/Data/retn/retn06.pdf.
Accessed 22 Aug 2017.

50. Aldwairji MA, Chu J, Burley VJ, Orfila C. Analysis of dietary fibre of boiled
and canned legumes commonly consumed in the United Kingdom. J Food
Compos Anal. 2014;36(1):111–6.

51. Nelson M, Atkinson M, Darbyshire S. Food photography. I: the perception of
food portion size from photographs. Br J Nutr. 1994;72(5):649–63.

52. Cypel YS, Guenther PM, Petot GJ. Validity of portion-size measurement aids:
a review. J Am Diet Assoc. 1997;97(3):289–92.

53. Standard evaluation framework for dietary interventions. National Obesity
Observatory (NOO). 2012. https://khub.net/documents/31798783/32185565/
Standard+Evaluation+Framework+for+dietary+interventions.pdf/a7f2fd0e-
3a2c-48ad-938a-afc6116e2552?version=1.1. Accessed 22 Aug 2017.

54. Kaaks R, Riboli E, Sinha R. Biochemical markers of dietary intake. IARC Sci
Publ. 1997;142:103–26.

55. Lachat C, Hawwash D, Ocké MC, Berg C, Forsum E, Hörnell A, Larsson C,
Sonestedt E, Wirfält E, Åkesson A, et al. Strengthening the reporting of
observational studies in epidemiology—nutritional epidemiology (STROBE-nut):
an extension of the STROBE statement. PLoS Med. 2016;13(6):e1002036.

56. Freedman LS, Kipnis V, Schatzkin A, Tasevska N, Potischman N. Can we use
biomarkers in combination with self-reports to strengthen the analysis of
nutritional epidemiologic studies? Epidemiol Perspect Innov. 2010;7(1):1–9.

57. Jenab M, Slimani N, Bictash M, Ferrari P, Bingham SA. Biomarkers in
nutritional epidemiology: applications, needs and new horizons. Hum
Genet. 2009;125(5-6):507–25.

58. Corella D, Ordovás JM. Biomarkers: background, classification and
guidelines for applications in nutritional epidemiology. Nutr Hosp.
2015;31(3):177–88.

59. Block G, Hartman AM. Issues in reproducibility and validity of dietary studies.
Am J Clin Nutr. 1989;50(5):1133–8.

60. Jain M, Howe GR, Rohan T. Dietary assessment in epidemiology: comparison
of a food frequency and a diet history questionnaire with a 7-day food
record. Am J Epidemiol. 1996;143(9):953–60.

61. FAO. Quantitative and qualitative approaches to dietary assessment. In: Uses
of food consumption and anthropometric surveys in the Caribbean. How to
transform data into decision-making tools. Rome: Food and Agriculture
Organization of the United Nations; 2004.

62. Bland JM, Altman DG. Comparing methods of measurement: why plotting
difference against standard method is misleading. Lancet. 1995;346(8982):1085–7.

63. Lombard MJ, Steyn NP, Charlton KE, Senekal M. Application and
interpretation of multiple statistical tests to evaluate validity of dietary
intake assessment methods. Nutr J. 2015;14:40.

Cade et al. BMC Medicine  (2017) 15:202 Page 14 of 15

http://dapa-toolkit.mrc.ac.uk/
http://dapa-toolkit.mrc.ac.uk/
http://webarchive.nationalarchives.gov.uk/20170110165944/https://www.noo.org.uk/NOO_pub/briefing_papers
http://webarchive.nationalarchives.gov.uk/20170110165944/https://www.noo.org.uk/NOO_pub/briefing_papers
http://epi.grants.cancer.gov/diet/usualintakes/method.html?&url=/diet/usualintakes/method.html
http://epi.grants.cancer.gov/diet/usualintakes/method.html?&url=/diet/usualintakes/method.html
http://epi.grants.cancer.gov/diet/usualintakes/method.html?&url=/diet/usualintakes/method.html
https://www.ars.usda.gov/ARSUserFiles/80400525/Data/retn/retn06.pdf
https://khub.net/documents/31798783/32185565/Standard+Evaluation+Framework+for+dietary+interventions.pdf/a7f2fd0e-3a2c-48ad-938a-afc6116e2552?version=1.1
https://khub.net/documents/31798783/32185565/Standard+Evaluation+Framework+for+dietary+interventions.pdf/a7f2fd0e-3a2c-48ad-938a-afc6116e2552?version=1.1
https://khub.net/documents/31798783/32185565/Standard+Evaluation+Framework+for+dietary+interventions.pdf/a7f2fd0e-3a2c-48ad-938a-afc6116e2552?version=1.1


64. Kaaks R, Ferrari P. Dietary intake assessments in epidemiology: can we know
what we are measuring? Ann Epidemiol. 2006;16(5):377–80.

65. McNaughton SA, Marks GC, Gaffney P, Williams G, Green A. Validation of a
food-frequency questionnaire assessment of carotenoid and vitamin E
intake using weighed food records and plasma biomarkers: the method of
triads model. Eur J Clin Nutr. 2005;59(2):211–8.

66. Yokota RT, Miyazaki ES, Ito MK. Applying the triads method in the validation
of dietary intake using biomarkers. Cad Saude Publica. 2010;26(11):2027–37.

67. World food consumption patterns — trends and drivers https://ec.europa.
eu/agriculture/sites/agriculture/files/markets-and-prices/market-briefs/pdf/
06_en.pdf. Accessed 22 Aug 2017.

68. Gleason PM, Harris J, Sheean PM, Boushey CJ, Bruemmer B. Publishing
nutrition research: validity, reliability, and diagnostic test assessment in
nutrition-related research. J Am Diet Assoc. 2010;110(3):409–19.

69. Johnson B, Hackett A, Bibby A, Cross J. An investigation of the face validity
of a food intake questionnaire: lessons for dietary advice. J Hum Nutr Diet.
1999;12(4):307–16.

70. Dutch National Food Consumption Survey (DNFCS) http://www.rivm.nl/en/
Topics/D/Dutch_National_Food_Consumption_Survey/Overview_surveys/
DNFCS_2007_2010. Accessed 22 Aug 2017.

71. Issues in measuring the dietary intakes of children and adolescents.
Australasian child and adolescent obesity research network (ACAORN)
http://www.acaorn.org.au/streams/nutrition/publications/ACAORN_Diet_
methods_review.pdf. Accessed 22 Aug 2017.

72. Hulshof KFAM, Brussaard JH, Kruizinga AG, Telman J, Lowik MRH. Socio-
economic status, dietary intake and 10[emsp14]y trends: the Dutch national
food consumption survey. Eur J Clin Nutr. 2003;57(1):128–37.

73. Elmadfa I, Meyer AL. Importance of food composition data to nutrition and
public health. Eur J Clin Nutr. 2010;64 Suppl 3:S4–7.

74. Kipnis V, Freedman LS, Brown CC, Hartman AM, Schatzkin A, Wacholder S.
Effect of measurement error on energy-adjustment models in nutritional
epidemiology. Am J Epidemiol. 1997;146(10):842–55.

75. Day KC. ‘Recipe’, a computer program for calculating the nutrient contents
of foods. J Hum Nutr. 1980;34(3):181–7.

76. Ricci J, Jerome N, Moussa W, Galal O, Harrison G, Kirksey A. Developing an
international food composition data base: an illustration from the nutrition
CRSP. In: Proceedings of the fourteenth national nutrient data bank
conference Ithaca. New York: The CBORD Group, Inc; 1989.

77. Merchant AT, Dehghan M. Food composition database development for
between country comparisons. Nutr J. 2006;5:2–2.

78. Ngo J, Engelen A, Molag M, Roesle J, Garcia-Segovia P, Serra-Majem L. A
review of the use of information and communication technologies for
dietary assessment. Br J Nutr. 2009;101 Suppl 2:S102–112.

79. Jackson KA, Byrne NM, Magarey AM, Hills AP. Minimizing random error in
dietary intakes assessed by 24-h recall, in overweight and obese adults. Eur
J Clin Nutr. 2008;62(4):537–43.

80. Huffman SL, Baker J, Shumann J, Zehner ER. The case for promoting
multiple vitamin and mineral supplements for women of reproductive age
in developing countries. Food Nutr Bull. 1999;20(4):379–94.

81. Gustavson K, von Soest T, Karevold E, Røysamb E. Attrition and generalizability
in longitudinal studies: findings from a 15-year population-based study and a
Monte Carlo simulation study. BMC Public Health. 2012;12(1):1–11.

82. Coulston ABC, Ferruzzi M, Delahanty L. Nutrition in the prevention and
treatment of disease. 4th ed. New York: Academic Press; 2013.

83. GAIN Working Paper Series. No. 4: Applying dietary assessment methods for
food fortification and other nutrition programs http://www.harvestplus.org/
sites/default/files/Dietary%20Assessment%20Methods_Sept%202012.pdf.
Accessed 22 Aug 2017.

84. Hebert JR, Clemow L, Pbert L, Ockene IS, Ockene JK. Social desirability bias
in dietary self-report may compromise the validity of dietary intake measures.
Int J Epidemiol. 1995;24(2):389–98.

85. Ventura AK, Loken E, Mitchell DC, Smiciklas-Wright H, Birch LL. Understanding
reporting bias in the dietary recall data of 11-year-old Girls. Obesity.
2006;14(6):1073–84.

86. Black AE. Critical evaluation of energy intake using the Goldberg cut-off for
energy intake: basal metabolic rate. A practical guide to its calculation, use
and limitations. Int J Obes Relat Metab Disord. 2000;24(9):1119–30.

87. Tooze JA, Freedman LS, Carroll RJ, Midthune D, Kipnis V. The impact of
stratification by implausible energy reporting status on estimates of diet-
health relationships. Biom J. 2016;58(6):1538–51.

88. Fink A, Kosecoff J, Chassin M, Brook RH. Consensus methods: characteristics
and guidelines for use. Am J Public Health. 1984;74(9):979–83.

89. Williams PL, Webb C. The Delphi technique: a methodological discussion. J
Adv Nurs. 1994;19(1):180–6.

90. Hsu C-C, Sandford BA. The Delphi technique: making sense of consensus.
PARE. 2007;12(10):1–8.

91. Kennedy G, Lee W, Termote C, Charrondiere R, Yen J, Tung A. Guidelines on
assessing biodiverse foods in dietary intake surveys. Rome: FAO; 2017.

92. Enhancing the QUAlity and Transparency Of health Research. Equator
Network https://www.equator-network.org/. Accessed 22 Aug 2017.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Cade et al. BMC Medicine  (2017) 15:202 Page 15 of 15

https://ec.europa.eu/agriculture/sites/agriculture/files/markets-and-prices/market-briefs/pdf/06_en.pdf
https://ec.europa.eu/agriculture/sites/agriculture/files/markets-and-prices/market-briefs/pdf/06_en.pdf
https://ec.europa.eu/agriculture/sites/agriculture/files/markets-and-prices/market-briefs/pdf/06_en.pdf
http://www.rivm.nl/en/Topics/D/Dutch_National_Food_Consumption_Survey/Overview_surveys/DNFCS_2007_2010
http://www.rivm.nl/en/Topics/D/Dutch_National_Food_Consumption_Survey/Overview_surveys/DNFCS_2007_2010
http://www.rivm.nl/en/Topics/D/Dutch_National_Food_Consumption_Survey/Overview_surveys/DNFCS_2007_2010
http://www.acaorn.org.au/streams/nutrition/publications/ACAORN_Diet_methods_review.pdf
http://www.acaorn.org.au/streams/nutrition/publications/ACAORN_Diet_methods_review.pdf
http://www.harvestplus.org/sites/default/files/Dietary%20Assessment%20Methods_Sept%202012.pdf
http://www.harvestplus.org/sites/default/files/Dietary%20Assessment%20Methods_Sept%202012.pdf
https://www.equator-network.org/

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Participants
	Data collection
	Generating a consensus

	Results
	Participants’ characteristics from Delphi rounds
	Consensus on the Best Practice Guidelines
	Best Practice Guidelines
	Pre-study: what is your research objective?

	Stage I. Define what you want to measure in terms of dietary intake: the key a priori considerations to guide your choice of the appropriate type of dietary assessment tool (DAT)
	1 What? — characteristics of the main dietary component of interest
	2 Who? — considerations around the characteristics of study participants
	3 When? — time frame considerations

	Stage II. Investigate the different types of DATs and their suitability for your research question
	4 Consider and appraise the different DAT types

	Stage III. Evaluate existing tools to select the most appropriate DAT
	5 Research and evaluate available tools of interest
	6 If, based on the validation studies, none of the existing DATs is entirely or wholly suitable, consider the need to modify or update an existing DAT, or create a new DAT and evaluate it

	Next step: select your DAT
	Stage IV. Think through the implementation of your chosen DATs
	7 Consider issues relating to the chosen DAT and the measurement of your dietary component of interest
	8 Prepare an implementation plan to reduce potential biases when using your chosen DAT


	Discussion
	Conclusions
	Additional file
	Abbreviations
	Funding
	Authors’ contributions
	Competing interests
	Publisher’s Note
	Author details
	References

